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Abstract

Bladder cancer in pregnant women is a rare and challenging condi-
tion to manage due to its potential impact on both the mother and the fetus.
Bladder cancer may be incidentally detected or manifest with macroscopic
hematuria and irritative symptoms. However, the physiological processes
occurring during pregnancy, influenced by hormonal changes, can compli-
cate the diagnosis by masking these symptoms. Due to the limited number of
cases reported in the literature, there is a lack of guideline recommendations
for the follow-up and treatment of bladder tumors in pregnant individuals.

In this case report, we aim to present a patient with transiti-
onal cell urothelial cancer who presented with macroscopic hematu-
ria in the second trimester, a detected mass in bladder on ultrasound,

and underwent complete resection by bipolar transurethral resection.
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Bladder cancer during pregnancy

Introduction

Over the cours of pregnancy, cancer is a rare
condition. Breast malignancy, cervical malignan-
cy, Hodgkin’s disease, malignant melanoma, and
leukemias being the most commonly observed at
the same time as this period.! Bladder cancer (BC),
however, is extremely rare. Diagnosing it can be
challenging during pregnancy due to the physiologi-
cal changes, which may overlap with symptoms of
hematuria, irritative voiding, or bladder outlet sy-
mptoms. Urinary ultrasonography, cystoscopy, and
magnetic resonance imaging (MRI) are regarded as
reliable diagnostic methods throughout pregnancy.?
However, careful evaluation is required due to the
displacement of the bladder caused by the enlarge-
ment of the uterus and physiological hydronephrosis.

Diagnosing and managing malignancy during
pregnancy is challenging due to its impact on both
the mother and the fetus. Specific treatment guideli-
nes and intervention indications for BC during preg-
nancy have not been established, given its rarity and
the limited number of case reports in the literature.

Case

A 28-year-old pregnant patient at 22 weeks
of gestation (Gravida 2, Parity 1, Abortion 0) presen-
ted to the urology clinic with painless, macroscopic
hematuria with clots for the last month. She had no
additional medical history, medication use, or smo-
king history. Abdominal examination revealed a ute-
rus compatible with a 22-week gestation. Complete
blood count revealed Hb: 10.9 g/dl, Htc: 34.3%. Uri-
nalysis was consistent with macroscopic hematuria.
Urine culture showed no growth. Urinary ultrasonog-
raphy detected a lesion in the left lateral wall of the
bladder, measuring 28x22x25 mm, showing papillary
extension into the bladder, with irregular borders and
vascularity. The upper urinary system was normal. At
23 weeks of gestation, cystoscopy was performed un-
der spinal anesthesia, revealing a tumoral lesion con-
sistent with the ultrasonography findings (Figure 1).
The tumor was completely resected with bipolar tran-
surethral resection (Figure 2). The histopathological
diagnosis was non-invasive, low-grade urothelial car-
cinoma (pTa, LG). No intraoperative or postoperative
complications were observed. Subsequent cystosco-
pies in the early postpartum period and at 3 mont-
hs showed no recurrence. The patient was included
in the routine BC follow-up program after delivery.

Figure 1: Bladder papillary urothelial carcinoma loca-
ted on the left lateral wall. Bipolar resectoscope loop
width 5 mm.

Figure 2: Completely resected urothelial carcinoma
tumor base.

Discussion

Bladder cancer is predominantly observed
in the elderly, less frequently in young individuals,
and extremely rarely in pregnant women. The first
documented case of bladder tumor during preg-
nancy dates back to 1927, and approximately 50
cases have been reported in the literature to date.?

While BC during pregnancy may present sy-
mptoms such as irritative symptoms, microscopic or
macroscopic hematuria, recurrent urinary tract infec-
tions, and bladder outlet obstruction, it can also be in-
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cidentally detected during routine transvaginal ultra-
sonography.*® In this case, BC became symptomatic
with the classical symptom of macroscopic hematuria.

In cases where malignancy is suspected,
ultrasonography is preferred as the safest imaging
method for pregnant women. Even if the diagnosis
is incidentally made during routine follow-up with
transvaginal ultrasonography performed by obs-
tetricians, it should be noted that it is limited to the
pelvic area. Therefore, in symptomatic patients, a
complete urinary system ultrasonography should be
performed. In the differential diagnosis, leiomyomas,
schistosomiasis, endometriosis, and particularly pla-
centa percreta invading the bladder, which can cau-
se life-threatening bleeding, should be considered.””’
When malignancy is detected on ultrasonography, the
safest advanced imaging method that can be applied
is MRI, and it is preferably performed after the first
trimester. However, the use of gadolinium-enhan-
ced MRI during pregnancy, especially in the first 24
weeks, should be avoided due to the uptake of ga-
dolinium by the embryo, excretion through the uri-
nary tract, and re-entry into the fetal circulation.!

During pregnancy, the treatment of BC is not
different from non-pregnant patients. If ultrasonog-
raphy or flexible cystoscopy suggests invasive or ad-
vanced disease, staging MRI should be performed,
and treatment should be planned accordingly. As in
most patients, if ultrasonography or flexible cystos-
copy suggests noninvasive disease, transurethral rese-
ction of the bladder tumor should be performed. The
timing of the intervention depends on various factors
such as the stage and aggressiveness of cancer, the
stage of pregnancy, and the condition of the mother
and fetus. Treatment decisions should also be shaped
according to the desires of the pregnant woman. Ear-
ly intervention can pose a risk to the fetus’s life, while
delayed treatment can lead to the progression of the
disease. Surgical intervention is generally avoided
during the first three months when organogenesis oc-
curs, while the second trimester is generally safe for
intervention. If cancer is diagnosed in the late second
trimester or third trimester, intervention may be better
performed at 28 weeks of gestation when fetal lungs
are mature. Although congestion due to pregnancy
and possible distortion of the bladder may pose tech-
nical challenges, transurethral resection of the blad-
der tumor under spinal or general anesthesia is safe
during pregnancy. Serious complications of this pro-
cedure have not been reported in pregnant patients.

Transurethral —resection using monopo-
lar or bipolar energies has limited experience re-
garding its effects on the fetus and outcomes of
pregnancy, making the effects poorly defined.
However, bipolar loop resection with saline irri-
gation appears to be a safe procedure.? In this case,
complete resection was performed using bipolar
energy, and no complications were encountered.
The optimal management of bladder tumors during
pregnancy has not been determined due to their ra-
rity and limited reported experiences in the litera-
ture. Bipolar transurethral tumor resection in the
second trimester is a safe surgical approach. This
case illustrates the need for a careful evaluation
of all treatment options during pregnancy, inclu-
ding early surgical intervention when appropriate.
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