EDITORIAL

THE BEST TREATMENT OF HIGH-RISK NON-MUSCLE-
INVASIVE UROTHELIAL CANCER OF BLADDER

At diagnosis, 70-80 % of bladder cancer is non-muscle
invasive (NMIBC) and of those 20—-25 % progress to
muscle-invasive disease during a patient’s lifetime [1].
Pathologically, NMIBC papillary tumours confined to the
epithelium and those which have invaded the underlying
lamina propria are classified as stage Ta and stage T1,
respectively, while flat, high grade tumours that are
confined to the mucosa are classified as carcinoma in
situ (CIS/Tis) [2].

Patients with high-risk NMIBC (T1/Tis, with high grade/
G3, or CIS) represent a challenging group as they are
at greater risk of recurrence and progression.

Intravesical Bacilli Calmette-Guerin (BCG) is commonly
used as first line therapy in this patient group but there
is a current worldwide shortage. BCG has been shown
to reduce recurrence in high-risk NMIBC and is more
effective that other intravesical agents including
mitomycin C, epirubicin, interferon-alpha and
gemcitabine[3].

A recent systemic review and meta-analysis of 22 trials
examining intra-vesical chemo-hyperthermia (CHT) for
NMIBC showed a 59 % reduction in recurrence rate for TURB
+ CHT compared to TURBT + chemotherapy alone [4]

The high risk of recurrence and progression associated
with conservative treatment of high-risk NMIBC indicates
there is a considerable risk of understaging by TUR and
imaging alone [5,6]. Cystectomy allows pelvic
lymphadenectomy which permits accurate staging (up
to 18 % of T1 patients have positive lymph nodes) and
can be therapeutic regarding nodal metastases [7].

High-risk NMIBC is the greatest challenge for the
urologist because patients have high recurrence rates
and a considerable risk of progression to muscle-invasive
disease, corresponding with a significantly decreased
disease-specific survival. Upfront Primary radical
cystectomy offers a high change of cure in this cohort
(8090 %) and is a more radical treatment option which
patients need to be counseled carefully about [8].

MA Salam
Member, Editorial Board
Bangladesh Journal of Urology

1

References

1.

Chavan S, Bray F, Lorter-Tieulent J, et al.
International variations in bladder cancer incidence
and mortality. Eur Urol. 2014;66(1):59-73. doi:
10.1016/j.eururo.2013.10.001. [PubMed] [Cross
Ref]

Sobin LH, Gospodariwicz M, Wittekind C, editors.
TNM classification of malignant tumours. UICC

International Union Against Cancer. 7th edn.
Hoboken, NJ: Wiley-Blackwell; 2009. pp. 262-265.

Herr HW. Intravesical bacillus Calmette-Guérin
outcomes in patients with bladder cancer and
asymptomatic bacteriuria. J Urol. 2012;187(2):435—
7. doi: 10.1016/j.juro.2011.10.032. [PubMed]
[Cross Ref]

Lammers RJM, Witjes JA, Inman BA, et al. The
role of a combined regimen with intravesical
chemotherapy and hyperthermia in the
management of non-muscle-invasive bladder
cancer: a systematic review. Eur Urol.
2011;60(1):81-93. doi: 10.1016/j.eururo. 2011.
04.023. [PubMed] [Cross Ref]

K amat AM, Gee JR, Dinney CP, et al. The case
for early cystectomy in the treatment of nonmuscle
invasive micropapillary bladder carcinoma. J Urol.
2006;175:881. doi: 10.1016/S0022-5347(05)00423-
[PubMed] [Cross Ref]

Juergen E, Gschwend, Retz M, Kuebler H,
Autenrieth M. Indications and oncologic outcome
of radical cystectomy for urothelial bladder cancer.
Eur Urol Suppl. 2010;9(1):10-8. doi: 10.1016/
j-eursup.2010.01.004. [Cross Ref]

Stein JP, Lieskovsky G, Cote R, et al. Radical
cystectomy in the treatment of invasive bladder
cancer: long-term results in 1,054 patients. J Clin
Oncol. 2001;19:666—75. [PubMed]

Rajan Veeratterapillay,’ Rakesh Heer, ' Mark |.
Johnson," Raj Persad,? and Christian Bach' High-
Risk Non-Muscle-Invasive Bladder Cancer—
Therapy Options During Intravesical BCG
Shortage, Curr Urol Rep. 2016; 17: 68. Published
online 2016 Aug 4. doi: 10.1007/s11934-016-
0625-z

Bangladesh J. Urol. 2018; 21(1): ...



