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Urinary bladder anatomy
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Urinary bladder layers
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Urinary bladder histoloay
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Estimated incidence & mortality from bladder cancer in both sexes, 2012
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Bladder cancer — risk factors

e gene abnormalities

* chemical exposure:

- tobacco
- plastics, coal, tar, asphalt, and aristolochic acid
- arsenic
- cyclophosphamide
 chronic irritation:
- catheters
— recurrent urinary track infections
— Irradiation



Bladder cancer — symptoms

nematuria

Dysuria, urgency, frequency

ow back pain
recurrent urinary tract infections



Bladder cancer — histology

e Urothelial Cancer > 90%

* (>90% are In bladder, 8% In renal pelvis, 2% In
ureter or urethra)

e Squamous Cancer — 3%
 Adenocarcinoma — 1.4%
« Small Cell - 1%



Bladder cancer - workup

USG (full bladder required)
urine cytology (unreliable)
CT or MRI

laboratory assessments (esp. RFTS)
| | v




Bladder cancer - workup

» Cystoscopy (possibly contrast enchanced) with

TU

RBT or biopsy

RBT = trans urethral resection @fw«b-lsadde_r |
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Bladder cancer - workup

» Bladder cancers and papillomas as seen In
cystoscopy




Bladder cancer - staging




American Joint Committee on Cancer 2009 TNM
Bladder Cancer Staging

Primary Tumor (T)

Tis Carcinoma in situ

Ta Moninvasive papillary tumor

T1 Tumor invades the lamina propria, but not beyond
T2 Tumor invades the muscularis propria

pT2a Tumor invades superficial muscle (inner half)
pT2b Tumor invades deep muscle (outer half)

T3 Tumor invades perivesical tissue

pl3a Microscopically

pT3b Macroscopically (extravesical mass)

T4 Tumor invades any of the following: prostatic stroma,
uterus, vagina, pehis, or abdominal wall

T4a Tumor invades prostate, uterus, vagina

T4b Tumor invades pelvic or abdominal wall

Regional Lymph Nodes (N)

NX Regional lymph nodes cannot be assessed

NGO Mo regional lymph node metastasis

M1 Metastasis in a single lymph node in primary drainage
region

N2 Metastasis in multiple lymph nodes in primary
drainage region

N3 Common iliac lymph node involvement

Distant Metastasis (M)

X Distant metastasis cannot be assessed

MO Mo distant metastasis

M1 Distant metastasis

Stage

T1

T2a-b
T3a-b, T4a
T4b

any T

any T

NO
NO
NO
NO
N 1-3
nny N

MO
MO
MO
MO
MO
M1



Superficial urothelial cancer -

therapy

TURBT of all visible lesions

H-P assessment

- margins

- muscular layer invasion

adjuvant intracystic therapy (directly after resection)
- cytotoxic (doxorubicin, mitomycin C, bleomycin)

- Immunomodulatory — BCG (prefered in Tis tumours)

- depending of risk factors as much as 7 doses in
36 months

Follow-up cytostoscopy (1-4 weeks after TURBT)
— assessment of pos-resection site with biopsy.

Repeat for recurrent lesions

Non-muscle Invasive (NMIBC):
ideally TUR should have been
complete and followed by
IPOMC*

Contemplate 2™
TUREBT if:
incomplete initial
TUR, no muscle
present in

men or
high-risk NMIBC

Intravesical instillations (Mitomycin C or BCG)
according to risk group
Cystoscopic Surveillance according to risk
group (for high risk, 10 year follow-up)




Superficial urothelial cancer — risk
factors for reccurence

PROBABILITY OF RECURRENCE AND PROGRESSION

Patholoqy Probability of Probability of Progression
Recurrence in S years  to Muscle Invasion

Ta, low grade 50% Minimal

Ta, high grade 60% Moderate

T1, low grade (rare) 50% Moderate

T1, high grade 50-70% Moderate- High

Tis 50%- 90% High




Muscle invading urothelial cancer -
therapy

» staging — imaging studies of chest, abdomen and
pelvis

» consider diagnostic TURBT (if not done beforehand)

 Evaluate& decide:

- Radical cystectomy + lymphadenectomy

- Jrimoadlity therapy” - bladder sparing

 quality of life oriented patients

e patients not fit enough to undergo cystectomy or refusing to
consent



Muscle invading urothelial cancer -
therapy

» Radical cystectomy

- Open/Robotic
- Extended Lymph node dissection
- Nerve Sparing possible

— Preservation of sexual function in both men and
women in appropriate cases



Muscle invading urothelial cancer -
therapy

Urinary diverision
* Non-Continent Urinary Diversion

- Generation of stoma (most common diversion)
- Patient wears urostomy appliance to collect urine

« Continent Urinary Diversion

- Orthotopic ileal neobladder - void per urethra

- Generation of pouch from intestine to store urine

- Continence mechanism from “pouch” to skin

- Patient catheterizes “pouch” throughout the day to empty urine



Muscle invading urothelial cancer -
therapy

* Neoadjuvant chemotherapy

- chemo - operation — observation or chemo or (rarely) RT
- Platinum based, at least dublet

A standard of care in all muscle invasive cancers

« Trimodality therapy:

- radical TURBT

- chemoradiotherapy with cisplatin (either cocomitant or sequential) to total dose of ~
66 Gy.

— Consider early (4 weeks into RT — after 40Gy) response assessment imaging and
cystoscopy with biopsy
 If complete resepone — continue radiochemotherapy
« if not coplete response — stop radiotherapy and perform cystectomy



Muscle invading urothelial cancer -
therapy

Muscle Invasive (cystectomy ineligible, patient preference)

] TURBT (should aim for compiate)
Neoadjuvant

Chemotherapy
Combined

chemoradiotherapy

Radical Cystectomy LR e Dot o

with
Lymphadenectomy

cystectomy il izt
tumour Radiotherapy if

Further Adjuvant Adjuvant complele
Chemotherapy Chemotherapy Faspones (CF)
(limited data) (if no necadjuvant)

Sunvaillance
Cystoscopic evaluation (3 maonths)

Every three months follow up (see text) WTf"‘;lJEF:;:N"E rl:;mi'




Metastatlc bladder cancer

c) Spread to other parts of

Typical locations of metastases a) the abdomen wall, (b) lymph nodes, and/or (c)
other: lungs, liver, or bones.



Metastatic urothelial cancer -
therapy

Re-staging

assess feasibility of localized treatment modalities (ie.
radiotherapy or surgery in isolated nodal recurrence)

check for clinical trial

assess feasiblility of palliative chemotherapy
— poly vs mono

remeber about supportive care (bisphosphonates,
tromboprophylaxis, pain management)

Monitor response



Metastatic urothelial cancer -
therapy

Management of Matastatic Disease

Falienis with poor
comaorbid status or impaired
renal funciion “unfif”

Carboplatin-based
regimens or single-
agents: taxana, gemcitabine

PS<2 + F"‘EHJI' renal Cisplatin-based
function combination
chemotherapy (e.g.
MVAC, GC,
HDMVAC, PCGE)

Clinical trial
Best Supportive Care

Second line chemotherapy

Progression > 12 months
1.-Platinum based
rechallenge

1.-Vinflunine
2.-Taxans based
3.-Clinical trial



Metastatic urothelial cancer -
Prognosis

Bladder Cancer (C67 D090 D414): 2006-2010
One-Year Relative Survival (%) by Stage, Adults Aged 15-99

B Men B Women
100
) Al
Tu P
= 70
= o
]
u o
o -
2
8 40
o
30
20
10
0
Stage | Stage I Stage I Stage IV All Stages Stage Not

Known

Stage at Diagnosis

Based on: Cancer Research UK, http://www.cancerresearchuk.org/health-
professional/cancer-statistics/statistics-by-cancer-type/testicular-
cancer/incidence#heading-One, Accessed OCT 2016.



Bladder cancer

Questions?
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