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It is known that carcinomas arising in the organs neighboring the urinary
bladder can exhibit secondary bladder involvement via direct invasion.
This condition is often noted to accompany primary carcinomas of the
prostate, colon or rectum, and female genital organs. However, metastasis
to the urinary bladder in cases where the primary growth lies in a remote
organ is considerably less common. We report the case of a 78-year-old
patient in whom a primary carcinoma in the descending colon gave rise to
a secondary metastatic tumor in the urinary bladder. The results of his-
topathological and immunohistochemical analyses confirmed the diagno-
sis. Although this condition is infrequently encountered in clinical prac-
tice, the possibility of metastatic involvement of the bladder should be al-
ways be considered when another primary carcinoma has been diagnosed.
[J Soc Colon Rectal Surgeon (Taiwan) 2009;20:39-43]

olon carcinoma is a malignant disease with a

high prevalence. Clinicians are therefore consid-
erably familiar with its sites of metastasis, which com-
monly involve the liver, lungs, bones, brain, and peri-
toneum.'

Adenocarcinoma is an unusual form of urinary
bladder carcinoma, accounting for 0.5-2% of all pri-
mary bladder malignancies.> A more common condi-
tion is adenocarcinoma originating in an organ adja-
cent to the bladder, typically the colon, prostate, or fe-
male genital organs, with direct metastatic invasion
into the bladder. The descending colon is a rare site of
origin for distant metastasis into the bladder. Here, we
present and discuss a case of this rare condition.

Case Report

A 78-year-old male visited the emergency depart-

ment with the complaint of progressive abdominal
distension and no stool passage for 10 days. The asso-
ciated clinical manifestations included intermittent
abdominal cramping, nausea, and body weight loss of
5 kg over 2 months. He had a history of head injury 12
years ago, but no other significant medical diseases. A
physical examination revealed abdominal distension
with mild tenderness over the left lower quadrant and
without bowel sounds. No mass was palpable. Digital
rectal examination revealed no rectal shelf or abnor-
mal mass. No palpable inguinal or supraclavicular
lymphadenopathy was detected.

Barium enema revealed an obstructive tumor in
the descending colon with dilation of proximal bow-
els (Fig. 1). In addition to the lesion in the descend-
ing colon, a computed tomography (CT) scan of the
abdomen and pelvis revealed an infrarenal abdominal
aortic aneurysm and a 3 x 2 mass protruding into the
urinary bladder and extending into the perivesicular
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Fig. 1. Barium enema examination: Annular carcinoma
(arrow) in the descending colon, with obstruction

area (Fig. 2).

A two staged surgical approach was planned as the
initial step, a transverse-loop colostomy at right upper
quadrant was created for stool diversion. He was read-
mitted 18 days later. A cystoscopic examination re-
vealed a walnut-sized tumor in the left lateral bladder
wall near the left ureteral orifice. A cystoscopic bi-
opsy revealed a metastatic adenocarcinoma (Fig. 3)
that was most probably originated in the colon. The
results of immunohistochemical staining were nega-
tive for the prostate-specific antigen (PSA) but posi-
tive for the carcinoembryonic antigen (CEA) and
cytokeratin 20.

Considering the diagnosis to be a descending co-
lon carcinoma with bladder metastasis, we performed
a palliative secondary stage operation involving en
bloc resection of the colonic tumor and closure of co-
lostomy and biopsy of the perivesicular tissue. There
was a definite gap between the colon mass and blad-
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Fig. 2. CT scan of the pelvis: Bladder mass (arrow) with
extension into the perivesicular area

Fig. 3. Histopathological examination: Metastatic adeno-
carcinoma of the urinary bladder (H&E staining,
200x)

der tumor. The peritoneal surface showed no sign of
carcinomatosis. The bladder tumor was about 0.5 cm
below peritoneal surface without peritoneal involve-
ment . Since the patient was advanced in age and no
clinical symptoms of abdominal aortic aneurysm and
bladder tumor, he and his family declined manage-
ment of the aortic aneurysm or bladder tumor simu-
taneously. Pathology of the colonic tumor (Fig. 4) was
a T3N1 moderate-differentiated adenocarinoma and
showed same histologic features with previous biopsy
of the urinary bladder tumor.
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Fig. 4. Histopathological examination: Adenocarcinoma
of the descending colon (H&E stain, 200x)

Chemotherapy consisting of 5-fluorouracil, leu-
covorin, and irinotecan every two weeks was given 5
weeks after surgery. Two episodes of gross hematuria
occurred during the fifth course of chemotherapy, but
the bleeding stopped spontaneously. Then, he refused
further chemotherapy and lost follow up after 6 co-
urses of chemotherapy. Trace back to his medical re-
cord, the patient was alive, without any symptoms of
the disease at 7 months after the palliative procedure.
However, he subsequently developed swelling with
edema in the left leg, and pelvic CT revealed progres-
sion of the metastatic tumor and obstructive lym-
phadenopathy in the iliac area. The patient died 11
months after colectomy; at the time of his death, clini-
cal evidence revealed tumor recurrence, upper gastro-
intestinal bleeding, and sepsis.

Discussion

Adenocarcinoma is an unusual form of bladder
carcinoma, accounting for 0.5-2% of all primary blad-
der malignancies.” The diagnosis of urinary bladder
adenocarcinoma raises the question of whether the le-
sion is primary; urachal; or metastatic, arising from a
distant or adjacent organ.?* Distant bladder metastasis
is extremely rare, and we noted the presence of a defi-
nite gap between the primary tumor and the metastatic
lesion in our case.

Klinger reviewed the reports of 5,000 autopsies

that were performed at Henry Ford Hospital as part of
a study on secondary tumors of the genitourinary
tract: only 0.66% of the 5,000 cases (33/5000) exhib-
ited metastatic deposits of the adenocarcinoma in the
bladder.* The incidence of bladder involvement in
cases of colonic and rectal carcinomas was only
0.06% (3/5000). In a similar series study, Ganem and
Batal et al. performed a literature review and reported
80 cases of metastatic carcinoma of the bladder. The
most frequent sites of origin were the stomach (25
cases), the skin melanoma (18 cases), the female
breast (16 cases), and the lungs (3 cases). The metas-
tasis originated from the large bowel in only 4 cases
(from the cecum in 1 case and the rectosigmoid in 3
cases).’

The precise mechanism responsible for distant
bladder metastasis has not been elucidated thus far. To
produce metastases, malignant cells must exhibit suc-
cessful invasion, embolization, survival in circula-
tion, arrest in a distant capillary bed, and extrava-
sation into and multiplication in organ parenchyma.®
Hematuria is the most common symptom of primary
bladder carcinomas because of the mucosal origin of
these tumors. Our patient experienced 2 episodes of
gross hematuria during chemotherapy, but the bleed-
ing stopped spontaneously. The presence or absence
of hematuria and symptoms of bladder irritability
seem to depend on the ability of the tumor emboli in
the bladder wall to grow rapidly, penetrate the bladder
epithelium, and protrude into the bladder lumen be-
fore death occurs due to the patient’s primary malig-
nancy.’ Gross hematuria is a relatively uncommon
finding in patients with metastatic tumors because ul-
ceration of the bladder mucosa is not likely to occur.
Hermann reported his pathological findings as fol-
lows: the mucous membrane is usually spared in met-
astatic bladder tumors originating in the gastrointesti-
nal tract.” This report was consistent with that of
Sheehan and Greenberg:® of 21 patients with metas-
tatic bladder lesions, gross hematuria was noted in
only 3 patients.

The detection of occult metastatic lesions de-
mands the development of sensitive methods and
markers. Immunohistochemical analysis has been
shown to improve the sensitivity of histological diag-
nosis.’ In contrast to other cytoskeletal elements, the
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expression of cytokeratin 20 appears to be limited to
the gastrointestinal epithelial cells.'®!'? Its expression
can be detected by immunohistochemical analysis in
95% cases of colorectal cancer.'® Our initial diagnosis
was based on the pathological examination. Further
immunohistochemical analyses confirmed these find-
ings.

In summary, the colon is a rare site of origin for
distant bladder metastasis. Although this condition is
infrequently encountered in clinical practice, the pos-
sibility of metastatic involvement of the bladder
should be always be considered when another primary
cancer has been diagnosed.
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