
of paclitaxel to GC might prove
beneficial.28

Around 50% of patients are unfit for
cisplatin-containing chemotherapy
because of poor performance status,
impaired renal function or comorbidities.
Palliation with carboplatin-based
regimens or single agent taxane or
gemcitabine are reasonable treatment
options. Palliative radiotherapy may be
used to reduce symptoms such as pain 
and bleeding. 

FOLLOW-UP
Follow-up of patients who have
received treatment for bladder cancer
is imperative either for response
evaluation or to detect salvageable
recurrence, see table 3, above. 

Response evaluation during
chemotherapy is usually scheduled
midway through the treatment
protocol and radiographic testing is
necessary.29

PROGNOSIS
Tumour stage is the most important
prognostic factor for progression and
overall survival for invasive bladder
cancer. In patients with NMIBC, the
number of tumours and tumour size
also influence prognosis. 

Age-standardised relative survival
rates for bladder cancer in England
during 2005-2009 show that 58.2% of
men and 50.2% of women are
expected to survive their disease for at
least five years. The past decade has
seen advances in the diagnosis and
treatment of bladder cancer. Mortality
rates in Europe appear to have
declined in the past decade, by
approximately 16% in men and 12% in
women. 22 UK statistics for different
stages of cancer are unavailable. 
Table 4, left, shows relative survival
rates according to tumour stage.
(These statistics are from Cancer
Research UK and were obtained from
different sources including expert
opinion.)
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Table 4

Relative survival rates for bladder cancer based on stage
Tumour stage
T1
T2
T3
T4 (amenable to resection)
Distant metastases
www.cancerresearchuk.org/cancer-help/type/bladder-cancer/treatment/bladder-cancer-
statistics-and-outlook

progression after TURBT require the
use of adjuvant treatments.23-25 This
entails instillation of chemotherapeutic
agents, usually mitomycin C (MMC), or
immunotherapeutic agents such as
BCG, either alone or in various
combinations. 

High-risk tumours could have a
second TUR. Cystectomy should be
considered in patients with Tis or high
grade T1 disease, if BCG has failed.

Muscle invasive bladder cancer
Radical cystectomy with
lymphadenectomy (extended) or
chemoradiotherapy are the definitive
local treatment options. Extended
lymphadenectomy may still be
curative in patients with limited 
pelvic lymph node involvement. 

Progression-free survival and overall
survival have been correlated with 
the number of lymph nodes removed
during surgery. 

Urinary diversion options include
urostomy (ileal conduit), Mitrofanoff,
and Mainz-II. Some highly motivated
patients may be suitable for a 
neo-bladder. Neoadjuvant cisplatin-
based chemotherapy has been shown
to confer a modest survival benefit,
and a recent meta-analysis now
suggests a similar benefit for adjuvant
chemotherapy in high-risk cases. 

Organ preservation using radical
radiotherapy is a reasonable
alternative to surgery for patients with
solitary small volume TCC, with no

evidence of CIS elsewhere in the
bladder, no hydronephrosis, and 
good bladder function. They should
undergo maximal resection before
starting treatment. 

It is also considered in patients not
fit for surgery, and those who wish to
avoid a cystectomy. The addition of
radiosensitisers has been shown to
improve outcomes. 

The BC2001 study demonstrated
improved local control with the
addition of concomitant chemotherapy
to radical radiotherapy.26 The BCON
trial demonstrated improved survival
with the addition of nicotinamide and
carbogen during treatment, the effect
being most apparent in tumours
demonstrating necrosis.27 

Following radical radiotherapy
patients need to be willing to undergo
regular cystoscopic surveillance, and
about 15% will subsequently require 
a cystectomy because of disease
recurrence or development of new
bladder tumours. 

Advanced and metastatic disease
Cisplatin-containing combination
chemotherapy with gemcitabine (GC)
or accelerated MVAC (methotrexate,
vinblastine, adriamycin and cisplatin)
is standard in patients fit enough to
tolerate cisplatin. Gemcitabine and
cisplatin has been shown to have
lower toxicity and is the gold standard
first-line treatment in fit patients. 
New studies indicate the addition 
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Table 3

Recommendations for surveillance after receiving treatment for bladder cancer
Treatment
TURBT for NMIBC
Low-risk tumours

High-risk tumours

Bladder preservation strategy

Cystectomy

Surveillance method

Cystoscopy
Urine cytology
Cystoscopy
Urine cytology
Cystoscopy
Urine cytology
Radiological surveillance
(thorax/abdomen/upper urinary tract)

Frequency of follow-up

At 3 months, 12 months then yearly for 5 years

Every 3 months for 2 years then
every 6 months for 5 years and yearly thereafter23

Every 3 months for 2 years then
every 6 months thereafter29

Every 3 months for 2 years then
every 6 months for 5 years29

5 years
3 years
3 years
5 years
5 years


