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TURBT

• Optimal pathological 
assessment. 

• Prognostic information: T1 
sub-staging, 
lymphovascular invasion.  

• Presence of CIS or tumor 
in the prostatic urethra.

• Identify  histologycal 
subtypes.

Restaging TURB

Pecoraro M et al.. Radiology. 2025 Mar;314(3):e23345
Del Giudice F et al. Cancers (Basel). 2020 Oct 15;12(10):2994. .



CONS TURBT

Delay definitive 
treatment

Perioperative 
complicactions

Under-report MIBC Increase costs

Pecoraro M et al.. Radiology. 2025 Mar;314(3):e23345
Del Giudice F et al. Cancers (Basel). 2020 Oct 15;12(10):2994. .

A delay of ≥56 days from diagnosis to neoadjuvant chemotherapy is 
associated with pathologic upstaging and increased mortality.



Carrion A et al. Urol Oncol. 2020 Feb;38(2):40.

TURBT COMPLICATIONS MAXIMAL TURBT

• TURBT is considered necessary for reducing tumor 
volume before bladder-sparing treatment. 

• There is no accepted definition of maximal TURBT.

• The advantage is the improvement in complete 
response (CR) following TMT.

• No clear data regarding the benefit in long-term 
oncologycal outcomes.

• Risk of bladder perforation (10%) 

Avolio PP et al.  Int J Radiat Oncol Biol Phys
Sheybaee Moghaddam F et al.  Cancers (Basel). 2024 Sep 30;16(19):3361. 



OUTPATIENT CYSTOSTCOPY

Grade

⚬ Urothelial Carcinoma,
⚬ Pure escamous
⚬ Pure adenocarcinoma. 
⚬ Neuroendocrine.

Low grade/ High grade

Biopsy & Histology

Type of tumor

⚬ Papilary or solid tumor.
⚬ Location.
⚬ Multifocality.
⚬ Size

EAU Guidelines 2025
During VA, et al. Ann R Coll Surg Engl 98:547-551, 2016.

. 



VIRADS
The Vesical Imaging-Reporting and Data System has
been introduced to provide preoperative staging

Applicability

• Local staging.
• Before TURBT.
• Likehood of MI disease.

• Predict MIBC, avoid Re-TURB
• Evaluate local response to NAC
• Avoid initial TURBT in MIBC.

Richard T et al. European Urology, Volume 80, Issue 1, 2021, Pages 12-15,



The accuracy for primary tumor staging is between 73% to 96%.
Pecoraro M et al.. Radiology. 2025 
Mar;314(3):e23345
.



• 8 studies

• Heterogeneity

• >1000 patients

• Prospective/Retrospective

• MRI for MIBC staging has a sensitivity up to 89% and specificity up to 86%
• Excellent inter-observer variability.

Limitation: There is a lack of data regarding accuracy of the VIRADS among different centers with less experience in reading MRIs. 

Van Der Heijden, A.G. Eur. Urol. Oncol. 2020, 3, 316–317.
Del Giudice F et al. Cancers (Basel). 2020 Oct 15;12(10):2994. .



MRI TRIAL

BLADDER-PATH

RANDOMIZED CONTROL TRIAL

Objective: Avoid TURBT and decrease time to defnitive 
treatment in MI tumors.



RANDOMIZATION

LIKERT 1–2 UNDERGO TURBT

LIKERT 3–5 UNDERGO FLEXIBLE 
CYSTOSCOPY WITH A TISSUE BIOPSY AND 
MRI (VIRADS).

Standard of care ⟶ pathway 1 --> TURBT

Risk-stratified MRI-directed therapy⟶ 
pathway 2

Bryan RT,  J Clin Oncol. 2025 Apr 20;43(12):1417-1428.



TURBTccurred in 83% patients (main reasons: 
staging doubts, debulking, histologiical 
subtypes). 

Bryan RT,  J Clin Oncol. 2025 Apr 20;43(12):1417-1428.



STUDY DESING

PRIMARY OUTCOME: TIME TO CORRECT TREATMENT (TTCT) FOR PATIENTS CLASSIFIED AS POSSIBLE MIBC AND CONFIRMED TO HAVE 
MIBC.

SECONDARY OUTCOMES INCLUDED TTCT FOR ALL PATIENTS AND FOR THOSE WITH PROBABLE NMIBC CONFIRMED AS NMIBC.

 THE CORRECT TREATMENT WAS EVALUATED ACCORDING:

• TURBT for NMIBC

• Chemotherapy, radiotherapy, cystectomy, or palliative care for MIBC. 



Primary Outcome

Kaplan Meier Curves for TTCT by pathway for participants with possible
MIBC/NMIBC who were confirmed MIBC/NMIBC and received a correct
treatment

 Time to Correct Treatment Stage for participants with possible MIBC
 

⚬ Of 26 participants assessed as possible MIBC and confirmed as MIBC (14 in
Pathway 1, 12 in Pathway 2), 25 received a correct treatment.

⚬ Median TTCT for all 26 participants with MIBC was 77 days. 

⚬ Pathway 2 was significantly quicker: median time for Pathway 1 was 98 
days  vs. 53 days in  Pathway 2.



Clinically benefit for the MRI pathway among non muscle invasive bladder cancer patients.

Progression free survival  

Oncological Outcomes

No differences.



 Benefit for the MRI pathway among muscle invasive 
bladder cancer patients:

There were 28% of patients that died in the standard pathway and 23% in the MRI.

There was a statistical benefit for MRI versus standard
of care, driven by early separation of deaths for muscle
invasive bladder cancer:

There was no difference in overall survival between the two cohorts.

 Cancer specific survival

Overall survival



Conclusions

•  It is feasible and safe to omit TURBT in patients with 

suspected MIBC in the cystoscopy and the MRI.

• MRI staging can decrease TTCT by over 6 weeks in 

MIBC.

•  With no detriment in NMIBC patients.

• The pathologic stage in MIBC patients diagnosed with 

MRI and who underwent chemotherapy, radiotherapy, 

or palliation was unknown, and it is impossible to know 

whether these were correct treatments.

• More data for survival outcomes.

Limitations



CONCLUSIONS

Accuracy for local staging

Peroperative complications

The impact of TURBT on pathological 

response after NAT

Pathological assessment

mpMRI 

TURBT

Unresolved questions

Can reduce TTCT

Learning curve

Availability

Delay definitive treatmentRole in bladder-sparing 

therapies

The impact of avoiding TURBT on the 

onclogical outcomes

Differences in the waiting list among 

countries (MRI vs TURBT)
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