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Abstract
Background: Non–muscle-invasive bladder cancer (NMIBC) represents about 75% of bladder cancer cases, 
often leading to recurrence, considerable emotional distress, and a decline in health-related quality of life for 
affected patients. There are substantial unmet treatment needs for patients with NMIBC.

Methods: This review discusses current unmet needs in NMIBC from the patient’s perspective and strategies to 
address those needs. The review includes data from patient surveys, best practices in NMIBC management, and 
expert opinions on how to improve the patient experience and outcomes of NMIBC treatment.

Results: Unmet needs for patients with NMIBC include safer and more effective treatments to reduce disease 
progression, lessen discomfort and inconvenience of treatment, increase symptom relief, and improve health-related 
quality of life. Transurethral resection of bladder tumor is a crucial procedure for NMIBC, and it is essential for 
urologists to prioritize a high-quality resection. Adjuvant intravesical therapies such as BCG and gemcitabine with 
docetaxel are essential treatments that require proper patient education and counseling. Potentially, better patient 
education can increase satisfaction with and adherence to recommended treatment regimens. The financial impact 
of various treatments to patients and the health care system should also be considered. Future treatments may 
increase adherence and reduce disease recurrence, although potentially higher costs should be considered.

Conclusion: Targeted education, counseling, and shared decision-making can better align treatment goals, in-
creasing acceptance of and adherence to therapy.

Introduction

NNon–muscle-invasive bladder cancer (NMIBC) accounts for a large proportion of bladder cancer cases 
and presents a substantial health and financial burden on patients and the health care system.1,2 

Approximately 75% of patients with bladder cancer have NMIBC at diagnosis, and approximately 

62 000 patients will be diagnosed with NMIBC in 2024, many of whom will develop recurrent disease, experi-

ence substantial emotional burdens, and have poor health-related quality of life (HRQOL).3,4 
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Non–muscle-invasive bladder cancer is stratified into 
low-risk, intermediate-risk, and high-risk categories, 

with an estimated 25% of newly diagnosed NMIBC 

cases classified as high risk.5-7 Patients with newly 

diagnosed high-risk NMIBC have a 60% to 70% 

chance of recurrence and a 10% to 45% chance of 

progression to muscle-invasive or metastatic bladder 

cancer within 5 years.8,9

Regrettably, patients first diagnosed with NMIBC that 
advances to muscle-invasive disease often face a poorer 

prognosis than patients who initially exhibit muscle- 

invasive disease.10-12 Interestingly, patients with NMIBC 

have reported a higher disease symptom burden than 

patients with more advanced stages of bladder cancer.13

Patients face an unmet need for safer and more effec-

tive treatments that lower the risk of disease progres-

sion, lessen the discomfort and inconvenience related 

to treatment administration, offer symptom relief, and 
increase HRQOL, especially for individuals with high-risk 
NMIBC. In a recent cross-sectional survey, patients with 

high-risk NMIBC reported that their top treatment goals 

are (1) to be cured or to prevent cancer recurrence and 

(2) to avoid the need for radical cystectomy.14 Therefore, 

clinicians should seek to better align current clinical 

practices with patients’ preferences and goals where 

possible, which may involve shared decision-making 

discussions with patients and their caregivers. This 

review discusses unmet needs and challenges related to 

the management of NMIBC from the patient’s perspec-

tive as well as current and future potential solutions.

Addressing Patient Needs in 
NMIBC
An accurate disease risk assessment by the urolo-

gist can optimize treatment strategies and enhance 

communication about disease progression and recur-

rence expectations. Of note, the definition of high-risk 
NMIBC differs slightly between current clinical prac-

tice guidelines or recommendations (eg, the American 

Urological Association, the European Association of 

Urology, the International Bladder Cancer Group), 

highlighting the importance of considering local treat-

ment protocols and availability.5,15,16

SIGNIFICANCE OF A PRIMARY 
TRANSURETHRAL RESECTION OF 
BLADDER TUMOR
Primary transurethral resection of bladder tumor 

(TURBT) is among the most common urologic proce-

dures and may be the most critical intervention for 

the management of NMIBC. Prompt TURBT after 

flexible cystoscopy is essential because patients 
are most psychologically affected during the interval 
between finding a bladder mass during cystoscopy 
and tumor resection at TURBT. Psychological support 

and prompt TURBT after finding a bladder mass can 
improve the mental health of patients with NMIBC.17

Transurethral resection of bladder tumor can be chal-

lenging to perform well and may achieve differing 
results; the quality of surgical resection may strongly 

affect the risk of intravesical recurrence. Data from 
European trials involving nearly 2500 patients with 

NMIBC across 63 hospitals showed that early intra-

vesical recurrence rates ranged from 0% to 43%, 

SUMMARY OF MAIN POINTS
• NMIBC places a substantial health and economic burden 

on patients and the health care system.
• Patients with NMIBC have a variety of unmet treat-

ment needs, such as lower risk of disease progres-
sion, improved symptom relief, increased HRQOL, and 
lessened discomfort and inconvenience of treatment 
administration.

• Appropriate use of current interventions such as TURBT, 
BCG, and chemotherapy can help address these chal-
lenges for patients.

• Future treatments may increase adherence, reduce 
disease recurrence, and reduce the need for TURBT, but 
cost-effectiveness should also be considered.

• Targeted education, counseling, and shared decision- 
making can better align treatment goals, increasing 
acceptance of and adherence to therapy. 

ABBREVIATIONS
CIS, carcinoma in situ
HRQOL, health-related quality of life
NMIBC, non–muscle-invasive bladder cancer
RFS, recurrence-free survival
SWOG, Southwest Oncology Group
TURBT, transurethral resection of bladder tumor
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depending on the treatment location.18 These differ-
ences persisted after disease-related and treat-

ment-related factors were accounted for, and they 

were thought to be explained by variations in TURBT 

quality. Strong evidence suggests that a more 

complete resection is associated with improved 

NMIBC outcomes and that some patients receive 

grossly incomplete TURBTs.18-21

Standardized operative reports are a potential mech-

anism to assess and increase the quality of TURBT 

procedures. Standardizing the procedure documen-

tation enhances communication of intraoperative find-

ings, improves patient risk stratification, and fosters 
clearer dialogue with patients. Using a 10-item check-

list during TURBT improved the reporting of critical 

procedural elements in a published study (Table 1).22 

Although there was no apparent impact on the

Table 1. Example Quality Audit and Checklist for TURBT

Components of a high-quality TURBT

1. Obtain the information necessary for accurate classification of clinical stage and cancer risk.

2. Full resection of all visible tumors and suspicious areas when safe/feasible and bladder preservation is planned.

3. Carefully assess bladder integrity after tumor resection.

Procedure checklist Possible responses

Assessment of prognostic factors

1. Describe number of tumors. 1, 2-5, >5, diffuse

2. Describe size of largest tumor. For reference: end of cutting loop is approximately 1 cm wide

3. Describe characteristics of tumors. Sessile, nodular, papillary, flat

4. Describe recurrent vs primary tumors. Recurrent, primary

5. Assess for presence of carcinoma in situ. Suspicious, not suspicious

6. Report 2010 American Joint Committee on Cancer clinical tumor stage. cTis, cTa, cT1, cT2, cT3, cT4

Intraoperative processes

7. Perform bimanual exam under anesthesia. Yes/No

8. Visually complete resection. Yes/No

9. Visualize detrusor muscle in resection base. Yes/No

10. Visually evaluate for perforation. Yes/No

Optional items

11. Create photographic documentation of resection bed. Yes/No

12. Draw or describe tumor location. Yes/No

13. Separate deep biopsy sent from resection bed. Yes/No

Abbreviation: TURBT, transurethral resection of bladder tumor 
Adapted from Anderson C, et al. Journal of Urology. 196(4), 1014-1020. Used with permission from Journal of Urology (©2016). American Urological Association. All Rights Reserved.
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inclusion of muscle in the specimen, the use of a 

checklist or other standardized process may increase 

surgeon attention to essential aspects of the proce-

dure and be a lever for quality improvement.

SIGNIFICANCE OF A REPEAT TURBT
Residual tumors can be found at the time of repeat 

resection in up to 50% of patients with high-grade 

Ta disease, with up to 15% of such tumors being 

upstaged.16 High-risk tumors, such as those that 
are larger and with multiple foci, have a high risk of 

incomplete initial resection. This incomplete resection 

substantially contributes to tumors that are inade-

quately treated and later identified as early recur-
rences.23 American Urological Association guidelines 

suggest repeat resection for most high-grade lesions, 

except for small high-grade Ta lesions where an initial 

visually complete resection was achieved.16

Patient Counseling When 
Offering Intravesical, Systemic, 
and Alternative Therapies
When selecting treatments for NMIBC, clinicians 

should involve patients in the decision-making 

process and provide appropriate counseling so 

that patients can make informed decisions. Patient 

considerations for BCG, chemotherapy, and other 

interventions are discussed in the sections that follow. 

For patients with low-grade urothelium-confined (Ta 
stage) NMIBC, deintensified strategies such as active 
surveillance, chemoablation, and office fulguration 
are valid and sometimes preferred over TURBT.1 A 

recent collaborative International Bladder Cancer 

Group review suggests that these less intensive strat-

egies may result in lower rates of complications, less 

morbidity, lower health care costs, and better HRQOL 
without compromising oncologic safety for carefully 

selected patients with recurrent low-grade Ta NMIBC.1

BCG AND THE PATIENT PERSPECTIVE
BCG is the gold-standard adjuvant therapy for high-

risk NMIBC after TURBT.16 In an extensive analysis, 

BCG was shown to be superior in preventing recur-

rence (3 trials; relative risk, 0.56 [95% CI, 0.43-0.71]; 

I2 = 0%) and progression (4 trials; relative risk, 0.39 

[95% CI, 0.24-0.64]; I2 = 40%) compared with no 

intravesical therapy.24 When tested against adjuvant 

single-agent chemotherapy regimens such as mito-

mycin and doxorubicin, BCG has superior prevention 

of recurrence and progression.25,26 Nonetheless, most 

patients with high-risk NMIBC receiving intravesical 

BCG do not achieve lasting remission; approximately 

60% experience recurrence within 12 months, and 

about 80% experience recurrence within 5 years.8

Patients should be advised of the need for ongoing 

BCG maintenance therapy because clinical benefit 
and better recurrence rates are linked to BCG mainte-

nance therapy. Southwest Oncology Group (SWOG) 

8507 showed that maintenance BCG given as a 

weekly instillation for 3 weeks at months 3, 6, 12, 

18, 24, 30, and 36, compared with induction BCG 

alone, increased the 5-year recurrence-free survival 

(RFS) from 41% to 60% (P < .0001).27 European 

Organisation for Research and Treatment of Cancer 

30692, using a regimen similar to that of SWOG, 

showed that patients at high risk (high grade, T1) 

receiving 3 years of full-dose maintenance had 

a higher likelihood of remaining disease free at 5 

years than patients receiving 1 year of maintenance 

(hazard ratio, 1.61 [95% CI, 1.13-2.30]; P = .009).28 

Furthermore, several meta-analyses have reported 

that the superiority of BCG compared with intravesical 

chemotherapy to prevent recurrence and progression 

of high-risk NMIBC is limited to patients who receive 

maintenance therapy.26,29,30

Despite the clear need for ongoing maintenance 

BCG therapy, data indicate that many patients with 

high-risk NMIBC do not receive maintenance treat-

ment according to established guidelines for a variety 

of reasons. In a post hoc analysis of patients with 

high-risk NMIBC treated with BCG, most (87%) who 

completed BCG maintenance therapy experienced 

local adverse reactions to treatment, with only 42% 

completing their full course of treatment.31 In a retro-

spective review of 729 patients receiving induction 

therapy, of whom 63% received BCG, only 10% of 

those starting on the SWOG maintenance protocol 

completed all 21 treatments, and 55% completed 
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a monthly protocol of 9 treatments.32 Another study 

followed 411 patients treated with BCG for a year 

and found that only 52.3% of patients completed the 

recommended 1-year course of BCG.33

Despite its benefits, intravesical BCG has several 
challenges. It has been associated with lower HRQOL 
during treatment, and local (bladder) and systemic 

side effects are common (eg, fatigue, flulike symp-

toms, diarrhea).7,34 Major adverse events from BCG 

induction therapy remain low; nevertheless, irritative 

lower urinary tract symptoms, such as hematuria, 

dysuria, urinary urgency or frequency, and urinary 

tract infections, are common and can make BCG 

treatment adherence difficult.35

In a cross-sectional online survey of 171 US adults 

with NMIBC and no other cancer, patients reported a 

high disease symptom burden of NMIBC, which has 

also been shown to hinder treatment completion.36 

The emotional well-being subscale presented the 

greatest burden in this study, with nearly half of the 

participants fearing that their condition would worsen. 

Of the physical symptoms and treatment side effects, 
participants most commonly reported trouble sleeping 

and a lack of energy.36 These results are in line with 

a recent systematic review of HRQOL in NMIBC that 
identified worry about future disease, fatigue, and 
insomnia as the most troubling symptoms patients 

experience during intravesical therapy.34

Patients need thorough counseling on expectations 

and adverse event management related to BCG 

therapy to increase the likelihood of successful treat-

ment. Patients with NMIBC often have a poor percep-

tion of disease control and believe that their disease 

will continue over a prolonged period; this belief is 

particularly notable in older adults.17 Clearly reviewing 

expectations and key points of BCG therapy before-

hand may help increase patients’ acceptance of and 

adherence to the full treatment course.

CHEMOTHERAPY (GEMCITABINE AND 
DOCETAXEL) AS AN ALTERNATIVE TO BCG 
FOR HIGH-RISK NMIBC
The main challenge with BCG is that persistent 

production shortages have resulted in urological 

practices lacking a practical, readily available first-line 
treatment. In 2015, sequential intravesical gemcit-

abine and docetaxel was initially described as an 

effective and well-tolerated therapy after BCG failure, 
with 2-year RFS of 34% to 46%.37 A recent retrospec-

tive cohort study of 312 patients with treatment-naive 

NMIBC showed that gemcitabine and docetaxel were 

associated with better high-grade RFS (hazard ratio, 

0.57 [95% CI, 0.33-0.97]; P = .04) and RFS (hazard 

ratio, 0.56 [95% CI, 0.34-0.92]; P = .02) than treat-

ment with BCG. Induction therapy with BCG was 

associated with more frequent treatment discontin-

uation than induction therapy with gemcitabine and 

docetaxel (9.2% vs 2.9%; P = .02).37 In patients with 

high-risk NMIBC, gemcitabine and docetaxel therapy 

may result in lower rates of high-grade disease 

recurrence and treatment discontinuation than BCG 

therapy; further studies are warranted.

TIMING OF TRANSITION TO RADICAL 
SURGERY FOR BCG-NAIVE PATIENTS
Initial radical surgery is rarely needed in treatment-naive 

high-risk NMIBC. American Urological Association 

guidelines recommend that for patients with high-grade 

T1 disease with associated carcinoma in situ (CIS), 

lymphovascular invasion, or variant histology, a clinician 

should consider offering an initial radical cystectomy.16 

Evidence of the effectiveness of intravesical therapy for 
patients with non–muscle invasive urothelial carcinoma 
featuring variant histology is limited.

ALTERNATIVE THERAPIES FOR NMIBC
Trimodal therapy consists of TURBT followed 

by external beam radiation therapy and concur-

rent chemotherapy.38 Ideal candidates for trimodal 

therapy include patients with unifocal cT2 disease 

without hydronephrosis or concomitant multifocal 

CIS. Patients with CIS (and other NMIBC) should be 

encouraged to enroll in clinical trials.

Partial cystectomy typically is considered only for 

carefully selected patients with NMIBC who have 

small, solitary tumors amenable to resection with 

adequate margins (eg, in the diverticulum, with no 

concomitant CIS or histologic subtype).39 Before 
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partial cystectomy, random bladder or directed biop-

sies with blue light cystoscopy should be conducted 

as well as prostatic urethral biopsies to rule out 

concomitant CIS.

Financial Toxicity to Patients 
With NMIBC
Non–muscle-invasive bladder cancer poses a 
substantial challenge both for patients and for health 

care systems. Although data on the financial impact 
on patients are limited, the current treatment options 

present various challenges depending on the patient’s 

circumstances. Employed patients indicated a high 

impact on work productivity from NMIBC, reporting 

a 59% overall productivity loss.32 This high impact is 

consistent with that of uncomplicated urinary tract 

infections (56%) and exceeds that of non–dialysis-de-

pendent chronic kidney disease (22%).32 A prior 

prospective study observed a low prevalence of finan-

cial toxicity among patients with NMIBC; specifically, 
in that study, 4% to 16% of patients experienced 

some degree of NMIBC-related financial strain, with 
approximately 5% reporting a substantial economic 

burden due to NMIBC treatment at 2-year follow-up.40 

This survey, however, was not exclusive to intra-

vesical therapy, and only 58% of patients surveyed 

had received treatment within the past year, poten-

tially reducing the perceived impact of treatment. 

The unusually low financial strain reported also may 
be attributed to many patients being retired, home-

makers, or unemployed and not looking for work.41 

Ahlschlager et al42 reported more days of absen-

teeism after bladder-sparing treatment than after 

cystectomy, probably because of the frequent clinic 

visits needed for intravesical therapy compared with 

the single procedure performed for cystectomy.

Taken together, these findings underscore that 
patients with NMIBC that was treated with intra-

vesical therapy within the past year experience a 

substantial impact on HRQOL and that novel intra-

vesical treatments with greater patient tolerability are 

warranted. Although the advent of newer agents may 

improve outcomes and HRQOL for certain patients 
with NMIBC, these agents typically have higher costs, 

increasing the overall costs of NMIBC treatment. 

Thus, the potential benefit of newer agents should 
be balanced against the higher costs of therapy. 

Clinicians should weigh the implications for patients 

and health care systems of selecting cost-effec-

tive regimens and consider existing therapies (eg, 

BCG) and inexpensive alternatives (gemcitabine and 

docetaxel) for certain patients. As part of shared 

decision-making with patients, clinicians might also 

discuss indirect costs, or social costs, of various 

treatments, including the need for frequent visits or 

follow up and the duration of therapy.

Addressing Unmet Treatment 
Needs in NMIBC
Several potential therapeutic regimens being 

assessed in clinical trials may help address unmet 

needs in NMIBC. Treatment options that increase 

treatment adherence, reduce disease recurrence, 

or avoid or postpone TURBT are likely to have a 

substantial impact on NMIBC management. Ongoing 

trials for NMIBC include evaluations related to intra-

vesical drug delivery systems, BCG and chemo-

therapy, and BCG with immunotherapy.

A Study of TAR-200 in Combination With 

Cetrelimab or TAR-200 Alone Versus Intravesical 

Bacillus Calmette-Guérin (BCG) in Participants 

With BCG-naïve High-risk Non-muscle Invasive 
Bladder Cancer (HR-NMIBC)—the SunRISe-3 trial 
(ClinicalTrials.gov identifier NCT05714202)—is 
investigating the efficacy of TAR-200, an intraves-

ical drug delivery system that provides local contin-

uous gemcitabine release within the bladder, either 

alone or combined with cetrelimab, against BCG in 

treating patients with BCG-naive bladder cancer. The 

Intravesical BCG vs GEMDOCE in NMIBC (BRIDGE) 

study (ClinicalTrials.gov identifier NCT05538663) is 
evaluating whether event-free survival is noninfe-

rior for gemcitabine and docetaxel compared with 

standard BCG for patients with BCG-naive high-

grade NMIBC. The study will randomly assign 870 

patients 1:1 (stratified by pure CIS, pure papillary, 
and mixed) to gemcitabine and docetaxel 6 weekly 

cycles with monthly maintenance vs BCG 6 weekly 
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cycles with SWOG protocol maintenance. The 

primary outcome is event-free survival, defined as the 
time from random assignment to high-grade recur-

rence in the bladder (CIS, high-grade Ta, high-grade 

T1 or T2 disease), disease progression, or death. 

Several trials are assessing BCG plus immunotherapy 

for NMIBC (Efficacy and Safety of Pembrolizumab 
[MK-3475] in Combination With Bacillus Calmette-

Guerin [BCG] in High-Risk Non-Muscle Invasive 
Bladder Cancer [HR NMIBC[ [KEYNOTE-676; 
ClinicalTrials.gov identifier NCT03711032]; A Study 
of Sasanlimab in People With Non-muscle Invasive 

Bladder Cancer [CREST; ClinicalTrials.gov identi-

fier NCT04165317]; Assessment of Efficacy and 
Safety of Durvalumab Plus BCG Compared to the 

Standard Therapy With BCG in Non-muscle Invasive 

Bladder Cancer [POTOMAC; ClinicalTrials.gov iden-

tifier NCT03528694]; Atezolizumab Plus One-year 
BCG Bladder Instillation in BCG-naive High-risk 
Non-muscle Invasive Bladder Cancer Patients 

[ALBAN; ClinicalTrials.gov identifier NCT03799835]), 
and details are reviewed in Table 2.

Future Directions to Increase 
Patient Satisfaction
Future directions to improve patients’ experience and 

satisfaction with NMIBC treatment can be facilitated 

by clinicians in some cases. Although practicing 

Table 2. Current Clinical Trials Evaluating Combination BCG and Immunotherapy

Study/
ClinicalTrials.gov 
identifier Title Interventions

Primary 
outcome Phase Status

Planned 
enrollment

POTOMAC/
NCT03528694

The Efficacy of Durvalumab + BCG 
(Induction Plus Maintenance) 
Combination Therapy Compared to 
Standard of Care in Terms of Disease-
Free Survival in Patients With NMIBC

Durvalumab plus BCG (induction + 
maintenance)
Durvalumab plus BCG (induction only)
BCG treatment (standard of care 
therapy)

Disease-free 
survival

3 Active, 
not 
recruiting

1018 
patients

ALBAN/
NCT03799835

Atezolizumab Plus One-Year BCG 
Bladder Instillation in BCG-Naive High-
Risk NMIBC Patients

Atezolizumab + BCG
BCG only

Event-free 
survival

3 Active, 
not 
recruiting

516 
patients

CREST/
NCT04165317

A Study of Sasanlimab in People With 
NMIBC

Sasanlimab plus BCG (induction + 
maintenance)
Sasanlimab plus BCG (induction only)
BCG induction and maintenance

Event-free 
survival

3 Active, 
not 
recruiting

1070 
patients

KEYNOTE-676/
NCT03711032

A Phase 3, Randomized, Comparator-
Controlled Clinical Trial to Study the 
Efficacy and Safety of Pembrolizumab 
(MK-3475) in Combination With 
Bacillus Calmette-Guerin in 
Participants With High-Risk NMIBC 
That Is Either Persistent or Recurrent 
Following BCG Induction or That Is 
Naïve to BCG Treatment

Pembrolizumab plus BCG (induction + 
maintenance), 35 doses (~2 y)
Pembrolizumab plus BCG (induction + 
reduced maintenance), 9 doses (~1 y)
Pembrolizumab plus BCG (induction + 
full maintenance), 9 doses (~1 y)
BCG induction and maintenance

Complete 
response 
rate

3 Active, 
recruiting

1405 
patients

Abbreviation: NMIBC, non–muscle-invasive bladder cancer.
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clinicians may have limited impact on developing 

better treatment options that have fewer side effects, 
improving patient education, resource allocation, and 

supportive care can improve outcomes (Table 3).

Identifying the subset of patients who are (or are 

at risk of) experiencing financial toxicity can help 
guide health care policy in targeting the allocation 

of resources (eg, subsidies) to patients who need 

the most support. Pending approvals for the use of 

novel therapies may substantially raise the cost of 

treatment, increasing the need for careful allocation 

of resources. In 1 study, most patients reported that 

they stopped BCG treatment because of logistical 

challenges (eg, inability to get to the hospital or clinic), 

negative perceptions about the BCG procedure, effi-

cacy, safety, or other reasons.14 Focusing on patient 

education about treatment options and instrumental 

social support to facilitate treatment access and 

potentially prevent early treatment discontinuation 

may improve care for patients with high-risk NMIBC. 

This potential is aligned with prior research, which 

has described high informational needs for patients 

with NMIBC regarding their cancer diagnosis, side 

effects of treatments, and expected pace of recovery 
as well as unmet supportive care needs that include 

emotional support, desire for shared decision-making, 

and help managing symptoms.43

Table 3. Summary of Recommendations for Meeting Unmet Needs and Improving Patients’ Experience With NMIBC Care

Domain Recommendation

Treatment Prioritize safer and more effective treatments that
• lower the risk of disease progression;
• lessen discomfort and inconvenience related to treatment administration;
• offer symptom relief; and
• increase health-related quality of life.

Align care with patients’ goals and preferences, where possible.

For appropriate patients, promptly perform TURBT after initial bladder cancer diagnosis.

Increase the quality of TURBT through checklists or quality improvement to improve NMIBC outcomes

Consider patient factors and preferences when deciding between BCG, chemotherapy, or other therapies after TURBT.

Consider less intensive strategies for carefully selected patients with recurrent low-grade Ta NMIBC.

Patient education  
and counseling

Accurately assess and communicate disease risk, progression, and recurrence expectations.

Provide psychological support after initial bladder cancer diagnosis to improve mental health.

Provide appropriate counseling about treatment options so patients can make informed decisions.

Engage patients in shared decision-making about their treatment regimens.

For patients receiving BCG, advise on the importance of ongoing maintenance therapy for clinical benefit and lower recurrence rates.

Costs Consider the economic burden of NMIBC on patients and their families when approaching disease management.

Weigh the implications for patients and health care systems for selection of cost-effective regimens, including social costs.

Balance the higher costs typically associated with newer therapies against the potential benefits.

Abbreviations: NMIBC, non–muscle-invasive bladder cancer; TURBT, transurethral resection of bladder tumor.
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Conclusion
The substantial burden of NMIBC on patients and 

the health care system warrants attention to poten-

tial solutions to challenges faced when managing 

NMIBC. Unmet treatment needs for patients with 

NMIBC include lower risk of disease progression, 

improved symptom relief, increased HRQOL, and 
lessened discomfort and inconvenience of treatment 

administration. Appropriate use of current interven-

tions such as TURBT, BCG, and chemotherapy can 

help address these challenges for patients, along with 

appropriate education, counseling, and shared deci-

sion-making. Financial toxicities to patients and the 

health care system should also be considered, and 

cost-effective approaches based on careful patient 
and treatment selection can help appropriately allo-

cate resources. Future treatments that may improve 

treatment adherence, reduce disease recurrence, or 

avoid or postpone TURBT could have a substantial 

impact on the care of patients with NMIBC.
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