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We report a rare case of sarcomatoid carcinoma of the 
urinary bladder which showed both of biphasic and 
monophasic phenotypes through its clinical course.  
A 64 year-old man presented with gross hematuria 
and interrupted voiding.  Radiological examination 
demonstrated a pedunculated tumor in the bladder 
with no distant metastases.  Pathological diagnosis of 
transurethral resection revealed biphasic sarcomatoid 
carcinoma, pT1, composed of squamous cell carcinoma 
component and spindle cell component.  The disease 

had repeated local recurrences and partial and total 
cystectomies were performed consequently.  The recurrent 
tumors were monophasic sarcomatoid carcinoma purely 
composed of spindle cell component.  The patient died 
of local and metastatic disease 13 months after the 
diagnosis.  We consider that sarcomatoid carcinoma 
should be resected radically at the initial surgical 
treatment because of aggressive potential of spindle cell 
component.  To our knowledge, this is the fi rst case in 
which biphasic sarcomatoid carcinoma of the bladder 
recurred as monophasic tumor.  The pathological study 
and management of this neoplasm are discussed, and the 
literature is reviewed.
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Introduction

Sarcomatoid carcinoma of the urinary bladder is an 
uncommon neoplasm accounting for 0.31% of all 
bladder malignancies, which has acquired sarcomatous 
phenotype arising from the epithelium.1-3  Although the 
age distribution, male preponderance, and clinical 

symptoms are not distinctive from conventional 
urothelial carcinoma, sarcomatoid carcinoma behaves 
as a high-grade malignancy with extremely poor 
outcome.  The survival rate has to be expressed in 
months rather than in years.3  Sarcomatoid carcinoma 
can be classifi ed into two categories; biphasic and 
monophasic, depending upon the presence or absence 
of a discernible carcinomatous component.4,5  Herein, 
we report a rare course of biphasic sarcomatoid 
carcinoma of the urinary bladder, which recurred 
rapidly as monophasic type after each surgery.

Case report

A 64-year-old man presented with gross hematuria and 
interrupted voiding in April 1998. Computed tomography 
(CT) scan demonstrated a 6 cm x 6 cm pedunculated 
tumor with a peduncle 0.6 cm in diameter on the 
posterior wall of the urinary bladder, Figure 1.  Distant 
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Figure 1.  Computed tomography shows a pedunculated 
mass on the posterior wall of the urinary bladder.

metastases were not identifi ed.  Cystoscopic examination 
revealed a large polypoid tumor which blocked the 
internal urethral orifi ce.  Transurethral resection (TUR) 
was performed and the weight of the resected tumor 
tissue was 85 g.  Randomized bladder biopsy was not 
enforced because other areas were unremarkable and 
preoperative urine cytologies showed no abnormality. 
The histopathological diagnosis was sarcomatoid 
carcinoma variant of squamous cell carcinoma (SCC), 
pT1.  A repeated cystoscopy 3 weeks after the TUR 
revealed a new polypoid lesion near the original tumor 
site.  Partial cystectomy was then performed and the 
tumor infi ltrated to the superfi cial muscular layer (pT2a).  
After 3 months, pelvic CT scan demonstrated a bulky 
polypoid bladder tumor again and total cystectomy 
was performed immediately.  The recurrent tumor was 
13 cm x 9 cm x 6 cm in size and invaded the perivesical 
fatty tissue, Figure 2.  The patient underwent two courses 

of adjuvant chemotherapy consisting of methotrexate, 
epirubicin, and cis-platinum.  Four months after the 
total cystectomy, CT scan identifi ed metastases to pelvic 
lymph nodes and ischial bones.  The metastatic lesions 
were resistant to radiation therapy and spread to the lung.  
The patient died 13 months after the diagnosis. 

Pathologically, the tumor tissue obtained by the TUR 
was an admixture of high-grade SCC and mesenchymal-
like elements.  There were many mitotic cells in the latter 
which consisted of pleomorphic spindle shaped cells 
with variable amounts of cytoplasm and bizarre nuclei.  
The spindle cell component was focally arranged in a 
storiform pattern, partially immunostained for vimentin 
and keratin, Figure 3a, but negative for desmin, a smooth 
muscle actin, and S-100 protein.  Tumor tissues obtained 
by the partial and total cystectomies were monophasic 
sarcomatoid carcinoma which consisted of only spindle 
cell component, immunostained positively for keratin 
and vimentin, Figure 3b.  There was no conventional 
light-microscopic evidence of epithelial differentiation.

Figure 2.  Gross specimen of total cystectomy weighed 
452 g.  A protuberant solid mass fi lls the urinary bladder 
completely.

Figure 3a.  Spindle shaped cells with foci of squamous 
cell carcinoma (arrow) appear positive with anti-keratin 
antiserum (original magnifi cation X400).  3b. Storiform 
arrangement of spindle cells showing immunoreactivity 
for vimentin (original magnifi cation X200).
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Comment

Sarcomatoid carcinoma is a malignant spindle cell 
variant of epithelial tumor, with or without coexistent 
overt carcinoma.6  Although there is controversy as to 
whether carcinosarcoma and sarcomatoid carcinoma 
should be regarded as separate entities or not,7 
definite diagnosis can be obtained on the basis of 
immunohistochemical and electron microscopic fi ndings 
that sarcomatous elements of sarcomatoid carcinoma 
have epithelial nature.3  Recent genetic and molecular-
based studies support the concept of a monoclonal 
origin of both carcinomatous and sarcomatous elements 
of sarcomatoid carcinoma and suggest that genetic 
divergence may occur during tumor progression and 
differentiation.8  In sarcomatoid carcinoma of the 
urinary bladder, epithelial components recognized on 
light microscopy show variable phenotypes, with areas 
of moderately or poorly differentiated transitional cell 
carcinoma in most cases.  Less frequently, foci of SCC, 
adenocarcinoma, and undifferentiated small or large 
cell carcinoma are seen.3,6,9

Among 63 patients with sarcomatoid carcinoma 
of the bladder in literatures, 54 patients (86%) were 
biphasic tumors in which both of apparent epithelial 
and mesenchymal components were identifi ed by 
light microscopy; the rest (14%) were recognized as 
monophasic tumor composed of a pure sarcomatoid 
population of cells.3,6,9,10  To our knowledge, no case has 
been reported in which biphasic sarcomatoid carcinoma 
recurred as monophasic tumor.  In the present case, 
spindle cell component was existed in both of the initial 
tumor and recurrent tumors, while SCC component 
was identifi ed only in the initial tumor.  The tumor 
recurred as monophasic sarcomatoid carcinoma, 
suggesting that the proliferation of immature spindle 
cells was much more aggressive than that of SCC. 

Sarcomatoid variants of bladder tumor tend to be 
bulky, protuberant, and polypoid with rapid growth, 
as the present case repeated polypoid growth.9,11,12  
Therefore, at first sight, the tumor seemed to be 
resectable by local excision such as TUR and partial 
cystectomy.  This neoplasm, however, behaved much 
more aggressively, especially in recurrence, than 
conventional high-grade urothelial carcinoma with 
similar degree of invasion.  Sejima et al13 reported two 
cases of sarcomatoid carcinoma which had obvious 
local progression just after TUR.  They died of local and 
metastatic disease a few months after the endoscopic 
surgery, whose clinical courses were similar to ours.  
Early local recurrence in these cases implies that spindle 
tumor cells have high potential of dissemination and 
implantation by surgical procedure.

Among the previously reported 63 patients, 23 cases 
(37%) were treated with TUR, 28 cases (44%) with total 
or partial cystectomy, 29 cases (46%) with radiation 
therapy, and 10 cases (16%) with chemotherapy.3,6,9,10  
Radiation therapy and chemotherapy were performed 
as adjuvant or palliative treatment.  The prognosis was 
extremely poor regardless of treatment because most of 
the cases were in advanced stages at the initial visit, but 
a small number of cases have been reported with their 
prolonged survival by combined surgery and radiation 
or chemotherapy.5,10,14  Lopez-Beltran et al6 reported that 
mean survival of patients with this malignancy was 10 
months, and pathological stage was the best predictor 
of the survival.  We consider that extended radical 
surgery should be performed as the initial treatment 
for sarcomatoid carcinoma of the urinary bladder, even 
if the tumor is small, polypoid and/or in early stage.  
Repeat of conservative surgery should be avoided.
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