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Introduction 
Bladder tumors are among the commonest urological conditions 
worldwide. Total of 70,980 new cases were diagnosed with an 
estimated 14,330 deaths in United States in 2009 1. Bladder cancer 
is primarily a disease of advanced age group 2. The worldwide age 
standardized incidence rate (ASR) is 10.1 per 100,000 for males 
and 2.5 per 100,000 3. In Pakistan, bladder cancer is 4th most 

common cancer with an age standardized rate of 6.8 per 100,000 
4. Bladder cancer is caused by genetic abnormalities and external 
risk factors. Smoking is one of the major perilous factors with 
risk, increasing with increased period of smoking 5. Carcinogen 
exposure (those working in chemical industries), inflammation, 
infection (Schistosoma Hematobium and chronic bacterial 
infections), chemotherapy (cyclophosphamide) and radiotherapy, 
are among the other risk factors 6. The study of Kong CH reported 
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Abstract
Introduction: Bladder carcinoma is one of the common urological malignancies occurring worldwide in both sexes. The clinical 
presentation of bladder cancer is classically with painless haematuria and dysuria. The vast majority of bladder tumours are epithelial 
in origin; of these ≈ 90% are TCCs, the remainder being squamous cell carcinoma, adenocarcinoma and mixed tumours. The purpose 
of this study was to determine the frequency of clinical and pathological features of Bladder Tumors, so that appropriate screening and 
preventive strategies could be developed to minimize the morbidity.

Objective: To determine the frequency of clinicopathological features of bladder tumors in patients presenting at University Hospital.

Study Design: Descriptive Cross-sectional study.

Setting: Department of Urology, Liaquat University of Medical and Health Sciences Jamshoro.

Duration with dates: Six months from 7TH JANUARY 2013 TO 6TH JUNE 2013

Subjects and Methods: A total of 95 cases meeting inclusion criteria were enrolled in the study. The bladder specimens of all the 
patients were sent for histopathological examination to find out the nature and grade of the disease. Clinical factors like dysuria, urgency, 
hematuria, adenocarcinoma, TCC, SCC were noted in the proforma. 

Results: Mean (±SD) age was 60.04 ±10.3 years with M: F = 5.7: 1. Mean ±SD duration of disease was 2.1 ±1.3 years. Hematuria was 
found in 60 (72.6%) cases followed by dysuria in 36 (37.9%) cases and urine urgency in 21 (22.1%) cases. Transitional-cell carcinoma 
(TCC) seen in 86 (90.5%) of the cases. Squamous-cell and adenocarcinoma were found in 6 (6.3%) and 3 (3.2%) cases respectively.

Conclusion: In this study painless macroscopic hematuria and histological sub-type transitional-cell carcinoma was dominant.

1Department of Urology, Liaquat University of Medical and Health Sciences, Jamshoro
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that the histopathology were transitional cell carcinoma (TCC) 
(90.4%), followed by adenocarcinoma (6%).7 For the transitional 
cell tumours, 58.6% were superficial tumours while 41.4% were 
muscle invasive. While all 5(100%) adenocarcinomas were muscle 
invasive.7 Squamous-cell and adenocarcinoma were recorded in 
6.4% of the 607 cases. Among the grades; G3 was the commonest 
grade found in 37.9%, followed by G2 in 25.2% and G1 in 9.7% 
of patients.8 histologically, bladder tumors are classified into 
Urothelial (Transitional cell type) and Non-Urothelial cancers 9. 
The urothelial cancers are divided into Non-muscle-invasive and 
Muscle invasive and Metastatic bladder cancers. According to 
2004 WHO Classification, Non–muscle-invasive bladder cancer 
(NMIBC) is sub-divided into flat, endophytic and papillary types, 
according to the association with the surface of the surrounding 
urothelial mucosa.10 Muscle invasive bladder cancer includes 
Lamina propria invasion and Muscularis propria (detrusor muscle) 
invasion. The Non-urothelial cancers of bladder include Sarcomas, 
Signet Ring Cell Carcinoma, Small Cell Carcinoma and Squamous 
Cell Carcinoma. Gross painless hematuria is the primary symptom 
in 78% patients with a newly diagnosed bladder tumor. 2 Other 
lower urinary tract symptoms 42% include dysuria, polyuria or 
urinary urgency. The gold standard for diagnosing bladder cancer is 
biopsy obtained during cystoscopy. Bladder cancer can sometimes 
be incidentally found during cystoscopy performed for other 
conditions 11. Other investigations like urine cytology & upper-
tract imaging (primarily a CT scan of the abdomen and pelvis) are 
also helpful. The treatment of bladder cancer depends on how deep 
the tumor invades into the bladder wall. Transurethral Resection 
Of bladder Tumor (TURBT), Laser Therapy, Immunotherapy (in 
form of BCG) and Intravesical Chemotherapy are used to treat 
superficial tumors.12 Patients at high risk for progression should 
be considered for cystectomy and urinary diversion.13

The purpose of this study was to determine the frequency of 
clinical and pathological features of Bladder Tumors, reported at 
LUH Hyerabad/Jamshoro. This contributes to planning preventive, 
screening and treatment strategies to overcome the morbidity.

To determine the frequency of clinicopathological features of 
bladder tumors in patients presenting at University Hospital

MATERIAL AND METHODS

Setting: Department of Urology, Liaquat University of Medical 
and Health Sciences Jamshoro.

Duration of Study: Six months after approval of synopsis.

Sample Size: The sample size was 95 by using the proportion 
of (adenocarcinoma 6%)7 after calculating with 95% confident 
interval & 4.8% margin of error by using WHO Sample size 
calculator.

Sample Technique: Non-Probability consecutive

SAMPLE SELECTION:

Inclusion Criteria

• Age 40-75 years

• Both gender

• Suspected case of bladder tumor of superficial to muscle invasive 
of more than 3 months duration.   

Exclusion Criteria

• Recurrent bladder tumor

• Post treatment

• Refused to participate in the study

• Study Design:

Descriptive Cross Sectional study.

Data Collection Procedure

The study was performed after the permission of ethical committee 
of hospital, and written informed consent for the study. Patients 
fulfilling the inclusion criteria admitted through outpatient 
department of Liaquat University Hospital Hyderabad.  
After taking detailed history regarding age, sex, clinical 
presentation, duration of symptoms and physical examination 
was noted. The bladder specimen of all the patients were sent for 
histopathological examination to find out the nature and grade of 
the disease. Duration, clinical pathological factors like dysuria, 
urgency, hematuria, adenocarcinoma, transitional carcinoma, 
squamous cell carcinoma, superficial and muscle invasive were 
noted in the proforma attached as annexure by the researcher as 
the operational definition.

Data Analysis Procedure

After collection of data the analyses was conducted by using 
Statistical Package for Social Science (SPSS) software version 16. 
Mean  and  standard  deviation  was  calculated  for  quantitative  
variable  like age and duration of tumour. Frequency and 
percentages was computed for qualitative variables like gender, 
dysuria, urgency, hematuria, adenocarcinoma, transitional 
carcinoma, squamous cell carcinoma, superficial, muscle invasive 
and grades of tumours.  Effect modifier like gender and age, 
duration of disease and grades of tumour were controlled by 
stratification. Chi square test was applied and p value ≤0.05 was 
taken as significant.

RESULTS

A total of 95 suspected case of bladder tumor of more than 3 
months duration were included in this study. Mean ±SD duration 
of disease was 2.1 ±1.3 years. Out of 95 patients, 81(85.3%) were 
male and 14 (14.7%) were female with 5.7: 1 male to female ratio 
as presented in Figure-1.

The average age of the patients was 60.04 ±10.3 years. Minimum 
age was 40 years and maximum age was 72 years. Most of the 
patients 57 (60%) were between 50 - 59 years. Distribution of 
age is presented in Figure-2.  Painless macroscopic hematuria 
was most common clinical feature of bladder tumor found in 
60 (72.6%) cases followed by dysuria in 36 (37.9%) cases and 
urine urgency in 21 (22.1%) cases. Table-1 The most common 
histological sub-type was transitional-cell carcinoma (TCA) seen 
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in 86 (90.5%) of the cases. Squamous-cell and adenocarcinoma 
were found in 6 (6.3%) and 3 (3.2%) cases respectively. Table-2 
Among 95 cases, 72 (75.8%) were superficial tumor and while 23 
(24.2%) were muscle invasive. Table-3

Among the grades; Grade-3 was the commonest grade found in 
62 (65.3%), followed by Grade-2 in 25 (26.3%) and Grade-1 in 
8 (8.4%) of patients. Table-4 Effect modifier like gender and age 
were controlled by stratification. Painless macroscopic hematuria 
as per gender is shown in Table-5. Painless macroscopic hematuria 
was found in 61 (75.3%) males and in 8 (57.1%) females (p-value 
= 0.16). Dysuria was found in 31 (38.3%) males and in 5 (35.7%) 
females (p-value = 0.9). Table-6 Urine urgency was found in 19 
(23.5%) males and in 2 (14.3%) females (p-value = 0.4). Table-7 
Painless macroscopic hematuria as per age group is shown in 
Table-8. Majority of cases with painless macroscopic hematuria 
had age between 50 – 59 years, 47 (82.5%), (p-value = 0.005). 
Majority of cases with dysuria had age between 50 – 59 years, 

24 (42.1%), but difference between proportion is not significant 
(p-value = 0.5). Table-9 Majority of cases with urine urgency 
had age between 50 – 59 years, 16 (28.1%), but difference is 
insignificant (p-value = 0.2). Table-10 A pathological feature 
of bladder tumor as per gender is shown in Table-11. Seventy 
four (91.4%) male had the transitional-cell type and in female, 
12 (85.7%) had this type, (pvalue-0.5). while 5 (6.2%) of case 
with squamous cell carcinoma were male and 1 (1.7%) female 
(pvalue-1) A pathological feature of bladder tumor as per age 
groups is shown in Table-12. Rate of transitional-cell carcinoma 
was high 53 (92.9%) in 50-59 years of age, but the difference is 
insignificant (p-value = 0.5), while proportion of squamous cell 
carcinoma was slightly high 2 (8%) in age ≥ 60 years (p-value = 1) 
and adenocarcinoma was significantly high 2 (15.4%) in age 40 – 
49 years (p-value = 0.01). A clinicopathological feature of bladder 
tumor as per grading of tumor and duration of tumor are shown in 
Table-13, 14 and 15.

Figure-1 Gender Distribution N = 95

Figure-2 Age Distribution N = 95
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Clinical Presentation Number of Cases Percentages

Macroscopic Hematuria 69 72.6%

Dysuria 36 37.9%
Urgency 21 22.1%

Table-1 Clinical Features of Bladder Tumors N = 95

Pathological Findings Number of 
Cases

Percentages

Transitional cell Carcinoma 86 90.5%
Squamous Cell Carcinoma 6 6.3%

Adenocarcinoma 3 3.2%

Table-2 Pathological Features of Bladder Tumors N = 95

Invasiveness Number of Cases Percentages
Superficial 72 75.8%
Muscle 
invasive

23 24.2%

Table-3 Invasiveness of Tumors N = 95

Table-4 Pathological Grades of Tumors N = 95

Grades Number Of Cases Percentages

Grade-1 8 8.4%
Grade-2 25 26.3%
Grade-3 62 65.3%

 Gender Total Macroscopic 
Hematuria

Percentages P-value

Male 81 61 75.3% 0.16

Female 14 8 57.1%

Table-5 Painless Macroscopic Hematuria as Per Gender N = 95

 Gender Total Dysuria Percentages P-value

Male 81 31 38.3% 0.9

Female 14 5 35.7%

Table-6 Dysuria As Per Gender N = 95
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Table-7 Urine Urgency as Per Gender N = 95

 Gender Total Urgency Percentages P-value
Male 81 19 23.5%

0.4
Female 14 2 14.3%

Table-8 Painless Macroscopic Hematuria as Per AgeN = 95

 Age 
(years)

Total Macroscopic 
Hematuria

Percentages P-value

40 - 49 13 5 38.5% 0.005
50 - 59 57 47 82.5%

≥ 60 25 17 68.0%

Table-9 Dysuria As Per Age N = 95

 Age 
(years) Total Dysuria Percentages P-value

40 - 49 13 4 30.8%
0.550 - 59 57 24 42.1%

≥ 60 25 8 32.0%

Table-10 Urine Urgency As Per Age N = 95

 Age 
(years) Total Urgency Percentages P-value

40 - 49 13 1 7.7%
0.250 - 59 57 16 28.1%

≥ 60 25 4 16.0%

Table-11 pathological Features of Bladder Tumors With Respect To Gender N = 95

Pathological Findings Male Female P-val-
ues

Transitional cell carcinoma 74 (91.4%) 12 (85.7%) 0.5
Squamous cell carcinoma 4 (4.9%) 2 (14.3%) 0.41

Adenocarcinoma 3 (3.7%) 0 NA

Table-12 Pathological Features Of Bladder Tumors With Respect To Age Groups N = 95

Pathological Find-
ings

Age (years) P-val-
ues40 – 49 50 - 59 ≥ 60

Transitional cell 
carcinoma

11 
(84.6%)

53 
(92.9%)

22 
(88%) 0.5

Squamous cell carci-
noma 0 4 

(7.02%) 2 (8%) 0.5

Adenocarcinoma 2 
(15.4%) 0 1 (4%) 0.01



International Journal of Case Studies in Clinical Research
An Open Access Journal Volume 1 Issue 1, January 2017

Javed Altaf et al, IJCC 2017, 1:1

Table-13 Clinical Features Of Bladder Tumors With Respect To Tumor Grades N = 95

Clinical Findings
Grades of Tumor

P-values
Grade 1 Grade 2 Grade 

3
Macroscopic He-

maturia 4 (50%) 13 
(52%)

52 
(83.9%) 0.01

Dysuria 2 (25%) 8 (32%) 26 
(41.9%) 0.5

Urgency 3 
(37.5%) 6 (24%) 12 

(19.4%) 0.5

Table-14 Clinical Features Of Bladder Tumors With Respect To Duration N = 95

Clinical Findings
Duration (years)

P-values
≤ 2      > 2

Macroscopic Hematuria 13 
(18.8%)

56 
(81.2%) 0.5

Dysuria 11 (30.5%) 25 
(69.5%) 0.5

Urgency 6 (28.6%) 15 
(71.4%) 0.01

Table-15 Pathological Features of Bladder Tumors With Respect To Duration N = 95

Pathological Findings Duration (years) P-values
≤ 2      > 2

Transitional cell carcino-
ma

21 (24.4%) 65 (75.6%) 0.5

Squamous cell carcinoma 2 (33.3%) 4 (66.7%) 0.5

Adenocarcinoma 2 (66.7%) 1 (33.7%) 0.01

DISCUSSION

Worldwide, bladder cancer is the fourth most common cancer in 
males and the ninth most common in females.14,15,16 It accounts 
for 7% of all new cancer cases in men and 2% in women.17 The 
overall incidence of bladder cancer has apparently increased during 
recent decades.18,19 This increasing trend cannot be attributed to 
technological improvements in medicine, as bladder cancer has 
been diagnosed by cystoscopy and biopsy for about six decades.20 
However, the trend might be due to the latent effects of risk factors 
for bladder cancer, including tobacco, non-occupational and 
industrial carcinogens, and population aging.21 According to the 
World Cancer Report 2008, in the Eastern Mediterranean Region 
the second most common cancer is bladder cancer in men, after lung 
cancer.22 In the most recent national cancer report in Iran, the age-
specific incidence rates for bladder cancer were 13.03 in males and 
3.32 in females per 100 000 population.23 Worldwide, the male-

to-female ratio in the incidence of bladder cancer varies and has 
been reported as 1.1:1.0 in Eastern Africa, 2.1:1.0 in South Africa, 
5:1 in Northern Africa and 5.1:1.0 in several areas of southern 
Europe.24,25 In this study, this ratio (5.7 :1) was similar to the 
figures reported in previous research in Iran and Pakistan.8,26,27 
Globally gender-related difference in incidence with the male to 
female ratios being documented as 4 to 1 in the United States and 7 
to 1 in Italy28 and, in Spain, 6.7 to 1.29 There are various possible 
explanations for the observed preponderance of bladder tumours 
in males. Among them are environment and dietary exposures not 
yet identified and innate sexual characteristics such as anatomic 
differences, urination habits or hormonal factors.30,31 Besides 
that, the lower incidence of bladder tumours in females could be 
attributed to the decreased exposure to the industrial carcinogens 
as there are fewer women working outside the home. In addition 
to that, there are fewer women who smoke as compared to men, 
which is a major predisposing factor for bladder tumours.139 
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Urinary bladder cancer is a disease of the elderly with most cases 
occurring above the age of 50 years. In this study the mean age at 
presentation was 60.04 ±10.3 years which is similar to with what 
has been recorded in other studies conducted in Pakistan.32,33 
The results are also comparable with studies in Kurdistan and 
Tehran, Iran reported mean ages of 62.5±13.0 and 61.9 years, 
respectively.34 A study in Shiraz reported that the mean age of 
patients with bladder cancer was 61.0 ±12.7 years.35 Majority of 
the patients with bladder carcinoma present with either hematuria 
or irritative voiding symptoms. In this study painless macroscopic 
hematuria was the most common clinical feature of bladder tumor 
found in (72.6%) cases followed by dysuria in (37.9%) and urine 
urgency in (22.1%) cases. The incidence seen in this study was 
similar to that reported in Pakisan (88%). Gross painless hematuria 
is the primary symptom in 78% patients with a newly diagnosed 
bladder tumor.2 other lower urinary tract symptoms 42% include 
dysuria, polyuria or urinary urgency. A study from Pakistan 
reported hematuria as the most common single manifestation 
reported in 54.3% cases while frequency of micturition was 
reported in 3.6% cases and dysuria in 1.97% cases, remaining 
patients presented with a combination of symptoms as hematuria, 
dysuria, and frequency of micturition.8 In the developed world 
transitional cell carcinoma is reported for most bladder carcinoma. 
About 25% of newly diagnosed cancers are muscle invasive (T2–
T4); the rest are superficial (70%).36 Some authors have reported 
that bladder cancer is of a higher stage at initial diagnosis in 
women.37 In the present study 90.5% patients had transitional cell 
carcinoma. Among the cases, (75.8%) were superficial tumor and 
while (24.2%) were muscle invasive. which is similarly reported 
by the world literature at 90%.145 The study of Kong CH reported 
that the histopathology were transitional cell carcinoma (TCC) 
(90.4%).7 For the transitional cell tumours, 58.6% were superficial 
tumours while 41.4% were muscle invasive.7 In a study conducted 
by Badar et al.8 transitional-cell carcinoma was diagnosed as the 
most common histological sub-type (86%).4 Another study from 
Pakistan reported that transitional-cell carcinoma was diagnosed 
in all cases (100%) among these 25% patients had superficial (pTa/
pT1) and 75% patients had muscle invasive balder carcinoma.38 In 
a report from another Pakistani centre 97% of bladder carcinomas 
were muscle invasive but clinico-pathological differences in 
women with bladder cancer were not separately reported. A study 
from Pakistan studied 43 cases of hematuria and dysuria etc. 
reported That transitional cell carcinoma was diagnosed in 93.3% 
of all tumours.146 In a study from Iran, 95.7% cases of bladder 
cancer had TCC.37 In previous studies, TCC was seen in 95% to 
98% of all bladder cancer patients in Iran.33,34 However, studies 
of populations in Tehran and Shiraz, have reported a frequency 
of TCC of 85% among bladder cancer patients.127 In this study 
squamous-cell and adenocarcinoma were found in (6.3%) and 
(3.2%) cases respectively. The study of Kong CH reported that 
the adenocarcinoma (6%).7 While all (100%) adenocarcinomas 
were muscle invasive.7 Squamous-cell and adenocarcinoma were 
recorded in 6.4% of the 607 cases.8 The prevalence of squamous 
cell carcinoma varies in different parts of the world. The incidence 
seen in this study was in contrast to that reported in England 
(1%),38 United States (3-7%).38 SCC accounts for 60% of all 

bladder cancer cases in Egypt, parts of Africa, and the Middle 
East (Konety and Carroll, 2008; Villares da Costa et al., 2008).  
However Irani study reported, 1.1 % cases of bladder cancer 
had adenocarcinoma and 0.5% had SCC.147 Among the grades; 
Grade-3 was the commonest grade found in (65.3%), followed 
by Grade-2 in (26.3%) and Grade-1 in (8.4%) of patients. These 
results were similar to a Pakistani study in which they reported 
that G3 was the commonist grade found in 37.9%, followed by G2 
in 25.2% and G1 in 9.7% of patients.8 In another study done at 
the Aga Khan University Hospital, Karachi, (Ahmed et al., 2002), 
grade III was found in 29.5% of the cases. Results of this study 
suggest, visible haematuria is the commonest and most powerful 
predictor of bladder cancer. Most other previously reported 
features of bladder cancer were associated with the disease, but 
with low predictive values. There is a need for improved diagnostic 
methods, for those patients whose bladder cancer presents without 
visible haematuria. While transitional cell carcinoma is the most 
common bladder malignancy in this study. At the time of diagnosis 
75% case have Superficial bladder carcinoma. There is a need for 
improved diagnostic methods, for those patients whose bladder 
cancer presents without visible haematuria

CONCLUSION

In this study painless macroscopic hematuria and histological 
sub-type transitional-cell carcinoma was dominant. In conclusion 
Urinary bladder cancer was seen primarily in males while 
hematuria was a common symptom in this study and the clinicians 
showed a keen awareness to the dangers of this symptom and 
investigated these patients further, which led to the discovery of 
the bladder mass
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