
The role of palliative and best 
supportive care in bladder 
cancer

Daan De Maeseneer

Medical Oncologist, Palliative Care physician



Conflicts of interest

Type of affiliation / financial interest Name of commercial company

Receipt of grants/research supports Roche (unrestricted research grant)

Receipt of honoraria or consultation fees Sanofi, Merck, Pfizer, Ipsen, MSD

Stock shareholder None

Other support (please specify): Speaker’s bureau: Merck, Bayer, Janssen, Ipsen, Teva



Traditional Model

Curative care/life prolonging treatment Palliative Care

Terminal phase

Time course of illness



Introduction Model

Terminal phase

Palliative Care

Curative care/Life prolonging treatment

Time course of illness



Integrative Palliative Care Model

Terminal phase

Time course of illness

Curative care/Life prolonging treatment

Palliative Care





Early Palliative Care

•Decrease symptoms of 
advanced disease 

• Increase QoL
• Increase Life (?)

Sullivan et al. JAMA Oncology, 2019;5512: 1702-1709



Early Palliative Care RCTs

Study (country, year) Design and comparison Cohort Key finding

Zimmermann et al.110(Canada, 2014)

Cluster-randomization of medical oncology 
clinics; early palliative care team 
consultation and regular follow-up 
monitoring versus standard oncological 
care

Patients with advanced cancer 
(22% lung, 30% GI, 17% GU, 
16% breast, 15% Gyn)

85% completed at least one follow-up survey; at 4 months, Better 
QoL (FACIT-sp,QUAL-E)

228 intervention; 233 control

Bakitas et al.111 (USA, 2015)

Randomized control trial, 1:1 block 
randomization by cancer type and 
enrolment site; early versus delayed 
concurrent palliative care and standard 
oncological care

Advanced cancer (46% lung, 
24% GI, 11% breast, 10% other, 
8% GU, 5% haematological)

53% of the cohort died, 15% fewer intervention patients died at 1 year 

(P = 0.038), median survival was 18.3 and 11.8 
months for intervention and control groups, respectively (NS); no 
difference in resource use104 early; 103 delayed

Maltoni et al.112 (Italy, 2016)
Multicentre randomized trial, 1:1 block 
randomization by centre, no blinding; early 
versus on-demand palliative care

Newly diagnosed metastatic or 
locally advanced inoperable 
pancreatic cancer at 21 centres

77% of participants died and there was no difference in 
survival (38% in the intervention group and 32% in the control 

group); significantly improved QoL97 early; 89 on-demand

Vanbutsele et al.113(Belgium, 2018)

Randomized controlled trial, 1:1 block 
randomization by treating department; 
early, systematic palliative care versus 
usual multidisciplinary standard 
oncological care

Advanced solid malignancy 
(38% GI, 17% lung, 10% head 
and neck, 9% GU, 8% breast, 
8% melanoma)

QoL was significantly improved (EORTC QLQ C30, 

MQOL.  65% of participants had died and there was no significant 
difference in median overall survival (312 days for intervention and 
343 days for control, P = 0.97)92 early systemic; 94 usual

Temel et al.114 (USA, 2017)
Randomized trial, 1:1 randomization 
stratified by cancer type; early palliative 
care versus usual oncological care

Incurable cancer (55% lung and 
45% non-colorectal GI)

At 12 weeks, quality of life was not significantly improved ; at 24 

weeks, quality of life was improved overall .

Adapted from Hugar et al. Nat Reviews Urology 2021 

https://www.nature.com/articles/s41585-021-00491-z#ref-CR110
https://www.nature.com/articles/s41585-021-00491-z#ref-CR111
https://www.nature.com/articles/s41585-021-00491-z#ref-CR112
https://www.nature.com/articles/s41585-021-00491-z#ref-CR113
https://www.nature.com/articles/s41585-021-00491-z#ref-CR114


Adapted from Hugar et al. Nat Reviews Urology 2021 



Palliative care in bladder cancer

•4% (2008-2013, university of Pittsburgh)

• After cystectomy: 9.9% (2014-2019, Atlanta GA)



Palliative care in Bladder Cancer: Medical Oncologist

• (Neo-)Adjuvant treatments: 
• More than cure rate/OS benefit 

• Longterm QoL data is lacking for cytostatic 
chemotherapy regimens. 

• DFS benefit allowed if less toxic (IO)?

Nature Reviews Clinical Oncology, October 2022



Palliative care in Bladder Cancer: Medical Oncologist

• Metastatic setting: 
• AE grades not always capture QoL of 

patients (eg erdafatinib)

• Importance of PROMs in trials AND daily 
clinic

AEs leading to interruption 95% and dose reductions 47% 

Adapted from Lacouture et al. The Oncologist, feb 2021

25%



Palliative care in Bladder Cancer: Medical Oncologist

Siefker-Radtke et al The Lancet Oncology, feb 2022

Severe or medically significant but not 
immediately life-threatening; hospitalization or 
prolongation of hospitalization indicated; 
disabling; limiting self care ADL.

• “No new safety signals reported”



Palliative care in Bladder Cancer: Radiotherapy

Palliative radiotherapy for bladder cancer: a 
systematic review and meta-analysis. Tey et al. 
Acta Oncologica. Dec 2020

Pooled Response Rate of hematuria 

74%
Pooled Response Rate of dysuria

58%
Pooled Response Rate of frequency symptoms

71%



Palliative care in Bladder Cancer: Radiotherapy

Fig. 2Stacked bar chart of the worst-grade acute toxicity, acute adverse 
event, late toxicity, and RTOG. Worst-grade (A) acute CTCAE toxicity, (B) 
acute CTCAE adverse event, (C) late CTCAE toxicity, and (D) RTOG. 
Adverse event refers to an event that was not present at baseline or 
was reported at a higher grade than at baseline, and toxicity refers to 
the subset of adverse events that were categorized as treatment 
related. Abbreviation: CTCAE = Common Terminology Criteria for 
Adverse Events; GI = gastrointestinal; GU = genitourinary; RTOG = 
Radiation Therapy Oncology Group.



Palliative care in Bladder Cancer: Surgeon

• Urologist: myriad of palliative procedures
• Ureteral stenting

• Nephrostomy

• Suprapubic cystostomy

• Laser coagulation of the bladder

• Palliative radical cystectomy



Palliative care in Bladder Cancer: Surgeon

• Nephrostomy vs ureteral stenting 

No QoL differences

Shvero et al. Supportive Care in Cancer, 2022



Palliative care in Bladder Cancer: Surgeon

• Palliative radical cystectomy : T4 lesions

No QoL data
OS very poor
High rate of early complications

Maisch et al. Urologic Oncology. June 2021



Palliative care in Bladder Cancer: Surgeon

• Potential curative procedures : MIBC
• QoL aspects differ greatly between different treatment options:

• no HRQoL differences  RARC with extracorporeal urinary diversion vs ORC;

• patients with a neobladder have better overall and physical HRQoL outcomes, but worse urinary 
outcomes in comparison with ileal conduit patients

• bladder-preserving radiochemotherapy showed slightly better urinary and sexual but worse 
gastro-intestinal HRQoL outcomes in comparison with RC patients 

• Concurrent palliative care post-surgery: improved fatigue, depression, quality of life, 
and posttraumatic growth.

Rammant et al. QoL Research, 2020

Rabow et al. Urol Oncol Semin Orig Investig 2015



Conclusions

• Palliative care in bladder cancer is underused

• Lack of good QoL data of palliative procedures

• Palliative care principles (increase QoL and decrease symptoms) benefit 

bladder cancer patients even in early stage of the disease

• Palliative care should be integrated in bladder cancer care

• Identification of lifegoals will better select the right treatment for the 
right patient



Talk about (end-of)

life goals


