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Introduction

INTRODUCTION

Bladder cancer is the second most common cancer
of the genitourinary tract. Approximately 90% of all
bladder cancers are transitional cell carcinomas. It
accounts for 7% of new cancer cases in men and 2% of

new cancer cases in women (Canto and Chu, 2000).

The main staging system of bladder cancer, which
has been revised, is the one developed jointly by the
International Union Against Cancer (UICC) and the
American Joint Committee on Cancer (AJCC) (Sobin
and Wittekind, 1997). It is also termed Tumor-Node-
Metastasis (TNM).

Although radical cystectomy with pelvic lymph
node dissection remains the standard treatment for
muscle invasive bladder cancer, local or distant failure
continues to be common reported in the range of 15% to
40% even for early stages of muscle infiltrating tumors
(stage 2) (Bochner et al., 2004).

An alternative approach is multimodality bladder
preservation, which in modern series includes thorough
TURBT, chemotherapy, and radiation therapy. This
approach has been developed to improve quality of life
for patients who want to maintain urinary function

without a diversion, and also for patients who are
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refusing surgery. Overall survival results from large
centers using the multimodality conservative approach

are similar to those for radical cystectomy (Shipley et
al., 2002).

Another alternative treatment 1s partial
cystectomy, which is a surgical method of removing a
selected full-thickness portion of the bladder wall. Its
primary indication is for solitary, primary, muscle-
invasive, or high-grade bladder cancer that does not
involve the bladder trigone, vesical neck, or posterior
urethra and that can be resected with adequate
surgical margins (minimum of 2 cm). Partial
cystectomy has certain advantages over radical
cystectomy, such as preserving a functional continent
native urinary reservoir and sparing of potency in
males (Kassouf et al., 20086).

General criteria for selective bladder preservation
includes presence of muscle-invasive disease, absence
of hydronephrosis, normal renal function, normal
complete blood count, suitable candidate for
cystectomy, and absence of metastatic disease on
imaging studies. It is believed that this treatment
regimen permits salvage cystectomy to be performed
sooner for patients who are incomplete responders and
before they have received full-dose radiation (Shipley
et al., 2005).
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As long as sustained curative responses are noted
in many patients, they should be made aware of
multimodal organ preservation strategies as an
alternative treatment. Those most likely to benefit
from organ preservation include individuals with
significant medical comorbidity and small-to-moderate
local tumor burdens who are also compelled by age or
the utility value of avoiding the morbidity of major
surgery to seek other treatment (Chatterjee et al.,
2004).




Aim of the Work

AIM OF THE WORK

To revise and discuss the bladder preservation
protocols applied for the management of muscle
ivasive TCC in comparison to standard radical
cystectomy with urine diversion and possible effects of
these modalities on radicality, with detailed discussion
of the selection criteria. The follow up schedule and the

result of each protocol will be discussed in details.




Pathology

Pathology

Transitional cell carcinomas are the second most
common urological malignancy in industrialized
countries. Approximately 80% of the tumors are
diagnosed as non muscle invasive tumors at first
diagnosis. Disease-specific 5-year survival of patients
with muscle-invasive bladder tumors ranges between
40 and 60% without significant changes in recent years
(Oosterlinck et al, 2002). The individual prognosis can
be estimated with the use of nomograms (Bochner,
2006).

In western countries, about 90% of bladder

tumors are transitional cell carcinoma (TCC)
(Macvicar, 2000).

Staging:

Pathological staging of bladder cancer is the most
important determinant of prognosis. In fact, it is the
most potent predictor of survival in transitional cell
carcinoma and it is critical in stratifying patients for
therapy (Lapham et al., 1997).

Accurate pathologic staging requires knowledge of
the basic histology of the organ in question. In the
urinary bladder, transitional epithelium (urothelium)

overlies a basement membrane and lamina propria,
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Pathology

which is composed of connective tissue and vascular
and neural structures. Until recently, few pathologists
and urologists realized that adipose tissue may be
present within the lamina propria and muscularis
propria. The lamina propria, in turn, is enveloped by a
muscularis propria, with its thick but poorly oriented
muscle bundles. In transurethral biopsy material, the
tissue chips are frequently poorly oriented (not cut
perpendicular to the bladder wall). This fact by itself
may make it difficult to establish depth of invasion.
Also, it is evident that the urinary bladder wall
thickness i1s not uniform. In fact, even in the bladder
that 1s not distended, the lamina propria is much
attenuated (and consequently, the muscularis propria
is closer to the epithelial surface) in the area of the
trigone and bladder neck and adjacent to the ureteral
orifices (Eble et al., 2004).

The American joint committee on cancer-union
international contre le cancer (AJCC-UICC) TNM
(tumor, node, metastasis) staging system (1997)
proposed the currently used staging system. CIS
comprises a flat neoplasm that is confined to basement
membrane. Stage Ta tumors are lesions confined to the
urothelial mucosa that extend papillary fronds
surrounding a central fibrovascular stalk into the

lumen of the bladder. Stage T1 are tumors penetrating
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