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FOLLOW-UP METHOD FOR PATIENTS WITH NON-MUSCLE-
INVASIVE BLADDER CANCER WHO REMAINED
RECURRENCE-FREE FOR A LONG TIME
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To determine the follow-up schedule in patients with non-muscle-invasive bladder cancer who had
remained recurrence-free for 5 or more years, we retrospectively reviewed 258 patients with Ta and T1
bladder cancer who had been free of recurrence for at least 5 years. Of these 258 patients, subsequent
recurrences developed in 100 patients. In spite of our recommendation that cystoscopic follow-up be done
at 12-month intervals for patients who remained recurrence-free for more than 5 years, 45 had been followed
at intervals of more than 12 months (range, 1377 months) when the recurrences were found. Of 100
recurrent tumors, 20 (20.0%) showed bladder muscle invasion. Muscle-invasive cancer was identified more
often in the patients with cytoscopic intervals of more than 12 months than in those of less than 12 months
(35.6% versus 7.3%). Therefore, we recommend that cystoscopy be performed at intervals of less than 12
months in patients with non-muscle invasive bladder cancer for recurrence detection before tumors become

muscle invasive, even when patients remain free of recurrence for a long period.

(Hinyokika Kiyo 58 : 395-399, 2012)
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Fig. 1. TFlow chart delineating followup and recurrences for 408 patients with

primary non-muscle-invasive bladder cancer.
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Table 1. Patient characteristics

W5EdH Y L L
(n=100) n=158)
Py () (P +SD.) 63.4£10.0 62.6=13.5
14:51)
B 78 (78%) 120 (75.9%)
7 22 (22%) 38 (24.1%)

FREEIIN O3) (PR 146 62415 101.0230.0

Pirabicin WRERIEANE 2 97 (7%) 45 (28.5%)

WFEHE DR

pTa 20 (20%) 85 (53.8%)

pTl 80 (80%) 75 (46.2%)
HFERED grade

1 13 (13%) 33 (20.9%)

2 60 (60%) 102 (64.6%)

3 27 (27%) 23 (14.6%)
W58 (WI389E)

Hizg 61 (61%) 111 (70.3%)

%58 39 (39%) 47 (29.7%)
MFEFOKE S

<3cm 78 (78%) 140 (88.6%)

>3 cm 22 (22%) 18 (11.4%)
EIE AR e

I, I 50 (50%) 70 (44.3%)

il 8 (8%) 18 (11.4%)

Vv, V 40 (40%) 64 (40.5%)

Fetdes 2 (2%) 6 (3.8%)
FR OB

L 75 (75%) 136 (86.1%)

»H 25 (25%) 22 (13.9%)
)G

H:Af 82 (82%) 112 (70.8%)

A 18 (18%) 3 (1.9%)

AN 0 (0%) 43 (27.2%)
LA

JEA 12 0

fths K FE 6 3

Table 3. Relationships between primary tumors
and recurrent tumors found with a
cystoscopy, in which the interval was
more than 12 months

FESEDOUEERE

5N -
Ta/T1 T2 YLk B

Ta
Gl 5 (100%) 0 (0%) 5
G2 3 (75%) 1 (25%) 4
G3 1 (100%) 0 (0%) 1
/NEE 9 (90%) 1 (10%) 10

T1
Gl 0 0 0
G2 13 (65%) 7 (35%) 20
G3 7 (46.7%) 8 (53.3%) 15
/NEE 20 (57.1%) 15 (42.9%) 35
H 29 (64.4%) 16 (35.6%) 45

Table 2. Cystoscopic intervel and T stage of a
recurrent tumor

Ta/T1 T2 LIk it
6 71 A A 18 (90%) 2 (10%) 20
6-1271 H 33 (94.3%) 2 (5.7%) 35
12-2471 7 11 (61.1%) 7 (38.9%) 18
247 ALk 18 (66.7%) 9 (33.3%) 27
7 80 20 100

p=0.0053 (> Bi).
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