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ABSTRACT

Bladder cancer is one of the most common cancers affecting men and women and thus has a profound impact on health

care, The majority of patients (75%) with newly diagnosed urothelial tumors have non-muscle invasive disease confined

to the bladder mucosa or the lamina propria, The most important risk factors for the development of bladder cancer

are smoking and occupational exposure to toxic chemicals, Painless visible hematuria is the most common presenting

symptom of bladder cancer, Cystoscopy and urine cytology are currently the recommended tools for diagnosis of

bladder cancer, Excluding muscle invasion is an important diagnostic step, as outcomes for patients with muscle invasive

bladder cancer (MIBC) are less favorable, For non-muscle invasive bladder cancer (NMIBC), the high rate and frequency

of recurrence and the concemn for disease progression — especially in patients with high-risk tumors — mandate careful

strategies for tumor surveillance, The surveillance strategies should be based on available prognostic factors and in

particular data from the EORTC risk tables,
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Figure 1. The Structure of Bladder.

Table 1. 2009 TNM classification of Bladder Cancer

T — Primary tumour

TX Primary tumor cannot be assessed

TO No evidence of primary tumor

Ta Non—invasive papillary carcinoma

Tis Carcinoma in situ:  flat tumor’

T1 Tumor invades subepithelial connective tissue

T2 Tumor invades muscle
T2a Tumor invades superficial muscle (inner half)
T2b Tumor invades deep muscle (outer half)

T3 Tumor invades perivesical tissue
T3a Microscopically
T3b Macroscopically (extravesical mass)

T4 Tumor invades any of the following: prostate, uterus, vagina, pelvic
wall, abdominal wall
T4a Tumor invades prostate, uterus or vagina
T4b Tumor invades pelvic wall or abdominal wall

N — Lymph nodes

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

N1 Metastasis in a single lymph node in the true pelvis (hypogastric,
obturator, external iliac, or presacral)

N2 Metastasis in multiple lymph nodes in the true pelvis (hypogastric,
obturator, external iliac, or presacral)

N3 Metastasis in common iliac lymph node(s)

M — Distant metastasis

MX Distant metastasis cannot be assessed
MO No distant metastasis
M1 Distant metastasis
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Figure 2. Conceptual flow of management for Bladder cancer.

Summary of management

Initial assessment
History and physical
examination

Urine: cytology

Symptoms and signs
Hematuria
Urinary frequency
or urgency

Dysuria

Diagnosis and
treatment
Cystoscopy
Biopsies
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Adyvant treatmant
BCG

@ Highgrade 3 o

R e
afer TURB

NMIEC
(Ta, T1 and CiS)

020 | s=MEREol3s|



Review of Bladder cancer

TNM H 7]l u}2} 3
D554 e -
of Wagte FJEA o

= %

(lamina propria)®] =34
utol] =
A0

o N, 12 dO ofy

A A< (transurethral resection of bladder tumor, TUR-BT)E
AAste] 2 58H dct. A3 Ycarcinoma in situ,CIS)&
I1EFgoz Hukd ZdE o] FHFsHA 3 A]
TisH 7|2 E7H™ B23& B3<tel &t € w23
e W el 700 A Tl e,
= 247k 20% F 10% % AHABEAL Yok, oje] &
2} B3 B ol o)A Ad B8 Al ) whge] Ayl
ps

BE¥3la,

o= =

SR =t v ol 4 AN L&

d WBYLE AP 7hsAdo] v o wEbA 23
o A& o] EEkAA

o
k)
1
o
N
wa
)
0
2
&
;&

(1) WA A B35S dA=
H 2284 eEdaA Fas W AR & (transurethral
resection of bladder tumor, TUR-BT)¢] 7]®-2{¢] E22&
R EEC IR LR )

[e}
% 27] BelghH S Fato] el W7

ol AAH £ ]
U B3te 55 Ags] Adaty] Aot e AA &

& 2% v}7 shol ol 2ol A7) Bl AEE ool 247
(resectoscope) & A44I5ha1 Bk& A Heh, 54 Aol

H
=g Epel WA W oheh WA el 283 24% ¢

A Aok g} W 2ol 2850 EeHEA sk
(A8h=e] Ta 7] F& A4 3)ghe Ae)), T1 97
5o DRHE BHAY A9 ol AL ABT Aol

S
Ao o) GA
72] 3'\_ N]\q_(l;zs.

A @s= Ao] 7H np A s

BEPEE

267 Fof

o
N
jinss
ofr
ol
)
i, of

(intra-vesical chemotherapy)
= HHEE AFs= aRE
W seedingo] ¥ H AlZbo] Apw A E= A

T A=A

o ofsto] Tets] HeA drt. webA HAIEH F4
o} b We) kg FRIehe Aol EAAoln Ay
B 58 F 24471 ool Algsks Aol upklsh . shA|xt
g ) 8o JAY ER U o7 AFo] gAlE =
A7k SPEZe) ek 7] dhel AdeelE ¢ Bk
F7HAQ] deta e AR E SAoA= AR S dart
gloit 11 elolA Aol A UEE Telshel AEA
o2 AW 4 sk, B} ZUE hpas
epirubicin, doxorubicin 5] 1o SFEE Afo|o]] R} o
P ERPREE)

@44 U BCG "o

ol WERA oIt Aol AR E A 2ael e
T So|A W4 U Bacillus Calmette-Guerin (BCG) M8
(intra-vesical BCG immunotherapy)< A8 H-$ WA
| EF A% DR R o PN & A
o} AgS w3 0‘01 $-Zgto] ZHEHATH, Bt

[o

mitomycin C,

o onl [I',E F.Lu

=
HHG ARG $-<psktt. BCG
21 g@ 6‘!‘7}' x] 55 W fE= A8t

o o
pou)
o,

2
ko
N
HoH
ol
A

oo
o=
ov}
'®)
[®)
rEL
}:o
- ok
rlo
ot

3
k>

NPy
I v A $200 A 24, 4, AU
2 ek B 5ol aheba

4
85} De A2 480l WA 4 o

i=4

22 W3 A % (radical cystectomy)

X2 WA A< (radical cystectomy)-& 23 & W
FF A8oln] $53 8 AHS Helg®, 24w
AAEee 28 AeeT 37 AP v=7|7 o
71 Bt o]y & vloltt. WA oM E W I
HA, A 2R 2 #S A A A M=
I A QIS do) dF 9 AT Ede A IwEE

(anterior pelvic exenteration)& Al 3HA| H}, ofAdol|A
dutd o g av % A A A AH (neobladder) Z
2 AP AL 952 HESH] o) o= Fulkgl=zy
A< (pelvic lymph node dissection) B3k 3|4 W34
Aol A 38 HES 25t TurA A A% MY
), #2173
(obturator nerve) ¥ 2 HZF A4 (presacral) F9E X
3l F Qo Wt F4=(common iliac)E 3oL} tfF2 e

ﬂﬂ>
ru

g

o rlf my ol A X o4 1o

ol
it

= & (external iliac), W&Z(internal iliac)




U

33759 (inferior mesenteric artery) 7] A F74A] 1 H 9=
HE & ol SNHRZAdA & WUt BoldsE €2
A dolot HHE W] RS T AL & s wutk o}
2t TEEAQ AR A= Aol oY AFtelA &
ollar Qo shAgt ZutP T A A &S o W 7HA|
&t o] 7 A gkA ol A= ofH7kA] =who] Qitt,

7. Risk group classification

HIZS5A gt o5 Bl ohe) el gk o532 ffs)
European Organization for Research and Treatment of Cancer
(EORTC) Q730 W73} Welstd 278 vietoz 99
%= tableg 53 I =S HA43}e e}, Scoring systemS
Ta, T1 tumorE e 2 506 g Ao g whsgole] Ajwt
I qko] ol Bojd vF o7k 291& vt Fa ke
o R

- number of tumours;

* tumour size;

- prior recurrence rate;

- T category;

- presence of concurrent CIS;

- tumour grade,

Scoring system-& Table 29} 701 o]& o]-&3}e] Fx}+
S 4707 BE3IYS w) 13, 533 Al oA whsgete] Auk
2 2182 Table 33 2-9c},

8. Recommendation to stratify patients into risk groups
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Table 2. Predictors of Recurrence and Progression for
Blabber cancer.

Factors Recurrence Progression
Number of Tumors
Single 0 0
2107 3 3
>8 6 3
Tumor Diameter
< 3cm 0 0
= 3om 3 3
Prior Recurrence Rate
Primary 0 0
< 1/yr 2 2
> 1/yr 4 2
Category
Ta 0 0
T 1 4
Concomitant CIS
No 0 0
Yes 1 6
Grade (1973 WHO)
G1 0 0
G2 1 0
G3 2 5
Total Score 0-17 0-23

From Babjuk M, Oosterlinck W, Sylvester R, et al. EAU guidelines on non—muscle—
invasive urothelial carcinoma of the bladder. Eur Urol. 2008;54(2):303-314.

Table 4. Risk group stratification of Non—Muscle Invasive
Bladder Cancers.

Risk group stratification | Characteristics

Low-—risk tumours Primary, solitary, Ta, G1 (LG), < 3cm, no CIS

Intermediate—risk tumours | All tumours not defined in the two adjacent
categories
(between the category of low—and high—

risk)

High—risk tumours Any of the following:
- T1 tumour
- G3 (HG) tumour
- CIS
- Multiple and recurrent and large (>3cm)
Ta G1G2 tumours (all conditions must be
presented in this point)

Table 3. Recurrence and Progression Risk for Non—Muscle Invasive Bladder Cancers.

Recurrence Score Probability of Recurrence at 1 Yr

Probability of Recurrence at 5 Yrs Recurrent Risk Group

% (95% Cl)

% (95% Cl)

0 15 (10-19) 31 (24-37) Low risk
1—4 24 (21-26) 46 (42—49) Intermediate risk
5-9 38 (35-41) 62 (58-65) Intermediate risk

10-17 61 (55-67) 78 (73-84) High risk

Progression Score Probability of Progression at 1 Yr

Probability of Progression at 5 Yrs Progression Risk Group

% (95% Cl)

% (95% ClI)

0 02 (0-07) 08  (0-1.7) Low risk
2—6 1 (0.4-1.6) 6 (5-8) Intermediate risk

7-13 5 (4-7) 17 (14-20) High risk

14-23 17 (10-24) 45 (35-55) High risk

From Babjuk M, Oosterlinck W, Sylvester R, et al. EAU guidelines on non—muscle—invasive urothelial carcinoma of the bladder. Eur Urol. 2008;54(2):303-314.
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