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Welcome to Urology Update 2018, an outline of the latest changes in urogenital 
histopathology reporting, together with explanations of how these can be applied to 
your clinical practice.

A number of updates and advances were introduced to urogenital pathology with 
the publication of the 4th edition of the WHO Classification of Tumours of the Urinary 
System and Male Genital Tract, in 2016, and the 8th edition of the American Joint 
Committee on Cancer (AJCC) Cancer Staging Manual, in 2017. 

Many of these changes have been implemented into our standard histopathology 
reports. They also form the basis for the next generation of illustrated reports that are 
now available through Sonic Uro Dx, the specialist division of Douglass Hanly Moir 
Pathology dedicated to excellence in uropathology. 

Sonic Uro Dx is an exciting new initiative that combines our recognised expertise in 
urogenital diagnosis with pathologist consultation and value-added reporting options. 
Our aim is to assist urologists in their clinical practice, both in terms of diagnosis and 
treatment, as well as through the provision of tools that allow for easier communication 
with patients.

Adjunct Clinical Professor Warick Delprado 
MBBS, FRCPA, FIAC 
Director, Sonic Uro Dx

Clinical Associate Professor Fiona Maclean
MBBS (Hons), BAppSc, FRCPA, GAICD
Deputy Director, Sonic Uro Dx
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Tumours of the kidney  
It’s not always crystal clear
Advances in the molecular characterisation of renal neoplasia over the last decade have resulted in a significant 
expansion of the recognised types of renal cell carcinoma (RCC). This summary highlights some of the newly 
identified entities, including the more common entities and those with significant prognostic implications to 
patients and their families.

At a glance
 § New tumour entities have been recognised, including:

 – Clear cell papillary RCC
 – Succinate dehydrogenase (SDH)-deficient RCC
 – Hereditary leiomyomatosis and renal cell carcinoma-

associated RCC (HLRCC) syndrome
 § As a result of the expanded classification system, 

treatment and follow-up options can be more closely 
tailored to individual patients

Hiding in plain sight

Refining the clear cell category

For many years, RCCs were diagnosed as clear cell 
RCC, papillary RCC, and chromophobe RCC, with 
small numbers of other tumour types seen.

Clear cell RCC was, and remains, the most frequently 
diagnosed primary malignant neoplasm of the 
kidney. However, tumours that have cells where 
clear cytoplasm is present don’t always behave in 
a similar fashion. This prompted consideration that 
several different tumours were included under the 
one umbrella term. As a result, an entity termed ‘clear 
cell papillary renal cell carcinoma (RCC), has been 
identified, which although initially reported in end-
stage kidneys, is now more commonly identified in 
individuals with otherwise normal kidneys.

It is now established that clear cell papillary RCC 
represents the fourth most common RCC type. These 
tumours differ morphologically from classic clear cell 
RCC, are generally low-grade, lack the characteristic 
3p deletions, and behave in a much more indolent 
fashion. Thus follow-up may not need to be as 
stringent as in patients in which a diagnosis of classic 
clear cell RCC is made.

Kidney Cancer



CASE REPORT: A FEMALE 
IN HER EARLY 40s WITH A 
PREVIOUS HYSTERECTOMY

Lauren is a female in her early 40s with a growing 
family and a previous history of hysterectomy for 
fibroids at a relatively young age. She presented with 
lower back pain and, on investigation, metastatic 
tumour was diagnosed radiologically, with a renal 
primary favoured.

The kidney was resected and the tumour was reported 
as type 2 papillary RCC. The patient unfortunately 
progressed quickly and urgent referral was made to a 
medical oncologist.

The oncologist, Carole, was aware of the newer 
entities in the classification system through 
discussions at multidisciplinary meetings around other 
patients. The clinical history prompted her to consider 
HLRCC and ask for review of the histology. At review, a 
diagnosis of HLRCC was confirmed. The patient was 
then placed on a clinical drug trial that week.

Carole commented, “As treatments become available 
over the next few years for patients with these unusual 
tumour types, we are becoming excited by the 
possibilities of being able to provide more effective 
and tailored treatments.” 

It’s all in the family

Familial tumour types

Up to 10% of RCCs are currently thought to have a 
familial basis. As access to molecular testing grows, it 
is likely that this percentage will increase.

Although rare, familial tumours have great clinical 
significance due to their tendency to present at a 
young age, often with poorer prognosis. These 
tumour types include ‘succinate dehydrogenase 
(SDH)-deficient renal carcinoma’ and ‘hereditary 
leiomyomatosis and renal cell carcinoma-associated 
RCC (HLRCC) syndrome’. The former is associated 
with phaeochromocytomas and gastrointestinal 
stromal tumours (GISTs). The latter syndrome includes 
leiomyomas of the skin and uterus, and the RCCs have 
a propensity to metastasise at a small size (even less 
than 1 cm in diameter). Both of these tumour types 
show autosomal dominant (AD) inheritance patterns 
and have well described, albeit at times subtle, 
histological features that allow for their recognition.

Changes to grading and staging

Clear cell RCC and papillary RCC have been graded 
using the Fuhrman system for some time. Following 
an international consensus meeting in 2012, there 
has been a move to a streamlined system based 
purely on nucleolar prominence, known as the 
WHO/International Society of Urologic Pathology 
(ISUP) system. This is a four tier system similar to the 
previously accepted system.

In regard to staging, the criteria for pT3a tumours have 
been made more straightforward, with the removal 
of the requirement for gross identification of tumours 
within the renal vein or its segmental branches. 
Additionally, the presence of tumour invading into the 
pelvicalyceal system is now considered to be pT3a.
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Tumours of the prostate 
All you need to know after a night 
on the TURPs
Prostate carcinoma is the most commonly diagnosed cancer in men In Australia, with 17,729 men expected to be 
diagnosed in 2018. Every year, more men die of prostate cancer than women die of breast cancer.

At a glance
 § Grade Groups are designed to indicate to the patient the 

true range of low-grade to high-grade carcinoma and 
simplify the prognostic steps

 § The Grade Group is given in addition to the Gleason Score, 
and does not replace it

Oh no! Not another grading system

The rationale for Grade Groups

Since the 1960s, the Gleason grading system has 
been the mainstay of histopathologic grading of 
prostate adenocarcinoma. There have been minor 
revisions, the most significant of which occurred 
in 2005. One of the main criticisms of the Gleason 
grading system has been the fact that Gleason 
patterns 1 and 2 are not assigned in core biopsy 
material, so the lowest Gleason Score that can be 
given is 3+3=6. Telling a patient he has a tumour that is 
6 out of a possible 10 may convey the impression that 
the tumour has a more aggressive biologic potential 
than it actually does, making active surveillance a 
less attractive option. The new Grade Group system 
puts Gleason Score 6 or less in Grade Group 1, better 
conveying the more indolent nature of this disease.

The other major criticism of the Gleason grading 
system is that although Gleason Score 3+4=7 and 
4+3=7 have the same total score (7), they represent 
quite different diseases, with different prognoses and 
thus different management requirements. The Grade 
Group system puts Gleason Score 3+4=7 in Grade 
Group 2 and Gleason Score 4+3=7 in Grade Group 3, 
allowing better separation of these two patterns.

Prostate Cancer



THE ROAD AHEAD IN THE AGE 
OF PERSONALISED MEDICINE

For more than 25 years, prostate specific antigen 
(PSA) has been the prime biomarker for prostate 
cancer. Unfortunately it suffers from issues with 
both specificity and sensitivity. Although one in five 
Australian men will be diagnosed with prostate cancer 
over the course of their life, it is difficult to predict 
which men will have clinically significant disease that 
will shorten their lifespan.

Biomarkers in development specifically deal with 
screening, diagnosis, prognosis and prediction of 
treatment responses. Potential biomarkers could 
be applied to samples of serum, tissue or urine. The 
biomarkers undergoing development that show 
promise include circulating tumour cells, microRNAs 
and exomes. Similar to other fields, these biomarkers 
would not replace other investigative and diagnostic 
tools, such as MRI and histological assessment of 
biopsy material, but will rather work alongside them.

Additional insight from Professor Graeme 
Suthers, Director of Genetics (Sonic Healthcare)

An increasing understanding of the mutations 
which drive the malignancy and ever increasing 
sensitivity of assays (both in tumour tissue and 
plasma), is highly likely to lead to more accurate 
prognosis and response to chemotherapy. 
Although these developments are still relatively 
new, the initial results are extremely promising and 
are likely to lead to improved patient outcomes.

The nuts and bolts of grading

How the Grade Groups are applied

The Grade Group is a recently adopted categorisation 
derived from the ISUP Modified Gleason Score. 
It allocates the patient into one of five prognostic 
categories or groups, with the lowest number 
indicating a very good prognostic tumour, and higher 
numbers indicating a poorer prognosis.

The application of Grade Groups varies according to 
the specimen type:

Needle biopsy specimens – the Grade Group is 
derived from the score of the core biopsy/ location 
with the highest ISUP Modified Gleason Score, NOT 
the composite score.

Radical prostatectomy specimens – the Grade 
Group is derived from the index carcinoma within 
the prostate, NOT the composite carcinoma score. 
The index area of carcinoma (‘index carcinoma’) is 
defined for this purpose as the area of carcinoma in 
the prostate that has the highest clinical significance 
based upon grade, volume or stage, or any 
combination of the three.

The five Grade Groups and their corresponding ISUP 
Modified Gleason Scores are:

Prostate Prognostic Grade Groups

Grade 1 Gleason Score ≤6

Grade 2 Gleason Score 3+4=7

Grade 3 Gleason Score 4+3=7

Grade 4 Gleason Score =8

Grade 5 Gleason Score ≥9

Changes to staging

Some pathologists previously subcategorised pT2 
tumours depending on laterality of disease. This is now 
formally discouraged. Clinical staging still contains this 
information.
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A picture paints a thousand words 
Illustrating a prostate cancer 
diagnosis to your patient 
We all know that a picture paints a thousand words, but somehow the adage seems to have bypassed most 
pathologists who have traditionally had a preference for comprehensive, wordy reports that convey a huge amount 
of information in dense text. 

In an age of increasing patient consultation and involvement, clinicians often need to convey complex medical 
findings to patients in a simple and clear manner. 

To assist with these discussions, we have developed a range of contemporary reports that allow physicians to 
provide clearer answers to difficult questions.

Where is my cancer? How extensive is my cancer?

The answers to these common questions can be illustrated using graphical mapping of prostate needle biopsy results, showing 
the location of cancer and the Grade Groups. This can lead to different treatment options when high-grade carcinoma is 
localised to a part of the prostate.

Graphical maps can be included in all biopsy reports when biopsies are performed and labelled using standard templates.

For example:

2. High-grade carcinoma (Grade Groups 3 
and 4) is present along the whole of the 
left side of the prostate posterolaterally, 
with lower grade carcinoma (Grade 
Groups 1 and 2) on the inner/medial 
aspect of the right lobe.

Transrectal biopsies

3. High-grade carcinoma 
(Grade Group 4) in the 
bladder base region on 
the left, with focal Grade 
Group 1 on the right.

Transperineal biopsies

1. Grade Group 4 carcinoma is present 
in the right posterior quadrant in the 
bladder base region with only lower 
grade carcinoma (Grade Groups 1 
and 2) on the left near the apex.
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How bad is my cancer?

The Grade Group (and the inherent Gleason Score) illustrate how far the carcinoma has deviated from the original tissue 
architecture. Low Grade Groups indicate a small deviation, resulting in well-formed glands with a small impact on the 
patient. Intermediate Grade Groups show increasing deviation, with abnormal glands or loss of glandular architecture. 
High Grade Groups have loss of glandular architecture, resulting in a greater impact or poorer prognosis.

Glandular architecture goes from donuts, to squashed donuts, to Swiss cheese, to solid masses. 

Illustrations in reports can convey this clearly to patients.

Grade Group 1 (Gleason Score 3+3=6)
Well-formed (donut-shaped) glands

Grade Group 2 (Gleason Score 3+4=7)
Mainly well-formed with some squashed glands

Grade Group 3 (Gleason Score 4+3=7)
Mainly squashed glands with only some well-formed glands

Grade Group 5 (Gleason Score 4+5=9)
No glands

Grade Group 4 (Gleason Score 4+4=8)
Swiss cheese or poorly-formed glands
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Tumours of the testis  
12p, or not 12p, that is the question 
Testicular germ cell tumour (GCT) is the most common malignancy amongst men in the 20-50 year age bracket. 
Based on histology, these tumours are generally referred to as seminomatous and non-seminomatous (embryonal 
carcinoma, teratoma, yolk sac tumour and choriocarcinoma).

The emerging understanding of molecular pathways of histogenesis and their integration with traditional 
histopathologic morphological assessment has improved classification and thus allowed for optimisation of therapy.

At a glance
 § New classifications allow for optimisation of therapy

 – The term germ cell neoplasia-in-situ (GCNIS) has 
replaced intratubular germ cell neoplasia (ITGCN) 
for the initial precursor lesion of germ cell neoplasia 
of the testis

 – The WHO classification of germ cell tumours 
divides tumours depending on their association 
with 12p amplification

What comes first?

Precursor lesions

Germ cell neoplasia-in-situ (GCNIS) is the initial precursor 
lesion for germ cell neoplasia in the testis, and was formerly 
known as intratubular germ cell neoplasia (ITGCN). 
Intermediate precursor lesions are intratubular seminoma 
and intratubular embryonal carcinoma, and the late precursor 
lesion is micro-invasive testicular germ cell tumour.

12p, or not 12p, that is the question

The importance of 12p amplification in 
classification of testicular germ cell tumours

Amplification of chromosome 12p (either as the presence 
of isochromosome 12p or as 12p over-representation) is 
the genetic hallmark of malignant GCT and is the key to 
understanding the current tumour classification. 

Tumours associated with 12p over-expression are termed 
‘post-pubertal tumours’ and include seminoma, embryonal 
carcinoma, yolk sac tumour, choriocarcinoma and post-
pubertal teratoma. All have malignant potential and arise 
from a malignant germ cell, often through GCNIS. In contrast, 
prepubertal yolk sac tumour, prepubertal teratoma (including 
dermoid cyst) and spermatocytic tumour arise through other 
mechanisms, where GCNIS is not involved. This reinforces 
the concept that spermatocytic tumour (previously known as 
spermatocytic seminoma) has no relationship to seminoma. 
Additionally, as prepubertal teratoma arises through a non-
transformed germ cell, it does not have metastatic potential. 
As long as there is no association with GCNIS and thus 12p 
amplification, the term ‘prepubertal teratoma’ is applied, 
regardless of the patient’s age or pubertal status.

Testicular Cancer
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Tumour type Amplification of 12p Association with GCNIS

Seminoma, embryonal carcinoma, yolk 
sac tumour, choriocarcinoma and post-
pubertal teratoma

Present Usually present

Prepubertal yolk sac tumour, prepubertal 
teratoma (including dermoid cyst) and 
spermatocytic tumour

Not present Not present

CASE REPORT: REASSURANCE 
FROM THE PATHOLOGY REPORT

Max was just completing his Commerce degree and looking 
forward to his post-university life, when he noticed a lump 
in his right testicle. After a few weeks missing sleep while he 
was investigated and surgery was planned, he underwent 
an orchidectomy. He was relieved when the tumour was 
removed.

Depending on the diagnosis and the stage of the tumour, the 
next steps could have involved chemotherapy, radiotherapy 
or a further surgery in the form of a lymph node dissection. 
Max was steeling himself to find out which of those options 
lay ahead for him. He had also been told that there would be 
many years of follow-up ahead with blood tests and scans 
required – news that was hard to hear at a young age.

Fortunately, Max was diagnosed with prepubertal teratoma, 
an unexpected result that meant that the tumour had no 
malignant potential. Max can now move ahead with his life, 
with no need for further treatment or follow-up.

Other tumour types

Sex cord stromal tumours are the second most common 
testicular neoplasm, representing up to 5% of tumours. 

Other less common tumour types that arise in the testis and 
paratesticular tissues include haematolymphoid tumours, 
mesenchymal tumours and metastatic tumours.

Changes to staging

When it comes to staging, testis wins the prize as the 
genitourinary system organ that has been subjected to 
the most updates in the 8th edition of the AJCC. The most 
important change is in pT categorisation, with the tumour type 
taken into consideration when assigning T stage. 

Staging for pure seminoma relies upon the size of the tumour 
within the pT1 category. It is substaged as pT1a if the tumour 
measures <3 cm and pT1b if it measures ≥3 cm. In all tumour 
types, epididymal infiltration and hilar soft tissue infiltration are 
categorised as pT2. 

Centralised reporting or review of testicular tumours has 
been shown to lead to better categorisation and staging, 
with much of the difficulty centred around the presence of 
lymphovascular invasion in seminoma. Due to the friable 
nature of the tumour, in units where these tumours are not 
commonly reported, the presence of artifactually displaced 
tumour cells within lymphovascular spaces can be mistaken 
for true lymphovascular invasion, which would incorrectly 
result in a designation of pT2.
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Tumours of the penis  
They shouldn’t be secret men’s 
business
Penile cancer is not commonly seen in Western nations, accounting for <1% of all malignancies in those countries. 
However, its impact on individual patients is extreme, being both psychologically distressing and often with a poor 
outcome in regards to local recurrence and metastasis due to delayed presentation. Additionally, in this age of ready 
access to air travel and globalisation, Australian clinicians are seeing more men from regions in Africa, South America 
and Asia, where these tumours are much more common.

At a glance
 § Late diagnosis is common due to patients 

delaying seeking medical attention but also 
due to clinicians postponing investigations, 
including biopsy

 § Classification of penile cancer currently depends 
on morphological features as well as HPV status

 § SCC of the penis is now staged depending on the 
presence or absence of perineural invasion

The impact of delayed diagnosis

Squamous cell carcinoma (SCC) accounts for the vast 
majority of malignant tumours of the penis (>95%). These most 
commonly arise on the glans penis or the underside of the 
prepuce. As lesions in this region can be benign, premalignant 
(in-situ) or malignant and have a similar clinical appearance, 
biopsy is necessary to establish the diagnosis.

Up to one quarter of SCCs at this site are either misdiagnosed 
clinically or have delayed biopsy and thus early identification 
and biopsy is essential. In the early stages, SCC of the penis is 
a slow-growing malignancy but diagnosis is delayed by more 
than a year in up to half of all patients. As a result, management 
is often challenging for the urologist.

It’s all about HPV

Classification relies upon HPV status

The classification of penile lesions has advanced, with the 
2016 WHO classification relying on both histomorphological 
features and relationship with human papillomavirus (HPV). 

Penile SCC is either classified as non-HPV-related 
(including SCC usual type, pseudohyperplastic carcinoma, 
pseudoglandular carcinoma, verrucous carcinoma and 
sarcomatoid carcinoma) or HPV-related (including basaloid 
carcinoma, warty carcinoma and lymphoepithelial carcinoma). 
This differentiation is reflected in the clinical presentation, 
with non-HPV-related penile SCC seen in older patients, often 
with a history of longstanding phimosis, lichen sclerosis or 
squamous hyperplasia. HPV-related SCC, in contrast, is seen 
in younger individuals. HPV-related tumours have been shown 
to have a better prognosis in a number of studies but these 
findings have not been universal.

Although the gold standard for identification of HPV DNA 
within tumours is PCR, in practice, immunostain for p16 
showing block positivity works as a good surrogate marker.
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THE HPV VACCINE: WHAT SORT 
OF IMPACT WILL THAT HAVE 
ON PENILE CANCER? 

Although initially introduced to prevent cervical cancer, the 
HPV vaccine is likely to have a positive impact on other cancer 
types associated with HPV infection, including anal, vaginal, 
vulval, oropharyngeal and penile cancers. Approximately 
60-100% of PeIN is associated with high-risk subtypes of 
HPV DNA. 

In 2013, Australia became the first country to launch a national 
HPV immunisation program for boys. As penile cancers occur 
relatively later than other HPV-associated neoplasms, it is likely 
that the full impact of the vaccination program will not be seen 
with respect to penile SCC rates for some years.

Precursor lesions

Dysplasia within the penile epithelium is now referred to as 
penile intraepithelial neoplasia (PeIN). This term replaces SCC-
in-situ, dysplasia, erythroplasia of Queyrat and Bowen disease.

Other tumour types

Other tumour types that occur at the penis include 
melanocytic lesions, mesenchymal tumours, lymphomas and, 
very rarely, metastatic tumours.

Changes to staging

Squamous cell carcinoma of the penis has undergone 
changes to the pT categorisation. If there is evidence of 
perineural infiltration by tumour, the lesion is now categorised 
as pT1b. The change is important for patients who are stage 
pT1b or above, as many institutions now recommend inguinal 
lymph node dissection as the next step. A positive node at that 
point results in consideration for a more extended pelvic lymph 
node dissection, with possible chemo and/or radiotherapy.

Invasion of the corpus cavernosum was previously stage pT2 
but is now considered to be pT3, reflecting its worse prognosis.

Classification of penile lesions

HPV-related Non-HPV-related

Carcinoma types

 Î Basaloid squamous cell carcinoma (BSCC)
 Î Warty carcinoma
 Î Lymphoepithelial carcinoma (LEC)

 Î Squamous cell carcinoma (SCC), usual type
 Î Pseudohyperplastic carcinoma
 Î Pseudoglandular carcinoma
 Î Verrucous carcinoma
 Î Sarcomatoid carcinoma

Clinical presentation

 Î Younger patients
 Î Possibly a better prognosis

 Î Older patients
 Î Often a long history of phimosis or lichen sclerosis
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Tumours of the bladder and 
other urothelial lined structures 
Urine trouble
Over the last 35 years, the incidence of bladder cancer in Australia has dropped from a one in 23 
risk of diagnosis in males before the age of 85 in 1982, to a one in 42 risk in 2014. Once diagnosed, 
however, mortality remains relatively high.

At a glance
 § The two main risk factors for developing urothelial 

carcinoma are carcinogen exposure in the form of 
cigarette smoking or occupational exposure, and 
increasing age

 § Certain subtypes of urothelial carcinoma have been linked 
to worse outcomes in patients

Classification and grading 
of urothelial neoplasia

Histological classification of urothelial neoplasia 
requires assessment of whether the lesion has a flat 
or papillary architecture. Non-invasive flat lesions are 
categorised as urothelial carcinoma-in-situ (CIS), which 
are all considered to be high-grade proliferations. 
Papillary lesions are categorised as papillary urothelial 
neoplasia of low malignant potential (PUNLMP), or 
papillary urothelial carcinoma, which can either be 
low-grade or high-grade.

Grading is essential, as the majority of invasive 
tumours will be high-grade. Up to 1/3 of tumours 
will show divergent differentiation into other variant 
morphologies (e.g., squamous, glandular). These 
tumour types can also arise as pure forms.

Doctors should be aware of the following aggressive 
variants of bladder cancer: 

 Î Micropapillary
 Î Plasmacytoid
 Î Small cell
 Î Sarcomatoid/rhabdoid
 Î Giant cell

Additional comment is made as to whether invasion 
into the lamina propria and/or the deep muscle is 
apparent. Please note, unlike in other organs, in 
the case of urothelial neoplasms, the designation 
‘carcinoma’ can be applied even when no invasion 
is apparent, and the tumour is confined to the 
urothelium.

Urinary Bladder Cancer
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THE BURDEN OF UROTHELIAL 
CANCER AND THE IMPACT 
OF RISK FACTORS

Urothelial carcinoma has long been predominately 
a tumour of men, reflecting smoking patterns. In 
the Western world approximately 50% of urothelial 
carcinoma in males is directly attributable to smoking.

Until recently, other factors have played an important 
role in other parts of the world up. In Egypt, an 
endemic infectious agent Schistosoma haematobium 
resulted in chronic irritation to the bladder in infected 
individuals. This in turn caused squamous cell 
carcinoma of the bladder, which, until recently, was 
the most common carcinoma encountered in Egypt. 
Since the construction of the Aswan High Dam and an 
increase in the incidence of smoking, there has been a 
change in the type of bladder cancer diagnosed, with 
urothelial carcinoma becoming more prevalent.

The declining incidence of urothelial carcinoma in 
Western nations can be linked to changing habits of 
cigarette smoking. However, as smoking becomes 
more prevalent in both men and women in developing 
countries, it is likely that there will be a significant 
increase in the burden of urothelial carcinoma in 
those countries.

The role of cytology in the 
diagnosis of urothelial neoplasia 

Cytology is most sensitive in the context of diagnosis 
of high-grade tumours or urothelial carcinoma-in-
situ. It is less useful in identifying low-grade lesions. 
It has been suggested that the cytologist’s level 
of experience impacts their diagnostic skills, thus 
increased sensitivity is likely to be seen in high-volume 
laboratories.

New biomarkers are on the horizon as useful 
adjunctive tests to enhance the specificity and 
sensitivity of cytological assessment. These are not yet 
available on a Medicare rebatable basis to the general 
community.

Changes to staging

There have been no changes of note to staging of 
tumours of the bladder, the renal pelvis/ureter, or the 
urethra, in the most recent edition of the AJCC.
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