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Abstract
Bladder cancer is the most common malignancy of urinary tract. Urothelial carcinoma accounts for 90-95% of bladder
cancers and rest 5-10% includes other epithelial and mesenchymal tumors. Squamous cell carcinoma is a very uncommon
malignancy of urinary bladder and accounts for only 1-3% of all bladder cancers. Squamous cell carcinoma can be classified as
bilharzial and non bilharzial associated depending on epidemiology, pathogenesis, and clinicopathological characteristics. Here
we present two cases of non bilharzial Squamous cell carcinoma in 73 years and 85 years old male patients who presented with
decreased frequency and pain during micturition and painless Hematuria respectively. On computed tomography bladder wall
thickening was reported in both the cases. Transurethral resection of bladder tumour was done and histopathological evaluation
confirms the diagnosis of well differentiated Squamous cell carcinoma in both the cases with muscle invasion in the second case.
Both the patients are on regular follow up and doing fine for last six months and four months respectively.
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Introduction
Bladder cancer is the most common malignancy of
urinary tract.(1) Bladder cancer are classified as
conventional urothelial carcinoma, urothelial carcinoma
with divergent differentiation and nonurothelial
carcinoma.(1) Divergent differentiation includes
association of urothelial carcinoma with other
histological patterns like squamous cell carcinoma,
adenocarcinoma, micropapillary carcinoma and
neuroendocrine on the basis of percentage of associated
pattern.(2) Non urothelial bladder cancer includes
adenocarcinoma,
squamous
cell
carcinoma,
carcinosarcoma, neuroendocrine tumor.(3) Squamous
cell carcinoma can be classified as bilharzial and non
bilharzial associated depending on epidemiology,
pathogenesis, and clinicopathological characteristics .(1)
Urothelial carcinoma accounts for 90-95% of bladder
cancers and rest 5-10% includes other epithelial and
mesenchymal tumors.(2) Squamous cell carcinoma is a
very uncommon malignancy of urinary bladder and
accounts for only 1-3% of all bladder cancers.(4)
Case Report
Case 1: A 73 years old male patient presented to
Department of Urosurgery with complains of decreased
frequency and pain during micturition for two months.
Urine analysis showed hematuria. Haematological
investigations were within normal limit. Rest of the
systemic examination was within normal limit.
Radiological examination by ultrasonography showed
focal irregular thickening of bladder wall and on
computed tomography scan (CT scan), there was focal,
irregular thickening of anterior wall of the urinary
bladder. Patient underwent surgical procedure of
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transurethral resection of bladder tumour. On gross
examination, multiple pale white to brownish tissue
pieces were received collectively measuring 7.5x7 cm.
The entire tissue was processed. On microscopic
examination, nest and sheets of malignant squamous
cells and keratin pearl were seen along with large areas
of necrosis. Cells were enlarged containing abundant
eosinophilic cytoplasm, highly pleomorphic, with a
large hyperchromatic nucleus with high N/C ratio and
coarse chromatin. Fair number of bizarre pleomorphic
nuclei was also seen. Muscle invasion was not seen. A
final diagnosis of Primary Squamous cell carcinoma of
urinary bladder without muscle invasion was made on
the basis of above findings. The patient is on regular
follow up and doing fine for last six months.

Fig. 1: A- Computed Tomography imaging showing
irregular thickening of anterior wall of the urinary
bladder (red arrow). B&C- Nests and sheets of
malignant squamous cells with presence of keratin
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pearls. (H&E x 40, H&E x 100). D- Areas of necrosis
(Black arrow). (H&Ex40)
Case 2: 85 years old male patient presented to
Department of Urosurgery with complains of painless
hematuria for 1 month. There is past history of repeated
urinary tract infection. Urine analysis revealed brown
colored urine with marked hematuria. Haematological
investigations were within normal limit. On systemic
examination, rest of the systems were within normal
limit. Radiological examination by CT scan showed
nodular growth on left postero-lateral aspect of bladder
wall. Patient underwent surgical procedure of
transurethral resection of bladder tumour. On gross
examination, multiple gray brown tissue pieces
received collectively measuring 5x 4.5cm. On
microscopic examination, nests and sheets of malignant
squamous cells along with keratin pearls were seen.
Large areas of necrosis were seen. On high power, cells
were enlarged, highly pleomorphic with increased N/C
ratio and hyperchromatic, pleomorphic nucleus.
Atypical mitosis was also seen. Muscle bundles were
infiltrated by malignant cells. Areas of normal
appearing transitional epithelium were also seen. On the
basis of above findings, a final diagnosis of Primary
Invasive Squamous Cell Carcinoma of bladder was
made on histopathological examination. The patient is
on regular follow up and doing fine for last four
months.

Fig. 2: A-Computed Tomography imaging showing
nodular growth on left postero-lateral aspect of
bladder wall (Red arrow). B- Sheets of malignant
squamous cells with well-formed keratin pearls
(H&Ex100). C- Area of normal appearing
transitional epithelium (H&E x100). D- Muscle
bundles infiltrated by malignant cells. (H&E x 40)
Discussion
Squamous cell carcinoma is a rare malignancy of
urinary bladder and its incidence varies in different
geographical areas. Squamous cell carcinoma can be

classified as bilharzial and non bilharzial on the basis of
geographical distribution.(1) Both of our patients were
residents of non-endemic areas for schistosomiasis
infection and there was no history of any of their visits
to endemic areas of schistosomiasis. In male patients
infected with schistosomiasis, it is the most common
malignant tumour and is responsible for approximately
50% of all bladder cancer in such cases.(5) Etiology
postulated for Bilharzial squamous cell carcinoma is
chronic infection with urinary schistosomiasis.(5) For
non bilharzial squamous cell carcinoma, postulated
etiology includes chronic or recurrent urinary tract
infection, bladder calculus, chronic in dwelling urinary
catheter and foreign bodies.(4) One of our cases had
history of repeated urinary tract infection in past. No
other etiological factor for pathogenesis could be traced
in other case. Clinical presentation of squamous cell
carcinoma of bladder is generally painless Hematuria. (4)
Other uncommon presentations include irritative
bladder symptoms and urinary obstruction.(4) Both of
our patients had hematuria on urine examination. One
of them also had complains of decreased frequency and
pain during micturition. On histopathology, squamous
cell carcinoma can be graded into well, moderate and
poorly differentiated.(4) Both of our cases were well
differentiated
squamous
cell
carcinoma.
On
histopathology, squamous cell carcinoma of bladder
must be differentiated from transitional cell carcinoma
with
squamous
differentiation
by
thorough
sampling.(4,6) Both of our cases underwent transurethral
resection of bladder tumor and whole of the specimen
was processed to rule out any focus of transitional cell
carcinoma and hence a diagnosis of primary squamous
cell carcinoma was made. Presence of any metastatic
squamous cell carcinoma was ruled out by thorough
systemic examination in both cases. Most of the
squamous cell carcinoma of bladder are high grade,
aggressive, showing muscle involvement and have poor
prognosis.(1,5,6) Both of our cases were high grade, one
of them showed muscle involvement. Squamous cell
carcinoma of bladder is resistant to chemotherapy and
radiotherapy, hence for localised disease surgical
resection is treatment of choice.(7)
Conclusion
Several histological variants of squamous cell
carcinoma have been reported. Recognition of this rare
type is essential for better management of these cases as
their clinical outcome and treatment is different from
transitional cell carcinoma.
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