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ABSTRACT

Bladder outlet obstruction in an elderly male patient is most of the time diagnosed as prostatomegaly or stricture urethra unless there is
a high index of suspicion for other differential diagnoses. Rare tumors like urethral malignancy may be misdiagnosed due to their varied
and delayed mode of presentation. Here, we present a case of a patient who presented with acute urinary retention and was suspected
to be a stricture urethra which ultimately turned out to be an aggressive urethral tumor. Investigations such as retrograde urethrogram,
ultrasound, or cystoscopy which are the most common diagnostic modalities in a patient with lower urinary tract symptoms may not
diagnose urethral tumors. Delayed diagnosis is common in these tumors resulting in a lesser chance for curative treatment. A high index
of suspicion with a lesser threshold for investigations like MRI is pivotal for early diagnosis in these patients.
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rethral tumors are rare accounting for 1% of urologic

malignancies [1]. Due to the rarity of these tumors,

there are no established criteria for the diagnosis and the
management protocol has not changed much over the years [2].
The mode of presentation can be varied and due to their aggressive
nature, early diagnosis and treatment are the keys to successful
tumor control.

Here, we present a case of bulbar urethral tumor which was
masquerading as a case of stricture urethra due to its mode of
presentation and rapidly progressed to metastatic disease. The
rationale for presenting this case is due to the rarity of the disease
and misdiagnosis which may happen due to its varied mode of
presentation.

CASE REPORT

A 59-year-old male patient presented with a history of lower
abdominal pain and retention of urine for 1 day. He had a history of
obstructive voiding symptoms for 3 days. Foley’s catheterization
was attempted at an outside hospital but could not be passed.

On general examination, tachycardia was present but
blood pressure was normal. The patient was afebrile. On local
examination, the bladder was palpable till umbilicus. External
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urethral meatus was normal. Digital rectal examination revealed
Grade 1 prostatomegaly. There was mid induration in the
perineum but no visible swelling. Ultrasound showed a Grade 1
prostate of 30 cc with normal echotexture and an overdistended
bladder. With the suspicion of urethral rupture/urethral stricture,
cystoscopy and guided catheterization were planned.

Cystoscopy revealed normal anterior urethra till bulbar urethra
where narrowing was present with mucosal edema and irregularity
(Fig. 1). The cystoscope was not passable but the ureteroscope
could be passed with resistance into the bladder. Guidewire was
placed but Foleys could not be negotiated over it. Diagnosis of
stricture urethra was made and suprapubic cystostomy (SPC)
was done. The patient was discharged and advised to review
after 2-3 weeks for further workup.

After 3 weeks, retrograde urethrogram (RGU) was done
which showed contrast extravasation in the bulbar urethra with
the irregular posterior urethra (Fig. 2). A magnetic resonance
imaging (MRI) scan was planned in view of non-healing of
the urethra after SPC and induration in the perineum which
increased in size in three weeks. MRI revealed an ill-defined,
heterogenous mass lesion involving the corpus spongiosum of
the bulbar urethra, extending into the membranous and prostatic
urethral region, these findings suggestive of urethral malignancy
(Fig. 3a). Contrast-enhanced computed tomography (CECT)
chest and abdomen were done for metastatic workup which
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Figure 1: Cystoscopy image of the patient

Figure 2: Retrograde urethrogram showing contrast extravasation
in the bulbar urethra with irregular posterior urethra

Urethral mass
a ;
Figure 3: (a) MRI image and (b) chest X-ray of the patient

revealed multiple lung metastases and a lytic bone lesion in the
sacrum. X-ray chest showed multiple cannonball opacities in
both lungs (Fig. 3b). Cystoscopy and biopsy from the urethra
were attempted but could not be taken due to severe narrowing in
the bulbar urethra. A trucut biopsy was done from the indurated
lesion in the perineum which revealed the diagnosis to be poorly
differentiated squamous cell carcinoma. The patient was referred
to an oncologist for palliative chemotherapy but succumbed to the
disease within 1 month even before starting chemotherapy.

DISCUSSION

Stricture urethra and prostatomegaly are the most common
diagnoses in a patient presenting with urinary retention or bladder
outlet obstruction. Urethral tumors present usually with lower
urinary tract symptoms (LUTS), hematuria, or dysuria. Being an
uncommon diagnosis in a patient with LUTS or urinary retention,
urcthral malignancy is rarely suspected in these patients.
Ultrasound, RGU, or cystoscopy which are common diagnostic
modalities used for patients with LUTS, may not be useful for the
primary diagnosis of urethral malignancy.

Our patient was an elderly male presenting with urinary
retention and a palpable bladder with a failed catheterization
attempt. An initial diagnosis of prostatomegaly or urethral stricture
was naturally made and SPC was done to relieve the obstruction.
The induration in the perineum which was insignificant at the
initial clinical examination rapidly increased in size within three
weeks. Being a rare diagnosis there tends to be more threshold
for doing an MRI in these patients and hence diagnosis may
be significantly delayed. The literature search revealed only a
few similar case reports of urethral malignancy presenting with
retention of urine. Young-Joo Kim [3] reported two cases of
female urethral malignancy presenting with retention of urine.
Di Gregorio [4] reported a case of penile adenocarcinoma which
proved to be an aggressive disease similar to our case where
despite multimodal surgical and chemoradiotherapy, the patient
rapidly succumbed to the disease. Badhiwala et al. [5] reported a
rare case of urethral sarcoma which was treated for 2 years as a
case of urethral stricture before being diagnosed as a metastatic
urethral sarcoma. Being aggressive malignancies, urethral
carcinomas rapidly metastasize. Early diagnosis is pivotal as a
surgical intervention with complete tumor excision is the only
curative intervention for these patients.

Etiological factors for urethral malignancy include chronic
stricture, urethritis, or human papillomavirus 16 infection [6].
Penile tissue contains several types of cells, and different
histological types of penile malignancies can develop.
Bulbomembranous urethra is the most common site for urethral
malignancy and squamous cell carcinoma is the most common
histological subtype [7]. Transitional cell carcinoma may
be seen in 90% of prostatic urethral malignancy and 10% of
bulbomembranous urethral tumors [8]. Metastatic lesions to
the penis are also not uncommon with primary tumors in the
bladder, prostate, rectum-sigmoid, kidney, hematologic system,
lung, testis, etc. Anterior urethral tumors present relatively early
and are more easily managed surgically compared to posterior
urethral tumors which are most of the time locally advanced or
metastatic at the time of presentation [9]. Tumors of the anterior
urethra spread to inguinal nodes, whereas, posterior urethral
tumors spread to pelvic nodes. Tissue diagnosis of a urethral
lesion can be done by various methods. Distal lesions can simply
be excised. Proximal tumors can be biopsied cystoscopically with
cold-cup biopsy forceps or through transurethral/percutaneous
routes. Urothelial tumors of the prostatic urethra can be biopsied
with a resectoscope loop.
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The surgical approach to primary urethral cancer of the bulbar
urethra is determined by tumor stage. Transurethral resection
or excision with end-to-end anastomosis can be done for low
stage lesions. Radical surgery which includes total penectomy
and urethrectomy with possible cystoprostatectomy and pelvic
lymphadenectomy is required for complete tumor control in higher
stage lesions. Pathologic lymph node metastasis is a poor prognostic
factor. Single modality therapy has poorer results compared to
multimodal treatment. Multimodal therapy with cisplatin-based
chemotherapy, radiation, and consolidation surgery has greatly
improved the overall prognosis and recurrence rates [10].

CONCLUSION

In a patient presenting with the lower urinary tract symptoms or
bladder outlet obstruction, urethral malignancy should be kept
in mind as a differential diagnosis especially in elderly patients.
Bulbar urethral tumors may present as a mass in the perineum,
hence a thorough physical examination, a high index of suspicion,
and a less threshold for investigations like MRI is pivotal for early
diagnosis and management of these patients.
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