Case Report

DOI: 10.21276/APALM.1491

Urinary Bladder Cancer: Two Rare Cases
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ABSTRACT

Urinary bladder carcinoma is the seventh most common carcinoma worldwide. Most common type is urothelial carcinoma. Rest of the
types are squamous cell carcinoma, Adenocarcinoma, small cell carcinoma, sarcoma. Here we present two rare cases of urinary bladder
carcinoma one 72 yr. male diagnosed as Adenocarcinoma and another 55 yr. female diagnosed as Squamous cell carcinoma, both presented

with features of hematuria and irritating symptoms of bladder.
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Introduction

Bladder tumor is the seventh most common tumor
worldwide. Urothelial carcinoma is the commonest type
accounting of 90% of all primary tumors of the bladder.
As per the Indian Cancer Registry data in men, it is the 9™
most common cancer accounting for 3.9% of all cancers.
Male to Female ratio of urinary bladder cancer is 8.9 :1. In
urothelial carcinoma there is a high tendency for divergent
differentiation leading to a variety of histologic variants.

Primary adenocarcinoma of bladder is derived from
the urothelium of bladder but exhibit a pure glandular
phenotype. Patients usually presented in 6" and 7" decade of
life with male predominance. ["* Squamous cell carcinoma
of bladder is a rare malignancy accounting for 1-3 % of
bladder. Infection with parasite Schistostoma hematobium
is an important risk factor in the parts of the world where
organism is endemic. ®! In both Adenocarcinoma and
Squamous Cell Carcinoma, hematuria is the most common
symptom, but some patients present with bladder irritation
symptoms.

Here we present two rare cases of urinary bladder
carcinoma, 72 Yr male presenting with adenocarcinoma
and 55 yr female presenting with squamous cell carcinoma.

Case Report

CASE 1: A 72-year male patient presented in the
surgery outdoor with complain of on and off hematuria
and increasing frequency and burning sensation during
micturition for past 2 months. Patient is a known diabetic,
hypertensive and has hypothyroidism for which he is on
medication.

Physical examination was within normal limits. An
ultrasound was done which showed normal size and
shape of urinary bladder with an echogenic mass (27 x 26

mm) seen in the lateral wall. No lesion was found in the
colorectal area. After which cystoscopic biopsy was taken
and send to the department of pathology, it consists of
multiple fragmented tissue pieces all together measuring
(4x3x1.5) cm. Whole of the tissue was processed.

Microscopy showed back to back arrangement of glands
with definite invasion in muscularis propria. The glands
were morphologically adenocarcinoma of intestinal type.
No evidence of urothelial carcinoma was found even
after repeated processing and sectioning of whole of
the tissue. Histomorphological features consistent with
the diagnosis of Invasive Adenocarcinoma of bladder
(enteric type) .( Fig. 1)

Metastatic Adenocarcinoma was ruled out with the study
of ultrasonography and C.T. scan and other ancillary
investigations which was negative for any primary in
colorectal area.

CASE 2: A 55-year-old female presented to the surgery
outdoor with the complain of hematuria for 3 months.
Physical examination was not significant. Then an
ultrasonography was performed that revealed a large
lobulated heterogeneous space occupying lesion (60x50x27)
mm at the right lateral wall of the urinary bladder.

A cystoscopic biopsy was taken consisting of multiple
fragmented tissue pieces all together measuring (3x2x1)
cm. Whole of the tissue was processed.

Microscopically it revealed squamous cells with definite
pearl formation along with intercellular bridges arranged
in sheets. Most of the area showing mild to moderate
differentiated form. No area of Urothelial carcinoma was
seen even after searching meticulously. Histomorphological
features are consistant with Invasive Squamous Cell
Carcinoma .(Fig. 2)

This work is licensed under the Creative Commons Attribution 4.0 License. Published by Pacific Group of e-Journals (PaGe)



Gupta et al.

C-177

‘ R I-j 3 & Ry o ) "Q
Fig. 1: Pictograph showing low power and high power
(inset) view of Adenocarcinoma of urinary bladder,
enteric type. H&E Stain 100X and 400X (inset).

Discussion

Urinary bladder cancer arises from epithelial lining
(urothelium) of the urinary bladder. The most common
type is Urothelial carcinoma. Other less common types
include squamous cell carcinoma, adenocarcinoma,
sarcoma, small cell carcinoma and secondary deposits
from other cancers in the body. The common origins of
secondary bladder adenocarcinomas include the colon,
prostate, endometrium, cervix, breast and lung.

Adenocarcinoma is an uncommon malignancy in the
urinary bladder, which may arise primarily in the bladder
as well as secondary from a number of other organs.
Most notably, almost 90% of bladder tumors in patients
with exstrophy of bladder are adenocarcinoma. ! Up to
10% of all bladder cancers are adenocarcinomas in areas
where schistosomiasis is endemic. [ Other possible risk
factors include chronic irritation, obstruction, cystocele
and endometriosis. Grossly, bladder adenocarcinoma
usually arises from the trigone and posterior wall but can
be found anywhere in the bladder. Histologically, bladder
adenocarcinoma exhibits various growth patterns: (a)
enteric (colonic or intestinal); (b) mucinous (colloid); (c)
signet ring cell; (d) mixed patterns and (e) not otherwise
specified (NOS). ¥

The enteric pattern is composed of intestinal-type
glands with pseudostratified columnar cells and nuclear
atypia, closely resembling colorectal adenocarcinoma.
It may produce intracellular or extracellular mucin, and
necrosis is not infrequent. In this case, adenocarcinoma
is of enteric type.

The mucinous pattern produces abundant extracellular
mucin with tumor cells floating in a pool of mucin. The
signet ring cell pattern is composed of diffusely infiltrative
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Fig. 2: Pictograph showing low power view of Pure
Squamous Cell Carcinoma of urinary bladder. H&E Stain
100X.

poorly differentiated cells with prominent intracellular
mucin and indented eccentric nuclei. A number of
benign glandular lesions should be also considered in the
differential diagnosis of bladder adenocarcinoma.

Cystitis cystica et glandularis may become florid, mimicking
adenocarcinoma. In our case report the diagnosis of
primary bladder carcinoma was made only after exclusion
of secondary involvement by adenocarcinoma from other
organs. Secondary bladder adenocarcinomas are more
common than primary adenocarcinoma.

It is very difficult to differentiate urachal from non urachal
origin of bladder adenocarcinoma. Due to the presence of
lateral location of the tumour, absence of cystitis cystica
and cystitis glandularis on histopathology, with definite
evidence of adenocarcinoma involving the full thickness
of bladder wall including deep tissue and no evidence of
urachal elements, involvement of space of Retzius, anterior
abdominal wall or umbilicus seen morphologically or
radiologically, in this case the diagnosis of primary
adenocarcinoma of bladder was considered.

Non-cystic urachal adenocarcinomas resemble the
primary urinary bladder adenocarcinomas and exhibit
a similar histological spectrum . The enteric type is
morphologically indistinguishable from colorectal
adenocarcinoma (WHO 2016).

In countries such as Egypt where schistosomiasis was
endemic, SCC has historically represented the predominant
histological type of bladder cancer. Schistosomiasis is
considered the major predisposing factor for SCC and is
responsible for the high incidence of SCC in these regions. !

In both SCC and Urothelial carcinoma, tobacco smoking
has been reported as a major risk factor for bladder
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cancer. Squamous metaplasia involves non-keratinizing
or keratinizing whitish plaques floating on an inflamed
urothelium and has been linked to SCC. ']

Therisk ofbladder cancer development following squamous
metaplasia is 21-42%. " SCC is described as an epithelial
neoplasm exclusively displaying histological features such
as squamous pearls, intercellular bridges, and keratohyalin
granules.'” ( WHO 2016). Although squamous features
are present in Urothelial carcinoma variants with mixed
histology, the definition of SCC or pure SCC is reserved
for tumors that only contain squamous components without
any evidence of urothelial components. *! In this case
inspite of repeated processing and sectioning no evidence
of Urothelial carcinoma was found.

SCC has a preference for the trigone region, but may also
occupy any region of the bladder, including diverticula,
or extend locally to the urethra or ureter. SCC tumors are
rarely superficial, and early stage tumors, i.e. Ta and T1
tumors, are uncommonly encountered.

Pathological prognostics of SCC include tumor stage,
grade, Lymphovascular invasion, and presence of Lymph
Node involvement. A recent analysis of all stage III and
stage IV bladder cancer cases in Ontario, Canada, noted
that whilst the disease course of SCC was more rapid
compared to TCC, the 5-year overall survival (OS) of
SCC was equivalent to TCC after adjusting for covariates.
Radical cystectomy and urinary diversion is the standard
treatment of SCC of the urinary bladder.
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