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CASE PRESENTATION

38-year-old Caucasian male with a complex uro-

logic history of renal transplantation and

ileal conduit urinary diversion was admitted
with acute renal failure and found to have an obstructing
ileal conduit mass. The patient’s history was notable for
posterior urethral valves status post ablation as an infant,
construction of a catheterizable channel at age 2, ileal
conduit urinary diversion at age 4, left nephrectomy for
recurrent pyelonephritis in a nonfunctioning kidney at
age 7, and living-related kidney transplant for progressive
chronic kidney disease at age 27. He initially presented to
the emergency department with gradually worsening right
lower quadrant (RLQ) pain and reported recent treatment
for recurrent urinary tract infections by his primary care
physician over the past 3 months. On physical examina-
tion, the patient had an unremarkable cardiopulmonary
and systemic exam. His abdomen was soft, nondistended,
and mildly tender to palpation around a patent RLQ
urostomy, which was pouched with clear concentrated
urine. Laboratory workup was notable for acute kidney
injury, with elevation of his serum creatinine to
3.2 mg/dL (eGFR 23 mL/min/1.73 m?) from a baseline of
1.6 mg/dL. CT of the abdomen and pelvis demonstrated a
soft tissue mass in the ileal conduit just below the level of
the fascia with proximal nodularity and dilation of the
conduit, hydroureteronephrosis of both the transplant and
right native kidney, and mesenteric and retroperitoneal
lymphadenopathy (Fig. 1).
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MANAGEMENT

Urgent management included placement of a foley cathe-
ter cystoscopically at the bedside to establish urinary
drainage. The patient was then taken to the operating
room for loopogram, looposcopy, and biopsy of the
obstructing mass. Endoscopy revealed a firm, well-circum-
scribed, and pedunculated mass filling the lumen of the
conduit at and below the level of the fascia. Multiple
biopsies were performed, and pathology revealed poorly
differentiated adenocarcinoma.

After discussion in multidisciplinary genitourinary
tumor board, consensus was to move forward with neoad-
juvant chemotherapy, and the patient received 8 cycles of
neoadjuvant FOLFOX6. Abdominal MRI after the third
cycle of chemotherapy showed improvement in size of the
enhancing mass within the ileal conduit, and chest CT
continued to show no evidence of metastatic disease.
Abdominal MRI was again performed at the completion
of chemotherapy and revealed interval decrease in the
soft tissue mass in the ileal conduit and stable lymphade-
nopathy. The patient underwent percutaneous transplant
nephroureteral catheter placement by Interventional
Radiology for drainage and identification of the transplant
ureter. He subsequently underwent exploratory laparot-
omy, lysis of adhesions, right native radical nephroureter-
ectomy, en bloc resection of his ileal conduit and its
mesentery, and redo ileal conduit creation with anastomo-
sis to the transplant ureter by Urology with concomitant
parastomal hernia repair with biologic mesh by General
Surgery.

The surgical specimen revealed a polypoid mass
(4.0 x 2.3 x 0.6 cm) which grossly invaded into the con-
duit wall and was 0.6 cm from its radial resection margin.
H&E sections of the mass demonstrated poorly differenti-
ated adenocarcinoma with signet ring cell features consti-
tuting less than 50% of the tumor. The tumor invaded the
muscularis propria and did not invade the subserosal fat;
however, extensive small vessel invasion and numerous
tumor deposits were identified in the subserosal fat. Immu-
nohistochemistry showed an intestinal phenotype with
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Figure 1. CT showing an obstructing soft tissue mass
within the ileal conduit below the level of the fascia with
proximal conduit dilation and right lower quadrant trans-
plant kidney.

staining positive for CDX2 and negative for GATA3. The
margins of the resected tumor were negative, and 4 of 7
mesenteric lymph nodes were positive for metastatic
adenocarcinoma consistent with TNM stage of pT2N2
(Fig. 2).

Postoperatively, the patient developed an ileus which
was managed conservatively with nasogastric decompres-
sion and diet de-escalation. He was ultimately discharged
home postoperative day 9 and his ureteral stent was
removed postoperative day 14. Unfortunately, he was
readmitted 1 month after surgery with nausea, vomiting,
and 25 Ib weight loss at which time abdominal MRI dem-
onstrated multiple new liver metastases and mesenteric
lymphadenopathy. The patient elected to pursue pallia-
tive hospice care and passed away 3 months after surgical
resection.

DISCUSSION—PRESENTED BY MATTHEW
J. RESNICK, MD, MPH

There is a paucity of data detailing the incidence and
management of new primary malignancies in urinary
diversions using isolated bowel segments. A detailed liter-
ature review reports a prevalence of new primary malig-
nancies in up to 0.3% of ileal conduits." There has been
only one other reported case of a new primary malignancy
in a urinary diversion in the setting of prior renal trans-
plantation, which was a poorly differentiated neuroendo-
crine tumor.” While carcinogenesis in urinary diversions
comprised of bowel is readily acknowledged in the litera-
ture, the pathophysiology is poorly understood and theo-
rized to be related to a complex interaction between urine
and intestinal mucosa in which prolonged exposure to uri-
nary enzymes, stasis of urinary bacteria, and production of
nitrosamines may contribute to chronic inflammation and
higher risk of malignancy.’ Solid organ transplant recipi-
ents also independently have a 2-fold greater risk of devel-
oping any malignancy compared to the general
population over 10 years presumably secondary to chronic
immunosuppression.4’s

The optimal management of patients with incident
adenocarcinoma of urinary substitutes remains poorly
characterized. Nearly all reported cases are managed with
surgical resection, and ours is the first to report the use of
neoadjuvant chemotherapy for poorly differentiated ade-
nocarcinoma prior to ileal conduit resection. Certainly,
the rare epidemiology of this disease as well as complex
tumor-host interactions given the patient’s chronic immu-
nosuppression necessitate extrapolation of other evidence-
based approaches to disease management. The prognosis
for new primary malignancies in urinary diversions
remains difficult to characterize given short follow-up in
prior case reports, presenting a challenge in patient
counseling regarding the effectiveness of surgical resection
and role of neoadjuvant chemotherapy.

Figure 2. (A) En bloc specimen with gross residual polypoid mass involving the proximal ileal conduit. (B) Adenocarcinoma
with invasion into the ileal wall (H&E, 4x). (C) Poorly formed glands of adenocarcinoma with signet ring cell morphology
(H&E, 40x; arrow denotes signet ring cell). (Color version available online.)
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There are no current guidelines for screening patients
with urinary diversions for new primary malignancies.
However, many urologists advocate that endoscopic
screening should be initiated 10-20 years after incorporat-
ing bowel into the urinary tract and continued on an
annual or biennial basis. Prompt endoscopic evaluation
for recurrence or new primary malignancies should be per-
formed in patients who develop hematuria, recurrent
infections, urinary obstruction, or suspicious findings on
imaging studies with a particularly low threshold in
patients with other risk factors for malignancy such as
solid organ transplant.
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