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1. INTRODUCCION




EPIDEMIOLOGIA Y ETIOLOGIA

» El cancer de vejiga es el 10° tumor mas frecuente considerando ambos
SeXO0s.

» Aproximadamente, el 75% de los tumores vesicales se presenta como
enfermedad confinada a la mucosa (Ta o Tis) o a la submucosa (T1).

» Los principales factores etioldgicos son el tabaco y la exposicion a
aminas aromaticas o hidrocarburos policiclicos.




ESTADIAJE TNM

-

- Primary tumour

Prmary tumour cannot be assessed

No evidence of primary tumour

Non-rvasive papillary carcnoma

Tumour invades subepithelal connective tissue

3217181312

Tumour invades muscle
T2a Tumow invades superficial muscle fnner half)

Tumour invades perivescal tissue
Taa Microscopecally
T3b Macroscopically jextravescal mass)

T4

Tumaur invades any of the fallowing: prostate stroma. seminal vesicles, ulerus, vagina peivic wall
abdominal wal

Tda Tumouwr invades prostale stroma, seminal vesicles, Ulerus or vaging

T4b  Tumow invades peivic wal or abdominal wal

N - Regional lymph nodes

NX
NO
N1
N2

N3

Regional lymph nodes cannct be assessed

No mgonal lymph node metastass

Metastasi in & single lymph node in the true pelvis (hypogastric, abturator, exiernal #ac, or presacral)
Metastasis in multiple regional lymph nodes in the true pelvis (hypogastre, obfurator, extemal ke,
or presacral)

Metastasis n common fiac lymph node(s)

MO

NO datant metastass

Mia  Non-regonal lymph nodes
Mib  Other dntant metastases




ESTADIAJE TNM

T4 Tumour invades any of the fallowing prostate stroma, seminal vesiclos, ulerus. vagina peivic wall
abdominal wal
Tda Tumowr invades prostale stoma, semnal voscles, Uterus or vagina
T4b Tumouwr invades petvic wal or abdominal wall

N - Regional lymph nodes
NX Regional lymph nodes cannot be assessed
NO No regonal lymph node metastass
N1 Metastass in a single lymph node in the true pehvs (hypogastric, cbturator, external Sac. or pesacral)
N2 Metastasis in multiple regional lymph nodes in the true pelvis (hypogastre, obfurato extemal ke,
or presacral
N3 Metastasis n common (llac lymph nodeds)
M - Distant metastasis
MO No dastant metastass
Mia  Non-regional lymph nodes
M1b  Other datant metastases




2. MANEJO NMIBC




Guias MIBC

Si reseccion
incompleta
Si reseccion
completa




GRUPOS

DE RIESGO

Risk group

Low Risk

* Aprimary, single, TaT1 LG/G1 tumour < 3 cm in diameter without CIS in a patient
< 70 years

* A primary Ta LG/G1 tumour without CIS with at most ONE of the additional clinical
risk factors

Patients without CIS who are not included in either the low-, high-, or very high-risk groups

High Risk

* Al T1 HG/G3 without CIS, EXCEPT those included in the very high-risk group
* Al CIS patients, EXCEPT those included in the very high-risk group

Stage, grade with additional clinical risk factors:

*  TalG/G2 or T1G1, no CIS with all 3 risk factors

*  TaHG/G3 or T1 LG, no CIS with at least 2 risk factors
*  T1G2 no CIS with at least 1 risk factor

Very High Risk

Stage, grade with additional clinical risk factors:
Ta HG/G3 and CIS with all 3 risk factors

T1G2 and CIS with at least 2 risk factors

T1 HG/G3 and CIS with at least 1 risk factor
T1 HG/G3 no CIS with all 3 risk factors




: Seguimiento —
Riesgo con
cistoscopias

Riesgo BCG

Recurrencia

BCG

Cistectomia

\




3. RT EN NMIBC




EVIDENCIA ACTUAL

A Randomized Trial of Radical Radiotherapy for the Management of
pT1G3 NXMO Transitional Cell Carcinoma of the Bladder

8. J. Harland,* 1,5 H. Kynaston,? K. Grigor, D. M. Wallace, C. Beacock, R. Kockelbergh, S. Clawson,
T. Barlow, M. K. B, Parmar and G. O. Griffiths on behalf of the National Cancer Research Institute

Bladder Clinical Studies Group

From the Institute of Urcdogy and Deportment of Oncelogy, University College Lossdon SJIH) and Cancer Group, Modicol Research
Counesd Cliniend Teinds Unit (SC, TH, MKBP. GOG), Landow, Deportment of Urolegy, Universty Hoapitie! of Weles, Hoath FPark, Crordsff
(HK), Department of Pathclogy, Western Gemeral Heoapitul, Edinburgh (KG:, Department of Urology, Queen Elizabeth Hospital,
Bormaingham |DMW), Department of Urolagy. Royel Shrewsbury Hospetal, Skrewsbury (CH), and Departmont of Urelogy. Letoester
General Huwpitul, Leicester (RK)

» Unico estudio randomizado (2007) compara RT vs
observacion o BCG.

» 210 pacientes.
» Dosis 60 Gy a 2 Gy/sesion.

» No diferencias en SLP ni en SG.




EN PROCESO...

» 1. PREVERT

* Fase 2

* 67 pacientes

* 60-66 Gy a 2 Gy/fx + Avelumab x 8 ciclos
* Endpoint - SLP

* Junio 2024




EN PROCESO...

» 2. ADAPT-BLADDER

* Fase 1

* 28 pacientes

» RT (18 Gy en 3 fx)+ Durvalumab
» BCG + Durvalumab

» Durvalumab en monoterapia

* Endpoint - Toxicidad y RC




RC:

33% 85% 50%
6 m 0% 83% 33%
12 m 0% 73% 33%
Toxicidad:
-_ D + BCG
100% 100% 92%

3-4 33% 15% 42%




EN PROCESO...

» 3. CHICTR

* Fase 2

* 50 pacientes

* RT + Tislelizumab
* Endpoint - SLP




4. PERSPECTIVAS




[90Y]- DBA

« Glicoproteina que se une a las lectinas del urotelio vesical.

 Estudios en animales (ratones)

A

e Instilacion intravesical de un radiondclido de avidina ([°°Y]-
DBA)

« Exposicion de 2 horas a 9,2 MBq = 12,6 Gy




MB49 cells [*YJOBA treatment
implantedin (9.2 MBg/mouse, for Luciferase Histology
bladder 2 hours) Imaging  Immunoflourescne

l L l l

Day 0 Day 3 Day 10 Day 14




5. CONCLUSIONES

» La evidencia actual respecto al tratamiento con RT tras
fracaso a BCG es escasa.

» Los estudios mas recientes al respecto han demostrado
que la radioterapia es una alternativa segura y eficaz
frente a la cistectomia radical.

» La utilizacion de RT + inmunoterapia resulta
prometedora, si bien son precisos mas estudios con
mayor poder estadistico.

» La [°9Y]- DBA, aunque en fases experimentales, supone
una alternativa terapéutica intravesical, a considerar en
el futuro.
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