TRANSITIONAL CARCINOMA OF BLADDER

EPIDEMIOLOGY (Essential Surgery 2nd Ed, pp 417)
TCC of the bladder is more common in men than women, and is about four times more likely than renal cell adenocarcinoma. There are other types that occur as well, namely: squamous cell carcinoma (7%), adenocarcinoma (1%). 
RISK FACTORS (Essential Surgery 2nd Ed, pp 417, Path Notes – 3rd yr)

The main risk factors for Urothelial tumors are: smoking, schishtsoma haematobium, exposure to chemicals in cable, rubber, printing, dye industries, cyclophosphamide, and analgesic abuse. The presumable cause is because of excretion of carcinogens in the urine, and since the bladder is most in contact with urine (i.e.: stores urine) ( it is most susceptible in the urinary tract. 
PATHOLOGY& GRADING (Essential Surgery 2nd Ed, pp 419, Fig 22.5)

Due to the exposure of chemicals to the whole of the urothelium, sometimes it is possible that multiple tumours arise along the urothelium. This may be the first presentation. At other times, even complete eradication of a primary tumour results in another tumour arising along the urothelium sometime in the future. 
The pathological classification according to WHO (See Fig 22-8 Robbins Pathology ( pp 1004): 1) papilloma (finger like projection with core fibrovascular stroma surrounded by normal transitional epithelium), 2) Grade 1: closely resemble normal transitional cells + increased no. of cell layers, 3) Grade II: increased no. of layers + mitotic activity, pleomorphic cells, loss of polarity, 4) Grade III: do not resemble normal cells at all, extend to muscle layers. 

CLINICAL FEATURES (Essential Surgery 2nd Ed, pp 419, Fig 22.5)
Classic: painless haematuria

Other Sx: passing of clots (bleeding), obstructive Sx due to clot obstructing the ureteric orifice, bladder neck, ureters (renal colic pain) ( retention of urine ( infection ( hydronephrosis. 
INVESTIGATION OF TCC (Essential Surgery 2nd Ed, pp 419)

Think: Blood tests?, Urine tests?, Where is the lesion?
Blood tests: FBC (Hb), ESR / CRP, UEC (kidney function), PSA (could be prostate)

Urine tests: MSU (infection, protein, glucose, RBCs ( microscopic haematuria), cytology (tumour cells in urine)
Where is the lesion? IVP (shows a filling defect where the obstruction lies) ( biopsy / removal of the tumour ( histological grading, CT scan is useful in staging the disease.
STAGING OF TCC (Essential Surgery 2nd Ed, pp 420)

The staging of bladder tumours (note: this can be applied to all urothelial tumours) is:

· T1: confined by basement membrane

· T2: invades muscle but not palpable on bimanual after resection

· T3 (a): invades muscle but palpable on bimanual after resection

· T3 (b): invades full thickness of bladder (possible involving the prostate)

· T4: invades bladder wall + other pelvic organs

MANAGEMENT OF UROTHELIAL TUMOURS (Essential Surgery 2nd Ed, pp 421, Fig 22.8)
Bladder tumors
This depends on the gradeing & staging of the tumour. Classically, the tumours are managed by cystoscopic resection. If need be, radiotherapy is given. See Fig 22.8 for a nice diagram. Cystectomy is indicated if carcinoma in situ is suspected, in which the prognosis is poor. 
For T4 tumours, usually cystectomy rarely eliminates the tumours ( Radiotherapy is given for pain and haematuria. 

Upper tract tumours

If the tumour affects the pelvi-cayleceal system or ureter the general principle is ( remove the affected kidney, ureter and cuff of bladder wall surrounding the distal ureter. This is because of the change of recurrence later in life. 
Urethral tumours

The prognosis for urethral tumours is poor due to the good vasculature of the penis. Management is by cystoscopic excision. 
FOLLOW UP AND CONTROL OF RECURRENT DISEASE

Follow up is usually done by Cystoscopy investigation ( initially 3 monthly ( then yearly. Urine cytology in regular intervals can also be used, possibly after several cystoscopies have proved negative for tumour. . 
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