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Case Report

A large urinary bladder sarcoma treated with transurethral
resection: a case report
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Introduction

Abstract

The objective of this study is to report a case of a large urinary bladder sarcoma treated
with transurethral resection and to evaluate the feasibility and efficacy of endoscopic
surgery for urinary bladder sarcoma. We present a case report of a 64-year-old woman
who underwent transurethral resection of a large urinary bladder sarcoma. Pathologic
findings and immunohistochemistry were used to confirm the diagnosis of undiffer-
entiated sarcoma. The patient was followed up for 48 months for local recurrence and
distant metastasis. Nearly complete transurethral resection was performed, yielding 500
goftissue. The patient underwent repeated transurethral resection because she declined
radical surgery. The patient has survived for 48 months without local recurrence or
metastasis. Transurethral resection could be an alternative option for urinary bladder
sarcoma, particularly in cases where radical resection may not be feasible or desired
by the patient. Careful selection of appropriate patients and long-term follow-up are
crucial. Further studies are needed to evaluate the efficacy and safety of endoscopic
surgery for urinary bladder sarcoma.
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The standard treatment for urinary bladder

Urinary bladder sarcoma is a rare malignant
tumor that arises from the mesenchymal tissue
of the urinary bladder and represents 0.4% of
all histological subtypes of primary invasive
urinary bladder tumors.! Leiomyosarcoma and
rhabdomyosarcoma are the two most prevalent
subtypes, accounting for 50.0% and 20.0% of
urinary bladder sarcoma, respectively. Additional
subtypes include osteogenic sarcoma, angiosar-
coma, myxoid liposarcoma, malignant fibrous
histiocytoma, and carcinosarcoma.’
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sarcoma has not been established due to its rarity
and the lack of randomized controlled trials.
However, radical resection with negative margins
is the cornerstone of treatment due to the aggres-
sive nature of the disease.’* There have, however,
been no reports of endoscopic surgery as the only
treatment for a large tumor. We thus present the
case of a large undifferentiated urinary bladder
sarcoma treated with transurethral resection,
including the disease-free survival outcome.

Address: Division of Urology, Department of Surgery, Khon Kaen University, Mitraphap Road, Mueang District,

Khon Kaen 40002, Thailand
E-mail: ukritro@kku.ac.th
Manuscript received: February 12,2025

March 26, 2025
May 24, 2025

Revision received:

Accepted after revision:



74

- Vol. 46 No. 1 January - June 2025

Case Report

A 64-year-old woman presented with
painless gross hematuria and had experienced
frequent urination for four months. She also felt
a lump in her lower abdomen. Ultrasound from
the referral hospital revealed a large pelvic mass
in the differential diagnosis of an ovarian tumor.
The gynecologist performed an exploratory
laparotomy; however, no gynecological abnor-
malities were found intraoperatively except for
a substantial anterior pelvic mass. The patient
was, therefore, referred to our center for further
evaluation.

Upon physical examination, a previous
Pfannenstiel incision was observed, and a large
firm pelvic mass was palpated two-thirds of
the distance between the umbilicus and the
pubic symphysis. Ultrasound revealed a 10-cm
homogeneous hypoechoic mass in the pelvic
cavity. Subsequent magnetic resonance imaging
demonstrated a heterogeneous, hypo-intensity,
intravesical mass measuring 9.4x8.9x7.7 cm on
T1- and T2-weighted images, without definitive
evidence of invasion into the perivesical tissue,
although invasion into the detrusor muscle
cannot be excluded. Hydronephrosis was not
observed (Fig. 1). Based on these findings, the
tumor was suggested to be at clinical stage T2, with
no regional lymph node involvement or distant
metastasis (NOMO). The cystoscopic findings
showed a large pedunculated intravesical mass
with a stalk located at the posterior wall of the
urinary bladder and smooth overlying mucosa

Figure 1. Coronal T2-weighted magnetic resonance
imaging demonstrated a heterogeneous hypo-intensity
intravesical mass, size 9.4x8.9x7.7 cm.

(Fig. 2). Both ureteral orifices were seen. The
differential diagnoses from the cystoscopic
findings included urothelial carcinoma or
non-urothelial tumor (i.e., urinary bladder sar-
coma).

A nearly complete monopolar transurethral
resection (TUR) was performed, yielding a tumor
weight of 500 g. The tumor’s base measured ap-
proximately 2 cm in diameter (Fig. 3). We used
79 1 of sterile water for irrigation during the 5-h
operation. The hospital course was uneventful,
and the patient was discharged on the third
postoperative day.

The histopathological findings revealed
high-grade tumor cells arranged in sheets demon-
strating infiltrative patterns and comprising elon-
gated nuclei, hyperchromatic nuclei, moderate
pleomorphism, and a lack of mitotic figures. The
tumor invaded the detrusor muscle. Immunohis-

tochemistry revealed GATA3 +, Vimentin +, AE1/
AE3 -, Desmin -, SMA -, §100 -, EMA -, CK7 -,

o

Figure 2. Cystoscopy showed the bladder tumor with
normal overlying urothelium.

Figure 3. Cystoscopy showed the stalk of tumor.
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CK20 -, CD117 -, and CD138 -, suggesting an
undifferentiated sarcoma.

We discussed the curative treatment options,
including partial cystectomy and anterior pelvic
exenteration. After understanding the potential
risks and benefits, the patient expressed a desire to
preserve her bladder and maintain her quality of
life, and she elected to undergo repeated TUR as
an alternative management strategy, which aimed
to remove as many tumors as possible. After
resecting all gross disease, the pathological in-
vestigation indicated that the residual tumor had
persisted. After discussing adjuvant treatment
approaches, the patient declined chemo- and/or
radiation therapy. We did, however, schedule her
for surveillance cystoscopy every three months,
which showed scar formation with negative
biopsies (Fig. 4). The annual whole-abdomen
computed tomography did not detect any abnor-
malities. Up to the end of our study, she was alive
and had survived for 48 months with no evidence
of a local recurrence or metastasis.

The Human Research Ethics Committee of
Khon Kaen University reviewed and approved
the study per the Helsinki Declaration and the
Good Clinical Practice Guidelines (HE631371).
Furthermore, the eligible patient signed informed
consent before enrollment.

Discussion

We presented the case of urinary bladder
sarcoma with a large pelvic mass and hematuria,
which had been initially misdiagnosed as an
ovarian tumor. Most urinary bladder sarcoma
patients generally present with painless gross he-
maturia, followed by lower urinary symptoms.*”
However, these patients sometimes present a
large mass at the time of diagnosis. According
to a systematic review of 210 cases of urinary
bladder leiomyosarcoma, the mean tumor size is
6 cm (range, 0.5-16).” Our case report highlights
the importance of thorough medical history
taking, physical examination, and appropriate
investigations when diagnosing a patient with a
pelvic mass. In particular, patients with a history
of gross hematuria must undergo cystoscopy
and cross-sectional imaging to initially rule out
urinary tract cancer.

Urinary bladder sarcoma has various histo-
pathological features, making a definitive diagno-
sis difficult; however, immunohistochemistry can

Figure 4. Cystoscopy showed the tumor’s base locat-
ed in the posterior wall of the urinary bladder after
transurethral resection.

help differentiate these subtypes of non-epithelial
tumors.*® In our patient, the positive result for
the mesenchymal origin marker Vimentin and
the negative results for epithelial markers [viz.,
pan-cytokeratin (AE1/AE3), CK7, CK20, and
EMA] gave rise to the differential diagnosis of
some type of sarcoma; however, the negative
results for myogenic differentiation markers
(Desmin and SMA) decreased the likelihood of
its being leiomyosarcoma or rhabdomyosarcoma.
Thus, the final pathological diagnosis suggested
an undifferentiated sarcoma.

The Memorial Sloan Kettering Cancer
Center (MSKCC) sarcoma staging system has
been used to determine the prognosis of urinary
bladder sarcoma in a small series. The prognostic
factors include grade (low versus high), size of the
tumor (< 5 cm versus > 5 cm), depth of invasion
(superficial versus deep), and the presence of
metastasis.” Russo et al reported that the 3-year
relapse-free survival rate for stage 3 or 4 was only
26.0%. In contrast, Spiess et al reported a series
of 19 patients with urinary bladder sarcoma and
found that the 5-year disease-specific survival
rate was 59.0%, with a median survival rate of 6
years, and the essential factor for recurrence-free
survival was surgical margins status, not the stage
of disease.* Thus, they concluded that complete
surgical resection (radical or partial cystectomy)
with negative resection margins offers the best
treatment outcomes.**

Only a few studies have reported on the treat-
ment outcomes of transurethral surgery. Russo et
al reported that two patients with small leiomyo-
sarcoma (2 cm) underwent complete TUR with
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no evidence of local recurrence after seven years
of follow-up.3 Rodriguez et al reported 183 cases
of leiomyosarcoma of the urinary bladder; those
patients who underwent cystectomy appeared to
have a higher median disease-specific survival
than those undergoing TUR only, albeit the dif-
ference was not statistically significant (48 and 24
months, respectively, p = 0.260). However, Rodri-
guez et al did not mention the size of the tumor.”
Furthermore, chemotherapy and radiotherapy
were proposed as multimodal treatments for local
recurrence or distant metastasis, providing a wide
range of therapeutic effects.”>*

We are the first to demonstrate a case of an
extremely large urinary bladder sarcoma treated
with TUR alone. Although the space for endo-
scopic resection is quite difficult, it had a narrow
base (2 cm in diameter) and was located away
from the ureteral orifices. Notwithstanding, we
needed to discuss the chances of recurrence and/
or metastasis with the patient. In addition, we
needed to provide information about the risk of
complications (i.e., urinary bladder perforation
or TUR syndrome) that can occur due to the
prolonged operative time needed for resection of
a high-volume tumor.” The tumor was completely
resectable using TUR without any complications.
The patient survived for 48 months after TUR
without any recurrence or metastasis; despite
having been diagnosed as MSKCC stage 3 (a
high-grade tumor > 5 cm). Further research is
recommended to understand the nature of tissue
invasion in a pedunculated urinary bladder sar-
coma, whether it is related to the tumor’s size or
base diameter.

Conclusion

Urinary bladder sarcoma is a rare tumor,
but it should be considered in the differential
diagnosis of pelvic mass and hematuria. Although
complete surgical resection provides the best
curative treatment, TUR could be an alternative
option worth considering in terms of its minimal
invasiveness and urinary bladder preservation.
We suggest that this approach be reserved for
narrow-based, pedunculated tumors that can be
completely resected, do not involve the ureteral
orifice, and where imaging shows no evidence of

perivesical invasion. Long-term follow-up should
be required to monitor disease progression.

Acknowledgments

The authors thank Mr. Bryan Roderick Ham-
man—under the aegis of the Publication Clinic
Khon Kaen University, Thailand—for assistance
with the English-language presentation.

Conflicts of Interest
The authors declare no conflicts of interest.

References

1. Ploeg M, Aben KK, Hulsbergen-van de Kaa CA,
Schoenberg MP, Witjes JA, Kiemeney LA. Clinical
epidemiology of nonurothelial bladder cancer:
analysis of the Netherlands Cancer Registry. ] Urol
2010;183:915-20.

2. Parekh DJ, Jung C, O’Conner J, Dutta S, Smith ER.
Leiomyosarcoma in urinary bladder after cyclophos-
phamide therapy for retinoblastoma and review of
bladder sarcomas. Urology 2002;60:164.

3. Russo P, Brady MS, Conlon K, Hajdu SI, Fair WR,
Herr HW, et al. Adult urological sarcoma. ] Urol
1992;147:1032-6; discussion 1036-7.

4. Spiess PE, Kassouf W, Steinberg JR, Tuziak T,
Hernandez M, Tibbs RE, et al. Review of the M.D.
Anderson experience in the treatment of bladder
sarcoma. Urol Oncol 2007;25:38-45.

5. Zieschang H, Koch R, Wirth MP, Froehner M.
Leiomyosarcoma of the urinary bladder in adult
patients: a systematic review of the literature and
meta-analysis. Urol Int 2019;102:96-101.

6. Lott S, Lopez-Beltran A, Montironi R, MacLennan
GT, Cheng L. Soft tissue tumors of the urinary
bladder Part II: malignant neoplasms. Hum Pathol
2007;38:963-77.

7. Rodriguez D, Preston MA, Barrisford GW, Olumi
AF, Feldman AS. Clinical features of leiomyosar-
coma of the urinary bladder: analysis of 183 cases.
Urol Oncol 2014;32:958-65.

8. Dotan ZA, Tal R, Golijanin D, Snyder ME, Anto-
nescu C, Brennan ME, et al. Adult genitourinary
sarcoma: the 25-year Memorial Sloan-Kettering
experience. J Urol 2006;176:2033-8; discussion
2038-9.

9. Collado A, Chéchile GE, Salvador J, Vicente J. Early
complications of endoscopic treatment for superfi-
cial bladder tumors. ] Urol 2000;164:1529-32.



