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Abstract

Introduction and Objectives. We report the case of a 67 years old male patient presenting a peritoneal metastasis of 
an urothelial bladder carcinoma treated in our tertiary healthcare center. The tumoral mass invaded the right kidney, 
the liver and abdominal wall with adjacent diaphragm and ribs. The surgical treatment was successfully performed 
combining a transperitoneal laparoscopic approach with open surgery in November 2018.

Materials and Methods. When referred to our department, the patient presented pain in the right hypochondriac 
region that was non responsive to anti-in�ammatory and antalgic medication, without associating any low urinary 
tract symptoms. The patient was known with multiple transurethral resections of the bladder since 2017 for a bladder 
urothelial carcinoma and denied smoking habits. During the ultrasound check-up a right lumbar tumoral mass was 
observed, including the superior pole of the right kidney with hepatic and parietal invasion, con�rmed by a CT scan 
with negative lymph nodes. The immunohistochemistry analysis of the ultrasound guided biopsy showed a carcino-
ma, raising the suspicion of a sarcoma as a primary tumor. The focus was on a wide excision of the tumoral mass with 
macroscopic comfortable negative surgical margins. 

Results. The surgical strategy started with a laparoscopic transperitoneal approach using 4 trocars and continued 
with open surgery. The laparoscopy showed a tumoral block including Vth and VIth hepatic segments, the right supe-
rior renal pole, the abdominal wall and the adjacent diaphragm. Hepatic resection of the a�ected segments, the right 
radical nephrectomy, the invaded abdominal wall and the adjacent diaphragm were isolated using laparoscopy. Once 
the hepatic and renal excision was performed, the resection continued from the outside with the involved thoracic 
wall, the 10th, 11th and 12th rib excision and pleurectomy. This successfully removed the specimen in one surgical 
block: tumor, kidney, liver and the whole abdominal wall with adjacent diaphragm and ribs, from the peritoneum to 
the skin in safe oncologic conditions. The post operatory evolution of the patient was favorable, the patient being 
discharged after 10 days of hospitalization. The pathology report showed a peritoneal metastasis of the urothelial 
bladder carcinoma that was prior diagnosed at this patient. The surgical margins were negative, the patient received 
chemotherapy with follow-up from his oncologist for extravesical and local tumor recurrences.
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Conclusions. A peritoneal metastasis of a bladder urothelial carcinoma in case of no anatomical vicinity to the urinary 
pathway on pre operatory imaging, raises the suspicion of tumoral dissemination through a clinically insignificant 
bladder wall perforation. This could have happened during the transurethral bladder resections that were prior per-
formed. The combination of laparoscopic and open surgical approach improved the peri operative parameters as the 
laparoscopy offered a better intra operatory view, on point dissection and hemostasis, with oncologic safety. Knowing 
the limits and the advantages of laparoscopy allows surgeons to combine approaches in case of complex retroperito-
neal tumors for the best peri and post operative outcomes.
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Introduction and Objectives 
More males than females are diagnosed with blad-

der cancer and the main exposure risk factor is repre-
sented by smoking habits [1]. The surgical treatment 
becomes more suitable as the imaging techniques are 
developing, therefore more patients being diagnosed 
in early stages with the literature reporting a short peri-
od of 8 months as the metastasis-free interval. The met-
astatic patterns of bladder cancers are scarcely studied 
with many such cases being clinical and autopsy cases, 
with no detailed medical imagistic records. The most 
common sites for metastasis are lymph nodes, bones, 
lung, liver and peritoneum [2], with cases of extravesical 
tumoral seeding after transurethral resections being 
scarcely reported in the literature.

We report the case of a 67 years old male patient 
presenting a peritoneal metastatic urothelial bladder 
carcinoma with the tumoral mass invading the right 
kidney, the liver and abdominal wall with adjacent 
diaphragm and ribs. The surgical treatment was suc-
cessfully performed in our tertiary healthcare center 
by combining a transperitoneal laparoscopic approach 
with open surgery, in November 2018.

Materials and Methods 
A 67 years old male patient known with multiple 

transurethral resections of the bladder, accusing pain in 
the right hypochondriac region, non responsive to anti 
inflammatory medication and presenting no low uri-
nary tract symptoms was referred to our department. 
An ultrasound examination showed a right lumbar 

tumoral mass including the superior pole of the right 
kidney presenting hepatic and parietal invasion. A CT 
scan confirmed it and immunohistochemistry analysis 
of the ultrasound guided biopsy showed a carcinoma. 
These raised the suspicions of a sarcoma as a primary 
tumor. The possibility of a renal cell carcinoma as a pri-
mary tumor or a metastasis of the urothelial carcinoma 
of the urinary bladder that was prior diagnosed at this 
patient was not taken into consideration as the tumor 
had no anatomical vicinity to the urinary pathway on 
the recent imaging examination.

With the most probable diagnosis being considered 
a sarcoma as a primary tumor, the focus was to perform 
a wider excision of the tumoral mass to assure macro-
scopic comfortable negative surgical margins. The pa-
tient was hospitalized for surgical treatment.

Medical history of the patient
The medical history of our patient consists in first 

degree of aortic, mitral and tricuspid insufficiency, a 
minor right bundle branch block without ischemic 
modifications and no surgical history except the endo-
scopic procedures for the bladder tumor discovered in 
June 2017. Regarding social history, the patient denied 
smoking habits and exposure to other toxic substances.

Our patient had 2 transurethral resections in June 
2017 for a bladder tumor diagnosed with an ultra-
sound examination after an isolated episode of hema-
turia without other signs or symptoms. The tumor was 
positioned on the left lateral wall of the bladder, near 
the left ureteral orifice. Because of the dimensions of 
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the tumor it was difficult to control the depth of the re-
section. Therefore, a proper staging could not be done 
as the pathology report could not exclude or confirm 
a muscle invasive urothelial bladder cancer, stating 
only at least pT1 urothelial carcinoma with squamous 
differentiation presenting necrotic tissue and enriched 
inflammatory cell infiltration.

In November 2017 another transurethral resection 
of the bladder was performed on the scarred tissue 
that produced a low left ureteral stricture. The patholo-
gy report showed no signs of tumor recurrence. The ab-
dominal-pelvic MRI scan showed left hydronephrosis, a 
slightly retracted left postero-lateral wall of the blad-
der with no signs of wall thickening or other protruding 
formations. Also, a lymph node conglomerate of 2 nod-
ular masses was detected next to the abdominal wall 
in the right lumbar region, its etiology being difficult to 
specify. One had 22/15 mm, positioned on the inferior 
margin of the liver, attached to the postero-lateral part 
of the abdominal wall and the other had 9/6,6 mm, po-
sitioned caudal and anterior to the first one, attached 
to the parietal peritoneum.

In February 2018 another transurethral resection 
of the bladder was performed on the precedent scar 
tissue, but the pathology report showed no signs of tu-
mor recurrence.

In October 2018 the patient acused pain in the right 
hypochondriac region with no antalgic position with 
slowly increased intensity in the last weeks and no low 
urinary tract symptoms. He received antialgic and an-
tiinflamatory treatment with Ketorolac Tromethamine 
(Ketorol) 10 mg tablets and Metamizole (Algocalmin) 
500 mg tablets, both twice a day but the pain was 
nonresponsive to the treatment. An ultrasound exam-
ination showed a 7/6.5 cm tumor in the right lumbar 
region and we indicated an ultrasound guided biopsy 
along with a CT scan.

Clinical findings and diagnostic assessment
In November 2018 the ultrasound guided biopsy 

was performed and the immunohistochemistry anal-
ysis of the tissue sample showed a carcinoma with 
squamous differentiation. The CT scan showed a right 
lumbar tumoral mass including the superior pole of the 

Figure 1: CT scan – lumbar area, contrast 
administration- early arterial phase

Figure 2: CT scan – lumbar area, contrast 
administration- delayed phase

Figure 3: CT scan- sagittal section
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right kidney, presenting hepatic and parietal invasion, 
with negative lymph nodes. Benign prostatic hyperpla-
sia and wall thickening of the bladder post resection 
were also identified. The CT scan with contrast: early 
arterial phase, delayed phase and also sagittal plan can 
be observed in Figure 1, 2 and 3.

Therefore, the most probable diagnosis was consid-
ered a sarcoma as a primary tumor so the focus was the 
wide excision of the tumoral mass, with macroscopic 
comfortable negative surgical margins. There was also 
the possibility of a renal cell carcinoma as a primary 
tumor and of a peritoneal metastasis of the urothelial 
bladder carcinoma that was prior diagnosed at this pa-
tient, but were not taken into consideration as the tu-
mor had no anatomical vicinity to the urinary pathway 
on the recent imaging. 

The patient was hospitalized for surgical treatment.

Results
Having the indication for surgical treatment and the 

consent of the patient, the surgery was performed on 
21st of November 2018. The intervention combined the 
laparoscopic transperitoneal approach using 4 trocars 
and the open surgery. The laparoscopic exploration 
showed a tumoral block including Vth and VIth hepatic 
segments, the right superior renal pole, the abdominal 
wall and the adjacent diaphragm. Hepatic resection 
of the affected segments, the right radical nephrecto-
my, the invaded abdominal wall and the adjacent dia-
phragm were isolated using laparoscopy. Once the he-
patic and renal excision was performed, the resection 
continued from the outside with the involved thoracic 
wall and the 10th, 11th and 12th rib excision rib excision 
with pleurectomy. This successfully removed the spec-
imen in one surgical block: tumor, kidney, liver and the 
whole abdominal wall with adjacent diaphragm and 
ribs, from the peritoneum to the skin in safe oncolog-
ic conditions. The abdominal wall was closed with the 
placement of thoracic and abdominal drainages. A 
continuous suture was made on the diaphragm.

The excised tumoral mass can be observed in Fig-
ure 4.

Surgical outcomes
The operation lasted 230 minutes and the mean 

blood loss was 400 ml with the need of 1 unit of intra 
operatory blood transfusion, the same group and Rh, 
without any incidents. The thoracic tube drained a post 
operatory total of 240 ml and the abdominal tube 270 
ml. The hepatic and renal functions were normalized 

Figure 4:  
excised 
tumoral mass

after 5 days, the patient was mobilized from day 2 post 
operatory, receiving subcutaneous 1 dose of Clexane 
40 mg/24 h, during the hospitalization. The evolution 
was favorable, the thoracic and abdominal drainages 
were suppressed in the 5th day after a thoracic X-ray 
check-up examination, respectively the 7th day of hos-
pitalization. The patient was discharged after 10 days 
of hospitalization.

The pathology report
Macroscopic, the tumoral mass of 18/15/9 cm was 

composed from a 16/11/4 cm right nephrectomy piece 
with a kidney measuring 14/6 cm and a 6 cm ureter in 
length, a 10/4/3 cm fragment of hepatic parenchyma, 
3 ribs measuring 7/1,3 cm, 8/1,3 cm and 11/1,3 cm and 
a 11/55 cm pleural structure. When sectioned, the ex-
cised piece presented a grey-white tumoral mass of 
8,5/7,5 cm with areas of central necrosis presenting 
greenish tint and fetid odor. The tumor invaded the 
renal parenchyma, being predominantly developed in 
the perirenal adipose tissue (anterior surface of the kid-
ney), infiltrating the hepatic capsule and partially the 
hepatic parenchyma reaching the XIIth rib. The blood 
vessels in the renal hilum, renal pelvis and the resection 
margin of the ureter were all free of tumor. The rest of 
the resection margins were also negative at: 0.4 cm for 
the superior margin (the tumor presenting a marginal 
pseudo capsule of 0.3 cm), 0.3 cm for the inferior mar-
gin, 1 cm for the posterior margin and 2.5 cm for the 
closest lateral resection margin.

Microscopic, a malign proliferation could be ob-
served, consisting of the adhesion of medium sized tu-
moral cells with non-distinctive cellular borders, abun-
dant pale-eosinophilic cytoplasm, unique or multiple 
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vesicular nuclei, prominent nucleoli and numerous 
typical and atypical mitosis (Figure 5).

Figure 5: microscopic (histologic) image (hematoxylin-eosin, original 
magnification x 200)

Extended areas of intratumoral necrosis were also 
identified. The tumoral cells presented a squamous aspect 
without forming keratin pearls and were disposed in a des-
moplastic stroma surrounded by a moderated quantity of 
lymphoplasmacytic inflammatory cells. No intra vessel 
emboli or perineural invasion were observed.

The immunohistochemistry profile: positive for: 
GATA-3, CKAE1/AE3, CK34betaE12, CK5, p63, EMA, CEA, 
and negative for CK7, CK20, Uroplakin III, S100, TTF1, 
PSA, Chromogranin, Synaptophysin, MelanA, Vimentin.

To conclude, the pathology report showed a peri-
toneal metastasis of the urothelial carcinoma of the 
bladder that was prior diagnosed at this patient, with 
negative surgical margins.

Patient follow-up
The patient received chemotherapy with follow-up 

from his oncologist for extravesical and local tumor re-
currences.

Discussions
Even with bladder wall perforation being the sec-

ond most frequent complication of transurethral resec-
tions of invasive bladder tumors [3], these cases of ex-
travesical tumoral seeding favored by the endoscopic 
treatment are extremely rare. The majority of bladder 
wall perforation cases during transurethral resection of 
urothelial tumors are asymptomatic and remain undi-
agnosed with spontaneous healing, but some can lead 
to worrisome complications. The surgical management 
of the perforation increases the risk of extravesical tu-
mor cell recurrence, along with other factors such as 
intraperitoneal localization of the perforation and the 

size of the tumoral mass [4]. Cases have been reported 
even for non-muscle invasive bladder tumors [5], when 
the perforation resulted in a shortened disease-free 
survival and T-stage progression [6].

Therefore, we postulate the existence of biological 
factors in favor of mechanical ones for the process of 
intraperitoneal abdominal wall metastases following 
bladder wall perforation, as a starting point for discus-
sion and further research.

Conclusions
A peritoneal metastasis of a bladder urothelial car-

cinoma in case of no anatomical vicinity to the urinary 
pathway on pre operatory imaging, raises the suspi-
cion of tumoral dissemination through a clinically in-
significant bladder wall perforation. This could have 
happened during the transurethral bladder resections 
that were prior performed.

The combination of laparoscopic and open surgical 
approach improved the peri operative parameters as 
the laparoscopy offered a better intra operatory view, 
on point dissection and hemostasis, with oncologic 
safety. Knowing the limits and the advantages of lap-
aroscopy allows surgeons to combine approaches in 
case of complex retroperitoneal tumors for the best 
peri and post-operative outcomes.
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