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Bladder-conserving therapy for muscle invasive bladder cancer: current status and

future
LIU Nan, YUAN Fang Department of Urologic Oncology, Chongging University Cancer Hospital, Chongqing,
400030, China

[ Abstract | Radical cystectomy plus pelvic lymph node dissection is the gold standard treatment for
muscle invasive bladder cancer. However, the patients with severe medical complications cannot tolerate the
operation, and the incidence rates of short- and long-term postoperative complications are quite high. In order
to achieve good tumor control while preserve bladder function and maintain good quality of life, bladder
preservation treatment is actively explored in China and at abroad. At present, triple or multiple combination
therapy, including maximum transurethral bladder tumor resection, chemotherapy and external irradiation and
radiotherapy, is mostly adopted. Studies have shown that its long-term tumor control effect is similar to that of

cystectomy, and it has been recommended as an effective treatment option for muscle invasive bladder cancer
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by domestic and foreign specialized diagnosis and treatment guidelines. In the course of comprehensive
treatment for bladder preservation, the efficacy of the treatment is currently evaluated by liquid biopsy,
radiography, cystoscopic biopsy or surgical thoroughness of transurethral bladder tumor resection, and timely
salvage radical resection can be performed for the patients with poor response. In addition, neoadjuvant
chemotherapy may have no effect on the overall survival of the patients after bladder preservation combination
therapy, but it can be used as a screening method for treatment response, and early radical surgery is
recommended for patients with poor response. There is no standard treatment plan for bladder preservation
combination therapy, and it is difficult to determine the best treatment population. Randomized controlled
studies and long-term follow-up trial of the combination treatment in comparison with radical bladder resection
need to be carried out. In view of the breakthrough efficacy of immune checkpoint inhibitors in the treatment of
advanced uroepithelial carcinoma, the combination of immune checkpoint inhibitors and radiotherapy and

chemotherapy may also be the direction of future research.

http : //aammt. tmmu. edu. cn

[ Key words |

muscle invasive bladder cancer; radical cystectomy; bladder preservation;

multimodality treatment; trimodality treatment

Supported by the Clinical Research Foundation of Chongqing Cancer Hospital ( Non-registered) (JG-ZN-001-01) and the General Program of Basic Research and

Frontier Exploration of Chongging Science and Technology Commission ( cstc2018jcyjAX0781). Corresponding author: LIU Nan, E-mail: 1054567372@ qq. com

b5 Ve I 2 DL A PR B9 2 — , V7 J 2020 4E 4Bk
BRI P B AR AR 2 Lotk 4 4, 5
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B RYGORE, SE it WL R RS A ST LL % TMT Hl RC 1936
TR, For TMT 21 1 257 51](9. 8% ) ,RC 44 11 586 14
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1.4 AGpic & IRm 57 2
ASCIE o I DA A R i A R 3 AT

TMT/MMT {657 B UESE A 5858 . HH, BEE BT 5
AREGHE , FA Dok 5 e 70 5 P DN AT 1 IR A
FR) T A, T BIL2 6 380 A s 25 0 ok i 1 7 32 s 3
& TMT/MMT {697y MIBC [ , I Bl HIG F&CR
1.4.1 DNA B i B 1 2 A8 X TMT/MMT 1 5% i)

MRE11 ( meiotic recombination 11 homolog 1,MRE11)
JEAE DNA 45145518 52 vh 45 G BEAE FH ) DNA AR 1
CHOUDHURY %7 %} 86 4] MIBC # %% Il MRE11
HHFRBAKF, LI MREL 8 1 3R AKCH R S 4



http : //aammt. tmmu. edu. cn

S REE KRR, 2021 ,43(23) 2503

SEHCIT G 3 AF CSS Wl BAIK T/ £ ik B # (43% vs
69% ,P=0.012) ,{H¥E RC BE AR, F
B MRE11 2 [ 15 K 5 MIBC [ 0T 80CR HH %
PRI, MRETT 1] 1 A — A~ A= 94 i 400 P 18 7 3 o3 o
TMT 3477 308 4 19 5 % . ERCC1 il XRCC1 J& DNA
B RYIRE iR EE NN . ZHERSER D
7%, ERCCI Il XRCC1 E &35k 5 TMT % DSS
AR K, % MRE11 ERCC1  XRCC1 %5
ARSI AT e g T T TMT A9Y7R% .
1.4.2 (5558 B A A X TMT/MMT /Y52 01
W5 @R 8 3 30% 1 155 e IR 8 b R g iR H A7 AE
EGFR YR P3G Fid #ik, RTOG fF5¢ 3,37 #i
MIBC {3 % TMT/MMT J597 , S 414k EGFR fHME:
BEAA B 0S DSS FIfR /8 58 2B Ik i DSS, £ A
ROrHT B s EGFR BHM: 835 B B340 DSS, iz 58 ik
&I HER-2 3 63K & X TMT/MMT H A6 T A sk
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