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ABSTRACT

Purpose: We evaluate the prognostic factors of recurrence, progression and disease specific
mortality in patients with primary superficial Ta and T1 transitional cell carcinoma of the
bladder.

Materials and Methods: We studied a cohort of 1,529 patients with primary superficial
transitional cell carcinoma of the bladder treated with transurethral resection and random
bladder biopsies. Mean followup was 4.2 years. Statistical analysis was performed using the
Kaplan-Meier method and multivariate analysis was done with the Cox proportional hazards
model with stepwise forward selection. All p values were 2-sided, with odds ratios and 95%
confidence intervals.

Results: Multiple tumors (odds ratio 2), tumor greater than 3 cm. (1.65) and carcinoma in situ
(1.6) increased, whereas intravesical bacillus Calmette-Guerin (BCG) instillations (0.39) de-
creased the risk of recurrence. Grade 3 disease (odds ratio 19.9), multiple tumors (1.9), tumor
greater than 3 cm. (1.7) and carcinoma in situ (2.1) increased, whereas BCG (0.3) decreased the
risk of progression. Grade 3 disease (odds ratio 14) and carcinoma in situ (odds ratio 3) increased
the risk of disease specific mortality.

Conclusions: Neither tumor stage nor dysplasia influenced tumor evolution. Multiple tumors,
tumor greater than 3 cm. and intravesical BCG instillations were risk factors of recurrence and
progression. Carcinoma in situ influenced recurrence, progression and disease specific mortality.
Finally, the main predictor of progression and mortality was grade 3 disease.
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Prognostic factors have been primarily evaluated in pa-
tients with superficial Ta and T1 transitional cell carcinoma
of the bladder. Others have analyzed recurrence,1–8 progres-
sion9 or disease specific mortality,10, 11 or a combination of
factors.12–14 Sometimes it is difficult to discern whether the
term survival refers to recurrence, progression or mortality.10

Some have evaluated only primary,2,3,8,10–13 whereas others
have analyzed primary and recurrent tumors.1,4–7,9,14 Some
patients have received various types of intravesical instillations
while others were given no additional treatment. The same
variable has been studied differently, for instance grade 1
versus grade 2 or 3 disease.1,3 Furthermore, the number of
patients has varied from small series to large multicenter stud-
ies.3,12–14 This disparity of characteristics and factors indicate
that multivariate analysis is needed to determine the prognos-
tic factors of transitional cell carcinoma of the bladder. Never-
theless, many published studies are based only on univariate
analysis.15–24 For these reasons we designed a study with a
select cohort of patients who underwent complete transurethral
resection and random bladder biopsies for primary superficial
Ta or T1 transitional cell carcinoma of the bladder. Multivariate
analysis was performed to determine the prognostic factors of
recurrence, progression and disease specific mortality.

MATERIALS AND METHODS

Study patients. From November 1968 to December 1996,
5,095 patients underwent bladder tumor surgery. Of the
2,829 superficial tumors 2,324 (82%) were primary. In all
patients transurethral resection was performed and 1,631
(70%) underwent a random bladder biopsy. The 42 cases with
primary carcinoma in situ and 60 with no transitional cell

carcinoma were excluded from study. Therefore, 1,529 pa-
tients treated with transurethral resection and random blad-
der biopsy for primary superficial Ta and T1 transitional cell
carcinoma of the bladder were evaluated. Histopathology
results were classified according to the TNM system.5

Technique and followup. At our institution all patients
with a primary bladder tumor undergo cystoscopy followed
by random bladder biopsy.25 A cold flexible forceps is used to
take biopsies of normal appearing mucosa of the trigone,
retrotrigone, right and left lateral wall, dome and prostatic
urethra in men. Tumor size is defined as the largest tumor
measured with the resection loop that is 1 cm. long, and
classified as less than 1.5, between 1.5 and 3, and larger than
3 cm., and papillomatosis is defined when the tumor covers
more than 70% of the bladder surface. Complete transure-
thral resection of the tumor is performed and several deep
muscular samples are taken using the resection instrument.
Simple pathology reports performed by a uropathologist are
used to obtain the cumulative data. The grade of nuclear
atypia is used to distinguish carcinoma in situ and dysplasia.
Carcinoma in situ appears similar to grade 3 disease but is a
flat growth, whereas dysplasia is a flat lesion with less atyp-
ia.26 These criteria have been recently validated.27

Of the patients 32% received intravesical instillations.
Since 1989 every patient diagnosed with grade 3 disease
and/or carcinoma in situ has been treated with bacillus
Calmette-Guerin (BCG) instillations. BCG for other situa-
tions and other intravesical instillations (mainly mitomycin
C, thiotepa and doxorubicin) were given according to urolo-
gist criteria. Thus, BCG instillations were given in 15% of
cases, including 1% grade 1, 4.5% grade 2, and 43% grade 3
disease, 52% carcinoma in situ and 21% dysplasia. Further-Accepted for publication July 9, 1999.
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more, 6% of patients received mitomycin C, 5.5% thiotepa,
3.5% doxorubicin and 2% other instillations. Cystoscopy and
cytology were performed 4 months after therapy and, if no
recurrence was found, alternate followup with ultrasonogra-
phy and cytology versus cystoscopy and cytology was done
every 4 months for 2 years and every 6 months thereafter.
Excretory urography was performed at bladder tumor diag-
nosis to rule out a synchronous upper urinary tract tumor,
and repeated every 2 years during followup. Mean followup
was 4.2 years.

Statistical methods. The end points of the study were re-
currence, progression defined as a shift to stage T2, T3 or T4
disease and disease specific survival. Therefore, a longitudi-
nal, retrospective, observational and analytical study was
performed. Prognostic factors were disease grade and tumor
stage, carcinoma in situ in any random bladder biopsy sam-
ple, multiple tumors (single versus 2 or more), tumor size
(smaller or greater than 3 cm.), dysplasia in any random
bladder biopsy sample and intravesical instillations. Instil-
lations were classified as no treatment, BCG or other. Esti-
mation of the cumulative distribution of the disease-free
interval in separate groups was calculated according to the
Kaplan-Meier method. Multivariate analysis of the data was
performed with the Cox proportional hazards model with
stepwise forward selection. All p values were 2-sided, with
odds ratios and 95% confidence intervals.

RESULTS

Patients (table 1). Of the patients 89% were men with a
median age of 64 years (57 in 25th percentile and 71 in 75th
percentile). Disease was grade 1 in 12%, 2 in 62% and 3 in
26% of the cases, and tumor stage was Ta in 36% and T1 in
64% (table 2). Carcinoma in situ was found in 19% of cases
and was multifocal in 57%, and dysplasia was noted in 26.5%.
Number of tumors was unknown in 36 cases (2.5%) and
multiple tumors were found in 35%. Tumor size was not
specified in 447 cases (29%) and was greater than 3 cm. in

21.5%. Of the patients 32% received intravesical instilla-
tions, of which 47% were BCG.

Recurrence. Kaplan-Meier analysis revealed that recur-
rence was statistically significant for multiple tumors, tumor
size, disease grade and intravesical instillations (fig. 1). No
statistical differences were found for tumor stage and carci-
noma in situ. However, multivariate analysis revealed that
multiple tumors, tumor size, carcinoma in situ and intraves-
ical instillations were prognostic factors of recurrence (table
3). Grade and tumor stage were not predictors of recurrence.
Recurrence risk was twice as high for multiple tumors, and
1.6 times higher for tumors greater than 3 cm. or carcinoma
in situ compared to those smaller than 3 cm. or no such
association. Intravesical instillations were a protective factor
of recurrence since the risk was lower than 1. Thus, the risk of
recurrence was 0.39 times lower for patients treated with
BCG, whereas other instillations did not modify this risk
significantly.

Progression. Kaplan-Meier analysis and multivariate Cox
analysis demonstrated that multiple tumors, disease grade,
tumor size and carcinoma in situ were significant prognosti-
cators of progression (fig. 2 and table 3). Intravesical BCG
instillation was only significant in the Cox analysis. Thus,
patients with multiple tumors, tumors greater than 3 cm. or
carcinoma in situ had a progression risk nearly twice that of
those with a single tumor, tumor smaller than 3 cm. or no
such association. Grade 3 disease was the most important
prognostic factor because the risk of progression was nearly
20 times higher than that for grade 1 disease. Although grade
2 disease had an odds ratio of 3, it was not significant. BCG
instillations decreased 0.3 times whereas other instillations
did not modify the progression risk.

Disease specific survival. Kaplan-Meier univariate analy-
sis and Cox multivariate analysis showed that mortality
prognostic factors were disease grade, carcinoma in situ and
intravesical instillations (fig. 3 and table 3). Grade 3 disease
was again the main factor and, thus, the mortality risk was
14 times higher for grade 3 than for grade 1 disease, and it
was not significant for grade 2. Moreover, patients with car-
cinoma in situ had a mortality risk 3 times higher than those
without carcinoma in situ. BCG intravesical instillations de-
creased the mortality risk 0.44 times. However, this finding
was not significant since the 95% confidence interval in-
cluded the value 1.

DISCUSSION

Analyses of prognostic factors of transitional cell carci-
noma of the bladder related to recurrence are sometimes
difficult to compare. Reports usually include different param-
eters and groups of patients, and some have analyzed only
primary while others have evaluated primary and recurrent
tumors. In most the followup is unknown or a mean of 3.5
years.3, 12, 13 To date multivariate analysis has been per-
formed in few studies (table 4).

Loening et al found that the only significant prognostic
factor of recurrence was tumor stage,5 and Narayana et al
reported that the risk of recurrence was higher for recurrent
than primary tumors.6 Furthermore, tumor stage was
whereas multiple tumors were not a recurrence prognostic
factor. Dalesio et al reported that prognostic factors of recur-
rence were multiple tumors, tumor size and the recurrence
rate.1 Parmar et al noted that multiple tumors and positive

TABLE 1. Patient characteristics

No. Pts. (%)

Total 1,529 (100)
Primary tumor 1,529 (100)
Men 1,357 (89)
Women 172 (11)
Grade:

1 185 (12)
2 942 (62)
3 400 (26)

T category:
Ta 546 (36)
T1 981 (64)

Associated Ca in situ:
Yes 284 (19)
No 1,245 (81)

No. tumors:
Unknown 36 (2.5)

1,493 (97.5)
1 976 (65)
2 186 (12.5)
3 81 (5.5)
More than 3 250 (17)

Size of tumor (cm.):
Less than 1.5 488 (45)
1.5–3 360 (33)
More than 3 200 (18.5)
Papillomatosis 34 (3)

Intravesical instillations:
Unknown 37 (2.5)
None 1,003 (65.5)

489 (32)
BCG 229 (47)
Mitomycin C 91 (19)
Thiotepa 83 (17)
Doxorubicin 56 (11.5)
Other 25 (5.5)

TABLE 2. Relationship of grade of disease to T stage

No. Ta Stage (%) No. T1 Stage (%) Total No. (%)

Grade 1 158 (10) 27 (2) 185 (12)
Grade 2 325 (21) 617 (40) 942 (62)
Grade 3 63 (4) 337 (22) 400 (26)

Totals 546 (36) 981 (64) 1,527 (100)
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3-month cystoscopy were prognostic factors of recurrence.2

They designed 3 risk groups by combining these 2 factors. In
1992 Witjes et al analyzed 1,026 cases of primary bladder
tumors.3 Prognostic factors of recurrence were tumor stage,

intravesical instillations and number of bladder areas af-
fected. A year later the same authors published a series of
1,674 primary bladder tumors.12 Although the patients were
from their previous cohort, multiple tumors were also a re-
currence prognostic factor. Based on these data 3 risk groups
were established. Surprisingly, a study performed later with
the same cohort showed that tumor stage and disease grade
were recurrence prognostic factors.13 This contradiction
might be attributed to the fact that tumors were analyzed
without separating grade from stage. As in the aforemen-
tioned studies, intravesical instillations were but carcinoma
in situ was not a prognostic factor. A study of 469 primary
and recurrent bladder tumors was designed by Witjes et al to
determine the influence of pathological evaluation.4 Multiple
tumors and tumor location were the only significant prognos-
tic factors.4, 7 On the other hand, meta-analysis of 2,535
primary and recurrent tumors revealed that adjuvant intra-
vesical instillations decreased the risk of recurrence.14 Re-
cently Shinka et al reported on primary tumors treated with
BCG instillations.8 Curiously, the only recurrence factors
were tumor stage, female gender and tumor size (higher
recurrence in smaller tumors). This controversial finding was
interpreted as the bigger the tumor, the higher the antigen
production, and so the tumor specific immune response in-
creased.

Our recurrence prognostic factors were multiple tumors,
tumor size, carcinoma in situ and intravesical instillations
(table 3). Like the majority, in our study disease grade was
not a prognostic factor of recurrence. However, in 1 study
grade was a recurrence prognostic factor only in 215 primary
but not recurrent tumors.6 Grade as a prognosticator of re-
currence in another study may have been due to the fact that
it was not analyzed alone but together with tumor stage.4 In
our study tumor stage also was not prognostic of recurrence.
On the other hand, there is consensus that intravesical in-
stillations decrease significantly the recurrence risk.3, 12–14

Nevertheless, unlike others, we differentiated BCG and other
types of instillations, and the latter did not while the former
did decrease the recurrence risk. We also proved a higher
recurrence risk for multiple tumors.1, 2, 7, 12, 13 Paradoxically,
some have reported contradictory results with patients from
the same cohort.3, 12 The significance of tumor size is contro-

FIG. 1. Kaplan-Meier plot for recurrence comparing multiple and single tumors (log rank test, significant, p 5 0.00001), tumors
greater than and less than 3 cm. (significant, p 5 0.00001), patients with and without carcinoma in situ (CIS) (not significant, p 5 0.12), no,
BCG and other instillations (significant, p 5 0.0002), grades 1, 2 and 3 disease (significant, p 5 0.005), and Ta and T1 tumors (not significant,
p 5 0.09).

TABLE 3. Multivariate analysis of recurrence, progression and
disease specific survival

Prognostic Factor Odds Ratio 95% CI

Recurrence

Multiplicity:
Single 1
Multiple 2 1.6–2.4

Tumor size:
Less than 3 cm 1
Greater than 3 cm 1.65 1.3–2

Associated Ca in situ:
No 1
Yes 1.6 1.2–2.2

Intravesical instillations:
None 1
Other 0.76 0.6–1
BCG 0.39 0.27–0.56

Progression

Multiplicity:
Single 1
Multiple 1.9 1.1–3.2

Grade:
1 1
2 3 0.4–22.8
3 19.9 2.6–150

Tumor size:
Less than 3 cm. 1
Greater than 3 cm. 1.7 1–3

Ca in situ association:
No 1
Yes 2.1 1.1–4

Intravesical instillations:
None 1
Other 1.3 0.7–2.5
BCG 0.3 0.1–0.7

Disease specific survival

Grade:
1 1
2 1.7 0.2–13.9
3 14 1.8–109

Associated Ca in situ:
No 1
Yes 3 1.4–6.6
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versial because it was not a prognostic factor in some stud-
ies2, 4, 5, 7 although significant in ours and others.1, 6, 8

A new finding in our study was that carcinoma in situ
increased the risk of recurrence. The role of carcinoma in situ
in the evolution of transitional cell carcinoma of the bladder
has not been studied by many authors. The studies based on
a large number of patients from the same cohort concluded
that it was not a recurrence prognostic factor.3, 12, 13 How-
ever, although in those studies tumors were primary as in
ours, there are several noteworthy differences. For example,
4 samples were taken in the random bladder biopsy whereas
we took 6, and biopsy was performed in only 673 of 1,674
patients (40%)12 and 701 (42%),13 whereas we included only
those with random biopsy. There was a 21% to 22% incidence
of abnormal random bladder biopsy findings in the aforemen-
tioned studies but patients with carcinoma in situ and dys-
plasia were analyzed together. In our study dysplasia and
carcinoma in situ were independently analyzed revealing a
19% incidence of the latter. Furthermore, in 1 study disease
grade 1 versus 2 or 3 was analyzed,3 and in another tumors
were analyzed by grade and stage, and then compared to
G1Ta tumors.13 In our study disease grade and tumor stage
were independently analyzed and no reference tumor was
predetermined. Finally, Witjes et al concluded that carci-
noma in situ and random bladder biopsy had no prognostic

value in recurrence.3 Furthermore, they criticized previous
studies that claimed a higher risk of recurrence related to an
abnormal random bladder biopsy finding.16, 18–20 They ar-
gued that these studies had few patients with short followup
and that the variable of an abnormal random bladder biopsy
finding was not adjusted to others by multivariate analysis.
None of these considerations applies to our study as there
were 1,529 patients with 4.2 years of followup, and multivar-
iate analysis was performed.

Progression and mortality have been studied by even fewer
authors. Herr et al found that tumor stage was the only
prognostic factor of progression at diagnosis of the initial
tumor and at the 3 and 6-month evaluations.9 Positive cytol-
ogy was a prognostic factor at 3 and 6 months. Groups of
progression risk were classified by tumor stage and cytology.
Kiemeney et al reported that progression prognostic factors
were disease grade, tumor stage, multiple tumors and abnor-
mality in random bladder biopsy (carcinoma in situ or dys-
plasia).12, 13 Like Pawinski et al,14 they reported that intra-
vesical instillations did not influence tumor progression. In
our study prognostic factors of progression were tumor size
(which to our knowledge has not been evaluated by others),
multiple tumors, carcinoma in situ, intravesical BCG instil-
lations and, most important, grade 3 disease (table 3). The
fact that disease grade, carcinoma in situ and multiple tu-

FIG. 2. Kaplan-Meier plot for progression comparing patients with or without carcinoma in situ (CIS) (log rank test, significant,
p 5 0.00001), grades 1, 2 and 3 disease (significant, p 5 0.00001), multiple and single tumors (significant, p 5 0.0001), tumors greater than
and less than 3 cm. (significant, p 5 0.002), no, BCG and other instillations (not significant, p 5 0.11), and Ta and T1 tumors (significant,
p 5 0.002).

FIG. 3. Kaplan-Meier plot for disease specific survival comparing grades 1, 2 and 3 disease (log rank test, significant, p 5 0.00001), no,
BCG and other instillations (significant, p 5 0.0004), and patients with and without carcinoma in situ (CIS) (significant, p 5 0.00001).
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mors were prognostic factors of progression is in agreement
with findings of others. Furthermore, grade 3 disease was the
main progression factor. Unlike other studies, tumor stage
was not a progression prognostic factor in our study. Finally,
intravesical BCG instillations seemed to modify favorably
tumor progression in our study but not in others. This dis-
crepancy might be attributed to the fact that progression was
considered as a shift to stage T2, T3 or T4. Unlike other
studies, neither node invasion nor metastasis was considered
in our definition of tumor progression. Thus, it may be as-
sumed that BCG instillations improve local control of disease
rather than node and metastasis dissemination.

Takashi et al reported that prognostic factors of mortality
were grade and stage of disease, and tumor size.10 However,
patients with infiltrative bladder tumor were included in
their study, only 55% were treated with transurethral resec-
tion and only 245 were diagnosed with transitional cell car-
cinoma. Thus, their results are not comparable with others.
Flamm and Havelec showed that survival prognostic factors
were grade 3 disease, absence of inflammatory tissue associ-
ated with tumor and carcinoma in situ in the tumor mar-
gin.11 Finally, a meta-analysis performed by Pawinski et al
proved that the use of intravesical instillations did not influ-
ence mortality.14 Nevertheless, our study has demonstrated
that the only mortality prognostic factors are grade of disease
(particularly grade 3) and carcinoma in situ (table 3). Al-
though BCG instillations seemed to reduce the risk of mor-
tality 0.44 times, this finding was not significant. As far as
disease grade and carcinoma in situ are concerned, our re-
sults agree with those of Flamm and Havelec.11 It has also
been shown that the real prognostic factor is grade 3 disease
because its mortality risk is 14 times higher than that of
grade 1. On the other hand, although Flamm and Havelec
found that carcinoma in situ was a poor prognostic factor,
they analyzed carcinoma in situ in the tumor margin while
we analyzed samples of normal appearing mucosa taken by
random bladder biopsy. Nevertheless, our results agree with
those of Flamm and Havelec,11 and Pawinsky et al,14 al-
though there are some differences. Flamm and Havelec did
not distinguish BCG and other types of instillations. Further-
more, patients treated with BCG were not studied in the
meta-analysis of Pawinsky et al. However, we differentiated
3 groups of no, BCG and other intravesical instillations. All of
these studies concluded that intravesical instillations do not
modify the mortality risk.

CONCLUSIONS

After primary superficial transitional cell carcinoma of the
bladder has been treated with transurethral resection and
random bladder biopsy, it can be assumed that evolution will
not depend on tumor stage or dysplasia but other factors.
Thus, patients with multiple tumors or tumor greater than 3
cm. will have a greater risk, whereas those treated with
intravesical BCG instillations will have a decreased risk of
recurrence and progression. On the other hand, carcinoma
in situ has been shown to influence recurrence, progression
and mortality. Finally, the main predictor of progression and
mortality was grade 3 disease. Future studies that combine
these factors to create risk groups can be useful in the design
of therapeutic and followup strategies of primary superficial
transitional cell carcinoma of the bladder.

REFERENCES

1. Dalesio, O., Schulman, C. C., Sylvester, R. et al: Prognostic
factors in superficial bladder tumors. A study of the European
Organization for Research on Treatment of Cancer: Genitouri-
nary Tract Cancer Cooperative Group. J Urol, 129: 730, 1983.

2. Parmar, M. K. B., Freedman, L. S., Hargreave, T. B. et al:
Prognostic factors for recurrence and followup policies in the
treatment of superficial bladder cancer: report from the Brit-
ish Medical Research Council Subgroup on Superficial Bladder
Cancer (Urological Cancer Working Party). J Urol, 142: 284,
1989.

3. Witjes, J. A., Kiemeney, L. A. L. M., Verbeek, A. L. M. et al:
Random bladder biopsies and the risk of recurrent superficial
bladder cancer: a prospective study in 1026 patients. World
J Urol, 10: 231, 1992.

4. Witjes, J. A., Kiemeney, L. A. L. M., Schaafsma, H. E. et al: The
influence of review pathology on study outcome of a random-
ized multicentre superficial bladder cancer trial. Br J Urol, 73:
172, 1994.

5. Loening, S., Narayana, A., Yoder, L. et al: Analysis of bladder
tumor recurrence in 178 patients. Urology, 16: 137, 1980.

6. Narayana, A. S., Loening, S. A., Slymen, D. J. et al: Bladder
cancer: factors affecting survival. J Urol, 130: 56, 1983.

7. Mulders, P. F., Meyden, A. P., Doesburg, W. H. et al: Prognostic
factors in pTa-pT1 superficial bladder tumours treated with
intravesical instillations. The Dutch South-Eastern Urological
Cooperative Group. Br J Urol, 73: 403, 1994.

8. Shinka, T., Matsumoto, M., Ogura, H. et al: Recurrence of pri-
mary superficial bladder cancer treated with prophylactic in-
travesical Tokyo 172 bacillus Calmette-Guérin: a long-term
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15. Lutzeyer, W., Rübben, H. and Dahm, H.: Prognostic parameters
in superficial bladder cancer: an analysis of 315 cases. J Urol,
127: 250, 1982.

16. Heney, N. M., Nocks, B. N., Daly, J. J. et al: Ta and T1 bladder
cancer: location, recurrence and progression. Br J Urol, 54:
152, 1982.

17. Pocock, R. D., Ponder, B. A., O’Sullivan, J. P. et al: Prognostic
factors in non-infiltrating carcinoma of the bladder: a prelim-
inary report. Br J Urol, 54: 711, 1982.

18. Smith, G., Elton, R. A., Beynon, L. L. et al: Prognostic signifi-

cance of biopsy results of normal-looking mucosa in cases of
superficial bladder cancer. Br J Urol, 55: 665, 1983.

19. Heney, N. M., Ahmed, S., Flanagan, M. J. et al: Superficial
bladder cancer: progression and recurrence. J Urol, 130: 1083,
1983.

20. Flamm, J. and Dona, S.: The significance of bladder quadrant
biopsies in patients with primary superficial bladder carci-
noma. Eur Urol, 16: 81, 1989.

21. Morgan, J. D., Bowsher, W., Griffiths, D. F. et al: Rationalisation
of follow-up in patients with non-invasive bladder tumours. A
preliminary report. Br J Urol, 67: 158, 1991.

22. Mufti, G. R. and Singh, M.: Value of random mucosal biopsies in
the management of superficial bladder cancer. Eur Urol, 22:
288, 1992.

23. Hoznek, A., Bellot, J., Abbou, C. C. et al: Histoire naturelle et
facteurs pronostiques des tumeurs superficielles de la vessie.
Ann Urol (Paris), 27: 20, 1993.

24. van Gils-Gielen, R. J., Witjes, W. P., Caris, C. T. et al: Risk
factors in carcinoma in situ of the urinary bladder. Dutch
South East Cooperative Urological Group. Urology, 45: 581,
1995.

25. Laguna, M. P. and Vicente, J.: Cirugı́a endoscópica de la vejiga.
In: Tratado de Endourologı́a. Edited by J. Vicente. Barcelona:
Ediciones Pulso, pp. 253–268, 1996.

26. Friedell, G. H., Soloway, M. S., Hilgar, A. G. et al: Summary of
workshop on carcinoma in situ of the bladder. J Urol, 136:
1047, 1986.

27. Epstein, J. I., Amin, M. B., Reuter, V. R. et al: The World Health
Organization/International Society of Urological Pathology
consensus classification of urothelial (transitional cell) neo-
plasms of the urinary bladder. Bladder Consensus Conference
Committee. Am J Surg Pathol, 22: 1435, 1998.

PROGNOSTIC FACTORS OF SUPERFICIAL BLADDER CANCER78


