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ABSTRACT
The spectrum of the bladder cancer is quite diverse, with urothelial cancer making up the
majority of the cases. Urothelial carcinoma represents more than 90.0% of bladder cancers.
Most cases of urothelial carcinoma of the bladder present in patients over the age of 50 years.
We present a case report of a 47 year old male, who presented with complaints of blood in
urine for one and a half months. CT-Scan showed an endophytic mass lesion involving left
posterolateral wall of urinary bladder and left vesicoureteric junction. He was operated upon
and was diagnosed as high grade urothelial carcinoma with sarcomatoid differentiation on
histopathogical examination. Our patient was administered adjuvant chemotherapy, cisplastin
50mg/m2 x 6 cycles. He is doing well after 6 months of follow up period.
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INTRODUCTION
Bladder cancer is the seventh most commonly diagnosed cancer seen in males worldwide.1 It
drops to 11th when both males and females are accounted. The age-standardised incidence rate
for men and women is 9.0 and 2.2 globally.1Heamturia is a major presenting symptom and its
awareness can lead to early diagnosis, individualized treatment and follow-up and key to a
successful outcome.2 Bladder Carcinoma presents with a disease either confined to the mucosa
(stage Ta, CIS) or submucosa (stage T1) in approximately 75.0% of the cases.2
The spectrum of bladder cancer is quite distinctive with majority of the cases comprising of
urothelial cancer.3 Urothelial cancer is 90% of all the bladder cancers and mostly found in its
pure form. Urothelial cancer shows variant histologic features, known as divergent
differentiation, seen in 7.0% to 81.0% cases.4,5 The variants of invasive urothelial carcinoma
are squamous differentiation, glandular differentiation, nested pattern, microcystic,
micropapillary,

lymphoepithelioma-like,

plasmacytoid

and

lymphoma-like,

sarcomatoid/carcinosarcoma, giant cell, trophoblastic differentiation, clear cell, lipid cell and
undifferentiated.4

CASE SUMMARY
A 47 year old male presented to the Surgical OPD with complaints of blood in urine for one
and a half months. CT-Scan showed an endophytic mass lesion involving left posterolateral
wall of urinary bladder and left vesicoureteric junction. Clinical diagnosis of urinary bladder
mass with vesicoureteric junction involvement was made. Our patient underwent transurethral
resection of bladder tumor.
Grossly, the resected mass was multiple, creamish brown, soft and measured 2x1.8 cms in size.
On microscopy, foci of dysplastic urothelium with irregular nests of atypical tumor cells
infiltrating the stroma with muscle fibres was seen. The tumor cells were moderately
pleomorphic with round to ovoid vesicular nuclei and prominent nucleoli. Foci of atypical
plump to spindle shaped tumor cells in fascicles were also seen with surrounding stromal
lymphocytic response (Figure 1 and 2). On immunohistochemistry, tumor cells showed showed
diffuse cytoplasmic positivity for CK7 (Figure 3) and the spindle cells showed focal
cytoplasmic positivity for vimentin (Figure 4). A histopathological diagnosis of high grade
urothelial carcinoma with sarcomatoid differentiation was given. Patient was administered
adjuvant chemotherapy, cisplatin 50mg/m2 x 6 cycles. Our patient is doing well after 6 months
of follow up period.
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Figure 1: Tissue section showed foci of dysplastic urothelium with irregular nests of atypical
tumor cells infiltrating the stroma with muscle fibres. Foci of atypical plump to spindle shaped
tumor cells in fascicles were also seen with surrounding stromal lymphocytic response.
Haematoxylin and Eosin x 10X

Figure 2: The tumor cells were moderately pleomorphic with round to ovoid vesicular nuclei
and prominent nucleoli. Haematoxylin and Eosin x 40X
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Figure 3: On immunohistochemistry, tumor cells showed showed diffuse cytoplasmic
positivity for Cytokeratin7. IHC CK7x 40X.

Figure 4: Immunohistochemical expression of Vimentin on the spindle cells showed focal
cytoplasmic positivity. IHC Vimentin x 40X.

DISCUSSION
Urothelial carcinoma (UC) shows a wide range of clinical features and morphology. It has a
peculiar capacity for divergent histologic differentiation into the entire spectrum of histologic
variants such as squamous, glandular, sarcomatoid, small cell, micropapillary, clear cell,
lymphoepithelial, and plasmacytoid components.6-8 The UC should be classified with the type
of differentiation observed if any divergent differentiation is seen together with the usual UC.7,8
www.bjmhr.com
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Sung et al supported monoclonal cell origin of sarcomatoid carcinoma and suggested that
clonal divergence may occur during tumour progression and differentiation by demonstrating
identical pattern of non-random X-chromosome inactivation and significant overlap of loss of
heterozygosity in both carcinomatous and sarcomatous components.9
In most of the cases, the epithelial component is urothelial carcinoma with squamous or
glandular differentiation and the mesenchymal element was poorly or undifferentiated spindle
cells with or without heterologous elements.10,11 Our case showed a predominant component
of plump to spindle shaped cells. Immunohistochemistry is able to assist in determining cell
lineage, with epithelial elements reacting with cytokeratins, whereas mesenchymal
components react with vimentin and other markers corresponding to the specific mesenchymal
differentiation.
It is hard to make a decision when early aggressive cystectomy should be performed, making
the management quite challenging.12 The reference standard for the muscle-invasive tumors
(radical cystectomy) is inadequate as a single therapy.13 Such patients may have a better
survival by the use of neoadjuvant therapy.13,14 Following factors are likely to be associated
with aggressive disease, tumor multifocality, tumor size greater than 5 cm, associated CIS,
involvement of the prostate and lymphovascular invasion.13,14
Treatment for most of the low grade and Ta superficial urothelial carcinoma is local resection
of the tumor with close observation or intravesical therapy, whereas more aggressive treatment
including cystectomy and/or radiation or chemotherapy are often done in patients with highgrade or T1 tumors who have a greater chance to progress to deeply invasive cancer with a
much higher mortality rate.15,16 However, the tumor grade and stage have limited ability to
predict tumor progression.14But, there is a relatively low incidence of sarcomatoid variant and
hence, no randomised controlled trials have been conducted by far to dictate optimal
management for such tumours. The existing literature is reliant on case series, and there are
limited systemic options available following local treatment with no consensus regarding the
best treatment option.17
A study by Robinson et al have shown that carcinosarcoma did not have a worse prognosis
than a classic high-grade urothelial carcinoma. There was no significant difference in grade,
stage, positive surgical margin, lymph node involvement, associated prostate cancer or
progression incidence rate, all-cause mortality, or by disease. However, carcinosarcomas
represent three times the volume of urothelial cell tumors, which can contribute to its reputation
as an aggressive tumor and the sarcomatous elements do not seem to confer a worse
prognosis.18
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CONCLUSIONS
Urothelial carcinoma with mixed histologic features identified at transurethral resection of
bladder tumor portends a locally aggressive and advance disease. Any amount and type of
divergent differentiation appears to be significant and therefore should be reported. Patients
with mixed histologic features might benefit from an aggressive treatment strategy.
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