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INTRODUCTION
Over the past few years, we, in the University Department of
Surgery, have been better able to stage bladder tumours using the
TNM classification.
In this paper, we review our experience with the management of
superficial T1 tumours. We intend to highlight 2 problem areas in
this condition
one of high default rate among patients and the
second, the problem of management of recurrent tumours.

-

MATERIAL AND METHOD
Over the last five years from 1980 to 1984, a total of 130 patients
with transitional cell carcinoma of the bladder were seen at the
University Department of Surgery. Of those 82 patients (63.0%)
were staged as having superficial cancers. These tumours were
staged based on intravenous urogram, examination under
anaesthesia and most importantly, cystoscopic findings.
Histological examinations confirmed the superficial nature of

these lesions.

-

RESULTS

Out of the 82 patients, 21 of them have absconded
from follow up. These patients have been excluded
from this review.
Of the remaining 61 patients there were 53 males
and 8 females giving a male to female ratio of 6.6: 1.
There was no obvious predilection for any ethnic
group. We have divided these patients into 3 groups
(Fig 1).
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patients had multiple lesions
in one of them there
were 7 lesions and in the other 2 cases 2 tumours
each. One of these patients has died from a myocardial cause. The other 2 are still alive and free of
tumours after 2 year and 41 years.
12 patients had Grade tumours and the other 10,
Grade II tumours. There were no patients with Grade III
lesions.
The second group consisted of 27 patients (32.9%)
who have developed recurrent tumours. Their age
range is shown in Fig 3.
12 of these have been treated with chemotherapy at
some stage during the course of the disease. There
were 11 males and 1 female and their ages ranged
from 40 years to 69 years. 6 of these patients had
initial single lesions. There were 4 patients with Grade
tumours and 8 with grade of 2 tumours.
Of the 6 patients with multiple initial tumours, 2 had
resection followed by a course of thiotepa about 2
weeks later. One patient responded dramatically with
only 2 recurrent lesions at 3 months. Subsequently,
there were 2 further episodes of recurrences at 2 years
3 months and 3 years 6 months which could be controlled by transurethral resection. The other patient
did not respond so well. He had another course of
Thiotepa at 3 months and 1 year later still had multiple
recurrences.
4 other patients also developed recurrences at 3
months after resection. These lesion were resected
and patients given Thiotepa. One had 2 courses after
which he did not develop any more recurrences while
another 2 continued to develop recurrences. Both have
been tried on other agents
one with mitomycin C
with no recurrence after the first follow-up and the
other with adriamycin with poor result. One last
patient in this group was given mitomycin C after the
first follow-up cystoscopy for recurrences.
I

I

Il.

The first group consisted of 22 patients (26.8%) with
single occurrence of tumour. Thereafter with regular
check cystoscopies, in some patients up to 4'/2 years
after the initial lesion, there have been no recurrence.
The ages of these patients ranged from 19 years to 79
years with most of the patients in the 5th and 6th
decades (Fig 2). There were 19 males and 3 females.
20 patients presented with haematuria and the duration of their symptom varied from 3 days to 5 years
with the majority giving a history of 1 year.
At cystoscopy, 19 patients had single tumours.
They were papillary in nature with a short stalk. 3
a
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Fig 2: Superficial Bladder Tumours
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Fig 3: Superficial Bladder Tumours

In the 6 patients with single initial lesions, the first
recurrence developed at intervals varying from 3
months to one year after the initial treatment. These
lesions were usually managed by transurethral resection and Thiotepa was only given when
a)
b)

c)

recurrence became multiple
interval between recurrences was short
biopsy of surrounding mucosa showed dysplasia

The remaining 15 cases in this group of patients
who have developed recurrences have been managed
by endoscopic means. In this subgroup, there were 14
males and 1 female. The ages ranged from 39 years to
78 years. There were 2 patients with multiple lesions.
11 patients had grade
tumours and 4 had grade II
tumours, both patients with multiple tumours were
treated by transurethal resection. One of them also
had a ureteric tumour for which a nephroureterectomy
was later done. This patients had 2 episodes of recurrences at 3 months and 6 months but thereafter no
tumours were found on check cystoscopy. He had
ueen followed up for 3 years. There other patient had 1
episode of recurrence.
The other 13 patients have developed recurrences at
varying intervals. The number of lesions at each recurrence has been small enough for transurethral control.
In those cases where we have carried out biopsies of
the bladder wall, there have been no evidence of
I

mucosal dysplasia.
In recent years we have picked up a third group of
patients. These are cases with carcinoma -in -situ. So
far we have discovered 12 cases (14.6%). All these
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have been found in patients who have been followed
up by cystoscopy for papillary bladder lesions. There
were 10 males and 2 females. Their age ranged from 30
years to 73 years. 6 of these patients have developed
muscle invasion, of these 2 have died. We do not in-

tend to discuss this aspect of bladder carcinoma in
this paper but will present our results on this group of
patients soon.
DISCUSSION

Twenty one patients who have absconded from
follow-up have be excluded from this review. However,
they do illustrate an important aspect in the management of this cancer. The default rate among patients is
extremely high. In this study it accounts for 25.6% of
cases. Although some patients are from overseas,
these account for the minority. All the patients in this
group have developed recurrent tumours after initial
resection. The most common reason cited is that
patients do not see the need for such close follow-up
especially when they feel well. Keeping tract of these
patients has been a problem and sometimes patients
do not turn up for follow-up without being missed.
Perhaps computerisation of patients records may help
in keeping a better follow-up.
The first group of patients in this study who have
only a single occurrence of bladder tumour illustrates
that there is a group of patients who will not require
close check cystoscopies. We do know that if tumours
recur, they tend to do so within the first year. Because
of the problems associated with follow-up by check
cystoscopy, we have in recent years been thinking of

keeping tract of these patients by doing urine
cytology. This modality of monitoring patients is inexpensive. In experienced hands it can be quite accurate
and a 95% accuracy has been reported for high grade
tumours (1).
The management of recurrent bladder tumours is a
challenging one. Intravesical chemotherapy now has
an established place in the treatment and many
agents are now available. We have been using
Thiotepa 30 mg weekly for four weeks as a first line
agent until a year ago when we have changed to
mitomycin C which is more readily available.
It seems from our experience with chemotherapy
that most of the response is Only partial. However, it
does reduce the number of recurrent lesions thereby
making them more amenable to transurethral control.
Also the interval between recurrences do seem to be
prolonged. These effects of chemotherapy have been
reported by many other workers using Thiotepa as well
as various other agents (2,3,4,5).
CONCLUSION

ABO grouping and cysto-photography among other

things.
In the meantime, various other modalities of treatment have been tried out by many other centres and
promising results seem to be coming especially with
the use of BCG therapy (6,7).
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