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Disease Free Survival

» Median follow up was 96 months (10-149).

» Median DFS was 56.6 months & 5-year DFS was 49.2%.

» Median BI-DFS was 45.6 months & 5-year BI-DFS was 47.6%.
» Median OS was 105.0 months with a 5-year OS rate of 62.2%.
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NAC + Concurrent Chemoradiotherapy is a safe & effective bladder-
sparing approach with encouraging long-term outcomes in carefully
selected patients with MIBC
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Background

» Neoadjuvant chemotherapy (NAC) followed by radical cystectomy
(RC) is the established standard of care for nonmetastatic muscle-
invasive bladder cancer (MIBC).

» Chemoradiotherapy (CRT) is an acceptable treatment alternative
for MIBC.

* While NAC has proven beneficial before RC, its value prior to CRT
remains uncertain.

+ This systematic review and meta-analysis aimed to evaluate
the impact of NAC on outcomes of patients undergoing CRT
for bladder preservation.

Methods

+ PROSPERO registration (CRD42024590258).

» Systematic search of PubMed, Embase and Cochrane
databases.

* Inclusion criteria: (i) studies comparing NAC plus CRT
versus CRT alone in MIBC; (ii) both randomized controlled
trials (RCTs) and observational studies.

» Exclusion criteria: Studies with overlapping populations or non-
English publications.

+ Statistical analyses were performed using random-effects models
in Review Manager 5.4.1.

» Heterogeneity was assessed with |2 statistics.




» 3.354 patients from 4 observational
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» 3.354 patients from 4 observational
studies.

Conclusion

Study or Subgroup log[Hazard Ratio] SE Weight IV, Random, 95% CI

Hazard Ratio
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Hazard Ratio

Our analysis found no survival benefit from adding NAC to CRT in patients with

MIBC. However, the quality of the evidence is very low, largely due to the
retrospective nature of the data. Further randomized clinical trials are needed to
clarify the role of NAC in bladder preservation strategies.
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