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ABSTRACT 
Introduction: Urinary bladder carcinoma is the second most common cancer of the genitourinary tract and ninth most 

common cancer worldwide. The aim of this study was to analyse the clinico  pathological features of histologically 
confirmed urinary bladder carcinoma cases at a tertiary care hospital of  Rajasthan. 
Materials and method: This study was a retrospective cross-sectional study conducted from November 2019 to October 
2021. We included 38 cases which came in two years. 
Result: In our study most common age group was 61-70 years. Male: female is 12:1.  Hematuria was the most common 
presentation (42%) followed by abdominal pain (18%), dysuria and  retention of urine (16%), increase frequency of 
urination (13%), urethral stricture (11%) and  fever (8%). Microscopic findings showed 2 non-neoplastic cases (6%), zero 
benign and 33 malignant cases (87%). In three cases tissue was crushed so diagnosis was inconclusive. Out 18 of malignant 
cases 32 cases were of papillary type and 1 case was of adenocarcinoma. 

Conclusion:  Urinary bladder carcinoma is diagnosed commonly at late stages in India as compared to western countries. 
Patients tend to ignore hematuria and other clinical symptoms at early stage of lesion. This situation can be improved by 
proper education, awareness among patients and adopting screening programmes in community. There is a need of other 
prospective studies to be done with higher number of patients in future for better understanding of the clinico-pathological 
features.  
Keywords:  TURBT, Cystoscopy, Bladder carcinoma, papillary carcinoma, urothelial carcinoma, low grade 

This is an open access journal,  and articles are distributed under the terms of the Creative Commons Attribution‑ Non 
Commercial‑Share Alike 4.0 License, which allows others to remix, tweak, and build upon the work non‑commercially, as 

long as appropriate credit is given and the new creations are licensed under the identical terms. 

 

INTRODUCTION 
Urinary bladder carcinoma is the second most 

common cancer of the genitourinary tract and ninth 

most common cancer worldwide.[1]Both neoplastic 

and non-neoplastic lesions of urinary   bladder are 

common. Almost 90% cases of primary urinary 

bladder tumor is accounted by   urothelial carcinoma. 

[2]Non-neoplastic lesions include cystitis, urachal 

lesions, tuberculosis and malakoplakia.  It is three to 

four times more common in males than in woman. [1] 

It’s incidence and mortality  increases with age and 

two-third cases occur in patients older than 65 years 
of age. [3]    Risk factors associated with urinary 

bladder tumor are smoking, pelvic irradiation, 

cyclophosphamide, chronic cystitis, parasite 
infestation like schistosomal infection, aniline dyes 

and urachal remnants. [4-7]Most arise from base 

(posterior wall) and lateral wall of  bladder. [8] Most 

common form of presentation is hematuria followed 

by symptoms associated with urinary tract infections 

like urgency, hesitancy, frequency and dysuria. 

Abdominal pain also  can occur if there is obstruction 

of urethral orifice which leads to development of  

pyelonephritis or hydronephritis. [9] There are several 

grading system proposed over the years. All these are 

superseded by WHO (World Health Organization) or 
by International Society of Urological Pathology 

classification. [10]Most commonly used staging system 
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is that of American Joint Committee of Cancer. 

Noninvasive urothelial carcinoma which is carcinoma 

in situ is stage Tis. Noninvasive papillary carcinoma 

is designated as pTa, while invasion to lamina propria, 

muscularispropria, perivascular tissue and adjacent 
organs is designated as pT1,pT2,pT3,pT4 

respectively. [11] Urothelial cancers are mostly found in 

pure form but can show divergent differentiation. 

[12]Of all the malignant bladder tumors, 5% are 

comprised of squamous cell carcinoma and 

adenocarcinoma are rare. [9] Radiographic imaging 

plays a significant role in bladder cancer staging. [13] 

Cystoscopy is the    primary diagnostic method which 

is used in suspected cases of bladder tumor. It helps in 

direct visualization of bladder mass and bladder 

mucosa and taking biopsy from that suspected lesion. 

Transurethral resection of bladder tumor (TURBT) is 
diagnostic , prognostic  and therapeutic procedure. [14] 

Cystoscopic/ TURBT evaluation and 

histopathological examination helps in making a 

proper  diagnosis of bladder tumour. [15-17]nbz The aim 

of this study was to analyze the clinico pathological 

features of histologically confirmed urinary bladder 

carcinoma cases at a tertiary care hospital of 

Rajasthan. 

 

MATERIALS AND METHODS 

This study was a retrospective cross-sectional study 
conducted from November 2019 to October 2021. We 

included 38 cases which came in this two year. 

Histopathology requisition forms were retrieved and 

all the Hematoxilin and eosin (H&E) stain slides were 

reviewed. In each cases, detail clinical  history 

including age, gender, type of specimen along with 

radiological investigation and cystoscopic or TURBT 

findings were noted in a prestructuredperforma. 

Ethical clearance from the institute was taken.  A 

detailed histopathological examination of H&E 

stained slides were done under light microscope. 

Histologic grade, type, any invasion to lamina propria 
or muscularispropria, stage of tumor and any other 

changes were noted. Grading was done according to 

WHO/ISUP classification.  The data was tabulated, 

analysed and compared with other similar studies. 

 

RESULT 
Thirty eight cases over a period of two years were 
studied. The age distribution of cases is elaborated in 

Table 1. In our study 34% patients were found in age 

group 61-70 years (most common), followed by 24% 

in  51-60 yrs, 18% in 71-80 yr., 10% 41-50 yr.,  had 8 

% patients cases each in 21-30 years, 31-40 years and  

>80 years group, (table1). Male: female ratio was 12:1 

(table 2).Hematuria was the most common 

presentation in 42% of patients followed by 

abdominal pain, dysuria and retention of urine, 

increase frequency of urination in, urethral stricture 

and fever as shown in table 3. 92% of the patients 

were smokers. The incidence of smokers was in males 
only. Maximum number of urinary bladder growth 

was on lateral wall in 61% patients followed by 

posterior  wall in 26%, anterior wall in 9% and least 

was on medial wall in 4% patients.  According to 

cystoscopic findings, 91% growths were 

polypoidal/papillary, 5% were solid,  3% were solid 

and 1% fungating.  Microscopic findings showed 2 

non-neoplastic cases (6%), 0 benign neoplastic cases 

and 33 malignant cases (83%). In three cases tissue 

was crushed so diagnosis was inconclusive.  Out of 33 

malignant cases 32 cases were of papillary type and 1 
case was of adenocarcinoma (table 4).  In the present 

study urothelial papillary carcinoma is found in 32 

cases (97%), out of which pure papillary type was 

seen in 28 cases (87%) and differentiation was present 

in 4 cases  (13%). Out of this differentiation, 

squamous was present in two cases , nesting was seen 

in one case and multi variant was seen in one case. 

One case (3%) of adenocarcinoma is seen  (table 5).  

Out of 33malignant cases, invasion was present in 4 

cases (12%). Only muscular invasion was found. No 

lamina propria invasion was seen (table 6).Figure 2 

shows high grade papillary urothelial carcinoma. 
Figure 3 shows Papillary urothelial neoplasm of low 

malignant potential (PUNLMP) and figure 4 shows 

Low grade urinary papillary carcinoma. 

 

 
Figure 1(H&E 400x)- Microphotograph showing Squamous differention in urinary carcinoma 
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Figure 2(H&E 400x)- Microphotograph showing High grade urinary papillary carcinoma 

 

 
Figure 3(H&E 400x)- Microphotograph showing Papillary urothelial neoplasm of low malignant potential 

(PUNLMP) 

 

 
Figure 4(H&E 400x)- microphotograph showing Low grade urinary papillary carcinoma 
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Table: 1 Age distribution of cases 

Age (years) Cases (n=38) Percentage 

10-20 0 0 

21-30 1 3 

31-40 1 3 

41-50 4 10 

51-60 9 24 

61-70 13 34 

71-80 7 18 

>80 3 8 

Total 38 100 

 

Table: 2 Distribution of cases according to gender 

Gender Cases (n=38) Percentage 

Male 35 92 

Female 3 8 

Total 38 100 

 

Table:3 Distribution of cases according to clinical presentation 

Clinical presentation Cases (n=38) Percentage 

Hematuria 16 42 

Urethral stricture 4 11 

Frequency of urine 5 13 

Dysuria 6 16 

Fever 3 8 

Retention of urine 6 16 

Abdominal pain 7 18 

 

Table: 4 Distribution of cases according to microscopic features 

Microscopic Features Number of cases (n=38) % 

Crushed tissue (no diagnosis possible) 3 7 

Non-Neoplastic lesion 

Pesudosarcomatousmyofibroblastic Inflammatory lesion 1 3 

Granulomatous cystitis 1 3 

Neoplastic (Benign) Lesion                                                                           0 

Neoplastic (Malignant) Lesion 

High grade papillary urothelial carcinoma 17 44 

Low grade papillary urothelial carcinoma 14 37 

Moderately differentiated adenocarcinoma 1 3 

Papillary urothelial neoplasm of low malignant potential 1 3 

Total 38 100 

 

Table 5:- Histological spectrum of urinary bladder carcinoma (n=33) 

Histological type Variant Cases % 

Urothelial carcinoma  32 97 

a)Pure type 28 87 

b) Urothelial carcinoma with divergent variation 4 13 

 Squamous differentiation 

 Clear cell differentiation 

 Sarcomatoid differentiation 

 Nested pattern 

 Multiple variant 

2 

0 

0 

1 

1 

 

 

Adenocarcinoma  1 3 

Others  0  

Total  33  
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Table 6:- Histological finding involving invasion (n=33) 

Invasion Number % 

Lamina propria 0 0 

Muscular 4 12 

 

DISCUSSION 

Urinary bladder carcinoma is a global health problem. 

It is the 9th most common cancer and accounts for 

3.9% of all carcinoma cases in India.  In our study 
male: female ratio was 12:1. It is higher than studies 

done by Lim et al[18], Vidhya et al[19], Vaibhav et 

al[20], which showed 5:1, 4.5:1, 5.25:1 ratio 

respectively. Other  studies like Mansi et al[21], 

Langer et al[22] , Matalka et al[23] , Gupta et al[24], 

Hasen et al[25] and Heng et al[26] showed similar 

male:female ratio like 7.5:1, 7.26:1, 9:1, 8.6:1, 2.58:1, 

3.3:1 repectively. This high male:female ratio is 

related to increase incidence of smoking in males  

who also tend to work outside so they are more prone 

to industrial carcinogens like aniline dye.  It was 
observed most common age group was 61-70 years in 

which 34% patients, followed  by 51-60 years -24%, 

71-80 years -18%, 41-50 years -10%,  21-30 years, 

31-40 years and  >80 years  had 8 % cases each were 

found. This is similar to studies which showed higher 

cases in 5th,6th and 7th decade of life. [22-24, 27] Most 

common clinical symptoms was found to be 

hematuria in 42% patients , abdominal  pain in 18%, 

dysuria and retention of urine in16%, increase 

frequency of urination in 13% , urethral stricture in 

11%  and fever in 8% cases which is similar to other 

studies.[24, 28-30] In our study the most common site 
where growth was found is lateral wall and posterior 

wall which is similar to other studies.[26, 31] 

Observation of commonest cancer being urothelial 

carcinoma type and non-neoplastic lesion findings 

were in accordance with other 

studies.[23,24,29,32,33,34,35,36] Our study shows high grade  

papillary urothelial carcinoma as commonest finding 

as it is  seen in 44% of cases but only  37% cases 

showed Low grade papillary Urothelial carcinoma.. 

This is differ to studies which showed low grade as 

common carcimona. [21,27,37] But similar to some 
studies which showed high grade as commonest 

finding.[24, 26, 38] Study shows muscle invasion  in 4 

cases (15%) same as other studies. [20,23,27,30,39-41] 

Patients presented at late stage due to lack of 

awareness can be a reason for muscle invasion in 

these cases. 
 

CONCLUSION 

Urinary bladder carcinoma is a common malignancy 

which is diagnosed at late stages in India as compared 

to western countries. Patients tend to ignore 

hematuria and other clinical symptoms at early stage 
of lesion. This situation can be improved by proper 

education, awareness among patients and adopting 

screening programmes in community.  

Most common age of presentation is 61-70 years. 

Non invasive high grade papillary urothelial 

carcinoma is the commonest presentation. Muscle 

invasion directly correlates with the grade of tumor.  

 This study is done in Rajasthan which forms a basis 

for further evaluation of bladder lesions. There is a 
need of other prospective studies in the state to be 

done with higher number of patients in future for 

better understanding of the clinico-pathological 

features.  
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