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Dr. Montgomery:

Great. Thank you so much Morgan. That's a very kind introduction and it's really my great pleasure to be
here to talk with the good folks of BCAN regarding the TURBT procedure often known as TURBIt. This is
something that is a procedure that every bladder cancer patient experiences at some point, and | just
like to add that BCAN is an organization that's very dear to my heart and is | think one of the best cancer
support groups that | had the pleasure of working with. I'm really happy and fortunate to be here today.
We'll start with a brief bladder cancer overview.



Dr. Montgomery:

Bladder cancer is the fourth most
frequent cancer in men and 12th most
frequent in women. It has a high
incidence, but overall a low mortality,
and that means that there ends up
being a lot of patients that are living
with a bladder cancer diagnosis. With
that, because of the surveillance
methods we use such as cystoscopy
and CT scans, it is also one of the most
expensive cancers in surveillance.
Bladder cancer once it is treated has a
high risk of recurrence, up to 61% at
one year and 78% at five years. This
ongoing surveillance is a crucial
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component of a patient's treatment pathway. Patients are also at risk of progression.

Meaning, the cancer going from one stage to the next or most more advanced stage, up to 17% at one
year and 45% at five years. As Morgan mentioned, the incidence in the United States is approximately
82,000, but the prevalence is 277,000. Meaning, again that there's a lot of patients that are living with

the diagnosis of bladder

cancer.

I'm going to focus on the
transurethral resection of
bladder tumor, TURBT or as it's
often called the TURBIt. Why
do you need to have this
procedure? Well, the
important thing here is that we
need tissue to make the
diagnosis. The tissue that's
removed during the procedure
is looked under a microscope

o the pathologist and ten

the pathologist give us the
diagnosis.

Transurethral Resection of Bladder Tumor BCAN
(TURBT or TUR-BIT)

* We need tissue to make the diagnosis

* What matters?
+ Grade

+ Depth of Invasion

Ureters

) SN,

* High vslow

T4 - spread into
nearby structure
eg the prostate gland

Now the vast majority of bladder tumors are what we term bladder cancer also known as your urothelial
cancers, but the things that were additionally interested in is the tumor grade. Meaning, how abnormal
the cells look. The grade can either be high grade, which means that these cells are very disorganized.
They can tell that they're urothelial cells, but they really look like they've lost their way versus low-grade
where they look more like classic urothelial cells, but it still is by definition a cancer. High grade cancers
tend to behave more aggressively than low-grade cancers. This is an example of a high grade cancer and
this is what a bladder tumor looks like on a low power microscope.



Dr. Montgomery:

| also mentioned that we're

interested in the depth of BCKI;I,
invasion. The pathologists Bladder cancer - classification
are able to tell us how

. . Non-Muscle-Invasive Bladder Cancer
deeply this tumor invades. (NMIBC, approximately 70%) of which

Ta are 70%

Superficial tumors like TA or T are 20%

even carcinoma in situ, S

whichis right on the surface | "eCersl
of the bladder versus more ahdMIBC

invasive types of bladder
cancer. T1 that starts to
invade into the lamina
propria, T2 into the muscle
of the bladder, and T3 into e e e e s

the surrounding fat of the

bladder. Here we see T4 cancer which is direct invasion into the prostate. We can also get an idea of
depth of invasion during the TURBT procedure with an examination under anesthesia. That's essentially
the surgeon palpating the bladder through the abdominal wall.

Muscle-Invasive Bladder Cancer

Next slide please. Again, on the bladder cancer classification, a very important distinction is non-muscle
invasive bladder cancer versus muscle invasive bladder cancer. As you can see, the majority of bladder
cancers that we diagnose are non-muscle invasive bladder cancers, that includes Ta, T1 and carcinoma
in situ. These types of bladder cancer are amenable to intravesical treatments or treatments with
medications within the bladder in order to halt their recurrence. Muscle invasive bladder cancers are
treated more aggressively, generally with consideration of neoadjuvant chemotherapy or chemotherapy
before treatment, and then classically cystectomy or bladder removal surgery or radiation therapy. This
distinction between non-muscle invasive and muscle invasive bladder cancer is crucial.
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