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RECURRENCE OF TRANSITIONAL CELL CARCINOMA IN
THE LEFT PELVIS AND URETER, AND ILEAL CONDUIT
AFTER TOTAL CYSTECTOMY : A CASE REPORT

Junichi HasaiMoto, Munehisa Takasui, Tsutomu Kinjo,

Masafumi Samasui, Tatsuro Murase, Toshio SHmMOJI,

Koji Mivake and Hideo Mitsuva
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(Director: Prof. H. Mitsuya)

A 63-year-old male with transitional cell carcinoma of the bladder underwent total cys-
tectomy. Five vears later sequential excretory urography and urinary cytologic examination
revealed tumor recurrence in the left pelvis and ureter; left nephroureterectomy was perfor-
med in July, 1984. In December, 1985, he complained of macrohematuria and urinary cyto-
logy was positive. lIleal conduitgraphy showed filling defects at the bilateral uretero-ileal
anastomosis, where two papillary lesions were disclosed by endoscopic examination.

In January, 1986, total extirpation of the ileal conduit and reconstruction of a new ileal
condut was performed. Macroscopically the two lesions were found to be a papillary tumor
at left uretero-ileal anastomosis and o polypoid tumor distal to right uretero-ileal anasto-
mosis. Histological examination revealed both tumors to be grade II transitional cell carci-
noma. This rare case is discussed and the literature is reviewed.
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Fig. 1. Excretory urography: la; Normal find-
ings (May 1979). 1b; Irregularity of the
left ureteral wall is noted at the upper
segment (October 1981). Ic; Irregularity
of the wall and intraluminal filling de-
fects are noted at the left pelvis and
the upper portion of the left ureter
(May 1982). 1d; DIP shows lack of
left renal function (April 1984).
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Fig. 2. Abdominal CT scan demonstrates left
hydronephrosis, thin renal parenchyma
and high density area in the left pelvis.

BLirh, FE6AILIIH, HEY B AR L.
Fig. | B SaE® o BIFLELxR¥ A
Bt CT Tir, EKBE LEBEREOIFEE YR
», ¥i, EBFRAE, —&C high density DI
Gnianh s (Fig. 2). RENBENC X 2E8H

v
»

Fig. 3. Antegrade pyelography of the left kidney
shows filling defects at the pelvis and
the upper portion of the ureter.

Resected left kidney: papillary broad
based tumor can be seen at the uretero-
pelvic junction.
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Histopathology of the pelvic tumor
reveals grade II transitional cell carci-
noma with submucosa invasion.

Tig. 6. Ileal conduitgraphy shows filling defects
at the bilateral uretero-ileal anasto-

mosis.
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Fig. 7. Antegrade pyelography of the right
kidney demonstrates mild dilatation of
the ureter and stricture at the ure-

tero-ileal anastomosis.
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Fig. 8. Resected ileal conduit: two papillary
tumors are recognized at the bilateral
uretero-ileal anastomosis.
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Histopathology of the tumor at the right uretero-ileal

anastomosis reveals grade II transitional cell carcinoma
with papillary proliferation orginating in the ureteral

mucosa.

Table 1. Recurrence of transitional cell carcinoma in ileal conduit: 8 cases
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