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Abstract 

 Background: Bladder cancer can occur at any age-even in children. However, it’s a 

disease of middle aged and elderly person, with median age at diagnosis for 

transitional cell carcinoma being 69 years in males and 71 years in female.  

Aim: to determine the  urethrocystoscopic features in cases with urinary bladder 

cancer in Mosul city. Patients and methods: A case series study of forty patients of 

newly diagnosed bladder cancer was carried out at Al-Jomhory Teaching Hospital in 

Mosul from November 2001 to February 2003. Detailed history was taken and 

physical examination was done for each study case. Urinalysis and transabdominal 

ultrasound examination were performed for all patients under study while intravenous 

urography  was done for only cases with abnormal ultrasound finding of the upper 

urinary tract. Abdominal and pelvic magnatic resonance imaging was selectively done 

for cases with muscle invasive diseases. Urethrocystoscopy as well as examination 

under anesthesia were performed for all cases whereby multiple (cold cup or 

resectional) biopsies were taken and examined histopathlogically. Results: Thirty 

four cases (85%) were males, 6 cases (15%) were females. Mean age was 59 years for 

males and 56 years for females. By urethrocystoscopy; 57.5% of the study cases had 

papillary lesions,  37.5%  had sessile lesions and 5% had mixed lesions. Majority of 

cases (85%) had lesions sized larger than 10 mm in diameter. Twenty-three cases 

(57.5%) had solitary lesions while the remaining  had two or more lesions. The lateral 

wall and the posterior wall (including the trigon) of the urinary bladder were the most 

commonly involved sites by bladder cancer. Ureteric orifice involvement by the 

tumor was seen in 27.5%  while prostatic involvement was seen in 14.7% of cases. 

Histopathological examination revealed 97.5%  having transitional cell carcinoma  

and only one case (2.5%) of paraganglioma. Examination Under Anaesthesia  was 

done for all cases which revealed  that  there were  increases in the positive findings 

(induration or mass) in relation to the increases in tumor stage or size. Conclusion: 

transitional cell carcinoma is the commonest type of urinary bladder cancer in Mosul. 

More than half of the cases harbored a papillary growth pattern which had a more 

superficial (muscle non-invasive) disease while the remaining cases harbored a sessile 

or mixed growth pattern which had a deeper (muscle invasive) disease. The 

probability of obtaining positive findings by examination under anaesthesia increased 

with the increase in tumor stage or size. 

 

Key words: Urinary bladder cancer, Urothelial tumors, Urethrocystoscopy. 
 



UUrreetthhrrooccyyssttoossccooppiicc  FFeeaattuurreess  iinn  CCaasseess  wwiitthh  UUrriinnaarryy  BBllaaddddeerr  CCaanncceerr  iinn  MMoossuull::  ""  aa  CCaassee  SSeerriieess  SSttuuddyy  ""    

 

Tikrit Medical Journal 2013;19(1):134-141 

 
431 

Introduction 
Urinary bladder cancer is the third most 

common cancer in Iraq   accounting for 

about 7.5%  of all malignancies with a 

crude incidence rate of  3.08/100,000 in 

1997 (1). 

    In the United States in 2000, it was 

estimated that 53,200 new cases of bladder 

cancer would be diagnosed (2). 

    It is an extremely important disease, 

ranking the fourth among all cancers in the 

US. in men and ninth in the US. in 

women(3). 

    Bladder cancer can occur at any age-

even in children. However, it’s a disease 

of middle aged and elderly person, with 

median age at diagnosis for transitional 

cell carcinoma (TCC) being 69 years in 

males and 71 years in female(4).  

    Subsequent investigations demonstrated 

that the following compounds may be 

carcinogenic: 2-Naphthylamine, 4-

Aminobiphenyl, Benzidine, 

Chlornaphazine, 4-Chloro-0-toluidine, 0-

toluidine,  

2-Chloroanline, Methylene dianaline and 

Benzidine-derived azo dyes(5).  

    Pathologically, 98% of all bladder 

cancers  are epithelial malignancies(6) 

which includes: Papilloma: It accounts for 

2% of all transitional cell tumors(6). 

Transitional cell carcinoma (TCC) : 

approximately 90%  of all bladder cancers 

are TCC., most commonly appears as 

papillary exophytic lesion, less commonly 

they may be sessile or ulcerated. The 

WHO has proposed that TCC be divided 

into three grades(6). Carcinoma in situ is 

recognized as flat non-papillary anaplastic 

epithelium(6). Non-TCC: in the form of ; 

Adenocarcinoma: accounts for less than 

2% of primary bladder cancer(4, 7). They 

are classified into three groups: primary 

vesical, urachal and metastatic. 

Adenocarcinomas also occur in intestinal 

urinary conduit, augmentations, pouches 

and ureterosigmoidostomies(8, 9). 

Squamous cell carcinoma accounts for 5-

10% of all bladder cancer in United State 

and is often associated here with a history 

of chronic infection, vesical calculi or 

chronic catheter use . It may also be 

associated with bilharzial infection owing 

to S. haematobium(10). Undifferentiated 

carcinoma accounting for less than 2%, 

have no mature epithelial elements(6). 

Lastly Mixed carcinomas constitute 4-6% 

of all bladder cancer and are composed of  

a combination of transitional, glandular, 

squamous or undifferentiated pattern(6). 

Rare epithelial cancers: include villous 

adenoma, carcinoid tumors, 

carcinosarcoma and melanoma(6). 

    On the other hand Non-epithelial 

carcinomas includes: 

pheochromocytomas, lymphoma, 

choriocarcinoma and mesenchymal 

tumors (hemangioma, osteogenic 

sarcoma and myosarcoma)(11).  

    Two staging systems for bladder cancer 

are currently in wide spread use(6). Jewett 

and Strong (1946) modified by Marshal in 

(1952)(3) and American Joint Committee 

on Cancer staging (1997). A modification 

of the (1987) AJCC(3). 

    The aim of the present study is to 

determine the  urethrocystoscopic features 

in cases with urinary bladder cancer in 

Mosul city. 

  

Patients and methods 

From November 2001 to the end of  

February 2003, a case series study of forty 

patients of newly diagnosed bladder 

cancer was carried out in the Urological 

Department at Al-Jomhory Teaching 

Hospital in Mosul city. 

    Detailed history and physical 

examination were carried out and reported 

by the use of a questionnaire form 

prepared for the purpose of present study. 

    Urinalysis was performed for all 

patients under study to detect hematuria 

and\ or pyuria. 

    Transabdominal ultrasound (U\S) 

examination was performed for all cases 

while intravenous urography (IVU) was 

done for cases with abnormal U\S finding 

of the upper urinary tract. 

    Abdominal and pelvic magnatic 

resonance imaging (MRI) was selectively 

done for those cases with muscle invasive 

diseases or suspected extravesical 

extensions. 

    Urethrocystoscopy was performed for 

all cases under general or local anasthesias 
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using the rigid urethrocystoscope (STORZ 

or WOLF cystoscope \ telescope lens 0, 

30, 70).  

    Multiple (cold cup or resectional) 

biopsies were taken from margins of a 

suspected growth or the abnormally 

looked bladder mucosa and examined by a 

histopathlogist.  

    Examination Under Anesthesia (EUA)  

was also done for all cases under study. 

    Transurethral resection of  bladder 

tumour (TUR-BT) was carried out for 

those cases with resectable tumors at the 

same session under GA while for those 

with big extensive tumors  or had 

indurated bladder wall, only multiple 

biopsies were taken and patients send for 

further evaluation by abdominal and pelvic 

MRI to detect extravesical local or distant 

metastases. Classification of cases staging 

was done according to the TNM (AJCC-

1997) (3). 

 

 

Results 

    Forty cases of urinary bladder cancer 

were newly diagnosed at  

Al-Jomhory Teaching Hospital in Mosul 

from November-2001 to the end of 

February-2003. Of these, 85% were males 

and 15% were females. Seventeen cases 

(42.5%) aged between 50-59 years old 

with a mean age of 59 years among males 

and 56 years among females while only 

5% were 30-39 years old. 

    On urethrocystoscopy, 23 cases (57.5%) 

had papillary lesions and 15 cases (37.5%) 

had sessile lesions, while the other 2 cases 

(5%) had mixed (papillary and sessile) 

lesions. No ulcerative lesion among our 

patients was found. The relation of tumor 

depth with the growth pattern is shown in 

Table 1. 

    Regarding the tumor size as seen 

through cystoscopic examination;  5% 

were found to have lesions less than and 

equal to 5 mm, 10% with   6-10 mm sized 

lesions, 50% with 11-20 mm sized lesions 

and 35% had lesions sized more than 20 

mm, (Table 2). 

    Concerning the number of lesions, 

57.5% of patients had solitary lesions, 

12.5% had two lesions and 30% had more 

than two lesions, (Table 2). 

    These lesions varied in their locations in 

the urinary bladder. Patients with solitary 

tumors had the lateral walls being 

involved in 47.8%, the posterior wall and 

trigon (bladder base) were involved in 

43.5%, while the anterior wall and dom 

were involved in 8.7% out of a total 23 

cases, (Table 3). On the other hand, 42.5% 

of all study cases were found to have two 

and more lesions and the total number of 

lesions in these cases were 32 lesions 

which differed in their locations in the 

bladder; 10 lesions (31.25%) were found 

on the lateral walls, 14 lesions (43.75%) 

on the posterior wall and trigone and 8 

lesions (25%) involved the bladder neck. 

No lesions in these cases were found to 

involve the anterior bladder wall and dom, 

(Table 3). 

    Eleven cases (27.5%) had ureteric 

orifice involvement, of which 8 cases 

(20%) had unilateral and 3 cases (7.5%) 

had bilateral involvements.  

    Prostatic involvement by bladder cancer 

were found in 5 cases  (14.7%) of 34 male 

patients. All of them had moderately 

differentiated (Grade 2) –TCC, three cases 

had multiple bladder TCC and all had 

primary TCC of the bladder neck invading 

the prostate. On the other hand, 5 cases 

(14.7%) only had obstructive benign 

prostatic enlargement and the remaining 

29 cases (85.3%) had non-obstructive 

small prostates. 

    On performing histopathological 

examinations on the taken biopsies, 97.5% 

were found to have transitional cell 

carcinomas (TCC) and only one case 

(2.5%) had paraganglioma as a primary 

bladder tumor. No diagnosed cases of 

squamous cell carcinoma or 

adenocarcinoma were found. 

     Fourteen cases (35.8%) of  TCC had 

grade 1 tumors, 18 cases (46.3%) had 

grade 2 and 7 cases (17.9%) had grade 3 

tumors, (Table 2). 

    Lastly, it has been found that there was 

increase in the positive finding obtained 

by doing EUA in relation to the increase in 

tumor stage and size, (Tables 4). 
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Discussion  

    In the present study, forty cases of 

newly diagnosed bladder cancer were 

detected at Al-Jomhory Teaching Hospital 

in Mosul city over a period of about 

sixteen months (November 2001-February 

2003). Carcinoma of the urinary bladder is 

the third most common malignant tumor in 

Iraq accounting for about 7.5%  of all 

malignancies with a crude incidence rate 

of 3.08/100,000 in 1997(1).  

    In the present study, cystoscopy 

revealed that 57.5% had solitary bladder 

tumors which were located most 

commonly on the lateral walls (47.8%), 

while those patients with two lesions and 

more constituted 42.5% and the majority 

of their tumors located at the bladder base 

(posterior wall and trigon) that constituted 

43.75% of the total number of lesions. 

Abdul-Ghafor(12) reported that lateral 

bladder wall was the most common site 

involved (40.5%). Hayawi(13) also 

reported that 51% of his cases had tumors 

located at the lateral walls, while 

Rasik(14) and El-Bolkainy(15) stated that 

the posterior wall is more commonly 

involved. 

    All cases in the present study had 

primary bladder cancers with 57.5% being 

papillary, 37.5% sessile and 5% mixed 

growth patterns. No ulcerative lesion was 

found. This is agree with WHO report(16). 

    In the present study, patients with 

muscle-invasive diseases (T2-T4) were 18 

cases. Of these, 55.5% had sessile lesions, 

33.3% had papillary lesions and 11.2% 

had mixed lesions. This represents that 

patients with sessile lesions are at a higher 

risk of having advanced stage (muscle-

invasive) disease, while those with 

papillary type have earlier stage (non-

muscle invasive) disease. i.e. growth 

pattern helps to predict the prognosis of 

bladder cancer patients. The same was 

reported by Abdul-Ghafor(12). 

Cumming(17) reported 75% deaths from 

sessile bladder tumors and 28% deaths 

from papillary ones. 

    Examination of study cases were done 

under anesthesia. It revealed that all cases 

with positive finding on EUA had muscle 

invasive diseases except two cases who 

were found to have large superficial 

bladder tumor. This nearly similar to what 

were reported by both Rasik(14) and 

Abdul-Ghafor(12). In addition to that, 

there was a direct relationship between the 

number of patients who had positive 

finding (induration or palpable mass) on 

EUA and with the increases of either 

tumor stage or size; in that, 75% of 

patients with stage-T4 had positive finding 

on EUA compared with only 57.1% in 

those with stage-T2. On the other hand, 

87.7% of patients with lesions more than 

20mm size on cystoscopy, were found to 

have positive findings on EUA compared 

with only 10% of patients with lesions 10-

20mm size. Wijkstrom and colleagues(18) 

suggested that the presence of a palpable 

mass after transurethral resection (TUR) 

correlates significantly with stage-T3 

cancer and prognosis after treatment. 

    Ureteric orifice involvement was seen in 

27.5% of the present study cases; 20% 

with unilateral and 7.5% with bilateral 

orifices involvements with a resultant 

hydronephrosis which was proofed by 

upper urinary tract imaging. All these 

cases had muscle invasive bladder tumors 

(T2-T4). Abdul-Ghfor(12) reported similar 

finding . Leibovitch et al(19) reported that 

89.4% of patients with ureteral obstruction 

have high stage (T2-T4) and 83.3% of 

them had high grade tumors. 

    In the present study, 14.7% of male 

patients had prostatic invasion by a 

primary bladder cancer. This is nearly 

similar to what was reported by 

Dahium(20) who showed that TCC 

invading the prostatic urethra was found in 

18.7%. Hardeman et al(21) reported  more 

than 40% of prostatic involvement by 

bladder cancer in men undergoing radical 

cystectomy for muscle invasive disease. 

    Majority of male patients in this study 

were found to have small (non-

obstructive) prostates and only 14.7% had 

large (obstructive) prostates. This low 

figure of benign prostatic enlargement 

may be attributed to their ages (i.e.) the 

mean age among males was 59 years old. 

At age 55 years, approximately 25% of 

men report obstructive symptoms. At age 

75 years, 50% of men complain of a 

decrease in the force and caliber of their 

urinary stream(22). 



UUrreetthhrrooccyyssttoossccooppiicc  FFeeaattuurreess  iinn  CCaasseess  wwiitthh  UUrriinnaarryy  BBllaaddddeerr  CCaanncceerr  iinn  MMoossuull::  ""  aa  CCaassee  SSeerriieess  SSttuuddyy  ""    

 

Tikrit Medical Journal 2013;19(1):134-141 

 
431 

References 

1. Results of Iraqi Cancer Registry, 

1995-1997, Ministry of Health. 

2. Greenlee RT, Murray T, Bolden 

S, Wings PA. Cancer statistics, 

2000. CA Cancer J Clin  2000; 

50:7. 

3. Skinner DG, Stein JP, Ross R, 

Nichol P, Bochner B, Raghavan D. 

Cancer of the bladder. In: 

Gillenwater JY, Grayhack JT, 

Howards SS, Mitchell ME (Eds). 

Adult & Pediatric Urology. 4
th
 ed. 

Vol. 2. Lippincott Williams & 

Wikins.2002, 1297-1362. 

4. Lynch CF, Cohen MB. Urinary 

System. Cancer 1995:75(suppl): 

316. 

5. David E Neal. The urinary 

bladder. In: R.C.G Rusell, N.S. 

Williams, Bulstrode. Baily & love’s 

Short Practice of Surgery.23
rd

 ed. 

Vol. 2. London: Arnold publisher 

company, 2000: 1201-1236. 

6. Gary D Grossfeld, Peter R, 

Carrol. Urothelial Carcinoma: 

cancer of the bladder, ureter, & 

renal pelvis. In: Email A Tanago, 

Jack W McAninch (Eds). Smith’s 

General Urology.16
th
 ed. Lange 

Medical Books/ McGraw-Hill, 

2004: 324-345. 

7. Kantor AF, Hartge P, Hoover 

RN, et al. Epidemiological 

characteristics of squamous cell 

carcinoma & adenoma of the 

bladder. Cancer Res 1988; 43: 

3853. 

8. Husmann DA, Spence HM. 

Current status of tumor of the 

bowel following 

ureterosigmoidostomy: A review. J 

Urol 1990; 144:607. 

9. Spencer JR, Filmer RB. 

Malignancy associated with urinary 

tract reconstruction using ureteric 

segments. In: Lepor H, Lawson RK 

(Eds). Urologic oncology V. 

Norwell, Mass., Kluwer Academic, 

1991.  

10.  ElBolkainy MN, Mokhtar NM, 

Ghoneim MA,. Hussein MH. The 

impact of schistosomiasis on the 

pathology of bladder carcinoma. 

Cancer 1981; 48: 2643-8. 3. 

11. Murphy WM. Diseases of the 

urinary bladder, urethra, ureters & 

renal pelvis. In: Murphy WM (Ed). 

Urological pathology. Saunders, 

1989. 

12. Abdul-Ghafor SA. Carcinoma of 

the urinary bladder. F.I.C.M.S 

(Urol.). Thesis, 1995. 

13. Hayawi MA. Cancer of urinary 

bladder  cytohistopathological 

study. M.Sc. Thesis, Mosul 

University. 2002. 

14. Razik Ala Hani. Cystoscopic 

biopsy & urine cytology in patients 

with hematuria & chronic bladder 

symptoms. M.Sc. Thesis, Mosul 

University. 1993. 

15. El-Bolkainy MN, Ghoneim, MA, 

Mansour, MA. Carcinoma of the 

bilharzial bladder ulcer in Egypt. 

British Journal of Urology 1972; 

44(5): 561-570.  

16. WHO, Proceedings of WHO 

conference on urinary bladder 

cancer 1982.  

17. Cummings, KB. Carcinoma of 

the bladder: Predictors cancer, 

1980; 45(7): 1849-1855. 

18. Wijkstrom H, Lagerkvist M, 

Nilson B,  et al. Evaluation of 

clinical staging before cystectomy 

in transitional cell bladder 

carcinoma: A long-term follow up 

of 276 consecutive patients. Br J 

Urol 1998; 81: 686-691. 

19. Leibovitch I, Ben-chaim J, 

Ramon J, Medjar I, Engelberg IS & 

Goldwasser B. The significance of 

ureteral obstruction in invasive 

TCC of urinary bladder. J Surg 

Oncology. 1993; 52(1): 31-35. 

20. Dahium AM. The incidence of 

prostatic urethral involvement in 

bladder cancer. F.I.C.M.S 

(Urol.).Thesis, Baghdad, 1998. 

21. Hardman SW, Perry A, Soloway 

MS. Transitional cell carcinoma of 

the prostate following intravesical 

therapy for TCC of the bladder.   J 

Urol 1988; 140:289. 

22. Joseph C, Presti, Jr. Neoplasms of 

the prostate gland. In: Email A 

Tanago, Jack W Mc Aninch (Eds). 



UUrreetthhrrooccyyssttoossccooppiicc  FFeeaattuurreess  iinn  CCaasseess  wwiitthh  UUrriinnaarryy  BBllaaddddeerr  CCaanncceerr  iinn  MMoossuull::  ""  aa  CCaassee  SSeerriieess  SSttuuddyy  ""    

 

Tikrit Medical Journal 2013;19(1):134-141 

 
431 

Smith’s General Urology.16
th
 ed. 

Lange Medical Books/McGraw-

Hill, 2004: 367-485. 

 

 

 

Table (1): Distribution of study cases according to the growth pattern of their lesions 

on cystoscopy and  it's relation to tumour depth. 

Growth pattern Number (%) Superficial  (Ta,T1) Deep (T2,T4) 

Papillary 23 (57.5) 17 (77.3) 6 (33.3) 

Sessile 15 (37.5) 5 (22.7) 10 (55.5) 

Mixed 2 (5) 0 2 (11.2) 

Total no. (%) 40 22 (55) 18 (45) 

 

 
 

Table (2): Distribution of study cases  according to the tumor size (mm) and number 

of  lesions on cystoscopy. 

Tumor Number Percentage 

 

 

Size 

(mm) 

 5 2 5 

6 –10 4 10 

11-20 20 50 

> 20 14 35 

Total 40 100 

 

Number 

of 

lesions 

 

1 23 57.5 

2 5 12.5 

 3 12 30 

Total 40 100 
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Table (3): Distribution of study cases according to Location of bladder tumor. 

Tumor site 
No. of cases (%) 

with solitary lesion 

N0. of lesions (%) 

 in cases with ≥ 2 lesions 

Lateral wall 11 (47.8) 10 (31.25) 

Posterior wall and trigon 

(base) 

10 (43.5) 14 (43.75) 

Anterior wall and dom 2 (8.7) 0 

Bladder neck 0 8 (25) 

Total 23 * 32** 

* Number of cases with solitary lesion is (23). 

** Total number of lesions is (32) while the number of patients with two and more lesions is (17). 

    
Table (4): Distribution of study cases with positive findings (induration or mass)    

obtained by EUA according to their tumor stage and size. 

Tumor  
No. of cases 

Cases of positive 

finding by EUA (%) 

 

 

 

Stage 

Tis 0 0 

Ta 7 1 (14.2) 

T1 15 1 (6.7) 

T2 7 4 (57.1) 

T3 3 2 (66.6) 

T4 8 6 (75) 

Total 40 14 (35) 

 

Size 

(mm) 

 5 2 0 

6-10 4 0 

11-20 20 2 (10) 

> 20 14 12 (85.7) 

Total 40 14 (35) 
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 الخالصـة
سرطان المثانة البولية يصيب كافة األعمار وحتى األطفال لكنو غالبا ما يصيب متوسطي األعمار : مقدمةال

 58المصابين بسرطان الخاليا المتدرجة عند التشخيص لدى الذكور والمسنين من الناس. متوسط عمر المرضى 
 عاما. 67عاما ولإلناث 

معرفة الخصائص التنظيرية لمحاالت المصابة بسرطان المثانة البولية في مدينة الموصل بإستخدام : الهدف
 ناظور األحميل والمثانة البولية.
رية الربعين حالة مرضية جديدة من المرضى ت دراسة مرضية سريي  جر  أ   :طريقة العمل والمشاركون

 1007المصابين بسرطان المثانة البولية في مستشفى الجميوري التعميمي في الموصل لمفترة من تشرين الثاني 
تم أخذ األعراض السريرية لكل حالة مع إجراء الفحص السريري وفحص اإلدرار العام  . 1002إلى شباط 

تية )السونار( لكل الحاالت في حين إقتصر فحص األشعة الممونة لمجياز وفحص البطن باألمواج فوق الصو 
البولي عمى الحاالت المرضية التي أظير السونار فييا مشاىدات غير طبيعية بالنسبة لمجياز البولي العموي. تم 

ولية من إجراء فحص الرنين المغناطيسي لمبطن لمحاالت المصابة بالسرطان المخترق لعضمة جدار المثانة الب
جر ي تنظير األحميل والمثانة البولية لكل الحاالت مع أخذ خزعة من الورم أجل تحديد طور المرض. في حين أ  

فحص جميع المرضى عن طريق الشرج أو الميبل )ذكورا أو إناثًا( تحت  لمفحص النسيجي المرضي. كما تم
 .التخدير العام

عامًا واالناث  48 فيو متوسط عمر الذكور أما ، حاالتمن ال %74 واالناث  %74  الذكور شكل: النتائج
ورم حممي من الحاالت لدييا  %46.4 : تبين أن تنظير االحميل والمثانة ليذه الحاالت اءجر وعند إ عامًا . 45

مزيج من الشكمين السابقين . كان حجم الورم  فقط %4و  ورم عديم الساق أو العنق ، لدييا %26.4 الشكل ، 
 فقد شكلعدد المرضى المصابين بآفة سرطانية منفردة أما  ممم . 70%( اكبر من 74في غالبية ىذه الحاالت )

اري المثانة الجانبي جد أنو آفة سرطانية أو اكثر .  1، في حين ان البقية كان لدييم  من الحاالت 46.4%
أو ك ال صابة بسرطان المثانة . وقد لوحظ بأن سرطان المثانة اصاب فتحة الحالب )إقع كثر المواأوالخمفي من 

ومن خالل الفحص  . فقط %73.6 ، في حين انو اصاب البروستات في من الحاالت  %16.4الحالبين( في 
رجة وحالة سرطان الخاليا المتدم لديي من المرضى كان %86.4 رضي لعينات ىذه االورام تبين بأنالنسيجي الم
%( لدييا ورم جنيب العقدة العصبية في المثانة . ومن خالل فحص جميع المرضى عن طريق 1.4واحدة فقط )

الشرج أو الميبل )ذكورا أو إناثًا( تحت التخدير العام لوحظ بأن امكانية استحصال نتائج ايجابية )عقدة/ تثخن 
 .المثانة ياد طور أو حجم الورم فيفي جدار المثانة( تزداد بازد

سرطان الخاليا المتدرجة ىو أكثر أنواع سرطان المثانة شيوعا في الموصل. أكثر من نصف : اإلستنتاج
الحاالت المصابة لدييا ورم حممي الشكل والذي يمتاز في الغالب كونو سطحي )غير مخترق لعضمة جدار 

مين السابقين والذي يمتاز في الغالب كونو المثانة(، أما بقية الحاالت فمدييا ورم عديم الساق أو مزيج من الشك
عن طريق الشرج أو الميبل )ذكورا أو  فحص تحت التخدير العامعند الو . عميق )مخترق لعضمة جدار المثانة(

ياد طور أو حجم إناثًا( لوحظ بأن امكانية استحصال نتائج ايجابية )عقدة/ تثخن في جدار المثانة( تزداد بازد
  .الورم في المثانة


