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NON MUSCLE INVASIVE BLADDER CANCER 
 
Non-Muscle Invasive Bladder Cancer (NMIBC) accounts for approximately 75-85% of 
patients diagnosed with bladder cancer. Managing individuals with a diagnosis of NMIBC has 
become more complex in not only diagnostic work-up but also adjuvant therapies and follow-
up. 
 
Tumour confined to the urothelium is classified in the TNM system (1) as Ta; tumour invading 
the lamina propria as T1 with a separate classification for carcinoma in situ of the urinary 
bladder (cis) and these stages of tumour are grouped together under the term of NMIBC, 
previously known as superficial bladder cancer. T1 tumours and cis can demonstrate a highly 
malignant invasive potential unless 
appropriately treated. 
 
European Association Urology (EAU) Guidelines (2009) (2) recommend risk stratification 
dependent on both tumour stage and grade and are presented in the table below. 
 
 
 
 
 
 
 
 
 

LOW RISK 

 
 

G1 pTa, G2 pTa 
(solitary and <3cm) 

 
 

INTERMEDIATE RISK 

 

Multifocal G1/G2 pTa 
G1/G2 pTa (solitary and >3cm) 
G2 pT1 (solitary and <3cm) 

 
 

HIGH RISK 

 

G2 pT1 (solitary >3cm or multifocal) 
G3 pTa 
G3 pT1 
CIS 
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INTRAVESICAL CHEMOTHERAPY 
 
 
INTRODUCTION 
 

The use of intravesical chemotherapy is indicated in patients with a diagnosis of 
transitional cell carcinoma, TCC, which is non-muscle invasive. 
 
Indications for use include: 
 
1) Treat residual TCC after transurethral resection of bladder tumour (TURBT) and 
reduce the risk of tumour cell re-implantation; 
2) Prophylaxis following resection to reduce recurrence; 
3) Increase the disease free interval (3) 
 
EAU Guidelines (2009) recommend a single dose of intravesical chemotherapy after 
initial resection or at any subsequent recurrence and should be administered within 
six hours of resection, if the patient’s condition allows. 
 
Intravesical chemotherapy agents most commonly used in the United Kingdom 
include: 
 
-Mitomycin C (MMC) 
-Epirubicin 
-Hyperthermic Mitomycin 
 
Appendix 2 and 3 include further drug information and gives an overview of common 
intravesical chemotherapies but is not taken from the summary of product 
characteristics (SmPC) from individual drug companies. 
 
Full information for each medicinal product should be obtained from the specific 
SmPC information supplied with the drug or available from the drug company. 
Unless the practitioner is using a closed drug delivery system all cytotoxic drugs 
should be reconstituted in a dedicated cytotoxic pharmacy unit and sent to the clinical 
area for administration. 
 
The British National Formulary (2009) (4) advises staff who are pregnant or trying to 
conceive, not to handle cytotoxic drugs and recommend that such staff should not 
administer intravesical drugs nor care for the waste products of patients receiving 
such treatment. 
 
Intravesical chemotherapy can be used as a single, immediate post-operative 
instillation or as a six week course of treatment.  
 
These guidelines discuss the procedure for administration of patients undergoing a 
six week course of intravesical chemotherapy but can be adapted for use in the 
theatre setting or ward. 

 
 

 



Reference no.: CG-UROL/2020/003 

Suitable for printing to guide individual patient management but not for storage  Review Due:Feb 2023 
Page 4 of 28 

Core competencies required for the administration of intravesical 
chemotherapy should include: 
 
• Practising Registered Nurse/ appropriately trained medical staff 
• Demonstrates knowledge of the anatomy and physiology of the urinary tract; 
• Demonstrates competence in the safe aseptic catheterisation of male and female   
patients 
• Recognises previous relevant urological strictures/false passages; 
• Demonstrates knowledge relating to the diagnosis and management of bladder 
cancer; 
• Demonstrates knowledge of drugs used, side effects, treatment schedules and 
contraindications; 
• Is familiar with local health and safety policies, COSHH regulations, safe handling, 
reporting of 
spillages and disposal of cytotoxic waste products; 
• Is aware of local cytotoxic policies for the safe handling of cytotoxic drugs. 

 
 
Assessment of competency in catheterisation, reconstitution and 
administration of cytotoxic drugs should take place according to 
local policy. 
 
 
Equipment required for administration: 
 
• Standard equipment for aseptic catheterisation 
• Protective clothing e.g. eye protection, disposable apron and suitable sterile gloves 
as per local policy. If using MITO-IN device a mask is also required (5) 
• Cytotoxic disposal bins 
• Spillage kit 
• Protective absorbent pads to protect patient’s skin from possible spillage 
• 8.4% Sodium Bicarbonate in case of skin contamination 
• Access to a designated toilet 
• Bleach 
• Drug 
• Medical/Nursing Notes 
• Prescription 
• HIVEC BRS KIT containing 3 way catheter and administration set for hyperthermic 
mitomycin 
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Procedure for the instillation of a single post-operative dose of 
intravesical chemotherapeutic agent 

 

ACTIONS RATIONALE 
 

 
1) Give patient appropriate 
information, verbal and written, 
preferably in a pre-admission setting. 
Obtain written consent if part of local 
policy. 
 
2) Read operative notes and post-
operative instructions. Ensure drug 
has been prescribed 
 
 
 
 
3) Check that patient has not had 
previous adverse reaction with 
intravesical chemotherapy. 
 
4) Assess patient understanding of 
procedure and reaffirm consent to 
treatment. Assess for discomfort 
and/or bladder spasm. 
 
Assess urine colour and consistency. 
 
If bladder irrigation is in place then 
consider turning off if no visible 
haematuria or discontinue if 
appropriate. 
 
5) Check the prescription, drug and 
confirm patient’s identify as per 
policy. 
 
6) Assemble all necessary equipment 
Ensure spillage kit available. 
 
7) Screen the bed/couch. Place 
protective pads in position around 
thighs, groins and buttocks. 
 
8) Put on eye protection, gloves and 
apron (if using MITO-IN® device, a 
mask is also advised). 

 

 
Facilitate phased information process 
and 
informed consent. 
 
Identify potential contraindications. 
 
Identify any potential complications 
e.g. 
extensive resection, deep resection. 
Surgeon ay request delay in 
administration or specific instruction 
regarding indwelling catheter. 
 
Identify previous reaction or hyper-
sensitivities. 
 
 
Patient consents to treatment. 
Identify any spasm etc – initiate 
treatment of spasm etc as symptoms 
dictate. 
 
Observe for haematuria/ clots etc – 
which may then delay treatment 
administration until haematuria 
settles. 
 
 
 
Ensure correct drug is administered 
to correct patient as prescribed. 
To avoid any delays or errors. 
 
 
 
 
Promote privacy and dignity. 
Reduce risk of skin contamination if 
spillage/catheter bypassing occurs. 
 
Protection of self and reduce risk of 
skin and eye contamination if spillage 
occurs. 
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ACTIONS 
 
9) Preparation of drug according to 
manufacturer’s guidelines. 
 
10) Consider use of catheter valve in 
process of administration 
 
11) Administer drug slowly without 
using excess force and if using 
catheter valve ensure valve is closed 
prior to removing drug administration 
device. 
 
If painful administration/spasm then 
STOP. 
 
12) After administration of drug and 
dependent 
on post-operative instructions either: 
• Remove catheter or 
• Leave catheter in situ 
If catheter is left in place then 
reconnect urine drainage bag to 
closed catheter valve. 
 
13) Dispose of the contaminated 
waste and protective clothing 
according to local policy. 
 
 
 
14) Ensure call bell within reach. 
Advise patient to seek advice if 
pain/spasm etc. Advise colleagues of 
administration of drug. 
 
15) The drug should remain in place 
for up to one hour. If patient unable to 
retain then drain sooner. 
 
 
 
 
16) When the drug has been in the 
bladder for up to one hour then; 
 
If the catheter has been left in situ 
then open catheter valve into the  

 
 

RATIONALE 
 
 
 
 
Allows controlled administration. 
Reduces risk of spillage. 
 
Rapid instillation may be 
uncomfortable and increase risk of 
bladder spasm. 
 
Slow administration allows for close 
observation of pain and potential 
extravasation of drug caused by 
perforation. 
 
Follow post-op instructions. 
Patients must be individually 
assessed as to their ability to retain 
the drug for the requisite amount of 
time. 
When treatment is released a 
catheter drainage bag is already in 
place. 
 
Adherence to local Cytotoxic Policy. 
 
Reduce risk of 
contamination/exposure to others. 
 
 
 
 
 
 
 
There is no evidence that turning the 
patient at frequent intervals is of 
benefit. The general principle should 
be that the drug comes into contact 
with the whole bladder urothelium. 
 
 
Reduces risk of spillage and 
contamination of environment. 
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ACTIONS 
 
attached catheter drainage bag. If 
irrigation is in place then a small 
amount of irrigant can be “flushed 
through” the catheter to further dilute 
chemotherapy. Once the bladder has 
drained the catheter valve should be 
closed and the bag with 
contents should be placed in a 
cytotoxic  waste bin and sealed. A 
new drainage bag is then attached 
and the catheter valve opened. 
If the catheter has been removed 
then the patient should be 
encouraged to void in the sitting down 
position. One cup of bleach (or 
equivalent) should then be added to 
the contaminated urine and left for 15 
minutes before flushing away. The 
patient should then be advised to 
wash the genital area with soap and 
water. 
 
17) Document administration in 
medical/ 
nursing notes and sign prescription. 
 
18) Review patient and offer 
information about further care. 
 
 
19) Continue postoperative care. 
 
20) Inform colleagues of 
chemotherapy 
administration. Follow local guidelines 
re handling urine etc. 
 

 

RATIONALE 

 
 

 
 
Allowing the patient to void enables 
the urethra to be treated with 
chemotherapy during the void. 
 
Patients should be fully assessed as 
to their suitability to reduce risk to self 
and others. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Involve patient in care pathway and 
the opportunity to answer any further 
questions etc. 

 
  



Reference no.: CG-UROL/2020/003 

Suitable for printing to guide individual patient management but not for storage  Review Due:Feb 2023 
Page 8 of 28 

Procedure for the instillation of a course of intravesical 
chemotherapeutic agent 

 

ACTIONS RATIONALE 

 
1) Ensure the drug has been prescribed 
and is available at the required time. 

 
2) Give patient appropriate information, 
both verbal and written or in other format 
if available. 
 
3) Check that patient has no previous 
adverse reactions to intravesical 
chemotherapy treatments. 
 
4) Assess patient understanding of 
procedure and obtain consent, according 
to local policy. 
 
5) Assess any change in urinary 
symptoms or general medical condition 
since last Hospital visit e.g. dysuria; 
haematuria, fever. Assess if patient is 
likely to retain drug once catheter is 
removed or if they would benefit from a 
temporary indwelling catheter during the 
treatment appointment.  
Obtain MSU and undertake dipstick 
urinalysis and withhold treatment if 
evidence or suspicion of UTI. 
If UTI suspected then send for Culture 
and 
Sensitivity and treat as local 
Departmental policy. 
 
6) Check prescription, drug and 
confirmation of patient’s identity as local 
policy. 
 
7) Assemble all necessary equipment 
and ask patient to empty bladder prior to 
catheterisation. Ensure spillage kit is 
available. 
 
8) Screen the bed/couch.  
Ensure protective pads are in position 
around thighs, groins and buttocks. 

 
 

 
Adherence to local drug policy. Reduce 
risk of delay in appointment. 
 
Phased information and consent process. 
Baseline assessment of symptoms. 
 
 
 
 
 
 
 
 
 
 
Baseline assessment of symptoms. 
 
 
 
 
 
 
 
Appropriate treatment of underlying UTI. 
 
 
 
 
 
 
 
Ensure correct drug is administered to the 
correct patient. 
 
 
 
 
 
 
 
Maintain privacy and dignity. 
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ACTIONS 
 
9) Catheterise patient as per local 
guidelines with a small gauge intermittent 
catheter. 
 
Ensure catheter is within the urinary 
bladder; observe for residual urine 
volume.  
 
Observe for evidence of traumatic 
catheterisation e.g. visible haematuria – if 
evidence of traumatic catheterisation 
then DO NOT administer treatment. 
 
10) Drain residual urine. 
 
 
 
 
 
 
 
 
11) Put on eye protection, gloves and 
apron (if using MITO-IN® device then 
mask is also advised). 
 
12) Preparation of drug for administration 
as per manufacturer’s guidelines. 
 
13) Administer drug slowly without using 
excess force. If patient experiences pain 
then STOP. 
 
14) After instillation then either remove 
the catheter or leave the catheter in situ if 
an indwelling catheter has been used. 
 
15) Disposal of contaminated waste and 
protective clothing according to local 
policy. There is no evidence that turning 
the patient at frequent intervals is of 
benefit. The general principle should be 
that the drug comes into contact with the 
whole bladder urothelium. 
 
16) Depending on individual patient 
assessment and choice, he/she can  

 
 

RATIONALE 
 
Reduces risk of skin contamination if 
spillage occurs. 
 
 
Reduces risk of traumatic catheterisation 
and discomfort. Ensuring the treatment is 
given into the urinary bladder. 
 
If visible haematuria is noted then 
administrating the chemotherapy may 
increase the risk of vascular systemic 
absorption. 
 
Ensure bladder is empty prior to 
administration. 
 
Reduces dilution of drug and improves 
efficacy. 
 
Increase patient’s ability to retain 
treatment for optimal time period. 
 
Reduce risk of skin and eye 
contamination if spillage occurs. 
 
 
 
 
 
Reduces risk of spasm and pain. 
 
 
 
Allow the drug to remain in place for the 
optimal amount of time. 
 
 
Reduce risk of spillage and 
contamination. 
 
 
Adhere to Trust policy. 
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ACTIONS 
 
either: 
• Leave the department and void at 
home; 
• Remain on the couch for the hour; 
• Mobilise but remain within the 
department. 
 
17) When the drug has been in the 
bladder for the prescribed time: 
If the catheter has been removed then 
the 
patient should be encouraged to void in 
the 
sitting down position. One cup of bleach 
(or equivalent) should then be added to 
the 
contaminated urine before flushing away. 
The patient should then be advised to 
wash the genital area with soap and 
water. 
 
If the catheter has been left in situ then 
open catheter valve into the attached 
catheter drainage bag. Once the bladder 
has drained the catheter should be 
removed along with the bag and contents 
should be placed in a cytotoxic 
waste bin and sealed. 
 
If patient has a long term indwelling 
catheter then the contaminated urine 
should be drained via a bag. This valve 
and bag and contents should then be 
discarded into a cytotoxic sharps bin and 
a new leg bag/valve attached. 
 
18) Dispose of cytotoxic waste as per 
local 
policy. 
 
19) Document administration details in 
medical notes and sign prescription. 
 
20) Ensure patient has written 
information and knows how to access 
advice if there are questions or concerns. 
 
21) Inform patient of subsequent  

 

RATIONALE 
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ACTIONS 
 
treatments and follow up plans. 
 
22) Communicate with G.P. re 
commencement and completion of 
treatment course. 
 
23) On completion of treatment course 
and ensure appropriate follow-up is 
arranged. 

RATIONALE 
 
 
 
Facilitate good communication between 
secondary and primary care teams. 
 
 
Appropriate management plan assigned. 
 
Patient is followed up in a timely fashion. 
 
Reduce risk of patient “lost to follow up”. 
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Dealing with spillage of cytotoxic agents 
(adapted from the Royal Marsden Manual,2008) (6) 
 
Isolate area, place spillage sign and inform other members of staff; 
 
Collect chemo spillage kit 
 
Protect self: 
                • Plastic apron 
                • Plastic sleeves 
                • Overshoes 
                • Goggles 
                • Gloves 
 
Contain spillage with chemo sorb pads/granules; 
 
Mop spillage from the outside to the centre; 
 
Wash area with dilute bleach solution; 
 
Inform housekeeping staff to carry out further cleaning as soon as possible; 
 
Dispose of contaminated waste according to local policy in labelled disposal bags, as 
per Trust policy; 
 
Wash hands thoroughly; 
 
Complete appropriate documentation. 
 

Dealing with contamination of skin 
 
The use of sufficient protective, absorbent pads will greatly reduce the risk of skin 
contamination in the event of spillage/bypassing etc. 
 
However, if spill is on skin irrigate with copious amounts of 8.4% Sodium  
Bicarbonate; water or normal saline 0.9% may be used in the absence of 8.4% 
Sodium Bicarbonate solution; 
 
Report incidents to Medical Staff (if patient is involved) or Occupational Health 
Department and Line Manager; 
 
Complete appropriate documentation; 
 
Avoid use of creams and emollients as they can assist in the penetration of drug into 
the dermis. 
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Dealing with contamination of eyes/mucous membranes 
 
Do NOT use 8.4% Sodium Bicarbonate solution 
 
If eyes or mucous membranes are contaminated they should be irrigated with 
copious amounts of 0.9% Sodium Chloride or tap water; 
 
Kyowa Hakko-Kirin would recommend that eyes should be rinsed several times with 
saline solution and observed for several days for evidence of corneal damage. 
 
If contact lenses are used then remove prior to irrigating; 
 
Seek medical advice; 
 
Report incidents to Occupational Health Department and Line Manager; 
 
Complete appropriate documentation 
 

Dealing with ingestion 
 
Seek immediate medical advice; 
 
Report incidents to Occupational Health Department and Line Manager; 
 
Complete appropriate documentation. 
 
If using the MITO-IN® device then consideration should be given to the potential risk  
of “dry” spillage from the vial prior to reconstitution into a solution and should be 
incorporated into Trust policy. 
 

Other contamination 
 
Bed Linen 
• Change immediately and launder as “soiled linen.” 
 
Clothing 
• Remove as soon as possible and deal with any skin contamination (as detailed 
above.) Wash and launder on individual “hot” wash cycle. 
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INTRAVESICAL IMMUNOTHERAPY 
 
INTRODUCTION 
 
The use of intravesical immunotherapy is indicated with a diagnosis of non-muscle 
invasive transitional cell carcinoma and/or carcinoma in situ. 
 
The aims of such treatment is: 
 
1) To reduce risk of progression of NMIBC to muscle invasive disease 
2) To increase the disease free interval (7) 
 
Core competencies required for the administration of intravesical 
immunotherapy should include: 
 
• Practising Registered Nurse/ appropriately trained medical staff 
• Demonstrates knowledge of the anatomy and physiology of the urinary tract; 
• Demonstrates competence in the safe aseptic catheterisation of male and female 
patients; 
• Recognises previous relevant urological strictures/false passages; 
• Demonstrates knowledge relating to the diagnosis and management of bladder 
cancer; 
• Demonstrates knowledge/pharmacology of drugs used, side effects and 
contraindications; 
• Is familiar with local health and safety policies, COSHH regulations, safe handling 
and   disposal of cytotoxic waste products; 
• Is aware of local immunotherapy policies for the safe handling of biohazard drugs. 
 
Assessment of competency in catheterisation, reconstitution and 
administration of immunotherapeutic drugs should take place according to 
local policy. 
 
Provision of theoretical input in the reconstitution and administration of intravesical 
therapies is available via study days and practitioners may wish to access this 
education as a part of their training programme. 
 
Equipment required for administration 
 
• Standard equipment for aseptic catheterisation 
• Protective clothing e.g. eye protection, disposable apron and suitable sterile gloves 
as per Trust policy. 
• Mask, dependent on which Pharmaceutical product is being used. Further 
information should be obtained from the specific product information literature or 
through the Pharmaceutical’s Medical Information service 
• Spillage kit 
• Biohazard disposal bins 
• Protective absorbent pads to protect patient’s skin from possible spillage 
• Access to a designated toilet 
• Bleach 
• Drug (kept in fridge) 
• Medical/Nursing notes 
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• Prescription Sheet 
 

Procedure for the instillation of a course of Intravesical 
Immunotherapy 

 

ACTIONS 
 

1) Ensure the drug has been prescribed 
and is available at the required time. 
DO NOT administer a dose of BCG within 
2 weeks of instrumentation and or tumour 
resection (8) or in the presence of visible 
haematuria or UTI. 
 
2) Give patient appropriate information, 
both verbal and written or in other format 
if available. 
 
3) Check that patient has no previous 
adverse reactions to intravesical 
immunotherapy treatments or seasonal 
flu vaccination within the last six weeks. 
(9) Check detailed drug history to exclude 
current immunosuppressant medication. 
 
4) Assess patient understanding of 
procedure and obtain consent, according 
to local policy. 
 
5) Assess any change in urinary 
symptoms or general medical condition 
since last Hospital visit e.g. dysuria; 
haematuria, fever. 
 
Assess if patient is likely to retain drug 
once catheter is removed or if they would 
benefit from a temporary indwelling 
catheter during the treatment 
appointment. 
 
If UTI suspected then send for Culture 
and Sensitivity and treat as local 
Departmental policy.  
 
6) Check prescription, drug and 
confirmation of patient’s identity as local 
policy. 

 
 
 

RATIONALE 
 
Adherence to Trust Drug Policy. Reduce 
risk of delay in appointment. 
 
Reduction in risk of systemic vascular 
absorption. 
 
 
Phased information and consent 
process. 
 
 
 
 
 
 
 
 
 
Baseline assessment of symptoms. 
 
Exclusion of visible haematuria as this 
increases risk of vascular absorption 
and life threatening sepsis. 
 
Appropriate treatment of underlying UTI. 
 
 
 
 
 
 
 
 
 
 
 
 
Ensure correct drug is administered to 
correct patient. 
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ACTIONS 

 
 
7) Assemble all necessary equipment and 
ask patient to empty bladder prior to  
catheterisation.  
 
Ensure spillage kit is available. 
 
8) Screen the bed/couch. 
 
Ensure protective pads are in position 
around thighs, groins and buttocks. 
 
9) Catheterise patient as per local 
guidelines with a small gauge intermittent 
catheter. 
 
Ensure catheter is within the urinary 
bladder; observe for residual urine 
volume. 
 
If using a sterile lubricant gel then those 
containing Lidocaine and/or chlorhexidine 
should be avoided. (10) 
 
Observe for evidence of traumatic 
catheterisation e.g. visible haematuria – if 
evidence of traumatic catheterisation then 
DO NOT administer treatment. 
 
10) Drain residual urine. 
 
 
 
 
 
 
 
 
 
11) Put on eye protection, gloves and 
apron and/or mask. (8) 
 
Preparation of drug for administration as 
per manufacturer’s guidelines. 
 
12) Administer drug slowly without using 
excess force. If patient experiences pain 
then STOP. 

 
RATIONALE 

 
 
 
 
 
 
 
Maintain privacy and dignity. 
 
Reduce risk of skin contamination if 
spillage occurs. 
 
Reduces risk of traumatic 
catheterisation and discomfort. 
 
 
Ensuring the treatment is given into the 
urinary bladder. 
 
 
Lidocaine may reduce the efficacy of the 
treatment. 
 
 
If visible haematuria is noted then 
administrating the immunotherapy may 
increase the risk of vascular systemic 
absorption. 
 
Ensure bladder is empty prior to 
administration. 
 
Reduces dilution of drug and improves 
efficacy. 
 
Increase patient’s ability to retain 
treatment for optimal time period. 
 
 
Reduce risk of skin and eye 
contamination if spillage occurs. 
 
 
 
 
Reduces risk of spasm and pain. 
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ACTIONS 

 
13) After instillation then either; Remove 
the catheter or  leave the catheter in situ. 
 
14) Disposal of contaminated waste and 
protective clothing according to local 
policy. 
 
 
 
15) The drug should be retained for up to 
a maximum of two hours. 
 
 

 
 
 
16) Depending on individual patient 
assessment and choice, he/she can 
either: 
 
Leave the department and void at home. 
 
Remain on the couch for the hour. 
 
Mobilise but remain within the 
department. 
 
17) When the drug has been in the 
bladder for the prescribed time: 
 
If the catheter has been removed then the 
patient should be encouraged to void in 
the sitting down position. One cup of 
bleach (or equivalent) should then be 
added to the contaminated urine before 
flushing away. The patient should then be 
advised to wash the genital area with 
soap and water. 
 
If the catheter has been left in situ then 
open catheter valve into the attached 
catheter drainage bag. Once the bladder 
has drained the catheter should be 
removed along with the bag, 
and contents should be placed in a 
biohazard waste bin and sealed. 
 
If patient has a long term indwelling 

 
RATIONALE 

 
Allow the drug to remain in place for the 
optimal amount of time. 
 
Reduce risk of spillage and 
contamination. 
 
Adherence to Trust policy. 
 
 
There is no evidence that turning the 
patient at frequent intervals is of benefit. 
For general principle should be that the 
drug comes into contact with the whole 
bladder urothelium. 
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catheter then the contaminated urine  

ACTIONS 
 
should be drained via a bag. This valve 
and bag and contents should then be 
discarded into a biohazard waste bin and 
a new leg bag/valve attached. 
 
18) Dispose of contaminated waste as 
per local policy. 
 
19) Document administration details in 
medical notes and sign prescription. 
 
20) Ensure patient has written information 
and knows how to access advice if there 
are questions or concerns. 
 
21) Inform patient of subsequent 
treatment (s) and follow up plans. 
 
 
22) Communicate with G.P. re 
commencement and completion of 
treatment course. 
 
23) On completion of treatment course 
and ensure appropriate follow-up is 
arranged. 
 

 
RATIONALE 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Facilitate good communication between 
secondary and primary care teams. 
 
Appropriate management plan 
assigned. 
 
Patient is followed up in a timely 
fashion. Reduce risk of patient “loss to 
follow up”. 
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Common side effects with Intravesical Immunotherapy Treatments 
 

 

SYMPTOMS 
 

Cystitis/ Dysuria 
 
 
 
 
 
 
 
 
 
 
 
Frequency/ Irritative Lower 
Urinary Tract Symptoms 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Flu-like symptoms 
 
 
 
 
Pyrexia 
 
 
 
 

 

RECOMMENDATION 
 

Increase oral fluid intake 
(recommend if able and medically 
appropriate an intake of 2.5l over a 
24 hour period following 
instillation); 
 
Regular analgesia; 
 
Cystitis remedies: 
Appropriate dietary advice – 
decaffeinated drinks, reduced 
acidic drinks etc. 
 
 
Dipstick urinalysis; send MSU if 
indicated; 
 
Increase oral fluid intake (this may 
not reduce urinary frequency but 
may ease dysuria). 
 
Assess post-void residual and 
consider anticholinergics if not 
contraindicated. 
 
The following suggestions should 
be weighed up against a potential 
reduction in efficacy: 
 
• Consider dose reduction (11) 
• Consider reduced dwell time (12) 
• Consider short course of 
Quinolone antibiotics (13) 
 
Regular Paracetamol taken as 
prescribed.  
 
Increase oral intake. 
 
Regular Paracetamol taken as 
prescribed. 
Increase oral fluid intake. 
Seek medical advice if persistent 
pyrexia lasting for >24 hours. 
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SYMPTOMS 
 

Vomiting; joints pains; 
 rash 
 
 
Visible haematuria 
 
 
 
 
 
 
 
Urinary Tract Infection 

RECOMMENDATIONS 
 

 
Seek medical advice without delay. 
 
 
 
Increase oral fluids. 
 
Exclude underlying UTI. 
 
Omit treatment. 
 
Inform medical staff. 
 
 
 
MSU for culture and sensitivity. 
 
Omit treatment. 
 
Inform medical staff. 
 
Treat UTI as appropriate. 
 
NB Certain antibiotics have been 
shown to reduce efficacy of BCG; 
these include: 
Quinolones, Penicillins and 
Aminoglycosides (14). 
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Dealing with spillage of BCG 
 
Isolate area, place spillage sign and inform other members of staff; 
Collect chemo spillage kit. 
 
Protect self: 
                  • Plastic apron 
                  • Plastic sleeves 
                  • Overshoes 
                  • Goggles 
                  • Gloves 
 
Contain spillage with chemo sorb pads/granules; 
 
Mop spillage from the outside to the centre; 
Wash area with dilute bleach solution; 
 
Inform housekeeping staff to carry out further cleaning as soon as possible; 
Dispose of contaminated waste according to local policy in labelled disposal bags, as 
per local Trust policy; 
 
Wash hands thoroughly; 
 
Complete appropriate documentation. 
 
 

Dealing with contamination of skin 
 
The use of sufficient protective, absorbent pads will greatly reduce the risk of skin 
contamination in the event of spillage/bypassing etc. 
 
However, if spill is on skin irrigate with copious amounts of water or normal saline 
0.9%; 
 
Report incidents to Medical Staff (if patient is involved) or Occupational Health 
Department and Line Manager; 
 
Complete appropriate documentation. 
 
 

Dealing with contamination of eyes/mucous membranes 
 
If eyes or mucous membranes are contaminated they should be irrigated with 
copious amounts of 0.9% Sodium Chloride or tap water; 
 
If contact lenses are used then remove prior to irrigating; 
 
Seek medical advice; 
The use of Quinolone based eye drops may be useful; 
 
Report incidents to Occupational Health Department and Line Manager; 
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Complete appropriate documentation. 
 
 

Dealing with ingestion 
 
Seek immediate medical advice; 
 
Report incidents to Occupational Health Department and Line Manager; 
Complete appropriate documentation. 
 
 
 

Other contamination 
 
Bed Linen 
 
• Change immediately and launder as “soiled linen.” 
 
Clothing 
 
• Remove as soon as possible and deal with any skin contamination (as detailed 
above.) Wash and launder on individual “hot” wash cycle. 
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ALTERNATIVE METHODS OF ADMINISTRATION 
 
On occasion, papillary tumours of the upper urinary tracts or urethra are treated with 
either chemo or immunotherapeutic drugs instilled via an alternative route. 
 
These guidelines specifically consider the administration of intravesical agents: there 
are many published papers considering treating upper tract and urethral tumours with 
the use of such drugs –some of which are listed below. 
 
Practitioners are advised to seek advice from colleagues who are experienced in 
administering these products for support and clarification prior to treating patients 
themselves. 
 
Urethral BCG 
 
Witness, J.A. and van der Maiden, A.P (1991) Treatment of Carcinoma in Situ with 
intraurethral instillations 
of bacillus Calmette-Guerin. Case reports and review of the literature. European 
Urology 20 (2) 170-172. 
 
Upper Tract BCG 
 
Patel, A and Fuchs, G. (1998) New techniques for the administration of topical 
adjuvant therapy after endoscopic ablation of upper urinary tract transitional cell 
carcinoma Journal of Urology vol 159 p71-75. 
Sharpe, J.R., Duffy, G. and Chin, J.L. (1993) Internal Bacillus Calmette-Guerin 
therapy for upper urinary tract carcinoma in situ Journal of Urology vol. 149 457-460. 
 
Upper Tract Mitomycin C 
 
Keeley, F. and Bagley, D.H. (1997) Adjuvant Mitomycin C following endoscopic 
treatment of upper tract 
transitional cell carcinoma Journal of Urology vol 158 p2074-2077. 
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APPENDIX 1 
 
Patient Information 
 
Information that should be given to patients prior to the instillation of intravesical 
chemotherapy or immunotherapy. 
Listed below are points that should be considered when giving patients information 
about their treatment: 
• Purpose of intravesical treatment and overview of risks and benefits; 
• Basic understanding of the mechanism of the agent; 
• Proposed treatment schedule; 
• Signs and symptoms of urinary tract infection (UTI.) The patient is instructed to 
inform their G.P. or Specialist Nurse of signs suggesting a UTI, so that appropriate 
treatment can be initiated. 
Intravesical therapies should not be instilled if the patient has a UTI; 
• Signs and symptoms of complications and what to do if these arise; 
• Fluids should be restricted for 4-6 hours prior to treatment. A small amount of fluids 
can be taken with medications. Dilution of the agent is avoided with this fluid 
restriction and the reduced urine output makes it more likely that the patients will be 
able to retain the instillation for the prescribed time period; 
• If treatment is to be given in the morning omit diuretics until after treatment; 
• If treatment is to be given in the afternoon take the diuretics early in the morning; 
• Instructions relating to voiding and personal hygiene post treatment; 
• Fluid intake should be increased over the rest of the treatment day; 
• Patients who are sexually active should be advised to engage in protected sexual 
intercourse for specific time periods – further information should be obtained from the 
individual Pharmaceutical Companies; 
• Patients who would normally receive seasonal flu vaccinations and are undergoing 
either induction or maintenance treatments of intravesical immunotherapy should 
have this vaccination either 6 weeks before, or after planned treatment; 
• Information regarding their future management plan and who to contact if they do 
not hear about subsequent appointments or have questions/queries. 
 
APPENDIX 2 
 
Overview of Mitomycin-C 
 
Dose: 40mg. 
Diluent: Sterile Water or Sodium Chloride 0.9%, for injection. 
Volume of diluent: 40mls. 
Schedule: Weekly for six weeks (which may vary according to Trust policy.) 
Single post-operative dose. 
Dwell time: Up to one hour. 
 
Possible side effects and complications: 
• Chemical cystitis; 
• Allergic reactions e.g. rash on hands and feet; 
• Leukopenia; 
• Thrombocytopaenia; 
• Reduced bladder capacity. 
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APPENDIX 3 
 
Overview of Epirubicin 
 
Dose: 50mg. 
Diluent: Sodium Chloride 0.9%, for injection. 
Volume of diluent: 50mls. 
Schedule: Weekly for 6-8 weeks. 
Single post-operative dose 
Dwell time: 1 hour. 
 
Possible side effects and complications: 
• Chemical cystitis; 
• Allergic reaction; 
• Haematuria; 
• Reduced bladder capacity. 
 
APPENDIX 4 
 
Overview of Bacillus Calmette-Guerin 
 
Dose: Varies between pharmaceutical companies and measured in Colony Forming 
Units (CFU’s). Strain varies between individual pharmaceutical companies. 
Diluent: Sodium Chloride 0.9% for injection. 
Volume of diluent: 50mls. 
Schedule: Weekly for six weeks – as part of induction course. 
A maintenance regime, agreed locally, may then be initiated at regular intervals 
for up to 3 years. 
Dwell time: Maximum of 2 hours. 
 
Possible side effects and complications: 
• Cystitis and dysuria; 
• Haematuria; 
• Fever; 
• Pneumonitis; 
• Fatigue; 
• Joint Pain; 
• Granulomatous prostatitis; 
• Reduced bladder capacity; 
• BCG sepsis. 
 
APPENDIX 5 
 
Overview of Hyperthermic Mitomycin 
 
Dose: 40mg. 
Diluent: Sodium Chloride 0.9% for injection. 
Volume of diluent: 40mls 
Schedule: Weekly for six weeks (according to local trust policy) 
Dwell time: Up to one hour at 43 degrees celsius 
Possible side effects and complications: 
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• Chemical cystitis; 
• Allergic reactions eg rash on hands and feet; 
• Leukopenia; 
• Thrombocytopaenia; 
• Reduced bladder capacity; 
• Increased LUTS; 
• Bladder spasms. 
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