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After implementing the strategies, the median time to TURBT improved to 23 days and from TURBT to 
subsequent treatment to 66 days [ 89 days total] 

JCU 2015 

Waits for TURBT have come down over… the subsequent delay from TURBT to definitive treatment has 
lengthened with no change in total time to treatment. 

BJMSU 2009



Does it matter?

A delay in the diagnosis of bladder cancer 
increased the risk of death from disease 
independent of tumor grade and or disease stage. 

Cancer 2010

Delay in definitive surgical treatment beyond 12 
weeks conferred an increased risk of disease-
specific and all-cause mortality among subjects 
with stage II bladder cancer

Cancer 2009

The interval to second TUR was found to be a predictor 
of both recurrence and progression…The interval 
between first and second TUR should be ≤42

BJUI 2015



The rollercoaster 



Strategies to reduce pathway delays

Referrals
Haematuria 

Clinic 
Theatre MDT

BCG 
therapy

MIBC



Referrals

NICE referral criteria for pts with suspected bladder cancer

• PPV threshold 3%

NVH PPV (%)

40-59 0.8

60 1.8

NVH + Dysuria 4.5%

NVH + WCC 3.9%

Aged >60 and unexplained NVH and either dysuria orWCC



Implications of rejecting referrals for 
asymptomatic NVH: A single centre experience

• aNVH referrals were rejected

Pre Post

Total 352 324

VH 212

NVH 55

aNVH 85 76 rejected

BC 34 39

HR NMIBC/MIBC 13 15

RTT 39d 18d

OSHC slots 136 90

1 LR NMIBC

Carter et al. Global Congress on Bladder Cancer 2016



‘National Board of Health and Welfare in Sweden recommended that testing for MH should be 
abandoned in 1999’   

BMJ 2003



OSHC



OSHC

Annals RCSE 20016

NICE Bladder cancer guideline 2015

• If H/nephrosis on U/S  CT scan



OSHC

1 2 3

2 3 1



In Theatre



MIBC  Radical treatment

Re-TUR ? 

HR NMIBC or MIBC?

 BCG



BJUI 2016

‘As failure to obtain DM results in the patient having a second operation 
and delays their treatment, perhaps we should start to think of this in 
much the same way as postive margin rates are used as a measure of the 
quality of RP and by inference, the skill of the surgeon.’



1st TURBT

• Team Brief Largest TURBT first on list

D/C cystoscopies can wait

DM

• Separate deep biopsy of tumour base

• If not sure, try again until you are 

• Path form: ‘Is there DM in the specimen?’



MDT

• No mention of DM:

Pathologist re-examine and rewrite report

• Equivocal DM:

sMDT path review and book re-TUR



Who needs Re-TUR?

EAU NMIBC Guidelines 2016



• 2451 pts with HG/G3 T1 Rx’d with BCG

• 935 (38%) had re-TUR

• Re-TUR in the presence of DM did not improve the outcome of Rec, Prog, CSS or OS

• ‘ Re-TUR may not be necessary in pts with HG/G3 T1 if muscle is present’

BJUI 2016



‘The interval to re-TUR was found to be a predictor of both recurrence and progression…

The interval between first and re-TUR should be < 7 weeks’

BJUI 2015

BJUI 2016

‘ It therefore seems logical to reserve re-TUR only for those who truly need it, so that 

limited resources are focused on ensuring that they receive their operation in a timely 

manner… whilst for those that do not, essential intravesical treatment is not delayed’



EAU NMIBC guidelines 2017

No need to re-TUR G3 pTa if DM in specimen

IPD meta-analysis of re-TUR to determine role of re-TUR in T1



Reducing delays during BCG therapy

‘Wait until 6 month cystoscopy to identify true BCG failures: An additional 25-67% who 
do not respond to an induction course will respond to a second course of BCG

JCO 2016

6M3 M



Reducing delays during BCG therapy

‘Wait until 6 month cystoscopy to identify true BCG failures: An additional 25-67% who 
do not respond to an induction course will respond to a second course of BCG

JCO 2016

6M3 M

Flexi, not GA. Don’t biopsy red patches



Reducing delays in MIBC

Could a streamlined pathway 
improve outcomes?



Can we more accurately stage BC?

• Yes, by MRI:
– Rajesh A et al. Clin Radiol 2011; 66: 1140-45.

– Donaldson SB et al. Eur J Radiol 2013; 82: 2161-8.

– Rosenkrantz AB et al. AJR Am J Roentgenol 2013; 201: 1254-9.

– Takeuchi M et al. J Magn Reson Imaging 2013; 38: 1299-309.

– Wang HJ et al. Abdom Imaging 2014; 39: 135-41.

– Wang HJ et al. AJR Am J Roentgenol 2015; 204: 330-4.



Magnetic Resonance Imaging
Discriminating NMIBC from MIBC

Sensitivity

• T2-weighted: 88%

• T2+DWI: 88%

• T2+DCE: 94%

• All 3: 94%

Specificity

• T2: 74%

• T2+DWI: 100%

• T2+DCE: 86%

• All 3: 100%

TURBT pathological upstaging at cystectomy: 40%....

Takeuchi M et al. Urinary bladder cancer: diffusion-weighted MR imaging--accuracy for diagnosing T stage and estimating 
histologic grade. Radiology 2009; 251: 112-21.
Wang HJ et al. Multiparametric 3-T MRI for differentiating low-versus high-grade and category T1 versus T2 bladder 
urothelial carcinoma. Am J Roentgenol 2015; 204: 330-4.



The ideal new pathway?

NMIBC

• Diagnose on flexi & biopsy 
or cytology

• Fast-track to TURBT and 
subsequent therapy.

MIBC

• Diagnose with flexi & biopsy 

• Stage by MRI

• Fast-track to definitive 
therapy

• TURBT only if urgently 
needed for symptoms or 
palliation.







Review aNVH
TWR referrals

Prioritise tumours 
from OSHC and 
order imaging 

Put larger 
tumours first on 
op list

Take separate 
biopsies from 
tumour base

Write ‘is there 
DM in the 
specimen?’ 
on path form

If DM equivocal, sMDT
path review and put 
on re-TUR list

G3 pTa with DM in 
specimen doesn’t 
need a re-TUR

Flexi cysto not 
GA following 
induction BCG


