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+ Parts of the Urinagry Bladder;

Median wnbilical
ligament

* Apex (atlached Lo median umbilical igament which connects bladder with umbilicus)

» Body (resevais for urine)

Apex Fundus

« Neck (narrow portion leading to urethra’

Neck
* Fundus (lacated In the posterior wall of the bladder, catains the trigone) Uretivrs ==l
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Layers of the Bladder Wall

Transitional epithelium

peritoneum

Lamina propria urﬂﬂ 'm
Longitudinal layer mUSC|e
. lamina
Circular layer ﬂ
Longitudinal layer prop a
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EpidelniOlOgy ¥ \A/l’\eh it invades U'\e_ mwclc;,il: is associabed

WiU\ ‘HJ") mortal.iéj.

* 4“ mo.rt common CAnceyr in maZe:. .
e Male * C‘]“‘moft common cCancey in chale;- * It is more common in men, Lut IF lt occur In women, tl\e

mortul.i b{] wi ll [-)a L\i‘cj‘\er

« Affect men more than women 4-3:1

« Higher incidence in whites than in African Americans

* In middle-aged and older adult males, bladder cancer is the second most prevalent

malignancy after prostate cancer

« Age: average age is 65




« Risk Factors

« Smoking; 50% of cases: 3-fold increased risk relative to non-smokers (aromatic amines,

arsenic, polyaromatic hydrocarbons (PAHs), aldehydes)
we should asle about occu|>ation in ‘\Uta:j

« Aromatic amines exposure: in rubber, plastic, dves, paint, metal and leather industries
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Q Almost all bladder cancers are epithelial in origin:

More than 90% are transitional cell carcinomas (urothelial carcinoma).
» 5% of bladder cancers are squamous cell carcinomas
» 2% are adenocarcinomas.
» Non-urothelial primary bladder tumors are rare;
(SCC, carcinosarcoma, primary lymphoma, sarcoma)
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Histological subtype

« Urothelial carcinoma s most common t‘tjpe

«  Squamous cell carcinoma

Persistent inflammaticn due te long-term indwelling Foley's or bladder stones.

In underdeveloped countries, associated with Schistosoma haematoblum (Bilharzia) bladder infection’E

Prognosis for bilharzial better than for non bilharzial.

. AdenocarinomLa % Rare I:J,:e. J)q“oc,-al;ej with cov\aehital. anomalies Lilve Falﬁent urachus, it could be a

Glandular phenotype (Urachal and non-urachal adenocarcinoma) Foci For aJcnocarcinoma
bladder exstrophy
remnant of urachat

long history of cystitis

cysloplasty.
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n urol',l\c,.ium

carcinoma in :itu La -
ClIS Q mina —3

Ta T1 P"r"“ musc'-ﬁ invasive

-rzq—)lh inner Iﬂa”:

E d2< i o LTI

Scubtoff Foin,;,wl'lm it T3

< My - ach th& Muscle., we -
s oF ‘L o ‘«i emove u.g u.addcr‘.

Figure 76-1. (IS is a high-grade, flat malignancy confined to the urothe-
Uum. Papillary tumors confined to the urothelium are Ta, whereas papillary
tumors invading lamina propria are T1, The T1 tumor here intertwines with
the wispy fibers of the muscularis propria but by definition does not invade
the smooth muscle fibers of the detrusor. 12 tumors invade the detrusor
muscle, and T3 tumors are into extravesical fat as shown.
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Presentation

¥ Wﬁ CW,-J Fma( Fich uadcler or in quomceJ oliseq:e abdominal
Lyrghederapathy on [/E.

Painless gross hematuria

Irritative voiding symptoms
« Urine retention due to a clot

* Incidentally
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Unremarkable in most patients, but may find;

* Induration of the prostate gland can sometimes be felt on DRE (bladder neck ca invading
the prostate).

« A solid pelvic mass may be felt in advanced cases.

« Nodularity in the periumbilical region can be seen in advanced lesions involving the dome of the
bladder. (urachal cancers)

« Enlarged para-aortic lymph nodes or hepatic metastases
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Diagnostic workup

1. Cystourethroscopy

2. Urine cytology

3. UTCT (unenhanced) v T & MR1

CT Scan

4. Urinary biomarkers ——

Cancer

CT Scan
with
contras!

Canoer




v CT & MRI

CT Scan ‘

Cancer

CT Scan
with
contrast

Cancer




v CT & MRI
LT Scan

Cancer

1T Scan
fonwast

 Cancer
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*\I\/e- e.h[ler l'.o H’le LlanJer aml we resect Une w'nol.e (’.umov' ahJ <_tji\/e il',
to U\e lal: For hbtora“wl.ow aml Sl:a:j":j

* Hqi; Frocetlurc is called TURBT( transurethral resection of bladder tumor)

Cau,.iﬂ_owe.r Like a,arearance

Cystourethroscopy —
j‘\'\/e a.L:o ncetl tD khow U\t 3fo«1e oF tu.mor (_[ow jracle Vs I'IIJL Jrao!c)

= Gold standard for
- initial diagnosis and staging
- fo determine the histology and depth of invasion

= Definitive diagnosis made on biopsy taken by rigid cystoscope
= EAU recommends Fluorescent cystoscopy for CIS detection.
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Pathological Staging (TNM classification)

Ta: non-invasive (papillary) exophytic lesions
Tis: carcinoma in situ
T1: invasion of lamina propria or submucosa
T2: invasion into muscle
T3: extend beyond muscle into perivesical fat
T4: extending into adjacent organs
* T4a: extend into prostate, vagina, uterus, bowel

* T4b: fixed to abdominal or pelvic walls
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Management

* Treatment of urothelial tumors depends on many factors including the presence of muscle invasion, metastasis (staging) and

grading, among others, (Non-muscle-invasive vs muscle-invasive tumors)
* Treatment modalities include:
* Transurethral resection of bladder tumor (TURBT)
* Intravesical chemotherapy (mitomycin or gemcitabine)
* Intravesical BCG

« Bacillus Calmette Guerin - A live attenuated mycobacterium that stimulated immune cells at site of injection. Activated

immune cells can target and kill tumor cells
* Radical cystectomy
* Palliative systemic chemotherapy (systemic disease)

* Treatment of non-urothelial carcinomas (squamous, adenocarcinoma) is mainly surgical,

(\%}/\l AB SCHOOL



.ge\n/hen we rc;ect H\e l‘,uvnor, we Jive an ’)atient asiv‘ajle in,:ravggicq'. clnemol:kemm("-, decrease Hne risk oF few.v’rehcc)

*B[o«la[er cancer l\a: a cLamcl'.cris':ics '.ike:-

1-Hlal\ ri;k DF recurrence If low n';kﬁ eveszj 3 MOnU\s

2_ Fiel.ol Cl‘mﬂje U'eor.j (muu:irle thePenJent tumor) N\ IF ihterme J.-q '::—; e Jive 6

a\oses oF chmo
X do cyst 3
e Non-muscle invasive (Ta, Tis, T1) treatment: TURBT + intravesical therapy,thcn we a0 c(ys OSCOPH It hijlvrish’—) we Jive 6 0\0565

* Intravesical therapy: 1) intravesical chemotherapy (mitomycin and gemcitabine) for low or intermediate-risk tumors or 2)°F CL,_W,O, Lhen

intravesical immunotherapy (BCG) for high-risk patients (e.g., Tis) mainbenance every 3 mont

X In non-invasive H,aouer cancer, we Fear From ma?j comrlicakiom like, LransForma(‘,ion inl:o Mu;cte invasive
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Management: Muscle-invasive (2 T2):

* Radical Cystectomy we do it in Female also
* Males: Radical cystoprostatectomy with pelvic lymph node dissection
* Females: Anterior pelvic exentration of uterus, fallopian tubes, ovaries, bladder, urethra and segment of

anterior vaginal wall.

* After radical cystectomy, urinary diversion is needed. This can be achieved via:
* lleal conduits

* Cutaneous continent reservoir (e.g., Indiana pouch)

* Orthotopic neobladder ngiyc 6 c,j cl_e afber oFeratiOV\

* Neoadjuvant Chemotherapy (regimens include MVAC (methotrexate, vinblastine, doxorubicin, cisplatin) or

gemcitabine + cisplatin)
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Urinary diversion

(1 [EUDENE ORTHOTOPIC NEOBLADDER

TERAL PO 1 FEIUIEN CATHETERIZABLE STOMA

/qﬁolJ dehAaY‘J
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A. lleal conduit — incontinent
diversion

This is the classic and relatively simple urinary diversion.

Construction

A short segment of ileum is isolated while maintaining its
blood supply:

Kidneys - ureters - isolated ileal segment - stoma ->
external bag

The remaining bowel is reconnected to restore intestinal
continuity.

The ureters are implanted into one end of the ileal segment,
and the other end is brought through the abdominal wall to
form a stoma. Urine continuously drains into an external
appliance.

Important point

There is no urine storage reservoir.

Therefore:

lleal conduit = continuous urine drainage + external bag

B. Continent cutaneous reservoir

Here, bowel is used to create an internal reservoir that
stores urine.

Basic concept

Kidneys - ureters - continent reservoir - catheterizable
stoma

Unlike the ileal conduit, the reservoir has a continence
mechanism, so urine does not continuously leak through the
stoma.

The patient periodically inserts a catheter through the stoma
to empty the reservaoir.

Example

Indiana pouch is a classic example.
Why doesn't urine leak?

A narrow catheterizable channel is created, often using the
appendix or a tapered bowel segment. Its configuration

produces a valve-like continence mechanism.
>

Feature lleal conduit Continent reservoir Neobladder

Urine storage v v
External bag

Stoma Usually

Urethral voiding v

Catheterization  Usually v Sometimes

Complexity Low High High

Example lleal conduit  Indiana pouch Studer neoblad

C. Orthotopic neobladder

This is another continent diversion, but the reservoir is
placed in the original bladder position and connected to the
urethra.

Basic pathway
Kidneys - ureters - neobladder - urethra - outside
A segment of intestine is detubularized and reconstructed

into a low-pressure reservoir. The ureters are connected to
the reservoir, and the reservoir is connected to the urethra.

EAUN

The patient therefore voids through the urethra rather than
through an abdominal stoma.

Why detubularize the bowel?
A normal bowel segment has peristaltic contractions.

If you simply use a tubular bowel segment, it can generate
relatively high pressures.

Detubularization and reshaping creates a more spherical,
low-pressure reservoir, which is better for urine storage.



5 Urref urinarJ tract uroH\el.iaL carcinoma

- “: oceurs in renal Pelvis anol ureters.

- 5-'0 % OF uro’.'lnel.ia'_ carcinoma , H\e m.:)‘oritlj OCCUrs in ch HaJJer.
_T‘\cre are amu",abions U\al', are a;SOCiach wi“\ u,)rer urinog [')ract uro“og',iql. Carcinomq' l?bll: VIOt l;laJJer cancer '_"ke mi‘makcl‘.

rcrairﬂene, microsateUib: ihsl:aLilitn and could be due l‘,o some Jcnel:ic SJnJl’OmQ Like HNP CC (lnnch _fjnAromc).

—“: is more o(iFFicuLt to Jio:jnose.

—In Low risk, we l‘.real', i': with laser ,Lul‘. he need Fo“ow up+
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