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Abstract

We report a very rare case of invasive squamous cell carcinoma
(SCC) in the abdominal stoma of a Monti ileovesicostomy. Our
patient underwent an uncomplicated Monti ileovesicostomy at age
16 for a neurogenic bladder. She presented 10 years later with
difficulty catheterizing the stoma. A biopsy of peristomal tissue
showed moderately differentiated SCC. A cystoscopy did not reveal
any bladder tumours or suspicious lesions. A computed tomog-
raphy (CT) scan of the abdomen and pelvis did not demonstrate
metastasis. The patient underwent a complete en bloc resection of
the stomal site, the Monti, a partial cuff of bladder, and 2 loops of
bowel that were adherent to the Monti. Final pathology revealed
pure invasive SCC arising around the stoma and negative surgical
margins. Six months later, a follow-up CT scan showed no evidence
of malignancy, while a cystoscopy revealed a small erythematous
area in the posterior bladder wall. Urinary cytology was positive
for SCC. Transurethral resection of the erythematous lesion with
random bladder biopsies showed SCC in situ in the erythematous
lesion and right lateral bladder wall. Staging workup was nega-
tive. The patient subsequently underwent a radical cystectomy
and ileal conduit diversion with bilateral pelvic lymph node dis-
section. Final pathology on cystectomy specimen was SCC in situ
without evidence of invasive carcinoma. The patient has remained
in remission at the 3-year follow-up.

Introduction

Urinary diversion is a surgical procedure used in patients
with a neurogenic bladder who are unable to catheterize
their own urethra. A variety of techniques for urinary diver-
sion based on the Mitrofanoff principle have been employed
that use different tubular structures as continent abdominal
catheterizable channels constructed between the bladder
and the skin."® The Monti ileovesicostomy uses a short (1

to 2 cm) segment of retubularized ileum as a continent
abdominal catheterizable channel, with a stoma placed
at the level of the umbilicus, or on the lower abdomen.”®
Adenocarcinoma is a rare and late complication of urinary
diversion using isolated gut segments.’® To our knowledge,
no case of squamous cell carcinoma (SCC) following a Monti
ileovesicostomy has been reported. Here, we present a case
of a 26-year-old female who developed SCC at her stoma
site 10 years following a Monti ileovesicostomy.

Case report

A 26-year-old woman with myelomeningocele underwent
an uncomplicated Monti ileovesicostomy located at the
umbilicus at age 16 for a neurogenic bladder. Subsequently,
she had a revision of her umbilical stoma for stenosis and
several surgical repairs for recurrent parastomal incisional
hernias. Ten years following installation of the Monti, the
patient presented with difficulty catheterizing the stoma and
skin lesions around the stoma (Fig. 1). A biopsy of peris-
tomal granular tissue was taken and showed invasive mod-
erately differentiated keratinizing SCC. A cystoscopy did not
reveal any bladder tumors or suspicious lesions. A computed
tomography (CT) scan of the abdomen and pelvis did not
demonstrate metastasis (Fig. 2). The patient underwent a
complete en bloc resection of the stomal site, the Monti,
a partial cuff of bladder, and 2 loops of bowel adjacent to
the Monti that were adherent and possibly involved. Final
pathology revealed a pure keratinizing moderately differenti-
ated SCC arising around the stoma and invading the wall
of the adherent small bowel loop with focal involvement of
the perivesical adipose tissue. SCC in situ was present along
the stomal tract. Surgical margins were negative in all areas
including the skin, bladder, peritoneal surface, and small
bowel (Fig. 3, parts A, B, C). A follow-up CT scan 6 months
later showed no evidence of malignancy. A cystoscopy per-
formed at that time revealed a small erythematous area in
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Fig. 1. Photograph of the stomal lesions.

the posterior bladder wall. Urinary cytology was positive
for SCC. Transurethral resection of the erythematous lesion
with random bladder biopsies was performed showing SCC
in situ in the erythematous lesion and right lateral bladder
wall. Staging workup was negative. The patient subsequently
underwent a radical cystectomy and ileal conduit with bilat-
eral pelvic lymph node dissection. Final pathology revealed
SCC in situ without evidence of invasive carcinoma or uro-
thelial lesions (Fig. 3, part D). The patient has remained in
remission at the 3-year follow-up.

Discussion

Chronic inflammation has been shown to be associated with
an increased risk of SCC, which includes trauma (catheter-
izing) and infections.""'> Carcinogenic effects of normal
urine and urinary stasis (as in continent diversion) have
also been associated with a risk of cancer in bowel segments
used for urinary diversion, most commonly adenocarcin-
oma. Another theory of carcinogenesis has been suggested
involving bacterial activation of endogenously formed
N-nitrosamine.'®2° In this case, it is unclear whether the
tumour originated from the skin or the ileum. Given our
patient’s chronic catheterization, chronic inflammation of
the stoma and Monti ileal segment may likely be the pre-
disposing factor for developing squamous metaplasia and
SCC in situ. This finding suggests a need to be aware of this
complication in patients with urinary diversion, including
patients with Monti and other Mitrofanoff procedures. This
is the first case report to suggest that SCC may also involve
the catheterizable channel. Biopsy of any suspicious lesion
around or within a stoma is indicated to rule out malignant
transformation and treat in early stage.

Squamous cell carcinoma in a Monti

Fig. 2. Image from a computed tomography abdomen demonstrating the mass
within the Monti.

Conclusion

Malignant transformation of bowel segments used in urin-
ary diversion is a known complication of this procedure,
and can include catheterizable channels of bowel, such as
the Monti. This should be considered when stomal lesions
develop or if there is difficulty in the catheterization.
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Fig. 3. A. Invasive squamous cell carcinoma (SCC) arising around the stoma
and deeply invading the surrounding soft tissue (hematoxylin and eosin stain
[H&E], original magnification 4x); B. SCC focally invading the perivesical
adipose tissue and the wall of the small bowel (H&E, original magnification
10x); C. Keratinizing moderately differentiated invasive SCC (H&E, original
magnification 20x); D. SCC in situ of the bladder (H&E, original magnification
40x).
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