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Fig. 1 Magnetic resonance imaging of the urinary bladder
shows tumor infiltration of the muscle layer.
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Fig. 2 (A) Contrast computed tomography (CT) shows pelvic
dissemination and lymph—node metastasis (arrows). Plain
CT shows before (B) and after (C) administration of
pembrolizumab.

Fig. 3 (A) Contrast computed tomography (CT) shows tumor
infiltration of the urinary reservoir (arrow). (B) Plain CT
shows tumor infiltration after radiation therapy.
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Fig. 4 Clinical course of the treatment and changes of tumor
markers (KL-6, CEA, CA19-9).

Fig.5 (A) Hematoxylin-Eosin staining shows a mixture of
papillary tubular adenocarcinoma and poorly differenti-
ated adenocarcinoma. (B) Periodic Acid-Schiff staining
shows positive mucus in the cytoplasm. (C) Solitary
signet-ring cell carcinoma-like cells are evident.
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Fig. 6 (A) There are few binding cancer nests, and many
solitary cells. Immunostaining shows that the cells are
negative for GATAS3 (B), but positive for CA19-9 (C) and
CEA (D).



Pembrolizumab D% 5 % &L EZHEEDP TR T dH - 7-EBERE 311

DHNTze LA L, 2020 4O BB B C I ENBR
FAFERERL Y & IS TE R WITR THh - 72728, mixed
type £ E 2 b7,

FR S5 0 553 JeB 12 08 B e B L 2/ L€ NCCN A A4
T4 10 b AT LR & RRE AR I I A s A
BLOBENY SEEEDSHER STV A DS, FIEIC
B L ClE 5 AR RD 11~61% & 47T L i & i L
TREEENTWRY, 20720, HiGLFHEEICO»
TOMETENTBY, BIRSN T LT GC
F MVAC 2 EIRIE LR THW LD L D R
¥, TS-1%5FU & L < 13 Docetaxel % Hv>7z B 124
U7zL Y A ¥, FOLFOX 7% & KIGHEICHE U2 L Y A v
RS T VB B s BT 25 6 & 3R
ENDY, —EOHMBEIRT I LIZHL <, EFROERE
VNS Ay (BN

TEAS S 1 3 ] g ) R B D 1 A0 7 U B D IS % SO
L 7z—#012%F L T Pembrolizumab % #¢5- L T\ % %5,
B b EEHIR R Z 0, WEIES N Loz
H LT3, BT ZEEEREBE (2 OB F 5
L T Pembrolizumab % #%5- L — ORI R1E SN
720 LAL, ZOHIEPD &2V, Tk, MSHIGEE
THo2eT, BlomEar bu— U PBEonTsY,
ENRIEEREIT) CEVEBETH L L HEH L.

Yamamoto 513 CEA % CA19-9 A FNERA s
WZBWCLERTLEHELTEBY, SWEE~—»—72
JTHRL, RBERTE=Y) Y= —LTHA
HTHhrE L Twb, HERBIZBWTH KL-6, CEA,
CALI9-9 I IROMETIZHENWEFRLTBY, FHTH S
EEZLNDN, BRUEPMMMNZ L DPREETH L,

B, BSHIEROA ERERIILE % Gradel, W%t
Grade2 23589 H L7275, HAREHRL T 5, IR
IR 23F L € Pembrolizumab % #%5- L 7285 135X
72RO TIEAFRIER T - 720

] i
JEUSE 1 s IDE DR S8 A7 12 38 1 2% L € Pembrolizumab @
B % U RN EIT ) T L THBEIERIMSE ST
W5 1B ERRER L 720
X ik

1) Dadhania, V. et al.: Adenocarcinoma of the
urinary bladder. Am. J. Clin. Exp. Urol. 3: 51-63,

2015.

2) Thomas, D. G. et al.: A study of 52 cases of
adenocarcinoma of the bladder. Br. J. Urol. 43 : 4-15,
1971.

3)  Jacobo, E. et al.: Primary adenocarcinoma of the
bladder: a ret— rospective study of 20 patients. J.
Urol. 117 : 54-56, 1977.

4) Mostofi, F. K.: Pathological aspects and spread of
carcinoma of the bladder. JAMA. 206 : 1764-1769,
1968.

5) Wheeler, J. D. et al.: Adenocarcinoma involving
the urinary bladder. Cancer. 7: 119-135, 1954.

6) FAATE] - Ath 2 BEBERRIE o 2 BI—4F I AR SE A 12 BY
9 HELE—. [EHE. 34: 929-932, 1980.

7)) Rt —EB - At BRI R R 2 S A L
7o 8l B B BE ERBRJE o 1 B, WAk, 24 365-368,
2011.

8) /KT —AR - Al AR IREIRAZ (RS B R ]
Wl e 645 7 45 4T AE L 72 BB IE o 1 B
WIRFREHCEE. 541 235-238, 2008.

9) Grignon, D. J. et al.: Primary adenocarcinoma of
the urinary bladder. Cancer. 67 : 2165-2172, 1991.

10) National Comprehensive Cancer Network :
NCCN Clinical Practice Guidelines in Oncology.
Bladder Cancer Guidelines Ver4, 2019.

11) Klaile, Y. et al.: Variant histology in bladder
cancer : how it should change the management in
non-muscle invasive and muscle invasive disease ?
Transl. Androl. Urol. 5: 692-701, 2016.

12) GBI - A« SRR 2 B ) PRI 123 L
T FOLFOX BEDZER) Leatlbr L 2 72—6l. H
WIREES. 109 35-39, 2018,

13) MR - i : Docetaxel 28R TG 12 Z2%h
L 7B B R S FNER AR AR 0 1 6. 3 & Lok,
39: 1737-1741, 2012.

14)  aEAHESE - Al [R5 A IS IR R A T2 L 2 B e e e
ZHE L 7c—Bl. JLEER L > ¥ —&E. 6: 51-54,
2020.

15) Yamamoto, S. et al.: Primary signet-ring cell
carcinoma of the urinary bladder inducing renal
failure. Int. J. Urol. 8: 190-193, 2001.



312

MULTIDISCIPLINARY THERAPY INCLUDES ADMINISTRATION OF
PEMBROLIZUMAB FOR POSTOPERATIVE RECURRENCE OF PRIMARY
BLADDER ADENOCARCINOMA : A CASE REPORT

HIROFUMI MORINAKA, TOMOHIRO FUJII, TAISUKE JO, SHO KAKUMAE,
TOTA NAKATSUKA, HIROYASU TAKASAKI, KEITA HIRATA, SEITETSU SUGIYAMA,
SHINJIRO SHIMIZU, SHIN OHIRA, MIKAKO KAIFU, YOSHIYUKI MIYA]JI ano ATSUSHI NAGAI

Department of Urology, Kawasaki Medical School, Kurashiki, Japan

Abstract :

The case was a 56—year—old male patient who visited our department with asymptomatic gross hematuria
in July 2017. Abdominal ultrasonography and cystoscopy showed a 3 ¢m nodular sessile tumor in the
anterior-left-side wall of the urinary bladder. Transurethral resection of the bladder tumor revealed
findings that showed infiltration of the bladder muscle layer. Total cystectomy, and establishment of a
urinary reservoir, with pelvic lymphadenectomy were performed under the diagnosis of cT2ZN1MO bladder
adenocarcinoma in September 2017. The tumor was pathologically determined as Stage IV adenocarcino-
ma, pT3apN1IMO. Three courses of GC therapy as postoperative adjuvant chemotherapy were initiated.
However pelvic dissemination and lymph—node metastasis were confirmed in June 2018. The patient was
treated with FOLFOX therapy as 2nd line therapy and FOLFIRI therapy as 3rd line therapy, but PD was
confirmed. Four courses of administration of Pembrolizumab were started as 4th line therapy in April
2019. PR was confirmed and the therapy was continued for 14 courses. After 14 courses, PD was
confirmed with infiltration of the urinary reservoir. In February 2020, we performed resection of the
urinary reservoir and ileal conduit diversion, but the tumor could not be removed completely due to
increased adhesion between the tumor base in the urinary reservoir and the pelvic wall. Radiation therapy
for the residual tumor was administered, and the tumor did not show progression and remained as
para—aortic lymphadenopathy. Pembrolizumab was continuously administered after radiation therapy,
and SD is still being maintained in October 2021. (Nishinihon J. Urol. 84 : 308-312, 2022)

key words: primary bladder adenocarcinoma, infiltration of the urinary reservoir, Pembrolizumab,
multidisciplinary therapy





