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Glossary 

BCa Bladder cancer 

BSM Bladder Scheduling Meeting 

CIS Carcinoma in situ 

HCA Healthcare Assistant 

LUTS Lower urinary tract symptoms 

MCS Urine microscopy, culture and 

sensitivity test 

MDT Multidisciplinary Team 

NMIBC Non-muscle invasive bladder 

cancer 

PDD Photodynamic diagnosis 

PROMs Patient reported outcome 

measures 

SI-MMC Single-instillation mitomycin 

SOP Standard Operating Procedure 

TULA Transurethral laser ablation 

TURBT Transurethral resection of 

bladder tumour 

UIU Urology Investigation Unit 
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Foreword 

The 2018 GIRFT national specialty report on urology demonstrated a wide variation in 

practice across the NHS and highlighted the need for improvement in urological practice in a 

range of areas. The GIRFT Academy aims to identify good practice and provide guidance on 

service improvement, particularly focusing on common conditions and frequent interventions, 

thereby maximising impact. 

Bladder cancer is the fifth most common cancer and transurethral laser ablation (TULA) has 

become a core element of bladder cancer services allowing outpatient, local anaesthetic-

based care for many patients. The delivery of transurethral laser ablation of bladder cancer 

lesions has been adopted by many Urology units in England and has shown significant 

promise in improving the delivery of bladder cancer services.  

This guide is intended to be a ‘how-to’ manual, focused on practical, implementable advice. 

It is aimed at a wide audience, from new practitioners and service managers to established 

services seeking to optimise or scale their activity. 

We recognise the variability in resources, patient populations, and local challenges. By 

integrating the experience of clinical experts from established centres and aligning with 

existing evidence, this guide seeks to offer solutions that are both flexible and grounded in 

best practice. 

Mr Sachin Agrawal, Chair of GIRFT Academy TULA working group. Consultant Urologist at 

Ashford and St Peter’s Hospitals NHS Foundation Trust 

Mr John McGrath, GIRFT co-lead for Urology and Consultant Urologist at the Royal Devon 

and Exeter Foundation Trust 

Mr Kieran O’Flynn, GIRFT co-lead for Urology and Consultant Urologist at the Northern Care 

Alliance NHS Foundation Trust 

  

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2018/07/GIRFT-Urology.pdf
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Delivery Checklist 

Location & 
environment 

• Trusts should aim to develop outpatient-based treatment settings for TULA, ideally 

within a dedicated Urology Investigation Unit (UIU). 

• A laser safe environment is needed in line with local laser safety policies (early 

estates involvement is recommended).  

• Ensure outpatient administration of single-instillation mitomycin (SI-MMC) is available 

where appropriate. 

• Room size should allow for patient transfer (bed to trolley), emergencies and comply 

with NHS standards for endoscopy or outpatient procedure rooms.  

• The room should include suction equipment and adequate ventilation. 

• Emergency pathways and equipment should be considered. 

Staffing 

• Staffing for a TULA session should include one operator, one nurse and one HCA for 

efficient preparation and turnover. 

• Consider a 2nd flexible/circulating HCA to aid patient flow/preparation. 

• Provide regular training and mentorship opportunities, particularly in laser safety and 

advanced techniques. 

• Ensure administrative support for scheduling, data collection and coding. 

Resources & 
equipment 

• Provide laser compatible digital flexible cystoscopes. 

• Ensure availability of dual-diode (or equivalent) lasers and fibres. 

• Provide laser safety equipment. 

• Suction equipment to enable fluid / smoke evacuation. 

• Consider environmental impact of reusable and disposable flexible cystoscopes. 

• Ensure maintenance & service contracts are in place. 

Clinical 
pathway 

• Aim to see and treat low and suitable intermediate risk lesions at presentation. 

• Establish a Bladder Scheduling Meeting (BSM) to ensure the right procedure is 

provided in the right setting. 

• Initially develop dedicated TULA lists to enable efficiency whilst working towards 

making TULA an option in all flexible cystoscopy sessions. 

• Use visual appearance & scoring systems to predict risk groups. 

Pre-procedure 
& on-day 
assessment 

• Pre-operative urine MCS should be considered in line with TURBT practice. 

• Do not routinely perform a urine dipstick test on the day. 

• Pre-operative health checks are not routinely required. 

• Do not routinely use antibiotic prophylaxis (individual patient basis only).  

• Do not routinely stop anticoagulation (individual patient basis only). 

• Consider high-risk anaesthetic review for patients with high-risk NMIBC with 

borderline fitness where TURBT may be the preferred management option. 

• Avoid unnecessary preparation steps like changing into hospital gowns. 

Bladder cancer 
diagnostics & 
treatment 
pathways 

• Adopt TULA as the default option for ideal risk groups outlined in Section 3. 

• Consider dedicated lists for the extended indications. 
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Red-patch 
pathway 

• Perform biopsy and laser ablation during the same session for 

suspicious/indeterminate lesions. 

• Exclude differentials (Review NMIBC & microbiology history / assess for LUTS).  

• Send urine MCS (if not performed previously) to exclude infection. 

• At flexible cystoscopy, characterise lesion, perform bladder map, +/- record 

image/video. 

• Biopsy indications include: 

o Suspicious Red patches without prior biopsy 

o Red patches in patients with prior NMIBC 

o Suspicious or persistent lesions 

• For indeterminate lesions (if TULA is not available) consider treating potential causes 

with an interval 4-6 week re-assessment +/- biopsy. 

• Consider urine cytology / molecular markers, imaging enhancement modes or PDD 

for indeterminate/inconclusive histology or in cases where they may influence 

management. 

• Histology and follow-up should be within a virtual clinic. If biopsies are negative 

discharge with re-referral advice. 

Training & 
workforce 
development 

• Initially start with a team of 2 operators with 1 session per week. 

• Consider a visit to an established TULA service. 

• Equip teams with an understanding of techniques, laser technology and equipment.  

• Establish:  

o Bladder scheduling meeting for case-based discussion 

o Mentorship and competency-based sign-off 

o SOPs for peri-procedural care and decision-making 

o MDT & audit of outcomes 

o Aim for continuity of care with initial operators performing first checks 

o Aim for graded progression 

o A TULA service lead responsible for governance / outcome monitoring 

Financial & 
environmental 

• Code all outpatient procedures appropriately to recognise work delivered. 

• Work with coding departments to ensure financial viability. 

• See GIRFT greener pathways guide to bladder cancer. 

Data 
monitoring & 
improvement 

• Review metrics such as case volume, complication rates, and patient reported 

outcomes (PROMS) to evaluate service performance. 

• Benchmark to identify best practices and areas for improvement. 

• Implement digital tools for patient records, scheduling, and follow-up to streamline 

administrative processes. 

• Model services to predict demand and optimise resource allocation. 

Documentation 

• Collect essential data: patient age, gender, comorbidities, and BCa history. 

• Standardised procedural templates: bladder map or imaging, size, location, number, 

risk group. 

• Consider methods to store imaging or video bladder map. 

• Laser: record lasers wavelength, settings, energy usage and duration. 

• Safety netting measures: MDT histology review, Clavien-Dindo and PROM monitoring 

• Risk scoring systems: use a validated BCa risk models for recurrence and 

progression rates. 

  

https://gettingitrightfirsttime.co.uk/girfts-first-greener-pathway-reducing-the-carbon-footprint-of-the-bladder-cancer-pathway-while-enhancing-patient-care/
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Introduction 

Background 

Bladder cancer care is common to urology services, with approximately 10,500 new cases 

every year in the UK. Management is complex and challenging, impacting patients, 

clinicians, theatre and inpatient resources. The patients affected are often frail or have co-

morbidities and therefore require safer treatments.  

Trans urethral laser ablation (TULA) offers a minimally invasive treatment option that can be 

delivered in an outpatient setting for several patient groups with non-muscle invasive bladder 

cancer (NMIBC). In addition, it may help address some of the diagnostic challenges of the 

indeterminate ‘red patch’ often found in investigations for bladder cancer. TULA may be 

particularly beneficial for older people with frailty who may not tolerate traditional 

interventions.  

The increasing adoption of TULA technology across NHS trusts reflects its potential to 

transform care for several patient cohorts. Over 100 TULA services have now been 

established in the UK, with an estimated 8,000 to 10,000 procedures being performed 

annually. However, significant variability in service delivery and data quality exists.  

This guide on TULA services has been developed to provide practical, actionable insights for 

healthcare professionals involved in setting up and improving services. It reflects the 

collaborative efforts of expert clinicians and key stakeholders who participated in a structured 

one-day workshop to consolidate best practices and address common challenges faced by 

those actively delivering the service. 

The aim of this resource is to act as a comprehensive yet accessible manual for developing 

TULA services across the NHS with best practice and supporting resources. 

Who should read this guide? 

This document is aimed at clinicians who care for people with NMIBC or who are involved in 

haematuria diagnostic pathways and senior managers who are responsible for providing or 

commissioning bladder cancer services.  

The guide’s structure 

The first section of this guide describes the key considerations in establishing a TULA 

service, including the location, staffing and resource requirements. The second section is 

focused on the operational aspects of the service with an emphasis on inclusion and 

extended criteria for TULA and the patient pathways, the importance of Bladder Scheduling 

Meetings (BSM), preparation and on-the-day patient assessment. Inclusion and extended 
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criteria are discussed in section 3 as it is anticipated that with increasing operator 

experience, the practice and scope of TULA will increase. Sections 4 to 6 deal with training 

and workforce developments, financial and environmental considerations and the importance 

of data acquisition to ensure we gain a full understanding of the role that TULA can play in 

NMIBC management. 

The focus of this guide is deliberately practical. It prioritises actionable steps, enabling teams 

to confidently navigate the complexities of establishing and scaling TULA services. Inspired 

by the workshop’s format, which emphasised real-time collaboration and content 

development, this guide serves as a tool to accelerate implementation without overburdening 

teams with exhaustive processes. 

How This Guide Was Developed 

This guide was informed by an expert working group, through a one-day workshop, 

structured around interactive tabletop exercises, participant feedback, and real-time 

transcription of discussions. Drawing on the expertise in the room, the guide was developed 

with the aim of providing concise, evidence-based guidance that prioritises practical 

application. 

Acknowledging the diversity of TULA services and the challenges many teams face, the 

guide emphasises flexibility and scalability. Where gaps in consensus emerged, these have 

been flagged for further discussion and refinement, so that the guide can be kept ‘live’ with 

future updates to reflect evolving practice. 

Using This Guide 

This guide is not intended to duplicate existing clinical guidance but to complement it by 

providing operational insights and implementation strategies. It should be considered as a 

‘how-to’ manual for building and sustaining effective TULA services. 

Whether setting up a new service, seeking to optimise an existing one, or troubleshooting 

specific challenges, the guide offers practical steps and key takeaway messages to support 

the patient journey. 
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1. Establishing a TULA service and operational aspects 

The key principle is to aim to move care to outpatient-based pathways and environments, 

avoiding theatre and unnecessary admission. The key components of establishing a service 

are outlined in Figure 1 and specifics are discussed below. 

Figure 1 Key steps to establishing a TULA service 

 

Location and environment: Urology Investigation Units 

 

Adjacent facilities for patient preparation and recovery need to be considered. UIU waiting 

areas may be ideal for this with access to toilets and the ability to provide a urine sample. 

These areas support efficient patient flow, waiting, pre-procedure discussions and short-term 

recovery. These should allow for SI-MMC instillation and if needed bladder irrigation with 

appropriate safety and disposal areas. The need for inpatient conversion/irrigation is rare but 

should be considered if TULA is delivered at a non-acute site. 

Business 
case 

Laser safety 

(involve estates 

early)  

Standard 

Operating 

Procedure 

Staffing 

training and 

mentorship 

Evaluation 

and audit 

Key Quality Actions 

• Trusts should aim to develop outpatient based treatment settings for TULA, ideally 

within a dedicated Urology Investigation Unit (UIU). 

• A laser safe environment is needed in line with local laser safety policies (early estates 

involvement is recommended). 

• Ensure outpatient administration of single-instillation mitomycin (SI-MMC) is available 

where appropriate. 

• Room size should allow for patient transfer (bed to trolley), emergencies and comply 

with NHS standards for endoscopy or outpatient procedure rooms.  

• The room should include suction equipment and adequate ventilation. 

• Emergency pathways and equipment should be considered. 
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1.1 Staffing 

 

1.2 Resources and equipment 

 

 

Key Quality Actions 

• Staffing for a TULA session should include one operator, one nurse and one healthcare 

assistant (HCA) for efficient preparation and turnover. 

• Consider a 2nd flexible/circulating HCA to aid patient flow/preparation. 

• Provide regular training and mentorship opportunities, particularly in laser safety and 

advanced techniques. 

• Ensure administrative support for scheduling, data collection and coding. 

Key Quality Actions 

• Provide laser compatible digital flexible cystoscopes. 

• Ensure availability of dual-diode (or equivalent) lasers and fibres. 

• Provide laser safety equipment. 

• Suction equipment to enable fluid / smoke evacuation. 

• Consider environmental impact of reusable and disposable flexible cystoscopes. 

• Ensure maintenance and service contracts are in place. 

Key additional equipment includes: 

• drapes and lubricant / local anaesthetic gel 

• availability of prophylactic antibiotics 

• irrigation (1 litre sterile water) and giving sets  

• laser port +/- taps & laser fibres 

• biopsy forceps & specimen pots  

• baskets (for larger specimen retrieval) 

• SI-MMC instillation kit, storage area & disposal equipment 

• catheters, bladder / luer lock 50ml syringes 

• suction tubing 
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2. TULA Clinical Pathway – Key considerations 

 

 

This section outlines key considerations in the TULA pathway, including patient scheduling, 

pre-operative testing and organisation of lists. It also highlights aspects that support efficient 

and safe service delivery. Initially aim for 5 - 6 cases per week, mature services will require 

up to 600 slots per year for a 500,000 patient catchment or roughly 12 slots per week. 

The management of NMIBC can be complex and risk stratification should be based initially 

on endoscopic appearances which generally correlate with tumour biology. 

For all groups, decision making is centred around patient and tumour factors and an 

experienced operator should be able to make the decision to treat with TULA there and then 

while performing a surveillance cystoscopy. Decisions may be supported by a 

multidisciplinary team, patient wishes, high-risk anaesthetic clinic (HRAC) and bladder 

scheduling meeting. Procedural complexity should be developed with graded progression, 

starting with diagnostics, simpler smaller low-grade lesions, progressing to more complex 

larger lesions and en-bloc techniques. Suitable intermediate groups include: recurrent 

disease, new intermediate risk only in experienced units and performed by an NMIBC 

specialist, and/or patient unfit for general anaesthesia. 

The pathway is outlined in Figure 2 on page 14. 

 

Key Quality Actions 

• Aim to see and treat low and suitable intermediate risk lesions at presentation. 

• Establish Bladder Scheduling Meetings (BSM) to ensure the right procedure is provided 

in the right setting. 

• Initially develop dedicated TULA lists to enable efficiency whilst working towards making 

TULA an option in all flexible cystoscopy sessions. 

• Use visual appearance & scoring systems to predict risk groups. 

 

Clinical considerations for scheduling 

• Stratify patients based on clinical urgency and tumour characteristics 

• Aim for 6 TULA cases per session  

• Complex cases may require an hour or more 

• Weekly or bi-weekly lists depending on patient volume and service capacity 

• Evaluate patients based on tumour risk, volume, location, and comorbidities 
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2.1 Bladder scheduling meeting 

 

The BSM aims to aid treatment decisions when a lesion cannot be treated at the primary 

flexible cystoscopy. Key members of the meeting include healthcare professionals delivering 

TULA or TURBT, bladder Clinical Nurse Specialist and the clinical bookings office. 

Additionally, organisations should aim to address logistics and job planning implications.  

2.2 Pre-procedure and on-day assessment of patients 

 

NICE Guidance, Patient Information and Consent 

Informed decision-making is the cornerstone of patient-centred care. Detailed information 

about TULA should be discussed, including risks, benefits, and alternatives, such as TURBT 

or conservative approaches. TULA has no specific safety concerns but current NICE 

guidance places this under ‘special measures’ with the long-term data lacking at the time of 

publication and subject to audit. TULA pathways should be discussed and ratified in a local 

clinical governance meeting. This should increase awareness of TULA within departments 

and promote the appropriate use of these services: 

• Patient information leaflets should be provided 

• Written informed consent should be obtained 

• Patients with cognitive impairment may require a best interests meeting, including 

family members or guardians following local frameworks 

Key aspects of Bladder Scheduling Meeting (BSM) / List planning 

• Delivered over 30 – 60 minutes weekly  

• Consider BSM to streamline patients to TULA or day case TURBT  

• Supports list planning for graded training and education  

• Lists should begin with straightforward cases 

• Schedule complex cases in the middle or end of a list, with additional time 

Key Quality Actions 

• Pre-operative urine MCS should be considered in line with TURBT practice. 

• Do not routinely perform a urine dipstick test on the day. 

• Pre-operative health checks are not routinely required. 

• Do not routinely use antibiotic prophylaxis (individual patient basis only).  

• Do not routinely stop anticoagulation (individual patient basis only). 

• Consider high-risk anaesthetic review for patients with high-risk NMIBC with borderline 

fitness where TURBT may be the preferred management option. 

• Avoid unnecessary preparation steps like changing into hospital gowns. 
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Single Instillation Mitomycin (SI-MMC) 

Post procedure SI-MMC should be considered in all new cases. At present this is an ‘off 

label’ indication as no quality standard or data exists. However, the consensus opinion is that 

TULA procedures are equivalent to TURBT with best practice including SI-MMC. Units will 

need to develop pathways to facilitate this, with the Urological Investigation Unit best placed 

to facilitate instillation. 

Energy settings 

The optimal energy settings will depend on the laser technology being used. For dual diodes 

the recommend settings are typically 3-4W on 1470nm wavelength or a blend setting of 2w 

1470nm and 2W 980nm. It is necessary to understand the effects of the laser frequency and 

how this interacts with the flexible cystoscopes available, as some interactions interfere with 

image quality. For some tumours high energy settings up to 10W may be needed. Higher 

energy levels may lead to more patient discomfort. 

Virtual or telephone follow up 

One of the benefits of local anaesthetic procedures and patients watching procedures is 

around engagement and a better understanding of care. A plan for follow up can be agreed 

with a patient at the time of a procedure based on predicted histology. This allows for a 

virtual follow up with patients, who are corresponded with or called to confirm an agreed plan 

avoiding a hospital visit. Patients with negative biopsies can be considered for discharge. 

Practical tip: Current practice does not aim to discuss cases in an MDT pre-treatment but 

to proceed with treatment and review histology in an MDT. 
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3. Bladder Cancer Diagnostics and Treatment Pathways 

Figure 2 TULA Pathway for ideal and extended indications based on user experience level 

 
* Suitable intermediate risk: recurrent disease, new intermediate risk only in experienced units and performed by an NMIBC specialist, and/or patient unfit for general 
anaesthesia. 
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3. Bladder Cancer Diagnostics and Treatment Pathways 

 

Expert opinion has identified several diagnostic, surveillance and treatment groups suitable 

for TULA outlined in the table below. Where feasible, biopsy and ablation should be 

integrated into the same session for suitable cases.  

3.1 Inclusion criteria and limitations 

Ideal TULA groups 

• Bladder ‘Red patch’ diagnostic. 

• Recurrent low to intermediate risk lesions in all patients. 

• Post-BCG/Intravesical therapy surveillance. 

Extended indications 

• High-risk disease where a biopsy is required to start radical therapy. 

• High volume disease in patients unsuitable for general anaesthetic. 

• High grade disease in frail/anticoagulated or ‘high-anaesthetic risk’ patients in whom 

radical treatments may not be suitable.  

• Primary treatment in low and suitable intermediate risk NMIBC  (typically ≤3 cm). 

Potential limitations 

• Potential muscle-invasive disease. 

• High volume or high-risk NMIBC disease in patients fit for TURBT (TULA may be 

considered for experienced operators only). 

• Where tumour location may make treatment more difficult, for example bladder neck. 

• High-volume disease in multi-morbid patients, TURBT is preferred and decision for 

TULA should be based on individualised risk-based discussion. 

• Where photodynamic diagnosis or adjuvant imaging modalities may influence care and 

are not available in an outpatient setting.  

• Actively bleeding patients – whilst technically feasible, general anaesthetic procedures 

are preferred.  

Establishing the ideal patient criteria for TULA is essential to optimise patient outcomes. 

TULA offers a minimally invasive treatment alternative to traditional methods such as GA 

Cystoscopy & Biopsy, Cysto-diathermy and TURBT, particularly for patients who are not 

ideal candidates for more invasive procedures. The scope and indication of use is evolving, 

and the above ‘ideal’ and extended groups have been identified and are discussed in the 

following sections.  

Key Quality Actions 

• Adopt TULA as the default option for the risk groups outlined below. 

• Consider dedicated lists for the extended indications. 
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3.2 Red-patch pathway 

 

The management of red patches have become an increasing challenge within diagnostic and 

NMIBC pathways. Findings may signify a spectrum of conditions ranging from benign 

inflammatory changes to NMIBC, or carcinoma in situ (CIS). Early biopsy of these lesions 

would avoid unnecessary repeat procedures and should be considered at the time of 

identification. If NMIBC or CIS is confirmed management should be as per local protocols.  

3.3 NMIBC TULA Groups 

Recurrent low to intermediate risk lesions  

NMIBC with high recurrence rates poses both clinical challenges and place demands on 

resources.  TULA is effective in managing and simplifying pathways for low / intermediate- 

risk disease, lesions that are small (typically ≤3 cm), well-delineated or multifocal. These 

lesions present a low risk of progression and intravesical therapy protocols may also be 

given alongside. 

Post-BCG Surveillance 

Patients undergoing intravesical Bacillus Calmette-Guérin (BCG) therapy will often require 

high levels of surveillance. TULA allows a move from general anaesthetic cystoscopy to 

outpatient local anaesthetic pathways with similar cancer detection rates. Practically, 

dedicated lists allow for patient continuity of care and reduce treatment delays. 

Key Quality Actions 

• Perform biopsy and laser ablation during the same session for suspicious lesions. 

• Exclude differentials (review NMIBC & microbiology history / assess for LUTS).  

• Send urine MCS (if not performed previously) to exclude infection. 

• At flexible cystoscopy, characterise lesion, perform bladder map, +/- record image/video. 

• Biopsy indications include: 

o Suspicious red patches without prior biopsy; 

o Red patches in patients with prior NIMBC; 

o Suspicious or persistent lesions. 

• For indeterminate lesions (if TULA is not available) consider treating potential causes 

with interval 4-6 week re-assessment +/- biopsy. 

• Consider urine cytology / molecular markers, imaging enhancement modes or PDD for 

indeterminate/inconclusive histology or in cases where they may influence management. 

• Histology and follow up should be within a virtual clinic. If biopsies are negative, 

discharge with re-referral advice. 
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High-risk disease where a biopsy is required to proceed to more radical therapy  

In some cases, biopsy is required to proceed directly to more radical/systemic treatments 

where imaging has identified organ confined muscle invasive or metastatic disease. TULA 

can help facilitate care for this group of patients unless more extensive debulking with 

TURBT is needed. 

Frail, high anaesthetic risk or elderly patients  

One of TULA’s primary advantages is its suitability for frail or elderly patients who may not 

tolerate invasive procedures under general anaesthesia due to comorbidities. This 

population often includes individuals with cardiac, pulmonary, or other systemic conditions 

and patients who are often anticoagulated.  Local anaesthetic TULA may provide a safer 

alternative limiting the physical and physiological stress of procedures. Surveillance or 

symptomatic management in this group remains a reasonable alternative. 

Extended / Evolving indications: 

Primary TULA for low & intermediate risk disease 

Experience from managing new primary tumours during COVID and in elderly and frail 

patients suggests TULA is safe in these groups based on long term recurrence and 

progression data. Volume of disease and location will determine the ideal modality between 

TULA or DC TURBT. Procedures should be performed by experienced operators. 

High-volume disease or high-grade disease in frail or ‘high-anaesthetic risk’ patients 

in whom radical treatments may not be suitable  

For patients with high-volume disease or high-risk disease TURBT is preferred. However, 

comorbidities and frailty may pose significant anaesthetic risk. TULA may potentially need 

multiple procedures and rarely a higher-risk general anaesthetic for complications or 

bleeding. A clear risk-based discussion is needed around the benefits of symptomatic 

management versus TULA or TURBT. This may be supported via a multidisciplinary 

discussion and high-risk anaesthetic review where appropriate.  

 

  

Practical Tip: Histological confirmation is essential in new NMIBC or when tumour grade 

or stage would impact a patient pathway or the need for adjuvant therapies. Techniques 

can be modified to adequately sample muscle with base biopsies or en-bloc methods. 

Ablation alone may be performed in cases where histology would not alter further 

management. 

 

Practical Tip: If biopsy indicates unexpected high-grade disease in a patient fit for 

anaesthetic relook TURBT / re-resection should be considered for oncological safety. 
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4. Training and workforce development 

 

An iterative and structured approach to training and workforce development is needed. Steps 

for early adopters are outlined above with workforce increasing as case volumes, complexity 

and expertise grows. Workshops, online and local resources may supplement training and 

offer additional guidance. From a training perspective, the BAUS Endoscopic Skills Course, 

BAUN and the Urology Bootcamp offer practical courses with simulation-based training. A 

direct observation of procedural skills (DOPS) is also available on the Intercollegiate Surgical 

Curriculum Programme (ISCP) for surgical trainees. E-learning modules covering procedural 

basics, laser safety, and case-based scenarios need to be developed. 

Table 1 Criteria for graded progression 

Basic Cases: 

Red patches 

Tumours <1 cm including multifocal in non-challenging locations 

Recurrent low / intermediate risk disease 

Intermediate 

Cases: 

Primary treatment of low risk NMIBC 

Post-intravesical therapy surveillance 

Tumours between 1–3 cm including multifocal 

Anticoagulated patients 

Post-radiotherapy lesions 

Advanced 

Cases: 

Primary treatment of new intermediate risk NMIBC 

Tumours >3 cm / multifocal 

Anatomically complex presentations such as bladder neck or diverticulum 

High anaesthetic risk patients with high-grade disease 

En-bloc techniques 

Palliative management of solid tumours 

Key Quality Actions 

• Start initially with a team of 2 operators with 1 session per week.  

• Consider a visit to an established TULA service. 

• Equip teams with an understanding of techniques, laser technology and equipment.  

• Establish:  

o bladder scheduling meeting for case based discussion; 

o mentorship and competency based sign-off; 

o standard Operating Procedures for peri-procedural care and decision-making; 

o MDT & audit of outcomes; 

o aim for continuity of care with initial operators performing first checks;  

o aim for graded progression; 

o a TULA service lead responsible for governance / outcome monitoring. 
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5. Financial and environmental considerations 

5.1 Coding and financial reimbursement 

 

TULA and outpatient procedures offers significant system cost savings with lower tariffs for 

the NHS, lower procedural costs and improved cost effectiveness and profitability for 

organisations. Working with coding departments is critical for accurate coding and financial 

viability. Financial benefits are modelled on 6 cases per session against 4 TURBT cases. 

Local data on current activity and service utilisation may support funding proposals. 

GIRFT and NHS England have developed new outpatient ablation and en-bloc resection 

codes, the relevant codes and definitions are excerpted in Table 2 below. Consumable costs 

should also be considered. 

Table 2 GIRFT Urology TULA outpatient procedure codes 

Procedure term (short) 
OPCS-4 
code 1 

OPCS-4 
code 2 

OPCS-4 definition for 
code 1 

OPSC-4 definition for 
code 2 

Laser ablation of bladder 
tumour (TULA) 

M423 Y084 
Endoscopic destruction 
of lesion of bladder NEC 

Laser destruction of lesion 
of organ NOC 

Laser resection (en-bloc) of 
bladder tumour (TURBT in OP) 

M421 Y082 
Endoscopic resection of 
lesion of bladder 

Laser excision of lesion of 
organ NOC 

Intravesical instillation of MMC M494 X722 
Introduction of 
therapeutic substance 
into bladder 

Delivery of complex 
parenteral chemotherapy for 
neoplasm at first attendance 

 

 

 

Key quality actions: 

• Code all outpatient procedures appropriately to recognise work delivered. 

• Work with coding departments to ensure financial viability.  



 

GIRFT Urology: Transurethral Laser Ablation for bladder cancer pathway guide 

 

 

 20 

5.2 Environment and sustainability 

 

TULA offers a more streamlined pathway with improved patient safety and sustainability. 

Benefits of this extend beyond financial and operational efficiency to include environmental 

considerations.  

Several factors contribute to environmental and sustainability. Strategies include 

standardised pathways for patient assessment, consent, and follow-up to optimise workflows 

and minimise resource wastage. One-stop models, for example, can integrate diagnostics 

and treatment in a single visit, also reducing patient costs, travel, hospital visits and time off 

work. Waste reduction may be further improved by implementing recycling and disposal 

protocols for consumables aligning with NHS sustainability goals.  

Units will need to consider the benefits and disadvantages of reusable versus disposable 

flexible cystoscopes and different lasers. Functionality may vary and users will need to be 

fully aware of the key differences, including laser settings, tissue effects and working channel 

exit points which will alter technique. Practical differences include: 

• Reusable scopes and accessories: 

o Cost-effective for high-volume services. 

o Requires sterilisation protocols & staffing to ensure patient safety and turnover. 

• Disposable equipment: 

o Reduces infection risks and eliminates the need for sterilisation facilities. 

o Suitable for services with lower caseloads or limited access to sterile services. 

o Higher recurring costs may challenge long-term financial sustainability. 

 

Key benefits & considerations of establishing outpatient TULA services: 

• Reduced overall carbon footprint & resource requirements. 

• Release theatre resource for more complex cases. 

• Reduces patient hospital stays and associated resource consumption. 

• Supports one-stop diagnostic & treatment models, limiting multiple patient visits. 

• Reduces commissioning, organisation and patient costs. 

Practical Tip: Methods to optimise sustainable practice include no surgical gown, avoiding 

trolley drapes and using the trays scopes are delivered in, using smaller 250ml bags of 

irrigation fluids and avoiding urinalysis on the day if patients are asymptomatic. Further 

advice is provided in the GIRFT greener pathways guide to bladder cancer and guidance 

to pre-operative urine testing. 

https://gettingitrightfirsttime.co.uk/girfts-first-greener-pathway-reducing-the-carbon-footprint-of-the-bladder-cancer-pathway-while-enhancing-patient-care/
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6. Data, monitoring and improvement 

 

6.1 Minimum dataset for TULA services 

In TULA services, the detailed documentation of patient and tumour characteristics and the 

application of the EAU bladder cancer risk scoring model are critical to tailoring treatments 

and predicting patient outcomes. These metrics ensure that clinical decisions are evidence-

based and that treatment protocols align with the complexity of individual cases. The expert 

consensus is that establishing a comprehensive national ‘minimum dataset’ will ensure that 

outcomes are measurable, services are auditable and will allow for TULA specific risk 

scoring systems to be developed.  

 

  

Key Quality Actions 

• Review metrics such as case volume, complication rates, and patient reported outcomes 

to evaluate service performance. 

• Benchmark services to identify best practices and areas for improvement. 

• Implement digital tools for patient records, scheduling, and follow-up to streamline 

administrative processes. 

• Model services to predict demand and optimise resource allocation. 

Key Quality Actions for documentation 

• Collect Essential Data: patient age, gender, comorbidities, frailty and BCa history. 

• Standardised procedural templates: bladder map or imaging, size, location, number, risk 

group. 

• Consider methods to store imaging or video bladder map. 

• Laser: Record lasers wavelength, settings, energy usage and duration. 

• Safety netting measures: MDT histology review, Clavien-Dindo and patient recorded 

outcome measure monitoring. 

• Risk scoring systems: use a validated bladder cancer risk model for recurrence and 

progression rates. 

https://doi.org/10.1016/j.eururo.2020.12.033
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Further Information 

Recommended document  Author Overview 

GIRFT Bladder cancer pathway 
guide 

GIRFT, 

BAUS & 

BAUN 

A practical guide to improving bladder 
cancer management, published in 2022, 
including key quality actions and pathway 
diagram. 

GIRFT Greener pathway guide: 
Bladder cancer 

Recommendations for decarbonising 
bladder cancer care, alongside the 
potential annual emissions reductions. 
Published in 2024. 

GIRFT guide to Urological 
Investigation Units (UIU)  

Guide outlining key features, facilities, 
services, and workforce requirements for 
UIUs, published in 2023. 

GIRFT national specialty report on 
urology GIRFT 

The GIRFT national report for urology, 
published in 2018, promoted the roll-out of 
UIUs and greater use of outpatient 
services and day surgery. 

GIRFT Guide to preoperative 
testing: Urine testing before 
elective urological surgery 

GIRFT 

Guide on preoperative testing to deliver a 
standardised approach to screening, 
management and treatment for urinary 
infections prior to elective urology surgery 

TULA for recurrent NMIBC 
Interventional procedures 
guidance 

NICE 

Recommendations on TULA for recurrent 
NMIBC in adults, published in 2019. 

Bladder cancer: diagnosis and 
management [NG2] 

Guideline published in 2015 on diagnosing 
and managing bladder cancer. 

Guidance on muscle-invasive and 
metastatic bladder cancer EAU 

Guidelines on the clinical management of 
MIBC, updated 2024. 

Guidance on non-muscle invasive 
bladder cancer EAU 

Guidelines for NMIBC, TaT1 and 
carcinoma in situ. 

Efficacy of outpatient surveillance 
in post-intravesical BCG 
management of high-risk bladder 
cancer 

Thinagaran, 

et al. 
Clinical Urology 2022 

Prediction of histological stage 
based on cystoscopic 
appearances of newly diagnosed 
bladder tumours 

VA During 

et al. 

Study finding that visual assessment is 
accurate in predicting the presence of 
MIBC, supporting the practice of stratifying 
patients at the time of initial cystoscopy. 

Patient information on TULA BAUS Publication expected 2025. 

https://gettingitrightfirsttime.co.uk/surgical_specialties/urology-surgery/
https://gettingitrightfirsttime.co.uk/surgical_specialties/urology-surgery/
https://gettingitrightfirsttime.co.uk/girfts-first-greener-pathway-reducing-the-carbon-footprint-of-the-bladder-cancer-pathway-while-enhancing-patient-care/
https://gettingitrightfirsttime.co.uk/girfts-first-greener-pathway-reducing-the-carbon-footprint-of-the-bladder-cancer-pathway-while-enhancing-patient-care/
https://gettingitrightfirsttime.co.uk/surgical_specialties/urology-surgery/
https://gettingitrightfirsttime.co.uk/surgical_specialties/urology-surgery/
https://gettingitrightfirsttime.co.uk/surgical_specialties/urology-surgery/
https://gettingitrightfirsttime.co.uk/surgical_specialties/urology-surgery/
https://gettingitrightfirsttime.co.uk/delivering-a-standardised-approach-to-preoperative-urine-testing/
https://gettingitrightfirsttime.co.uk/delivering-a-standardised-approach-to-preoperative-urine-testing/
https://gettingitrightfirsttime.co.uk/delivering-a-standardised-approach-to-preoperative-urine-testing/
http://www.nice.org.uk/guidance/ipg656
http://www.nice.org.uk/guidance/ipg656
http://www.nice.org.uk/guidance/ipg656
https://www.nice.org.uk/guidance/ng2
https://www.nice.org.uk/guidance/ng2
https://uroweb.org/guidelines/muscle-invasive-and-metastatic-bladder-cancer
https://uroweb.org/guidelines/muscle-invasive-and-metastatic-bladder-cancer
https://www.nice.org.uk/guidance/ng2
https://www.nice.org.uk/guidance/ng2
https://doi.org/10.1177/20514158221139897
https://doi.org/10.1177/20514158221139897
https://doi.org/10.1177/20514158221139897
https://doi.org/10.1177/20514158221139897
https://doi.org/10.1308/rcsann.2016.0246
https://doi.org/10.1308/rcsann.2016.0246
https://doi.org/10.1308/rcsann.2016.0246
https://doi.org/10.1308/rcsann.2016.0246
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Topics for further consideration 

In developing this guide, several areas and topics were identified where further research and 

development would be beneficial to improving TULA services. These topics are listed below 

as suggestions for other organisations and groups to consider progressing.  

• Standardised resources and assessment tools. 

• A nationally standardised competency framework to reduce variability across 

centres. 

• Shared training materials, multimedia resources, e-training modules and templates. 

• Models to investigate laser technologies, optimal parameters for different tumour 

factors & techniques. 

• New generation flexible cystoscopy equipment to enable better visualisation and 

treatment of indeterminate lesions. 

• Simulation models.  

• Incorporation of PROMs into the NHS App. 

• Address the challenges of EPR systems by incorporating visual aids when detailed 

drawings are not feasible. 

• A library of procedural recordings to analyse and refine individual techniques.  
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