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We present a case in which a man developed transitional

cell carcinoma of the small bowel 6 months after having
undergone a cystoprostatectomy and ileal conduit urinary
diversion.
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Case report

A 57 year old veterinarian presented with gross
painless hematuria for 1 month. Cystoscopy revealed
a large bladder mass. Abdominal and pelvic CT
scanning confirmed thickening of the anterior, lower
third aspect of the bladder. Streaky densities were also
seen between the edge of the thickened bladder and
adjacent fat. No obvious lymphadenopathy was seen
in the abdomen or pelvis. There was an incidental
horseshoe kidney. Transurethral resection of bladder
was performed confirming muscle invasive transitional
cell carcinoma, high grade, WHO grade 3/3.
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The man subsequently underwent a radical
cystoprostatectomy with ileal conduit urinary
diversion. There was no identified intra-operative
tumor or urine spillage. The pathology report
indicated invasive transitional cell carcinoma of
bladder, high grade, WHO grade 3/3. There was
tumor invading the full thickness of muscularis
propria, extending into perivesical fat and to the
serosa of the dome of the bladder. There was extensive
lymphovascular invasion. All margins including
ureteral and urethral were clear and all removed
lymph nodes were negative for tumor. The
pathological stage was pT3bNOMx. He was given
adjuvant gemcitabine/platinum-based systemic
chemotherapy, of which he was only able to complete
2 1/2 cycles after developing thrombocytopenia and
a low white blood cell count.

Approximately 6 months after surgery, he
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presented with a partial small bowel obstruction. CT
imaging revealed several areas of irregular thickening
involving the ileum. Situated just under the
umbilicus, there were two hypodense lesions
identified, each measuring 3.4 cm X 2.7 cm with ill-
defined margins. Each lesion had central cavitary
air inseparable from the ileum.

This man then underwent a laparotomy. A mass
was found at the intestinal anastomosis. Forty-five
centimetres of small bowel was excised. No other
evidence of recurrence was noted in the abdomen or
pelvis at the time of surgery. The pathology revealed
metastatic transitional cell carcinoma, high grade,
with two foci measuring 4 cm and 7 cm in dimension
with extension through intestinal wall with erosion
and ulceration of small intestinal mucosa. The
resection margins were free of tumor.

Discussion

To date, there have been no documented case reports
in the literature of isolated metastatic transitional cell
carcinoma to the small bowel anastomosis after
cystectomy and urinary diversion.

Transitional cell carcinoma’s propensity for
implantation has been well documented. It has been
reported to recur following both endoscopic
(transurethral and percutaneous) as well as open
surgeries. Bladder perforation during endoscopic
resection has been reported to result in abdominal
tumor seeding or metastases.! TCC may recur in
abdominal wounds, resected prostatic fossa,
traumatized urethra, or along percutaneous
nephrostomy tracts.>? Implantation occurs most
commonly with high-grade and multiple tumors.*
Much of our recent understanding of TCC seeding
comes from our experience with percutaneous
management of upper tract TCC. Seeding along the
nephrostomy tract has been noted with very low
frequency after percutaneous treatment of upper tract
TCC, suggesting the greatest risk with high grade
tumors.? Tumor recurrence in the renal fossa has been
reported in patients who have undergone
intraoperative pyeloscopy followed by immediate
nephroureterectomy.’

Many different methods of preventing tumor
seeding have been suggested, many on the basis of
anecdotal evidence alone. Minimizing trauma, as well
as carefully avoiding tumor spillage are general
surgical principles. Irrigation (both intraabdominal
as well as intravesical) with sterile water has been
routinely employed. Changing of gloves and surgical
set-ups once the specimen has been passed off has been
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suggested as well. In fact, there is debate about
whether urothelial biopsies at the time of transurethral
resection of bladder tumor may pose a risk for
implantation.® Irrigation of a percutaneous tract and
collecting system with 5-FU to lessen the possibility
of tumor recurrence has been attempted as well.”
Recently, antiadherence agents have shown promise,
and are currently under investigation.®? Perioperative
use of intravesical chemotherapy has been shown to
decrease recurence rate of superficial TCC post
TURBT.!

In this case, an isolated metastasis to the small
bowel anastomotic site occurred 6 months following
cystectomy. We postulate this seeding must have
occurred at the time of the original surgery. Urologists
need to carefully consider the very real possibility of
tumor implantation, particularly in the setting of high
grade disease. Because the occurrence of implantation
is so low, it is unlikely that good clinical studies will
be available in the near future. We believe urologists
ought to weigh carefully the potential benefits of
adopting some of the principles outlined above,
particularly given the minimal risk of implementing
many of these. O
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