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Abstract

Case Report

Primary bladder adecarcinoma (PBA) is a rare entity representing 0.5 to 2% of all bladder malignancies. The clinical
symptomatology: is not specific, the treatment is essentially surgical, chemotherapy and radiotherapy are discussed.
For some authors, concomitant chemoradiotherapy seems to be promising for infiltrating tumors of the bladder. The
evolution is often rapidly progressive and fatal. We report a case of primary adenocarcinoma of the bladder who
consulted the department of Oncology-Radiotherapy UHC Mohammed VI Marrakech because of the rarity of these

tumors and a review of the literature.
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INTRODUCTION

Bladder cancer is the 2nd most common
cancer of the urogenital tract after prostate cancer. Its
incidence is estimated at 336,000 cases per year or
5.3% of all cancers). The most frequent histological
type is transitional urothelial carcinoma representing
90-95% of bladder malignancies. Non-urothelial tumors
of the bladder are much rarer and represent less than 5%
of all bladder neoplasms, including primary bladder
adenocarcinoma (PKA) which represents the 3rd most
common cancer after urothelial carcinoma and
squamous cell carcinoma. It is a rare entity that
represents 0.5 to 2% of all bladder malignancies. It
occurs most often in men (sex ratio of 3/1), between the
5th and 6th decade. Despite their low incidence,
urologists should consider them in the presence of any
bladder tumor, especially those with an unusual clinical
presentation. We report a case of primary
adenocarcinoma of the bladder who consulted the
department ~ of  Oncology-Radiotherapy UHC
Mohammed VI Marrakech because of the rarity of these
tumors and a review of the literature.

OBSERVATION

The patient was 61 years old, a chronic smoker
with 24 BP and no other specific pathological history.
who consulted for macroscopic hematuria, urinary

burning and pollakiuria. The examination found a
patient PS: 2, flexible abdomen with palpation of a firm
hypogastric mass, the lumbar fossae are free, TR:
without particularity, the ganglion areas are free, the
rest of the clinical examination is without particularity.

The abdominal-pelvic CT scan (Fig 1 & 2)
showed irregular parietal thickening of the
posterolateral walls and floor, measuring 15 mm in
maximum thickness with infiltration of pelvic fat and
mesorectum, multiple visible adenopathies at the
bilateral external and internal iliac level, at the lumbo-
aortic level, inter aortico-cavity and retro-cavity of
which the most voluminous measured 18*15mm. The
patient underwent RTUV, the histological examination
histological examination showed a urothelial-like
mucosa associated with glandular parenchyma which
are infiltrating carcinomatous proliferation. (Fig 3 & 4)
then we completed by immunohistochemistry which
showed: AB anti-GATA3+; AB anti CK 20 -; AB anti-
PSA-;AB anti CK7+.In total it is a morphological and
IHC aspect of moderately differentiated and infiltrating
bladder ADK.

The extension workup (thoracic CT scan; bone
scan) showed secondary bone and liver involvement
with associated peritoneal carcinosis. A 5-fluorouracil-
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based chemotherapy was proposed as palliative treatment.

Fig 1 & 2: Pelvic CT axial section: elar parietal thickening of the posterolateral walls and floor, measuring 15 mm maximum thickness
with infiltration of the pelvic fat and mesorectum, multiple visible adenopathies at the bilateral external and internal iliac level, at the lumbo-
aortic level of which the most voluminous measures 18*15mm
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Fig 3 & 4: Microscopy: urothelial-like mucosa associated with glandular p
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Fig 7: Moderate to intense and diffuse nuclear expression of anti-
GATA3 AC in tumor cells

. b
Fig 5: Intense and diffuse cytoplasmic and membrane expression
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DiscussioON

Primary bladder adenocarcinomas represent
only 0.5-2% of all primary malignancies of the bladder
[5]. The mean age at diagnosis is 70 years with
extremes of 38 to 83 years, a clear male predominance
has been reported in most series [9, 10].

Primary bladder adenocarcinoma is classified
into hemorrhagic and non-hemorrhagic
adenocarcinoma. Differentiation between these two
types is based mainly on clinical and morphological
criteria, as the immunohistochemical phenotype is
mostly uninformative and superimposable [12]. Urca
adenocarcinoma often develops in the posterior wall of
the bladder or bladder dome from remnants of the
uracula, its epicenter is in the bladder muscle and tends
to spread to the space of Retzius forming a suprapubic
mass. It often presents with dotted calcifications that
may be identified on uroscanner [11]. While the non-
uracic form often develops in the base of the bladder
from metaplasia of the urothelium [8].

The etiopathogeny of this tumor remains
hypothetical and highly controversial. Its development
within an epithelium normally devoid of any glandular
structure has given rise to many theories, the
metaplastic theory seems to unite the majority of
authors, and derives its originality from the metaplastic
power of the urothelial lining of the bladder [13], which
occurs under the effect of mechanical or chemical
irritating factors [7, 8, 14]. Support for this mechanism
comes from cases occurring in patients with diffuse
intestinal metaplasia of the bladder mucosa associated
with obstruction, cystocele, neurologic bladder, bladder
exstrophy, enterocystoplasty, or chronic irritation
(chronic infections and inflammations) [15, 16]. In case
of renal transplantation, the incidence of this type of
tumor increases, and the age at the time of their
occurrence decreases, which is explained by the
immunosuppressive treatments used [17]. However, this
tumor could also develop from pluripotent epithelial
cells [18]. Histologically, this lesion is characterized by
tumor lesions forming a glandular structure that
resembles colonic adenocarcinoma (Figure 2). Grignon
classified primary non-helical adenocarcinoma of the
bladder into 6 histologic types [8]: Enteric ADK,
mucinous (colloid) ADK, kitten-ring cell ADK, clear
cell  (mesonephric)y ADK, mixed ADK and
undifferentiated ADK. The clinical symptomatology of
adenocarcinoma is not specific and differs little from
that of urothelial carcinoma, dominated by macroscopic
hematuria which is the most common clinical
presentation, other symptoms have been reported such
as dysuria, pollakiuria, incontinence or urinary retention

[a].

On cystoscopy, bladder adenocarcinoma most
often presents as a single lesion unlike urothelial
carcinoma which tends to be multifocal and most often

localizes to the trigone and posterior wall as a papillary,
solid, or ulcerated lesion, but any other location is
possible [19]. The RTUV with the histological study
allows to establish the positive diagnosis, based on the
presence of independent cells or grouped in clusters,
with eccentric nucleus repressed by a vacuole of
secretion positive to the PAS or alcian blue stains. On
immunohistochemical study, there is immunoreactivity
for epithelial markers, including antibodies to
cytokeratin (CK), epithelial membrane antigen (EMA)
and less frequently carcinoembryonic antigen (CEA)
[20], the negativity of PSA and placental alkaline
phosphatase (PAP) allow the elimination of a prostatic
origin [20]. One cannot conclude to a primary bladder
tumor without excluding a secondary localization of a
digestive or prostate cancer extended to the bladder [20,
21].

On the paraclinical level, thoraco-abdomino-
pelvic computed tomography (CT) is essential to
evaluate the locoregional tumor extension, the impact
on the upper urinary tract and to determine the
metastatic extension. Urine cytology and the search for
mucosuria are positive in 20% of cases. Despite the
number of therapeutic modalities used in the various
publications, treatment is essentially surgical and
consists of an early radical cystectomy that is as
complete as possible [20], chemotherapy and
radiotherapy are discussed [9, 22]. For some authors,
concomitant chemoradiotherapy seems to be promising
for infiltrating tumors of the bladder [23]. The evolution
is often rapidly progressive and fatal, and is marked by
frequent recurrences with locoregional or distant
extension; indeed, the median survival time reported in
the literature is 20 months [10].

CONCLUSION

Primary adenocarcinoma of the bladder is a
rare tumor with a poor prognosis that presents a
diagnostic and therapeutic challenge and requires
concerted efforts by multiple medical disciplines to
establish an effective treatment strategy and improve
prognosis. Primary adenocarcinoma of the bladder is a
rare tumor with a poor prognosis that presents a
diagnostic and therapeutic challenge and requires
concerted efforts by multiple medical disciplines to
establish an effective treatment strategy and improve
prognosis. Despite their low incidence, urologists
should consider them in the presence of any bladder
tumor, especially those with an unusual clinical
presentation.
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