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A Rare Case of Mucinous Adenocarcinoma of the Bladder: 
A Case Report

	 Adenocarcinoma represents 0.5 to 2% of  all malignant tumors of  the bladder, and the mucinous 
subtype is extremely rare as a primary vesical lesion. 
	 The patient is a case of  a 50-year-old male who initially presented with dysuria with occasional 
hematuria. A CT scan was done and showed bladder new growth. Cystoscopy Transurethral Resection 
of  the bladder tumor was done revealing mucinous adenocarcinoma of  the bladder. He then completed 
neoadjuvant chemotherapy with Pacitaxel and Cisplatin for 4 cycles, however repeat CT scan with 
contrast post chemotherapy showed progression of  the adenocarcinoma. Due to the possibility of  
a primary lesion in the gastrointestinal tract,  colonoscopy was performed revealing sessile serrated 
adenoma, as were tumor markers CA 19-9, CA 125, alpha-fetoprotein, and CEA, all of  which without 
any abnormal results. He eventually underwent cystoprostatectomy and urethrectomy with extended 
bilateral pelvic lymph node dissection. The margins and lymph nodes were negative for tumor invasion. 
	 Adenocarcinoma is diagnosed mainly on histopathology and with the help of  Immunohistochemistry 
(IHC). Once the diagnosis is confirmed, the radical surgery should be advised which could improve 
survival and disease progression.
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Introduction

	 Bladder cancer is  a global disease with 
540,000 incident cases and 188,000 deaths in 2015 
worldwide. Among cancers affecting both sexes, 
bladder cancer ranks as the fourth most prevalent 
cancer globally. Although incidence rates are 
highest in Europe and North America, more than 
60% of  all bladder cancer incidence and nearly half  
of  bladder cancer deaths occur in the developing 
world.1 The histological and pathological type of  
bladder cancer is mainly urothelial carcinoma, 
also called transitional cell carcinoma, accounting 
for approximately 90%. Other types include the 

squamous cell carcinoma and adenocarcinoma.2 
Adenocarcinoma represents 0.5 to 2% of  all 
malignant tumors of  the bladder, and the mucinous 
subtype is extremely rare as a primary vesical 
lesion. It is more common in patients over 50 
years old. It is believed that there is a progression 
pattern from mucinous metaplasia to mucinous 
adenoma and then mucinous adenocarcinoma; 
However, no study has confirmed this hypothesis. 
Adult vesical exstrophy and persistent urachal 
remnants also figure among the risk factors 
associated with vesical adenocarcinoma. As for 
clinical presentation, the most common symptoms 
are hematuria, suprapubic pain, and voiding 
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difficulties, similar to other bladder tumors.3 
Primary mucinous adenocarcinoma of  the bladder 
is classified to have an aggressive behavior and is 
poorly responsive to radiation or chemotherapy as 
first-line treatment. Bladder adenocarcinoma, with 
or without mucinous differentiation, most often 
arises at the base or dome eventually with urachal 
remnants. The classification itself  between primary 
vesical and urachal, is debated.4

The Case

     The patient is a case of  a 50-year-old male who 
initially presented with dysuria with occasional 
hematuria. A CT scan was done and showed 
bladder new growth (Figure 1). Cystoscopy, 
transurethral resection of  the bladder tumor 
revealed a bladder mass occupying the right bladder 
neck encroaching the right prostate lobe, 6 cm in 
widest diameter, with the subsequent diagnosis of  
mucinous adenocarcinoma of  the bladder. He then 
completed neoadjuvant chemotherapy with Pacitaxel 

175mg/m2 and Cisplatin 100mg/m2 for every 21 
days for four cycles, however repeat CT with 
contrast post chemotherapy showed progression 
of  the adenocarcinoma. Due to the possibility 
of  a primary lesion in the gastrointestinal tract, 
colonoscopy was performed revealing sessile 
serrated adenoma, as were tumor markers CA  
19-9: 15U/ml, CA 125: 30 U/ml, alpha-fetoprotein: 
15ng/ml, and CEA: 4.0ng/ml, all of  which 
without any abnormal results. He eventually 
underwent cystoprostatectomy, urethrectomy with 
extended bilateral pelvic lymph node dissection 
(Figure 2). The margins and lymph nodes were 
negative for tumor invasion (Figure 3). The patient 
was sent home improved and advised for follow-
up Cystoscopy every 3 months for the first 2 years 
then every 6 months for the next 3 years and 
annually for the next 5-10 years. Baseline upper 
tract imaging was also requested and repeated 
annually. Urine cytology was also requested every 
3 months for the first 2 years and every 6 months 
for the next 3 years and annually for the next 5-10 
years. 

Figure 1.  Abdominal CT scan. Axial view showing diffusedly thickened bladder wall and a fungating mass 6cm 
in widest AP diameter (1).  Coronal view (2). Bladder wall and a fungating mass with calcifications in the bladder 
base 4.6cm in widest AP diameter (3).
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Figure 2.  Gross specimen showing the bladder, prostate and urethra

Figure 3.  Note of  mucinous adenocarcinoma using H&E stain (1). Lymph nodes devoid of  tumor metastases (Lymphoid 
follicles with germinal centers)

Discussion

      Adenocarcinoma of  the bladder is an uncommon 
malignant neoplasm and accounts for fewer than 
2% of  all malignant urinary bladder tumors.5 The 
normal bladder mucosa is lined by transitional cell 
epithelium with absence of  glandular epithelium. 

The formation of  adenocarcinoma in an organ which 
normally does not contain glandular tissue is fairly 
rare. The majority of  primary adenocarcinomas of  
the urinary bladder is around 50-60% which arises 
at the bladder base and almost all of  the remaining 
is associated with urachal remnants.  Most patients 
are at the mean age of  62 years old with hematuria 
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as the most common presenting sign, manifested in 
about 90% of  patients. Almost half  of  the patients 
complain about dysuria, nocturia, frequency and 
pain. In the present case, the location of  the mass 
was the bladder trigone and also presented with 
hematuria and dysuria.2 
	 According to Pan X, et al (2016), there are three 
hypotheses regarding the histological origin. The 
first is urachal remnants in the bladder; the second 
is a vestigial embryonal gland in the transitional 
epithelium of  the bladder; and the third is the 
transitional epithelium of  the bladder undergoing 
glandular metaplasia. Glandular cystitis is widely 
considered as a precancerous condition for 
bladder adenocarcinoma. The mucosa in bladder 
adenocarcinoma is not smooth, resembling 
edematous surface villi, or even papilloma-like 
changes on cystoscopy. The accumulation of  
secretions and associated infection may promote 
the development of  adenocarcinoma. As the 
adenocarcinoma cells secrete copious amounts of  
mucus, mucous floccules may be discharged from 
the bladder during micturition or cystoscopy.6 
Shivangi L, et al (2016) noted that chronic irritation 
from infection, calculi, indwelling catheters and 
exposure to carcinogens may induce epithelial 
proliferation forming epithelial nests or more 
commonly known as Brunner nests, such tumors 
are located most commonly in the trigone. A 
proportion of  the patients may only present with 
signs of  bladder irritation and difficulty urinating.2  
      Wright JL, et al (2006) discussed that 
d is t inguishing between mucinous  b ladder 
adenocarcinoma and urachal carcinoma is crucial, 
but may be challenging, as their presentations may 
be similar. The primary clinical signs of  bladder 
adenocarcinoma are hematuria and dysuria, whereas 
mucusuria is observed in  approximately 90% of  
urachal carcinomas. Furthermore, the treatment of  
urachal carcinoma is partial cystectomy with en-
bloc resection of  the urachus, rather than radical 
cystectomy. In addition, urachal carcinoma has a 
better prognosis and high survival rate compared 
with mucinous adenocarcinoma of  the bladder.7

     Pan X, et al (2016) added that the growth 
pattern of  adenocarcinoma cells mainly involves 
infiltration into the deep muscular layer; thus, 
cystoscopy and B-mode ultrasound may be unable 
to assess the extent of  infiltration. Therefore, the 

majority of  bladder mucinous adenocarcinoma 
patients are stage T2 or T3 at diagnosis. When a 
tumor is identified at the bladder dome, trigone 
or lateral wall, or in patients presenting with 
mucous floccules discharged from the bladder 
during micturition or cystoscopy, the presence 
of  bladder adenocarcinoma should be taken into 
consideration. Tumor tissue biopsy and CT are 
required. Several random biopsy samples and 
regular follow-up visits are also required for patients 
with glandular cystitis. Bladder adenocarcinoma 
is resistant to chemotherapy and radiation; thus, 
for patients with confirmed or highly suspicious 
mucinous adenocarcinoma of  the bladder, timely 
radical resection is warranted.6

	 Zaghoul, et al (2005) did a retrospective study 
of  long-term results of  primary adenocarcinoma 
of  the urinary bladder wherein 192 patients had 
adenocarcinoma. Mucinous adenocarcinoma was 
reported in 28 patients or approximately 14.6%.  
The 5-year disease-free survival rate of  all 192 
patients with adenocarcinoma was 46+4%. There 
was no difference in survival rates between males 
and females, 46+5% vs. 49+7%, respectively. 
The 5-year disease-free survival rate decreased 
with the advancement of  the level of  tumor 
infiltration.8

Conclusion

	 T h e  p r o g n o s i s  o f  mu c i n o u s  b l a d d e r 
adenocarcinoma depends mainly on its stage 
when diagnosed and treated. Adenocarcinoma 
is diagnosed mainly on histopathology and with 
the help of  Immunohistochemistry. Once the 
diagnosis is confirmed, radical surgery should be 
advised which could improve survival and disease 
progression.
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