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Target Population

The Pathway Map is intended for the management of individuals who present with symptoms or incidental findings
indicating a suspicion of bladder cancer, and describes the clinical management of patients with a confirmed
diagnosis of urothelial carcinoma. Upper tract urothelial carcinoma is not in scope for this map.

Pathway Map Considerations

Primary care providers play an important role in the cancer journey and should be informed of relevant tests and
consultations. Ongoing care with a primary care provider is assumed to be part of the pathway map. For patients who
do not have a primary care provider, Health811 is a government resource that helps patients find a doctor or nurse
practitioner.

Throughout the pathway map, a shared decision-making model should be implemented to enable and encourage
patients to play an active role in the management of their care. For more information see

Person-Centered Care Guideline and EBS #19-2 Provider-Patient Communication.*

Hyperlinks are used throughout the pathway map to provide information about relevant Ontario Health (Cancer Care
Ontario) tools, resources and guidance documents.

The term ‘health care provider’, used throughout the pathway map, includes primary care providers and specialists,
e.g. family doctors, nurse practitioners, and emergency physicians.

Multidisciplinary Cancer Conferences (MCCs) may be considered for all phases of the pathway map. For more
information on Multidisciplinary Cancer Conferences, visit MCC Tools

For more information on wait time prioritization, visit Surgery

Clinical trials should be considered for all phases of the pathway map.

Sexual health should be considered throughout the care continuum. Healthcare providers should discuss sexual health
with patients before, during and after treatment as part of informed decision-making and symptom management. See
Psychosocial Oncology Guidelines Resources.

Before initiating gonadotoxic therapy (e.g. surgery, systemic, radiation), healthcare providers should discuss potential
effects on fertility with patients and arrange referral to a fertility specialist if appropriate. See Ontario Fertility Program
Psychosocial oncology (PSO) is the interprofessional specialty concerned with understanding and treating the social,
practical, psychological, emotional, spiritual and functional needs and quality-of-life impact that cancer has on patients

and their families. Psychosocial care should be considered an integral and standardized part of cancer care for patients
and their families at all stages of the illness trajectory. For more information, visit EBS #19-3.*

* Note. EBS #19-2 and EBS #19-3 are older than 3 years and are currently listed as ‘For Education and Information Purposes’. This means that the
recommendations will no longer be maintained but may still be useful for academic or other information purposes
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Pathway Map Disclaimer

This pathway map is a resource that provides an overview of the treatment that an individual in the Ontario cancer system may receive.

The pathway map is intended to be used for informational purposes only. The pathway map is not intended to constitute or be a substitute for
medical advice and should not be relied upon in any such regard. Further, all pathway maps are subject to clinical judgment and actual practice
patterns may not follow the proposed steps set out in the pathway map. In the situation where the reader is not a healthcare provider, the
reader should always consult a healthcare provider if he/she has any questions regarding the information set out in the pathway map. The
information in the pathway map does not create a physician-patient relationship between Ontario Health (Cancer Care Ontario) and the reader.

While care has been taken in the preparation of the information contained in the pathway map, such information is provided on an “as-is” basis,
without any representation, warranty, or condition, whether express, or implied, statutory or otherwise, as to the information’s quality,
accuracy, currency, completeness, or reliability.

Ontario Health (Cancer Care Ontario) and the pathway map’s content providers (including the physicians who contributed to the information in
the pathway map) shall have no liability, whether direct, indirect, consequential, contingent, special, or incidental, related to or arising from the
information in the pathway map or its use thereof, whether based on breach of contract or tort (including negligence), and even if advised of the
possibility thereof. Anyone using the information in the pathway map does so at his or her own risk, and by using such information, agrees to
indemnify Ontario Health (Cancer Care Ontario) and its content providers from any and all liability, loss, damages, costs and expenses (including
legal fees and expenses) arising from such person’s use of the information in the pathway map.

This pathway map may not reflect all the available scientific research and is not intended as an exhaustive resource. Ontario Health (Cancer Care
Ontario) and its content providers assume no responsibility for omissions or incomplete information in this pathway map. It is possible that
other relevant scientific findings may have been reported since completion of this pathway map. This pathway map may be superseded by an
updated pathway map on the same topic.

© Ontario Health (Cancer Care Ontario) retains all copyright, trademark and all other rights in the pathway map, including all text and graphic images. No portion of this pathway map may be used or reproduced, other than for personal use, or distributed, transmitted or "mirrored" in any form, or
by any means, without the prior written permission of Ontario Health (Cancer Care Ontario).


https://healthconnectontario.health.gov.on.ca/static/guest/home
https://www.cancercare.on.ca/toolbox/mcc_tools/
http://www.hqontario.ca/System-Performance/Wait-Times-for-Surgeries-and-Procedures
https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/38631
https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/2256
https://www.ontario.ca/page/get-fertility-treatments
https://www.cancercareontario.ca/en/psychosocial-oncology-guidelines-resources?redirect=true
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The pathway map is intended to be used for informational purposes only. The pathway map is not intended to constitute or be a substitute for medical advice and should not be relied upon in any such regard. Further, all pathway maps are subject to clinical judgment and actual practice patterns
may not follow the proposed steps set out in the pathway map. In the situation where the reader is not a healthcare provider, the reader should always consult a healthcare provider if he/she has any questions regarding the information set out in the pathway map. The information in the pathway

map does not create a physician-patient relationship between Ontario Health (Cancer Care Ontario) and the reader.

> Screen for psychosocial needs, and assessment and management of symptoms. Click here for more information about symptom assessment and management tools

> Consider the introduction of palliative care, early and across the cancer journey. Click here for more information about palliative care

>
>

Patient Presenting with any
of the following symptoms: Transurethral Resection of Bladder Pathology >
e Hematuria Tumor (TURBT) or Fluorescent Light Reflex
e Storage / Irritative Bladder Symptoms, e.g. (SRR TR testing only if
. increased urinary frequency, urgency, L & . metastatic or
) V|;: to incontinence and nocturia Examination Under Anesthesia (EUA) locally Procee
€alth care ¢ Voiding/Obstructive Symptoms, e.g. dysuria EBS #3-21 —| advanced P opages
provider e Palpable mass on physical exam disease
* Pelvic or bone pain (sign of metastases) Immediate post-operative intravesical detected
Or chemotherapy Comprehensive
e Bladder lesion on abdominal/pelvic imagin Indicated for low risk, primary, small Cancer Testing
with or without hydronephrosis tumours based on clinical judgment Indications
during TURBT
Cystoscopy
History & Urinalysis (routine Low or
Physical Exam and microscopic) ntermediate’ Ultrasound frosenees A

S S o e e R ; Abdomen & :  Smoking

¢ Urine Cytology Blood Work peis ||| | cessation !

---~. '\ Smoking , i counselling : Suspicious

—> R iCessation '-> & ; for bladder
et /i intervention ! ? - =
; Program ; : : cancer Further investigation or
: where : Treatment
Cystoscopy ! appropriate | follow-up based on d/or foll
In absence of UTI or ot_her trapsient Initial Evaluation | | PPP results of initial and/or follow
. cau_sez, reffer all p;tlents \(wth: History & cT . assessment, if appl:z:rsiate

e Single episode of gross hematuria (any age) Physical Exam Urogram appropriate

¢ Single episode of symptomatic (e.g. hesitancy,
frequency, urgency, dysuria) microscopic
hematuria (any age)
e Confirmed episode of asymptomatic microscopic
hematuria aged >35yrs
e Patients with asymptomatic microscopic
hematuria aged < 35 and perceived risk factors®
eferral to a Urologist is mandated if hematuria
persists
despite treatment.

Urinalysis

Risk for
malignancy®

Positive cytology,
negative
cystoscopy

Urine Cytology

Assessment of
renal function
with creatinine

Non-malignant
or non-urothelial
malignancy
related cause

! Risk factors for urothelial cancer include age, male sex, past tobacco use, degree of microheaturia (> or <25RBC/HPF) and history of gross hematuria, irritative lower urinary tract voiding symptoms, cyclophosphamide or other carcinogenic alkylating agent exposure, history of pelvi
family history of bladder cancer or Lynch Syndrome, history of indwelling foreign body in the urinary tract, exposure to occupational hazards such as dyes, benzenes, and aromatic amines. Microhematuria: AUA/SUFU Guideline; Barocas DA, Boorjian SA, Alvarez RD et al: Microhema
SUFU guideline. J Urol 2020; 204: 778.

2 Consider review by pathologist with genitourinary expertise when: variant histology, lamina propria/muscle invasive tumours with minimal invasion, or ambiguity as to whether muscularis propria is involved or a mismatch between clinical /cystoscopic findings is noted.

® Consider MR Urogram if patient is unable to receive IV contrast. If there are contraindications to CT and MR urography, consider retrograde pyelography in conjunction with non-contrast axial imaging or ultrasound.

Proceed
to Page 13

Treatment
and/or follow
up as
appropriate

ic irradiation,
turia: AUA/

* Low and intermediate risk: <60 years old, < 30 Pack-years smoking, < 25 RBC/HPF on one or repeat urinalysis, may have one or more risk factors (see footnote 1). High risk: >60 years old, > 30 Pack-years smoking, > 25 RBC/HPF on any urinalysis, History of gross hematuria. Microhematuria: AUA/

SUFU Guideline; Barocas DA, Boorjian SA, Alvarez RD et al: Microhematuria: AUA/SUFU guideline. J Urol 2020; 204: 778.


https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/52171
https://www.cancercareontario.ca/en/cancer-treatments/palliative-care
https://www.cancercareontario.ca/en/symptom-management
https://www.cancercareontario.ca/sites/ccocancercare/files/assets/ComprehensiveCancerTestingIndications.pdf
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The pathway map is intended to be used for informational purposes only. The pathway map is not intended to constitute or be a substitute for medical advice and should not be relied upon in any such regard. Further, all pathway maps are subject to clinical judgment and actual practice patterns

may not follow the proposed steps set out in the pathway map. In the situation where the reader is not a healthcare provider, the reader should always consult a healthcare provider if he/she has any questions regarding the information set out in the pathway map. The information in the pathway
map does not create a physician-patient relationship between Ontario Health (Cancer Care Ontario) and the reader.

Low Risk
Low grade (LG) solitary Ta < 3cm,
Papillary urothelial neoplasm of
low malignant potential

Non-

Muscle
Invasive
Bladder Intermediate Risk
Cancer Solitary LG Ta >3 cm;
LG Ta multifocal;
Solitary high grade (HG) Ta<3 cm
High Risk
Any T1;
HG Ta > 3cm or multifocal;
Any Carcinoma in situ;
Any variant histology; Any LVI;
Any HG prostatic urethral
involvement

Clinical Stage

N

N

Muscle
Invasive
Bladder
Cancer

Metastatic
Bladder
Cancer

Type of Cancer

Ta: Noninvasive papillary carcinoma

Tis: Carcinomain situ

T1: Tumour invades subepithelial connective tissue

T2: Tumour invades muscularis propria

T3:Tumour invades perivesical tissue

T4: Tumour invades any of the following: prostate stroma,
seminal vesicals, uterus, vagina, pelvic wall, abdominal wall
PUNLMP: Papillary urothelial neoplasms of low malignant
potential

LG: Low-grade papillary urothelial carcinoma

HG: High-grade papillary urothelial carcinoma

WHO/ISUP 2004




Bladder Cancer Diagnosis and Treatment Pathway Map Non Muscle Invasive, Low Risk Version 2023.09 Page 5 of 15

The pathway map is intended to be used for informational purposes only. The pathway map is not intended to constitute or be a substitute for medical advice and should not be relied upon in any such regard. Further, all pathway maps are subject to clinical judgment and actual practice patterns

may not follow the proposed steps set out in the pathway map. In the situation where the reader is not a healthcare provider, the reader should always consult a healthcare provider if he/she has any questions regarding the information set out in the pathway map. The information in the pathway
map does not create a physician-patient relationship between Ontario Health (Cancer Care Ontario) and the reader.

> Screen for psychosocial needs, and assessment and management of symptoms. Click here for more information about symptom assessment and management tools

> Consider the introduction of palliative care, early and across the cancer journey. Click here for more information about palliative care >

Procee
High risk P to Page 7

TURBT or
FL-guided
Yes TURBT

Pathology

Low/
intermediate
risk

Low Risk Follow up at 3

From Low grade (LG) solitary Ta < and 12 months 2-3 low-grade Ele:t(;\:in::lugulztlon
Page 4 | 3cm, Papillary urothelial Cystoscopy appearing L —
. grade-appearing
neoplasm of low malignant 3 months post recurrences recurrence
potential TURBT

Annual Cystoscopy
) Or frequency based

on clinical judgment
For 5 years

ow risk patients after 5 yea
of annual surveillance without
recurrence’

Follow up
with primary
care®

()

* Follow up after 5 years in absence of recurrence should be based on shared decision making between the specialist and patient. Annual urinalysis with a family physician can be considered in place of cystoscopy in some low risk patients after 5 years. In patients at intermediate risk
lifelong follow up with cystoscopy may be warranted.


https://www.cancercareontario.ca/en/cancer-treatments/palliative-care
https://www.cancercareontario.ca/en/symptom-management
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The pathway map is intended to be used for informational purposes only. The pathway map is not intended to constitute or be a substitute for medical advice and should not be relied upon in any such regard. Further, all pathway maps are subject to clinical judgment and actual practice patterns
may not follow the proposed steps set out in the pathway map. In the situation where the reader is not a healthcare provider, the reader should always consult a healthcare provider if he/she has any questions regarding the information set out in the pathway map. The information in the pathway
map does not create a physician-patient relationship between Ontario Health (Cancer Care Ontario) and the reader.

> Screen for psychosocial needs, and assessment and management of symptoms. Click here for more information about symptom assessment and management tools >
> Consider the introduction of palliative care, early and across the cancer journey. Click here for more information about palliative care >
xtensive disease and/ or Proce
. Nurse Specialized Cystectomy P to Page
recurrent after multiple N |
unsuccessful attempts of in Wound, Ostomy i 10
. N P and Continence WHIRETRY
intravesical therapy Diversion

Low Grade

TURBT or
Intermediate Risk FL-guided
From Solitary LG Ta' >3 cm; Resectable TURBT Bce
Page 4 LG Ta multifocal; or treatment
Solitary high grade (HG), refractory? unres-
yhighg ) Pathology ponsive
Ta<3cm Prior

High Grade treatment
Intravesical Maintenance Therapy ?
(1 year)
. . Follow up every 3 months for 2 |
Definitions years, then every 6 months for 2 Prior MMC or other
BCG unresponsive: Patients diagnosed years chemotherapy
with High Grade tumors that are Intravesical therapy [ Urine -
refractory to BCG or that relapse with (Induction), may vary Cystoscopy Cytolo Annual Surveillance
TaHG or T1 within 6 months of last based on risk factorsand | < T | oL ) Cystoscopy Urine
adequate BCG treatment or CIS within prior therapies ° Follow up every 12-24 months ! Cytology
12 months of last adequate BCG Bacillus Calmette— Cystoscopy Ultrasound '
treatment. Guérin (BCG) 3 months Abdomen & | or | CT Urogram |: : Consider every 2 years :
Adequate BCG definition: 5 of 6 | | post-TURBT Pelvis : i Ultrasound or :
induction doses plus 2 additional doses L Hgl | S L N IR ' i/ Abdomen& |, Urogram :
(5+2). Mitomycin C Urine A : Pelvis e ;
Refractory: Presence of HG disease at 6 (MMC) tolo ittt
months from TURBT after adequate BCG OR
or T1 high grade at 3 months after Other Intravesical
induction BCG Chemotherapy \
Relapse: Recurrence of tumour after Prior Extent of T BCG unresponsive
being disease free at 6 months, High Grade Treatment disease? /
specifically with TaHG or T1 within 6 g 5
months of last adequate BCG treatment TURBT or :
or CIS within 12 months of last adequate FL-guided ]
BCG treatment. TURBT Prior MMC or other

chemotherapy

Pathology

Low Grade

€ Choice depends on prior treatment (if any). Consider substratification: a) Low-intermediate risk: O factors* — consider treating as low risk patients; b) Intermediate risk: 1-2 factors*; c) High-intermediate risk: 3 factors* — consider treating as high risk patients.
*Factors include: Multiple tumours, >3cm, time to recurrence (<1year), and frequency of recurrence (>1 / year)


https://www.cancercareontario.ca/en/cancer-treatments/palliative-care
https://www.cancercareontario.ca/en/symptom-management
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The pathway map is intended to be used for informational purposes only. The pathway map is not intended to constitute or be a substitute for medical advice and should not be relied upon in any such regard. Further, all pathway maps are subject to clinical judgment and actual practice patterns
may not follow the proposed steps set out in the pathway map. In the situation where the reader is not a healthcare provider, the reader should always consult a healthcare provider if he/she has any questions regarding the information set out in the pathway map. The information in the pathway
map does not create a physician-patient relationship between Ontario Health (Cancer Care Ontario) and the reader.

> Screen for psychosocial needs, and assessment and management of symptoms. Click here for more information about symptom assessment and management tools
> Consider the introduction of palliative care, early and across the cancer journey. Click here for more information about palliative care
Cystectomy Nurse Specialized SRR
considered/ in Wound, Ostomy o
selected?® and Continence .rma.ry
Diversion

High Risk
Any T1;
HG Ta > 3cm or multifocal;

Any Carcinoma in situ; Any
variant histology; Any LVI, Any Re-TURBT or
HG prostatic urethral FL-guided Re-TURBT
involvement | Pathology |

Extent of
disease?’

Definitions
BCG unresponsive (refractory + early
relapse): Patients diagnosed with High Grade

tumors that are refractory to BCG or that TURBT or Early relapse
relapse after adequate BCG with TaHG or T1 FL-guided
within 6 months of last BCG treatment or CIS TURBT

within 12 months of last BCG treatment.
Adequate BCG definition: 5 of 6 induction Cystoscopy Intravesical Maintenance
doses plus 2 additional doses (5+2). 3 months Therapy (BCG)
Refractory: Presence of HG disease at 6 Ta. Tis BCG Therapy L > post- (3 years)
months from TURBT after adequate BCG or ’ (Induction)’ TURBT Foll 3 h
T1 high grade at 3 months after induction Urine oflow up every 3 months .
BCG Cvtolo for 2 years, then every 6 Evidence
|_tytology | months for 2 years of high risk

Early relapse: Recurrence of tumour after

being disease free at 6 months after

adequate BCG, specifically with TaHG or T1

within 6 months of last BCG treatment or CIS

within 12 months of last BCG treatment.

Late Relapse: Recurrence of tumour after Follow up every 12-24

being disease free at 6 months after months . .

adequate BCG, specifically with TaHG or T1 Ultrasound w—’ Consider upper tract evaluation --
Abdomen & Pelvis every 2 years

after 6 months of last BCG treatment or CIS

or high grade
di ?

| Cystoscopy |

Life-long Annual Surveillance

I Urine Cytology I

Cystoscopy Urine Cytology

after 12 months of last BCG treatment. or Ultrasound
CT Urogram Abdomen & | °f| CT Urogram
Pelvis

” For Tis, positive cytology with negative cystoscopy, and persistent but not progressive disease at 3 months should not be considered therapy failure.

8 Cystectomy should be strongly considered for highest risk pathology (T1IHG+CIS, Multiple TIHG,T1HG > 3 cm, or micropapillary, nested/large cell, plasmacytoid, sarcomatoid, microcystic, small tubules or lymphoepithelioma-type urothelial carcinoma variants, LVI+). Review by a pathologist with
genitourinary expertise should then be performed if not already done so.

The maximum number of inductions that any patient should undergo in their lifetime is two. After completion of 2 inductions the risk of subsequent relapse is too high.



https://www.cancercareontario.ca/en/cancer-treatments/palliative-care
https://www.cancercareontario.ca/en/symptom-management
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The pathway map is intended to be used for informational purposes only. The pathway map is not intended to constitute or be a substitute for medical advice and should not be relied upon in any such regard. Further, all pathway maps are subject to clinical judgment and actual practice patterns
may not follow the proposed steps set out in the pathway map. In the situation where the reader is not a healthcare provider, the reader should always consult a healthcare provider if he/she has any questions regarding the information set out in the pathway map. The information in the pathway
map does not create a physician-patient relationship between Ontario Health (Cancer Care Ontario) and the reader.

> Screen for psychosocial needs, and assessment and management of symptoms. Click here for more information about symptom assessment and management tools

>

Consider the introduction of palliative care, early and across the cancer journey. Click here for more information about palliative care

>
>

From Clinical
Pages recommendation
6&7 and/or patient

Definitions
BCG unresponsive: Patients diagnosed
with High Grade tumors that are
refractory to BCG or that relapse with
TaHG or T1 within 6 months of last
adequate BCG treatment or CIS within
12 months of last adequate BCG
treatment.
Adequate BCG definition: 5 of 6
induction doses plus 2 additional doses
(5+2).
Refractory: Presence of HG disease at 6
months from TURBT after adequate BCG
or T1 high grade at 3 months after
induction BCG
Relapse: Recurrence of tumour after
being disease free at 6 months,
specifically with TaHG or T1 within 6
months of last adequate BCG treatment

or CIS within 12 months of last adequate

BCG treatment.

atient is not candidate arm

opts for surgery

preference

A 4

atient refuses and/or is
candidate for surgery

_{

na‘

Patient refuses and/o
is not candidate for

Intravesical salvage
therapies

(Single or dual agent

chemotherapy)

Follow up every 3
months for 2
years, then every
6 months for 2
years

Cystoscopy

Urine
Cytology

Select T1 with no

or minimal CIS

% EBRT can be performed alone if not a candidate for Radiosensitizing systemic therapy.

Follow up every
12-24 months
Ultrasound
Abdomen &
Pelvis
OR

CT Urogram

Radiation
Oncologist

Medical
Oncologist

Evidence o

high-risk
disease?’

Nurse
Specialized Cystectomy
P@ in Wound, Urinary
Ostomy and N X
. Diversion
Continence

Life-long Annual Surveillance

Cystoscopy Urine Cytology

Consider every 2 years

Ultrasound
Abdomen & | °'| CT Urogram
Pelvis

>

Concurrent

External Beam Radiation
Therapy (EBRT)*
Peer Review

MRI N
Pelvis Radiosensitizing systemic
therapy

Repeat TURBT
to achieve complete resection

Proceed
to Page 10

Proceed
to Page 4

Proceed
to Page 10



https://www.cancercareontario.ca/en/cancer-treatments/palliative-care
https://www.cancercareontario.ca/en/symptom-management
https://www.cancercareontario.ca/en/content/radiation-oncology-peer-review-guidance-document
https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/286
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> Screen for psychosocial needs, and assessment and management of symptoms. Click here for more information about symptom assessment and management tools >
> Consider the introduction of palliative care, early and across the cancer journey. Click here for more information about palliative care >
From
Page 11 o prior NAC and Medical Cisplatin-based Proceed
: ; adverse features Oncologist > Adjuvant Chemotherapy —| 1o Page 10
Clsplatlrj-based Radical present™ 4 EBS #3-21
Neoadjuvant S
Chemotherapy (NAC)* sy
EBS #3.21 with Bilateral
=== Lymph Node
Dissection
Perform midway through Pathology
NAC (Pre Day 1 Cycle 3) Nurse o a;;"s'i;’;;"""i Reflex testing
) . Specialized { ] for high risk
Cystectomy Medical CT Abdomen and Pelvis K {  Urethrectomy :
> in Wound, ! ;| pathology
selected Oncologist Ostomy and ' . forT4a, urethral : X therapy
CT Chest Continence / | | | disease,and/or : Comprehensive '_; sy equired?
: ¢ positive urethral : Cancer Testing
________ Cystoscopy b | P argine || | Indication _ Proceed
Continue NAC if patient : e ] Patient had NAC P t0 page 10
responds to therapy. If E Urinary
KTl Y disease progression/ : Diversion
{mcc® Trea.tlznerzlt unable to tolerate proceed T Cisplatin-based
i ’ Decision to cystectomy ! EBS #3-21 Neoadjuvant
feenes * """ ! Chemotherapy™
. rogression or n If not previously given
Sta‘glng' longer candidate
Investigation for surgery Concurrent
CT Urogram I External Beam
If not recently Cystectomy Radiation Radiation Therapy
performed not selected Oncologist (EBRT)™ 25
CT ch and patient R MRI > Peer Review Proceed
chest, had no prior Pelvis to page 10
abdomep and pelvic Medical . -
pelvis radiation™™ Oncologist Radl(.)sensmzmlgll s
systemic therapy
Bone Scan
Blood Work Repeat TURBT *
(Complete to achieve complete
metabolic resection
panel)
EBS #3-21 EBS #3-21
T Positive imaging Proceed
L eI L DI L L e L L e L LD L L L et L DL DL L] (metastatic > to page 11

" |deal candidates for trimodal therapy/bladder conserving treatment: unifocal tumors <7 cm, no or moderate unilateral hydronephrosis, no multifocal CIS. disease or T4b,
2 Indicated if symptoms present or alkaline phosphatase and calcium levels are elevated as per guideline. EBS #3-21

3 Consider patient preference, performance status,co-morbidities, and if high risk factors present (micropapillary, nested, plasmacytoid variant).
% Adverse features: pT3-4 or N+, lymphovascular invasion and/or positive margins.

'3 EBRT can be performed alone if not a candidate for radiosensitizing systemic therapy.

'8 per Galsky Criteria for eligibility, patients are unfit to receive cisplatin based therapy if: Performance status WHO or ECOG PS >2 or KPS of 60%-70%; Renal function CrCl <60 ml/min (calculated or measured); Neuropathy CTCAE v4 grade >2 peripheral neuropathy, Hearing CTCAE v4 grade 22

audiometric hearing loss; Cardiac function New York Heart Association class Ill heart failure.



https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/286
https://www.cancercareontario.ca/en/content/radiation-oncology-peer-review-guidance-document
https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/52171
https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/52171
https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/52171
https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/52171
https://www.cancercareontario.ca/en/guidelines-advice/types-of-cancer/52171
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>

Screen for psychosocial needs, and assessment and management of symptoms. Click here for more information about symptom assessment and management tools

>

Consider the introduction of palliative care, early and across the cancer journey. Click here for more information about palliative care

>
>
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*
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year 5
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Treatment
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as clinically indicated
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variant pathology: micropapillary, nested, plasmacytoid variant
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> Screen for psychosocial needs, and assessment and management of symptoms. Click here for more information about symptom assessment and management tools

> Consider the introduction of palliative care, early and across the cancer journey. Click here for more information about palliative care >
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>

Screen for psychosocial needs, and assessment and management of symptoms. Click here for more information about symptom assessment and management tools

>

Consider the introduction of palliative care, early and across the cancer journey. Click here for more information about palliative care

>
>
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> Screen for psychosocial needs, and assessment and management of symptoms. Click here for more information about symptom assessment and management tools

> Consider the introduction of palliative care, early and across the cancer journey. Click here for more information about palliative care >

Treatment as appropriate
P (Please note that upper tract urothelial cancer
is not in scope for this pathway map)

Positive for
upper tract
disease

‘| TuRBTOr |
Positive for i| Fl-guided |: Proceed to
bladder il TURBT |: P page s
Assessments disease : oathol
CT Urogram . 55
If not recently Random Bladder Prostatic - .
Biopsies Urethral
performed (Consider using Biopsy
"Retrograde — fluorescent or blue — P Pathology
pyelogram light techniques to Retrograde T0. Tis
If CT not ] identify targetable Ureteral (mu'cosa) induction
__performed areas) ST arm)
Positive for Transurethral Pathology Proceed
. . . Resection of (refer to ‘Prostatic Tis, T1 Page 7
tati | | ’
Prostatic Urethral Staging p;?;:s: the Prostate Urethral Staging’ table on (Cystectomy
Stage (TURP) left) arm)
Primary tumour in prostatic urethra

pTO: No evidence of primary tumor

pTa: Non-invasive papillary carcinoma T2 or Proceed to
pTis: Carcinoma in situ involving the prostatic urethra or greater Page 9
periurethral or prostatic ducts without stromal invasion
pT1: Tumor invades urethral subepithelial connective tissue

immediately underlying the urothelium

pT2: Tumor invades the prostatic stroma surrounding ducts either Consider the following assessments if cytology
by direct extension from the urothelial surface or by invasion from remains positive
prostatic ducts CT Urogram { TURBT and/or biopsies : Managemet of
pT3: Tumor invades the periprostatic fat every 3-6 { (consider using ; bladder, prostethic
pT4: Tumor invades other adjacent organs (eg, extraprostatic Negative months. i fluorescent or blue light : urethral and/or upper
invasion of the bladder wall, rectal wall) ! techniques to ID 1 tract urothelial
Cystoscopy ¢ targetableareas)and | carcinoma.

. . . every 3-6 ¢ ureteral washings every |

Adapted from College of American Pathologists (CAP) Staging months E 2.3 years :

Protocol for Prostatic Urethra (2017) [3] e e :



https://www.cancercareontario.ca/en/cancer-treatments/palliative-care
https://www.cancercareontario.ca/en/symptom-management

Bladder Cancer Diagnosis and Treatment Pathway Map

End of Life Care Version 2023.09 Page 14 of 15

The pathway map is intended to be used for informational purposes only. The pathway map is not intended to constitute or be a substitute for medical advice and should not be relied upon in any such regard. Further, all pathway maps are subject to clinical judgment and actual practice patterns
may not follow the proposed steps set out in the pathway map. In the situation where the reader is not a healthcare provider, the reader should always consult a healthcare provider if he/she has any questions regarding the information set out in the pathway map. The information in the pathway

map does not create a physician-patient relationship between Ontario Health (Cancer Care Ontario) and the reader.

> Screen for psychosocial needs, and assessment and management of symptoms. Click here for more information about symptom assessment and management tools

>

Consider the introduction of palliative care, early and across the cancer journey. Click here for more information about palliative care

>
>

Pathway Map

Target Population:
Individuals with cancer
approaching the last 3
months of life and their
families.

While this section of the
pathway is focused on the
care delivered at the end of
life, palliative care should be
initiated much earlier in the
iliness trajectory. In
particular, providers can
introduce a palliative
approach to care as early

as the time of diagnosis.

Screen, Assess,
Plan, Manage and
Follow Up

Triggers that
suggest patients
are nearing the
last few months
and weeks of life

-+

= ECOG/Patient-

ECOG/PRFS =4
OR

= PPS<50

= Declining
performance
status/functional
ability

End of Life Care
planning and
implementation
Collaboration and
consultation
between specialist-
level care teams
and primary care

teams

Conversations to
determine where
care should be
provided and who
will be responsible
for providing the
care

End of Life Care

O Key conversations to revisit Goals of Care and to discuss and document key treatment decisions

Assess and address patient and family’s information needs and understanding of the disease, address gaps between reality and
expectation, foster realistic hope and provide opportunity to explore prognosis and life expectancy, and preparedness for death

Explore the patient’s views on medications, tests, resuscitation, intensive care and preferred location of death

If a patient makes any treatment decisions relevant to their current condition (i.e., provides consent), these decisions can be incorporated
into their Plan of Treatment

Review Goals of Care and patient preferences regularly, particularly when there is a change in clinical status

0O Screen for specific end of life psychosocial issues

Assess and address patient and families' loss, grief and bereavement needs including anticipatory grief, past trauma or losses, preparing
children (young children, adolescents, young adults), guardianship of children, death anxiety

Provide appropriate guidance, support and information to families, caregivers, and others, based on awareness of culture and needs, and
make referrals to available resources and/or specialized services to address identified needs as required

Identify family members at risk for abnormal/complicated grieving and connect them proactively with bereavement resources

O Identify patients who could benefit from specialized palliative care services (consultation or transfer)

As patient and family/caregiver needs increase and/or change over time consult with palliative care specialists and/or other providers with
additional expertise, as required. Transfer care only if/when needs become more extensive or complex than the current team can handle
Discuss referral with the patient and their family/caregiver

O Proactively develop and implement a plan for expected death

Explore place-of-death preferences and the resources required (e.g., home, hospice, palliative care unit, long term care or nursing home) to
assess whether this is realistic

Prepare and support the family to understand what to expect, and plan for when a loved one is actively dying, including understanding
probable symptoms, as well as the processes with death certification and how to engage funeral services

Discuss emergency plans with patient and family (including who to contact, and when to use or avoid Emergency Medical Services)

O Home care planning (if this is where care will be delivered)

Contact the patient's primary care and home and community care providers and relevant specialist physicians to ensure an effective
transfer of information related to their care. If the patient is transitioning from the hospital, this should include collaborating to develop a
transition plan

Introduce patient and family to resources in community (e.g., respite, day hospice programs, volunteer services, support groups, etc.)
Connect with home and community care services early (not just in the last 2-4 weeks)

Ensure resources and services are in place to support the patient and their family/caregiver, and address identified needs
Anticipate/plan for pain and symptom management, including consideration for a Symptom Response Kit to facilitate access to pain,
dyspnea, and delirium medication for emergency purposes

If the patient consents to withholding cardiopulmonary resuscitation, A ‘Do Not Resuscitate’ order must be documented in their medical
record, and a Do Not Resuscitate Confirmation (DNR-C) Form should be completed. This form should be readily accessible in the home, to
ensure that the patient’s wishes for a natural death are respected by Emergency Medical Services
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> Screen for psychosocial needs, and assessment and management of symptoms. Click here for more information about symptom assessment and management tools >

> Consider the introduction of palliative care, early and across the cancer journey. Click here for more information about palliative care

At the time of death:

[ Pronouncement of death
[ completion of death certificate

[ Allow family members to spend time with loved one

upon death, in such a way that respects individual

rituals, cultural diversity and meaning of life and death Bereavement Support and F0||0W-Up
U Implement the pre-determined plan for expected [ Offer psychoeducation and/or counseling to the bereaved

death Provide
O A i 1 the family for a foll i L] Screen for complicated and abnormal grief (family members, opportunities for

Patient Death P rrange time wi € family Tor a follow-up call or > including children) P debriefing of care
visit t includi
[ Consider referral of bereaved family member(s) and children ;7&:;: g

[ Provide age-specific bereavement services and to appropriate local resources, spiritual advisor, grief

resources counselor, hospice and other volunteer programs depending
on severity of grief

[ Inform family of grief and bereavement resources/

services

[ Initiate grief care for family members at risk for
complicated grief

[ Encourage the bereaved to make an appointment with
an appropriate health care provider as required
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