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Introduction: We report the experience with patients of urachal adenocarcinoma of the bladder, a rare malignancy 
in the urinary bladder, treated with laparoscopic partial cystectomy. 
Aim: Solitary transitional cell carcinoma (TCC) of the dome/anterior wall of the bladder in some cases. As 
compared to radical surgery, partial cystectomy has a lower morbidity rate and similar oncological outcomes. We 
present our experience with laparoscopic partial cystectomy (LPC) in patients with urachal adenocarcinoma. 
Case presentation: Until being admitted to the hospital, a 60-year-old woman had been suffering from painless, 
sporadic gross hematuria for the previous year. Her physical examination was undistinguished. Computed to-
mography revealed an enhancing firmly bordered mass on the anterior-superior aspect of the bladder wall. The 
patient then underwent cystoscopy and laparoscopic partial cystectomy simultaneously. 
Conclusion: Based on our first experience in LPC, we suggest that cystoscopy assisted LPC is a reasonable and safe 
procedure with fewer complications and does not extend the operating time. The procedure's effectiveness hinges 
on the patient's selection. However, many cases needed to emphasize the effectiveness and safety of LPC.   

1. Introduction and importance 

Bladder cancer is one of the most commonly diagnosed cancers in 
both men and women around the world. It is ranked 10th of all malig-
nancies, with an overall age-standardized occurrence rate (per 100,000 
people/years) is 9.0 for male and 2.2 for female [1]. This cancer affects 
both men and women in Indonesia, with incidences rising by up to 15% 
per year over the last decade. Transitional cell carcinoma (78.8%) is the 
most common histopathological form detected, followed by squamous 
cell carcinoma (10.2%), adenocarcinoma (8.6%), and sarcoma (8.6%). 
(2.4%) [2]. 

In terms of treatment, radical cystectomy remains the most suc-
cessful alternative for patients with invasive organ-limited bladder 
cancer. Partial cystectomy can be used in certain cases of solitary tran-
sitional cell carcinoma (TCC) of the dome or anterior bladder wall, such 
as small unifocal tumors, bladder diverticulum with solitary tumors in it, 
no concurrent carcinoma in situ (CIS), or localized urachal adenocar-
cinoma, with lower morbidity and comparable oncological outcomes 

when compared to radical surgery [3,4]. 
Traditional open partial cystectomy can now be done laparoscopi-

cally as well, thanks to advances in urological laparoscopy in recent 
decades. Nezhat identified the first laparoscopic partial cystectomy 
(LPC) for bladder endometriosis infiltrating in 1993. In 2006, Milhoua 
et al. and Wadhwa et al. reported success using LPC to treat urachal 
adenocarcinoma [5,6]. 

Patients with urachal adenocarcinoma of the bladder, a rare malig-
nancy of the urinary bladder, were treated with laparoscopic partial 
cystectomy, according to our findings. This study was conducted using 
SCARE guidelines. 

2. Case presentation 

In the year leading up to her admission to the hospital, a 60-year-old 
woman complained of intermittent, painless gross hematuria, indefinite 
lower abdominal pain, and sometimes dysuria. The patient was referred 
from a hospital in Pangkal Pinang with the abdominal ultrasonography 
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result, divulged a solid mass adjacent and entangled from the dome of 
the bladder. The patient has no history of smoking. Except for a lower 
abdominal midline scar from a previous hysterectomy with bilateral 
salpingo-oophorectomy procedure in the late 1990s, her physical ex-
amination was unremarkable. The patient had a cystoscopy and a 
transurethral resection of the bladder (TURB) in January 2018, and the 
mass was biopsied. The anatomical anatomy of the specimen revealed a 
urothelial carcinoma with myxoid stroma, with a mucinous adenocar-
cinoma as a differential diagnosis. 

On the anterior-superior side of the bladder wall, contrast-enhanced 
computed tomography of the abdomen and pelvis showed an enhancing 
strongly bordered mass with a scale of approximately 5 × 4 × 3,5 cm. 
There is no evidence of the mass infiltrating or adhering to the sur-
rounding organs (Fig. 1). The patient underwent a cystoscopy and a 
laparoscopic partial cystectomy at the same time in May 2018. The 
operation takes 170 min and results in a 25 mL blood loss. The patho-
logical examination revealed an adenocarcinoma of the bladder muscle 
fibres as the final result. The surgical margin was without blemishes. 
Three days after surgery, the patients were discharged. 

The procedure was performed under general anesthesia and the pa-
tient was put in modified lithotomy. Small incision was made 1 cm 
supraumbilical with an 11 mm trocar and deepened layer by layer as 
port one inlet (camera port). The peritoneum insufflated with a positive 
pressure of 12 mmHg CO2. Three inlet ports created on the left and right 
sides of the pararectal as a working port (11 mm port) and one finger 
above the right functioning port's anterior superior iliac spine (ASIS) (5 
mm port) (Fig. 2). Adhesions of omentum and peritoneum released with 
the help of harmonics. The patient's position changed to 30◦

Trendelenburg. 
The urachus was attempted to be identified, but it was not found 

because it had been removed during a previous surgery. While releasing 
the bladder from peritoneal deflection, the tumor was identifying on the 
bladder dome (Fig. 3). Cystoscopy performed simultaneously with the 
insertion of sheath 22.5 Fr lens 70◦; there was no spillage of the fluid 
used to distend the bladder into the peritoneal cavity. No other patho-
logical features were found, except the papillary mass on the bladder 
dome with a size of 10 × 10 mm (Fig. 4). The incision margin was made 
1 cm from the tumor with the help of cystoscopy guiding and marked 
with the help of a harmonic hook. The cut-off border of the bladder 
tumor was cutting with a scalpel harmonic following the previous 
incision border. The tumor mass may be fully eliminated. The cystos-
copy sheath was removed, and the bladder defect was closed in two 

layers with absorbable sutures, with the mucosal layer using 3/0 plain 
catgut and the seromuscular layer using 3/0 vicryl (Fig. 5). 

A two-way Foley catheter of 20 Fr installed, and the balloon 
expanded with 15 mL water. The peritoneal deflection was disrupted 
and vicryl 3/0 sutured to the anterior side of the peritoneum.. 

Fig. 1. Preoperative computed tomography demonstrates the bladder mass: (A) axial view, (B) sagittal view.  

Fig. 2. Three inlet working ports.  
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Nasogastric tube (NGT) of 18 Fr was inserted as a drainage tube to the 
pelvic floor through the working port over the right ASIS. Via the pre-
vious supraumbilical incision, the entire specimen (Fig. 6) was removed. 
Both port facilities were shut down in a normal manner. Intravesical 
chemotherapy, doxorubicin, installation has given after the procedure. 

During postoperative care, no significant complaints found, and the 
patient was discharged three days later with the urethral catheter 
installed. Histopathological results came out seven days postoperatively 
and showed an adenocarcinoma, not otherwise specified (NOS), derived 
from the urachus that invades to the muscle fibres of the bladder (Fig. 7). 
The patient underwent retrograde cystography before having her ure-
thral catheters removed fourteen days after being released from the 
hospital, and no urinary extravasation was discovered (Fig. 8). Associ-
ated with histopathological findings, patients consulted to the haemato- 
oncology division of the Internal Medicine Department for adjuvant 
chemotherapy. 

After completing 6 cycles of gemcitabine-cisplatin chemotherapy, 
precisely ten months after LPC, the patient was evaluated with flexible 
cystoscopy to determine if there was a recurrence of the tumor. Scar 

tissue in the bladder dome and the former tumor resection region from 
the previous operation were the only anomalies discovered. Narrow-
band imaging (NBI) also performed, and no hypervascularity found in 
the previous tumor bed (Fig. 9A). As well as on the next evaluation five 
months later, no recurrence marks found in flexible cystoscopy (Fig. 9B). 

3. Discussion 

In both benign and malignant diseases, partial cystectomy is a 
bladder-preserving procedure that involves cutting off a portion of the 
bladder wall.4.7 It is an alternative for radical cystectomy in carefully 
selected patients who don't have CIS and have suitable masses [8]. The 
primary malignant sign is for bladder cancer that is solely primary, 
muscle-invasive, or high-grade and does not encircle the bladder trig-
one, bladder collar, or posterior urethral and can be resected with suf-
ficient surgical edges. Partial cystectomy is indicated in patients with 
adenocarcinoma secondary to urachal duct remnants and other signs 
such as patient preference and severe comorbidity that prohibit radical 
cystectomy. All benign symptoms include bladder diverticulum resec-
tion, cavernous hemangioma, ulcerative interstitial cystitis, colovesical 
fistulas, vesicovaginal fistulas, and localized bladder endometriosis [9]. 
It is possible to avoid the complications of a radical cystectomy, and 
bladder-sparing surgery can be used to maintain continence and erectile 
function [10]. 

In a study published in 1993, Henly et al. found no difference in 
survival between 30 patients treated with open partial cystectomy and 
patients treated with radical cystectomy [3,11]. Ashley et al. analyzed 
130 patients with urachal masses and discovered that the presence of 
hematuria and age over 55 were the most effective predictors of ma-
lignancy. About 66 of the patients had cancer and were surgically 
treated, but there was no improvement in survival that could be 
attributed to the surgical technique (partial cystectomy versus radical 
cystectomy) [3,12]. 

Urachal carcinoma is the rarest of all bladder tumors, accounting for 
just 1% of all cases. Adenocarcinoma is its significant cell pathology. The 
disease is normally diagnosed at a late stage, and the prognosis for these 
patients is low. Regardless of surgical technique, the outcome of urachal 
adenocarcinoma is closely related to the clinical stage until a negative 
margin is reached [3]. Urachal adenocarcinoma, also referred to as 
primary adenocarcinoma of the urinary bladder, may appear as a lesion 
on the bladder dome. Bladder preservation surgery is a popular surgical 
treatment choice for this disease. Patients with a single tumor on the 
bladder dome and no signs of systemic bladder complicity, such as CIS, 
are likely to benefit from this therapy [10]. In our case, the procedure 
was not only in terms of selecting the right patient but also the patient's 
own will to had bladder sparing treatment. 

With the worldwide development of urological laparoscopy, it is no 
surprise anymore that this surgery can likewise effectively done lapa-
roscopically. Bladder endometriosis was the first case that managed with 
this technique in 1993. The bladder was resected and sutured lapa-
roscopically using the monopolar electrode [9]. Mariano et al. described 
six bladder TCC patients who had partial cystectomy laparoscopically. 
There was no need for an open conversion, and the average operative 
time was 205 min. They also recorded a 200-mL blood loss during the 
operation and four days of postoperative treatment on average. One of 
the patients in their research developed cardiovascular disease later on 
[3,13]. Their average operating time was not substantially different 
from our first instance, which lasted 170 min. Estimated blood loss 
during operative time in our first case was 25 mL, and no significant 
complications found. We used cystoscopy assistance to mark the extent 
of tumor incision. This technique was beneficial and did not prolong 
operating time nor increase morbidity to the patient. It did not contra-
dict the findings of Nerli RB et al., who suggested leaving a 1.5 to 2 cm 
margin around the tumor before removing it [14]. 

Intravesical doxorubicin was given 24 h after surgery since the tumor 
had been obliterated and there was no evidence of a leak after bladder 

Fig. 3. Tumor protruding into the bladder dome.  

Fig. 4. Cystoscopy displayed papillary mass on the bladder dome.  
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suturing. Intravesical chemotherapy has been shown to reduce the 
recurrence rate by about 35% after five years [15]. There were no signs 
discovered before or after the intravesical chemotherapy was adminis-
tered. Adenocarcinoma, NOS, derived from the urachus that invades to 
the muscle fibres of the bladder was the histopathological finding of the 
resected bladder tumor. The treatment was continued with adjuvant 
chemotherapy for 6 cycles with gemcitabine-cisplatin, despite no proven 
role for adjuvant chemotherapy for urachal carcinoma [15,16]. 

Since adenocarcinomas of the urinary bladder and transitional cell 
carcinoma of the bladder have similar clinical features, numerous 
studies have used a 5-fluorouracil-based adjuvant chemotherapy 
regimen with varying results. In the treatment of urothelial 

(transitional) cell carcinoma, gemcitabine plus cisplatin (GC) has shown 
to be as effective as methotrexate, vinblastine, doxorubicin, and 
cisplatin (MVAC), while having less side effects. Patients with 
advanced/metastatic disease who receive chemotherapy and/or radia-
tion can achieve disease-free survival [17,18]. Another research by 
Collins et al. found that patients who received chemotherapy lived an 
average of 3.6 years (range 0.6–10.8 years), compared to patients who 
did not receive chemotherapy who lived an average of 2.6 years (range 
0–15.2 years) [19]. 

On March and August of this year, a versatile cystoscopy technique 
was used to assess the patient's response to chemotherapy. No abnor-
malities found during the procedure. The patient discharged on the same 
day after the procedure, and the patient submitted complaints during 
the follow-up time. LPC has been the treatment of choice for urachal 
adenocarcinoma for many years [7]. Real tissue dissection is possible 
with the laparoscopic procedure, although the well-known advantages 
of decreased blood loss, shorter hospital stays, and quicker healing are 
maintained [5]. Because of its superior surgical guidance, which 

Fig. 5. Simultaneous cystoscopy while the tumor was excised.  

Fig. 6. Tumor that had been removed.  

Glandular structure of
tumor mass

Fig. 7. Histopathological results showed an adenocarcinom.  

Hafizar et al.                                                                                                                                                                                                                                    



International Journal of Surgery Case Reports 84 (2021) 106083

5

involves 3-dimensional magnified visualization and 7 degrees of artic-
ulation, LPC is also done with a robot. This allows for fine resection and 
subtle intracorporeal suturing anastomosis of the bladder with minimal 
adversity [7]. 

4. Conclusion 

We assume cystoscopy assisted LPC is a reasonable and secure pro-
cedure with less complications and no additional operating time, based 
on our initial LPC experience. Patient selection is key to the procedure's 
success. However, many cases needed to emphasize the effectiveness 
and safety of LPC. 
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A                  B
Fig. 9. (A) & (B) No abnormality found during two consecutive flexible cystoscopy evaluation.  
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