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ABSTRACT

Radical cystectomy and orthotopic neobladder are the most preferred surgical approaches for the treatment of invasive bladder
cancer. Secondary tumour of ileum on neobladder is very rare. We report a 67-year man complaining of hematuria with the
history of ileal neobladder for 19 years. An ileal adenocarcinoma of neobladder was detected with transurethral resection. He
also had a non-functioning right kidney. A neobladderectomy. with right nephroureterectomy and ureterocutaneostomy was
performed. An adenocarcinoma invading subserosal layer was reported. At six months postoperatively, patient was free of recur-
rence and progression. Seconder tumour of neobladder is a very rare condition. Early diagnosis and excision of neobladder may
provide cure.
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INTRODUCTION Laboratory examinations, including routine blood count, renal
function tests, and urine tests revealed anaemia (haemoglobin
(Hb):10.1g/dl), aslightly increased creatinine level (1.4 mg/dl),
and blood in the urine. A magnetic resonance urography
showed a 48 mm mass on the left posterior wall of the
neobladder (Figure 1). There were no signs of a tumour in the
upperurinary tract; further, no evidence for lymph node metas-
tasisand solid organ metastasis was seenonradiological evalu-
ation. Additionally, a non-functioning kidney was detected with
Tc-99m dimercaptosuccinic acid (DMSA) on the right side 10
years ago; and due to high risk of peroperative morbidity,
surgery was not performed.

Radical cystectomy is the mainstay of treatment for muscle-inva-
sive and high-grade non-invasive bladder cancer. After radical
cystectomy, some formof urinary diversionis required. Currently,
using the ileum forurinary diversion is the most common method.
Nowadays, orthotopic neobladder is the preferred type of diver-
sion, especially in young patients without comorbidities.' The ileal
neobladder, which provides good continence and voiding habits
with relatively low complications, is one of the most commonly
performed procedures among different types of orthotopic
neobladder substitutions.” This report presents a man who devel-
oped adenocarcinoma in the ileal neobladder after radical cysto-
prostatectomy with neobladderreconstruction.

CASE REPORT

A 67-year man, who had undergone a radical cystoprostatectomy
with a Studer ileal neobladder for stage pT2NOMO transitional cell
carcinoma ofthe bladder 19 years ago, was referred to our clinic for
intermittent macroscopic hematuria. The patientwas underfollow-
up until seven years after surgery and interrupted routine visits
thereafter. Onanamnesis, the patientreported having intermittent
haematuriastartingsixmonthsago.
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Figure 1: Pelvic MRI axial view demonstrates mass on the left posterior
wallofneobladder(arrow).
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Endoscopic evaluation under general anaesthesia was planned
forthe patient. The urethra was totally normal. An approximately
5 cm large solid mass on the posterior wall of the neobladder was
observed and removed by transurethral resection in the same
session. Histopathological examination revealed an adenocarci-
noma oftheileum. Anopen surgical treatmentincluding excision
oftheileal neobladder, right nephroureterectomy and left urete-
rocutaneostomy was performed (Figure 2). The postoperative
course of the patient was uneventful. Pathological examination
of the specimen confirmed the diagnosis of adenocarcinoma of
the ileum invading the subserosal layer (extracellular mucin +,
Figure 3). The nephroureterectomy specimen was tumour-free.
The patientwasreferredto oncologists for planning furthertreat-
ment modalities. At sixth month of follow-up, no evidence of
recurrence or metastasiswasfound.

Figure 2: Neobladderectomy + nephroureterectomy specimen. Arrow
showstumouronneobladderwall.
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Figure 3. Microscopic view of neobladder showmg adenocarcinoma
(hematoxylinand eosin, x40).

DISCUSSION

Thetrueincidenceofintestinaladenocarcinomainurinary diver-
sions after radical cystectomy is not well known. The incidence
of secondary tumours in the ileal neobladder and ileal conduit
was reported as 0.05% and 0.02%, respectively by Kalble et al.’
Asmallnumber of case reportsis available in the literature. The
present case report is the first neobladder adenocarcinoma
caseofourseriesuptonow.

Pathogenesis of neobladder carcinogenesisis stillincompletely
understood. Moyer et al. suggested tobacco-derived urinary
carcinogens bathing the epithelium as the main pathway since
most patients continue to smoke after cystectomy.* Austen et
al. speculated that factors in urine that promote native bladder
cancer also promote secondary tumours after urinary diver-
sion.” However, Qubaiah et al. reported that it is unknown
whethertobacco-derived carcinogens are responsible for carci-
noma of the small intestine.® In our case, the patient had no
family history of small intestinal cancer; however, he was a
tobacco smoker.

Ali-el-Dein et al. reported the incidence of secondary tumoursin
ileocystoplasties to be 5.5%; whereas, the incidence for ileal
conduit was found as 0.3%. The risk of secondary tumours in
ileal conduit and ileal neobladder was similar according to
Austenetal.®

Themeansurvivaldurationforpatientswhohavereceived cura-
tive-intent treatment for bladder cancer is increasing. As a
result, therisk of developing cancerina urinary diversionis also
increasing. The latency periods of secondary tumours in ortho-
topic neobladdervary upto 20 years.* However, itis not possible
to define an exact latency period for the occurrence of these
tumours.

Ali-el-Dein et al. reported that secondary malignancies in ileal
conduits develop in ileoureteral anastomosis while tumours in
colonic neobladders occur distant from ureterointestinal anas-
tomosis.” Tumour localisation of our case was near the right
uretericorifice,and thatwas comparable with the literature.

Commonsignsformalignancyarehaematuria, ureteralobstruc-
tion, dysuria and pyuria. The patient of the current case report
was referred with haematuria and dysuria. Non-invasive diag-
nostic tools are insufficient for differential diagnosis. In patients
with haematuria and recurrent infection, endoscopic evalua-
tion of the neobladder should be used. Pickard et al. advised
routine urinary cytological examination for all patients for
screening at least yearly, starting four years after surgery.’

In conclusion, tumour development in ileal neobladder should
be kept in mind for patients suffering from haematuria. Endos-
copic evaluation of neobladder is essential. Total removal of
neobladderisthe curative treatmentoption.
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ED: Data collection, material.
OMI: Data collection, material, analysisandinterpretation.
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