
 

 

 

 

Management of muscle-invasive bladder cancer 

Offer neoadjuvant chemotherapy using a cisplatin combination regimen before radical cystectomy or radical radiotherapy

Ensure that a specialist urology multidisciplinary team reviews all cases of muscle-invasive bladder cancer including adenocarcinoma, 

squamous cell carcinoma and neuroendocrine carcinoma. Review to include histopathology, imaging and discussion of treatment options

Offer a choice of radical cystectomy or radiotherapy with a radiosensitiser to people with muscle-invasive urothelial bladder 

cancer for whom radical therapy is suitable. Ensure that the choice is based on a full discussion between the person and a 

urologist who performs radical cystectomy, a clinical oncologist and a clinical nurse specialist

Use a radiosensitiser (such as mitomycin in combination with fluorouracil [5-FU]
1
 

or carbogen in combination with nicotinamide
2
) when giving radical radiotherapy 

(for example, 64 Gy in 32 fractions over 6.5 weeks or 55 Gy in 20 fractions over 

4 weeks)

Radical cystectomy
Radiotherapy with a 

radiosensitiser

Seek advice from a specialist urology MDT if symptoms of bladder toxicity 

cannot be controlled with antispasmodics or non-opiate analgesia and other 

causes have been excluded by cystoscopy

Offer follow up after radical radiotherapy

Consider using a follow-up protocol that includes all of the following:

 Rigid cystoscopy 3 months after radiotherapy has been completed, followed 

by cystoscopy:

 Every 3 months for the first 2 years then

 Every 6 months for the next 2 years then

 Every year thereafter, according to clinical judgement and the 

person’s preference 

 Upper-tract imaging every year for 5 years 

 Monitoring for local and distant recurrence using CT of the abdomen, pelvis 

and chest 6, 12 and 24 moths after radical radiotherapy has finished.

Offer the choice of a urinary stoma or a continent urinary diversion if there are no strong 

contraindications to continent urinary diversion

Members of the specialist urology MDT should discuss with the person whether to have a 

urinary stoma or continent urinary diversion and provide opportunities for the person to talk 

to people who have had these procedures.

Consider adjuvant cisplatin combination chemotherapy after radical cystectomy for people 

with muscle-invasive and/or lymph node-positive urothelial bladder cancer for whom 

neoadjuvant chemotherapy was not suitable. Ensure the person has an opportunity to 

discuss the risks and benefits with an oncologist who treats bladder cancer.

Offer follow-up after radical cystectomy

Consider using a follow-up protocol that consists of:

 Monitoring of the upper tracts for hydronephrosis, stones and cancer using imaging 

and glomerular filtration rate estimation at least annually and

 Monitoring for local and distant recurrence using CT of the abdomen, pelvis and chest 

6, 12 and 24 months after radical cystectomy and

 Monitoring for metabolic acidosis and B12 and folate deficiency and least annually and

 For men with a defunctioned urethra, urethral washing for cytology and/or 

urethroscopy annually for 5 years to detect urethral recurrence.

People with high risk non-

muscle-invasive bladder 

cancer opting for radical 

cystectomy
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1 
At the time of publication (February 2015) neither mitomycin or [5-FU] had a UK marketing authorisation for this indication. The prescriber should follow relevant professional guidance, taking full 

responsibility for the decision. Informed consent should be obtained and documented. See the General Medical Council’s Prescribing guidance: prescribing unlicensed medicinesfor further 
information. 



 

 

  

 

2
 Although this use is common in UK clinical practice, at the time of publication (February 2015), carbogen and nicotinamide did not have UK marketing authorisation for this indication. . The 

prescriber should follow relevant professional guidance, taking full responsibility for the decision. Informed consent should be obtained and documented. See the General Medical Council’s 
Prescribing guidance: prescribing unlicensed medicinesfor further information. 

  


