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Methods: All patients who underwent Radical Cystectomy between January 2007
to December 2016 at BP Koirala Memorial Cancer hospital were evaluated. Their
Online Access perioperative data were collected. Qualitative data were represented as mean and
standard deviation whereas categorical variables were expressed as frequencies
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Result: Among 142 cases that met the inclusion criteria, the median age was 60
years. Most were male (83.8%) and had a past history of smoking. Urinary diversion
after cystectomy with ileal conduit was done in 83% of patients and orthotropic
neobladder reconstruction was done in 17% of patients. Mean blood loss was 925.16
+ 568 ml and operation duration was 32711+ 86.13 min. Most cases had Urothelial
Carcinoma (88.2%). About two-third of the cases (66.2%) had NO stage and less
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Conclusion: Bladder cancer is more prevalent among elderly men who consumed
tobacco. Urothelial Carcinoma is the most commmon histological type.
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Introduction intravesical therapy (BCG/ Mitomycin) in low-risk and

intermediate-risk cases. However, in high risk cases
Urinary bladder cancer (BC) is the tenth most prevalent  \yith extensive bladder involvement when complete
malignancy and makes up roughly 3% of all cancer (esection is not possible, BCG Refractory cases, BCG
cases newly discovered worldwide. In Nepal, this is the unresponsive, BCG relapsing cases, radical cystectomy
13" most common cancer, accounting for 2.3% of all s indicated. Similarly, a majority of BC patients will have
cancers (GLOBOCAN data).! A hospital-based cancer 5 NMIBC, while about 25% of patients will have a MIBC
registry over 4 years from different hospitals in Nepal 5t presentation. MIBC will develop in 45% of NMIBC
showed BC as the fourth most common cancerinmen.?  agses after 5 years.* Presently, the standard surgical
Smoking, tobacco consumption and occupational  treatment for MIBC and high-grade ilinesses is radical
exposure to various chemicals are the common risk cystectomy (RC) with pelvic lymphadenectomy. There
factors.® are limited studies from Nepal on BC and those studies
were conducted only on fewer patients. This study aims
toretrospectively analyze the clinicopathological profile
of BC patients who underwent RC.

The spectrum of BC includes non-muscle invasive
(NMIBC), muscle-invasive (MIBC), and metastatic
disease. NMIBC is managed with transurethral
resection of bladder tumor combined with adjuvant
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Methods

This study was carried out at Uro-Oncology unit of B P
Koirala Memorial Cancer Hospital (BPKMCH). BPKMCH
is a tertiary cancer care treatment facility located in
Chitwan, a central location in Nepal for easy access for
cancer patients from all over the county. Estimates
of cancer cases in Nepal are nearly 21000 new cases
per year. This hospital caters services to about 10,000
patients per year, which is half of this number. Ethical
clearance was taken from the institutional review board
of BPKMCH. All the medical records of all patients who
were diagnosed with BC and underwent RC between
January 2007 to December 2016 were evaluated.
Records with incomplete data were excluded from the
study. The study also excluded patients who underwent
surgery at other hospitals and had the metastatic
illness. Patient traits such as the year of diagnosis, age,
marital status, and smoking status were variables. Pre-
operative testing included a history check, physical
exam, standard blood test, and imaging. The type of
surgery, the length of the procedure, and the volume of
blood loss throughout the procedure were all recorded
intraoperatively. Clinical and pathological TNM stage
and grade were collected in both the preoperative and
postoperative stages of the disease. The margin status
and the existence of lymphovascular invasion (LVI)
and perineural invasion (PNI) were also assessed. The
8th edition system of the American Joint Committee
on Cancer (AJCC) was used to standardize tumour
and nodal staging. While categorical variables were
given as frequencies and percentages of the relevant
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Clinical nodal staging was done usinga CT scan,50% (n=
71) had the NO stage, 33.8% (n= 48) had the N1 stage,
14.78% (n= 21) had the N2 stage and 1.4 % (n= 2) had N3
stage. (Table 1)

Most of the patients (98.6%, n= 140) were married and
were from the terai area (48.6%, n=69) of Nepal. Out 77
districts in Nepal we had patients from 48 districts of
Nepal maximum number being from Jhapa, Chitwan,
Syangja, Gulmi, Baglung, Dailekh, Rupandehi and
Sunsari. Sixty-five per cent (n= 93) gave a history of
smoking in past. (Table 2)

Table 1. The Clinical profile of the BC patientsundergoing
RC

Patient Categories Frequency | Percentage

Characteristics

Age Mean + SD - 57.92+12.02
Median - years 60
Age<6byrs 98 69%
Age>65yrs 44 31%

Sex Male 119 83.8%
Female 23 16.2%

Marital Status Married 140 98.6%
Unmarried 2 1.4%

Smoking Status | Smokers 93 65.5%

denominator, qualitative data were represented as Non-smokers | 49 34.5%
mean and standard deviation. We transformed all . o
continuous variables into categorical ones. The SPSS i(?\llgnlcaITStag- T 4 0.85%
software was used to examine the data. (SPSS Inc, T2 50 35.21%
Chicago, IL, USA), version 16.0. T3 55 38.73%
T4 23 16.19%
Results ClinicalN Stag- | NO 71 50%
in
Among 142 cases that mate the inclusion criteria, the °
median age was 60 years (57.92+12.02) where 83.8% N1 21 14.78%
(n=1-19) were male,. and 16.2% (Q= 23) were female. N2 48 33.80%
During clinical staging, most patients were in the T3
stage (38.7%,n=55) stage followed by T2 (35.2%, n= 50), N3 2 1.4%
T4 (16.2%, n= 23) and T1 (9.9%, n= 14) stage. Similarly,
Table 2. District-wise distribution of patients from different districts of Nepal
.S.N District Frequency Percentage S.N District Frequency Percentage
1 Jhapa 10 7.0 25 Bardiya 2 1.4
2 Chitwan 5.6 26 Dang 2 1.4
3 Syangja 8 5.6 27 Gorkha 2 1.4
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4 Gulmi 7 4.9 28 Kanchanpur 2 14

5 Baglung 5 35 29 Makwanpur 2 1.4

6 Dailekh 5 35 30 Myagdi 2 1.4

7 Rupandehi 5 35 31 Nawalparasi 2 1.4

8 Sunsari 5 35 32 Sankhuwasabha 2 1.4

9 Unknown 4 2.8 33 Sarlahi 2 1.4
10 Dhanusha 4 2.8 34 Solukhumbu 2 1.4
1 Jajarkot 4 2.8 35 Udayapur 2 14
12 Lamjung 4 2.8 36 Belbasi 1 0.7
13 Morang 4 2.8 37 Bhojpur 1 0.7
14 Palpa 4 2.8 38 Dadeldhura 1 0.7
15 Rautahat 4 2.8 39 Dolpa 1 0.7
16 Tanahun 4 2.8 40 lllam 1 0.7
17 Banke 3 21 41 Kathmandu 1 0.7
18 Kapilbastu 3 21 42 Lalitpur 1 0.7
19 Kaski 3 21 43 Manag 1 0.7
20 Mahottari 3 2.1 44 Parbat 1 0.7
21 Parsa 3 21 45 Sindhuli 1 0.7
22 Saptari 3 21 46 Siraha 1 0.7
23 Arghakhachi 2 1.4 47 Surkhet 1 0.7
24 Bara 2 1.4 48 Tehrathun 1 0.7

Urinary Diversion after cystectomy was performed
with ileal conduit (IC) in 83% (n= 118) of patients and
Orthotropic Neobladder reconstruction (ONB) in 16.9%
(n=24).Intra-operatively, the mean volume of blood loss
was 92516 + 568 ml and the mean Operation duration
was 327.92+ 84.48 min. (Table 3)

Table 3.The
patients undergoing RC

intraoperative characteristics of BC

Patient Char- | Categories | Frequency | Percentage
acteristics
Surgical Pro-|RC+IC 118 83.1%
cedure

RC+ONB |24 16.9%
OT duration Mean £+ SD |- 32792+ 84.48

min

Intraoperative | Mean + SD | - 92516 + 568
blood loss ml

However, in pathological staging most cases were found
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inT2stage (44.36%,n=63)followed by T3stage(30.98%,
n= 44), T1 stage (14.78%, n= 21) and T4 stage ( 9.85%,
n= 14). Similarly, Pathological nodal staging was 66.19 %
(n=94) in the NO stage, 21.1% (n=30) in the N1 stage and
12.67% (n=18) in the N2 stage. Similarly, PNl was present
in 11.3% (n=16) of patients and LVI was seen in 9.9 % of
patients. Post Radical cystectomy surgical margins
were found positive in 5.6% (n=8) patients. (Table 4)

Most cases in this study had Urothelial Carcinoma
(UC) as the most common histological type seen in
88.1% (n=125) of cases, followed by UC with squamous
differentiation seenin 4.9% (n=7), purely squamous cell
carcinoma in 2.8% (n=4) of patients, Adenocarcinoma
in 21% (n=3) and sarcomatoid subtype in 21% (n=3)
of patients. Out of 132 patients, who had urothelial
carcinoma as the predominant histological type, high-
grade UC was seen in 88.6% (n=117) of patients. (Table
4)
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Table 4. The pathological characteristics of the BC patients undergoing RC

Patient Characteristics Categories Frequency Percentage
Pathological T Staging T1 21 14.78%
T2 63 44.36%
T3 44 30.98%
T4 14 9.85%
Pathological N Staging NO 94 66.19%
N1 30 2112%
N2 18 12.67%
N3 0 0]
Histopathology Urothelial carcinoma 125 88.1%
Urothelial carcinoma with Squamous differ- | 7 4.9%
entiation
Pure SCC 4 2.8%
Adenocarcinoma 21%
Sarcomatoid subtype 21%
(Grade (out of 132 UC High-Grade UC 17 88.63%
Low-Grade UC 15 11.36%
LVI Present 14 9.9%
Absent 128 90.1%
PNI Present 126 88.7%
Absent 16 11.3%
Surgical Margins Free 134 94.4%
Ppositive 8 5.6%

Discussion

Bladder cancer is the disease of the elderly population
especially those over the age of 64, with a median age
of 69 years and 70 to 80% of patients being male. In this
study, the median age was 60 years, and 83% of the
participants were men.®® The male-to-female ratio was
5.17. This finding is higher than the study conducted in
Nepal.® The worldwide incidence rate is 4 times higher
in men than in women.? '® Tobacco consumption in any
form is a well-established risk factor for bladder cancer
and this accounts for approximately 65% of disease risk
in men and 20% to 30% in women. Tobacco contains
a variety of chemicals such as 2-naphthylamine,
4-aminobiphenyl and other arylamines are known
bladder carcinogens.®™ 1

Preoperative imaging with a CT or MRI scan plays a
crucial role in the clinical staging (tumour, nodes and

metastasis) of BC® The role of preoperative lymph
node evaluation with imaging in detecting malignant
lymph nodes is limited."* ™ On preoperative evaluation,
the majority of our patients (38.7%) had the T3 tumour
stage and 50% had NO nodal stage.

The gold standard treatment for muscle-invasive
urothelial and high-risk recurrent cancer is radical
cystectomy with pelvic lymph node dissection, which
provides the best survival benefit. RC involves the
removal of the bladder, adjacent organs, and regional
lymph nodes. In males, it includes the removal of the
prostate and the seminal vesicles whereas, in females,
the reproductive organs (ovaries, fallopian tubes, uterus
and anterior vagina) may also be removed.’®

The primary goals in choosing IC and ONB as a urinary

diversion are to offer the patient the best local cancer
control and quality of life while still enabling the patient
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to successfully finish chemotherapy and therapeutic
goals on time” The choice of diversion type is also
influenced by the patient’s comorbidities, surgical
appropriateness, capacity to manage diversion care
following surgery, and personal preference In our
scenario, most of the patients had IC as a major form of
urinary diversion.

Similarly, on average a patient loses approximately 120
mL to 2700 mL of blood during RC, with an average OT
duration of 170-900 minutes, indicating that this type
of surgery results in significant blood loss and lengthy
operative duration.””

UC is the most common BC histology (~90%), followed
by squamous (2-5%) and adenocarcinoma (2%).
Sarcomatoid Subtype is seen in less than one percent
of BC.2° The exact correlation between clinical and
pathological staging is debatable. Pathological staging
revealedthatthe majority of tumourshad T2 (44.4%)and
NO (66.2%) stages. This pathological finding is similar to
a study conducted by Supit et al in 2014, among 150
patients, in which 50% were in the T2 stage, 24.2% were
in the T3 stage and 21.5% were in the T4 stage.?' Also,
Haque et al. from an analysis of data between 2004
to 2014 found that the majority of cases are at the T2
stage (86%), followed by the T3 stage (9.8%), and T4
stage (5.5%) at presentation.???3® Also, LVl and PNI are
an important part of the pathological evaluation. LVI
is seen in 7-8% and PNI seen in 13.6% of patients is
itself an independent predictor of prognosis for those
undergone radical cystectomy.® ?* Positive surgical
margin frequency after radical cystectomy ranges from
4-15%. The positive surgical margins is considered a
poor prognostic factor-affecting outcome after RC for
BC.%

Limitations

This study also has some limitations, postoperative
complications (both early and late), and outcomes and
survival analysis are not evaluated. Some of the findings
in our study may not be directly reflected in the findings
of other studies.

Conclusion
Bladder cancer is more prevalent among elderly men

who consumed tobacco. Urothelial Carcinoma is the
most common histological type.
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