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Kreftforekomst og medieoppslag
Er det en sammenheng?



Blærekreft

• Vår mest ressurskrevende kreftform
• Den hyppigst residiverende 

• 50% av NMIBC får rekurrens

• Lett økende insidens

• 70 år i snitt ved diagnose

• Ofte raskt voksende 

• Kjente risikofaktorer
• Røyking, aromatiske aminer

• Hereditet, Lynch syndrom

• Tidligere kreftbehandling

• 3,5% av alle krefttilfeller 
• 4. hyppigste blant menn – nr 8 totalt

Typisk Henvisning:

• Eldre mann

• Røker eller tidligere røkende

• Industriarbeider, brannmann?

• Makroskopisk hematuri

• Vedvarende positiv Urin-stix evt 
m/ vannlatingsbesvær

• Vannlatingsmerter 

• UL- / CT-funn



Epidemiologi – Blærekreft
Insidens- Prevalens

• 1852 nye tilfeller i Norge i 2020
• 1578 nye tilfeller i Norge i 2015

• 442 Kvinner 1442 Menn (ratio 3,7)

• Median alder diagnose 73 år

• Ca. 50-60 nye tilfeller i Vestfold

• 13.382 mennesker levde med 
blærekreft i Norge i 2015

• 5 års relativ overlevelse alle former;
• Kvinner 68,2 % 

• Menn 76,1 %



Har kvinner reelt høyere dødelighet 
av blærekreft?

Andreassen B, et al. Eur J Cancer. 2018

«Den høye forekomsten av (hemorragiske) cystitter kan gi 
dødelige forsinket diagnose hos kvinner»



Inndeling av blærekreft
-(minst) 2 ulike sykdommer?

Det vesentlige:

T-Stadium: Tumors utbredelse i 

blæras vegglag

Histologisk Grad:

• WHO 1973;WHO 1-2-3

• WHO/ISUP – 1998/2004:

• PUNLMP

• Lavgradig

• Høygradig

• Cis (Tis)

Progresjon; 10-15%

cTa cT?cT3-4



Blærekreft ≈ Urothelialt carcinom 
(UTC) 

• 6% - Nyrebekken

• 3% - Ureter

• 90%- Blære

• 1%  - Uretra

• Mens 5 % av Blærekreft er 
ikke UTC
• Platepitelcancere

• Adenocarcinom 

• Småcellet



Variant histology
• Variant Bladder cancer histology;

• =Any kind of non-urothelial transitional carcinoma
• Pure Variant: No component of UTC
• Mixed : any percentage of UTC + component of

any other histology (= Differentiation)

• All Variant histology are High Grade

• More advanced stage
• Worse prognosis stage by stage?

- Probably not for most types

• Prevalence: 5-40 %

• Correct diagnosis depend on
• TURB- sampling
• Pathology expertise

• Percentage of variant should be reported



The Vestfold Experience
• 241 cystectomy-specimens, 2000-2016 containing

tumor

• Re-examined by a uropathologist

• Pure Histology
• 93,8 % UTC
• 4,1 % Squamous cell carcinoma
• 0,4 % Adenocarcinoma
• 1,7 % Small cell/ Neuroendocrin carcinoma

• 35,5 % of UTC had Mixed histology
• 19,5 % Squamous differentiation
• 2,9 % Glandular differentiation
• 6,6 % Micropapillary differentiation
• 2,1 % Lymfoepiteliomalike/Plasmacytoid/signet ringcell
• 1,2 % Nested differentiation
• 1,2 % Sarkomatoid differentiation
• 1,2 % Mixed/ several patterns
• 0,8 % Undifferentiated

Pathologist Birgitte Carlsen
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Variant histology – Urothelial type

• Micropapillary
• 0,6-2,0 % of all Bca

• Extremely aggressiv behaviour

• Amount seems associated with Disease Specific
Survival. 

• Sarcomatoid (=carcinosarcoma?)
• 0,3-0,6 % 

• May consist of different sarcomas

• Previous radiation, cyclophosphamid are risk factors

• Rare;
• Nested

• Plasmacytoid/ signet ring

• Lymphoepitelioma-like

Pictures from Moschinin M et al; Nat Rev Urol. 2017 



Variant histology – Non-urothelial type
• Squamous (SCC)

• 5 % of all Bca
• 30 % in the middle east due to Schistosoma hematobium
• Preceeded by Metaplasia
• Related to chronic inflammation, 
• Often bulky, necrotic with keratinization, 
• Discrimination from SCC-differentiation may be irrelevant?

• Glandular/Adenocarcinoma
• Present in upto 18 % of invasiv tumors
• Mucous-producing
• Enteric, Mucinous, Villous, Mixed, (Urachal)

• Neuroendocrine
• <1% 
• Similar to Small Cell Lung Cancer 
• Small cell = most common neuroendocrine
• Large cell, paraganglioma
• May have adrenergic symptoms 

Carcinoma Metaplasia

Paraganglioma



Urachal carcinoma
• 10 % of adenocarcinoma of the bladder
• Sheldon/ MDA-criteria for diagnosis
• Sheldon classification (Stage)

• I.   Confined to urachal mucosa
• II.  Confined to urachus
• III. Local extension into

• A. Bladder

• B. Abdominal wall
• C. Peritoneum

• Local Viscera

• IV. Metastasis to
• A. regional LN 

• B. Distant sites

• Treatment:
• Partial = radical cystectomy(?)
• LND + Umbilectomy
• FLOX-chemo?

Diffusion weigthed MRI og urachal adenocarcinoma



Development of
Bladder Cancer



Basis for response to chemotherapy



Effect of Neo-adjuvant Chemo in Mixed Variant
Scosurev E, et al. BJU Int 2010; 108: 693-700

• Subgroup analysis from SWOG-S8710

• Randomized:
• RC: 121 UTC + 27 Mixed
• NAC + RC: 115 UTC + 32 Mixed

• Benefit of NAC in mixed variant, e.g. 
squamous and glandular differentiation



Effect of NeoAdjuvans in Pure Variant
- Vetterlein MW, et al. Cancer 2017; Nov: 4346-4355



Flow chart - MIBC
Willis, Kamat. Hematol Oncol Clin N Am 2015; 29: 237-52



Flow chart – Non-MIBC
Willis, Kamat. Hematol Oncol Clin N Am 2015; 29: 237-52



(chemo)Radiation in mixed histology BCa

• Hardly mentioned in the reviews

• May be part of bladder preserving strategy in neuroendocrine
carcinoma
• Combined with Ethoposide-Cisplatin based Neo-Adjuvans
• Trimodal therapy in small cell carcinoma has shown «fairly equivalent

outcomes on small retrospective cohorts with short FU»
• Prophylactic radiation to brain have been proposed, but is not established

• Adjuvant radiation after cystectomi for adenocarcinoma (and 
squamous) may be of value
• Predisposition of local recurrence



Behandling av blærekreft

75-85%

TURB
(+ kjemo-instillasjon)

Ikke-
muskelinfiltrerende

Muskelinfiltrerende

Radikal Cystectomi/ 
stråling

+BCG

+BCG



Primær behandling:
TUR-B

• TransUrethral Reseksjon av Blære

• 1.linje behandling av «alle» stadier! 

• Det vanligste onkologiske inngrepet i Norge

• Utbredt i alle landets urologiske avdelinger

• Et «enkelt» inngrep?

• Også tilbakefall (recurence) identifiseres ved 
cystoskopi

Skagerak blærekreftgruppe: «30 % av 
pasientene er pT0 i preparatet etter TUR-B 
utført pga mistanke om recurence»



TURB - Hensikt

Biopsi & Behandling

• Stille diagnose

• Finne histologisk stadium

• Radikalt fjerne NMIBC

• Palliativ behandling ved MIBC

https://www.google.no/url?sa=i&url=https%3A%2F%2Fwww.researchgate.net%2Ffigure%2FBipolar-TURBT-of-a-lateral-bladder-wall-lesion_fig2_254261902&psig=AOvVaw1FkO4BLA-Nm9Cc9pN8GCmV&ust=1630090176698000&source=images&cd=vfe&ved=0CAoQjRxqFwoTCNi2jKOtz_ICFQAAAAAdAAAAABAf


TURB - En krevende prosedyre

• Prosedyre i narkose evt. spinal

• Muskelrelaksasjon

• Mono eller bipolar strømslynge

• Skjærer tumor i mindre deler

• Evakuere tumor via resektoskopet

• Skjærestrøm og koagulasjonsstrøm

• Bimanuell palpasjon 



TURB – Brudd med onkologiske prinsipper?
Utfordringer:

• Fare for perforasjon
• Implantasjon/ spredning

• Mitomycin-komplikasjoner

• Ufullstendig reseksjon
• Større utbredelse enn 

synlig

• Varmeskadet vev

• Høy rekurrens-rate
• Sirkulerende tumorvev

• Residual tumor



Fremskritt? – En bloc reseksjon

https://www.google.no/url?sa=i&url=https%3A%2F%2Fwww.sciencedirect.com%2Fscience%2Farticle%2Fpii%2FS2173578616300117&psig=AOvVaw2ApZMJpDPfFDs2Lr5R9m9e&ust=1630093216477000&source=images&cd=vfe&ved=0CAoQjRxqFwoTCLj7y9G4z_ICFQAAAAAdAAAAABAP


Behandling av muskelinfiltrerende 
blærekreft

Standard:

• Radikal cystectomi

• Evt. Neo-adjuvant Cisplatin-basert 
kjemoterapi (MVAC)

• Lymfeknutedisseksjon

• Fjerne prostata/ genitalia interna

• Evt. Nervesparende

• En Bloc reseksjon?

• Urinavledning

Alternativt:

• Trimodal behandling

• TURB

• Kjemoterapi

• Stråling

Nervesparende teknikk



Urostomi
«Pasientens begrensinger i 
forhold til aktivitet sitter i 
hodet»



Ortotop neoblære a.m. 
Studer

«Fascinerende - men ny blære er 
dessverre noe ganske annet enn 
å bytte eksosanlegg på bilen»



Complications after ORC

• Most resent comprehensive study on
complications following ORC (MSK-US):

• 64 % all-grade (Clavien) 90d-
complicationrate

• 13 % grade 3-5

• 67 % of complications during hospital stay

• 58 % also experienced complications after
leaving the hospital

• 70 % of complications related to diversion

• 30-d mortality 1,5 %, 90-d 2,7 %



Does robot assisted RC performe better?
Tan WS, et al PLOS ONE 2016. 11:e0166221;

Systemativ review of randomized trials



Blood loss, operating time and length of stay

250 ml less blood loss

72 min longer operating time

0,46 days shorter LOS (ns)



Complications



Reduction of risk and morbidity

• Better perioperative service
• Total intravenous anestesia
• Frailty assessment
• ERAS – Enhanced Recovery After

Surgery
• Reduced perioperative risk

• Less invasive tecnique
• Smaller incisions
• Laparoscopic access
• Bladder resection
• Cutanous ureterostoma

Case; 
• Vestfold hospital, male, born ‘57;

• cT3N0 MIBC
• COPD – Gold IV, DM-2, schizofrenia
• Ineligible for MMT and NAC
• Not suited for Bricker

• Treatment
• Spinal/epidural anesthesia, sedatives
• ORC + PLND + Ortotopic bladder
• 3 hrs 40 min operating time
• 300 ml Blood loss
• Uncomplicated



And Finally; early radical treatment?

Stolen from Ashish Kamat’s presentation at EAU 2017



Takk for oppmerksomheten!


