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Abstract

This case reports highlights a rare metastatic manifestation of tran-
sitional cell carcinoma of the bladder. The onset of symptoms asso-
ciated with meningeal irritation should be investigated. However, 
there is little consensus in the treatment of leptomeningeal carci-
nomatosis and it should be considered a poor prognostic sign with 
symptomatic management.   

Case report

A 51-year-old woman with a history of G3 pT4 transitional 
carcinoma of the bladder previously treated with chemo-
radiotherapy, was admitted to hospital after feeling generally 
unwell for three days. Her recent history included deteriorat-
ing renal function associated with bilateral hydronephrosis 
managed with indwelling bilateral ureteric stents. No evi-
dence of local tumour recurrence within the bladder was 
found at cystoscopy.

Initial investigations showed an acute kidney injury with a 
creatinine of 822 µmol/L from a baseline of 190‒200 µmol/L. 
She had bilateral loin tenderness. She was catheterized and 
placed on strict fluid balance. An urgent ultrasound scan 
showed bilateral hydronephrosis. She was scheduled for an 
urgent cystoscopy and stent change.

On induction of anesthesia, the patient suffered a grand 
mal seizure that self-terminated after less than five minutes. 
The procedure went ahead and both stents were successfully 
replaced. Postoperatively, the patient was taken to inten-
sive care for hemofiltration and ventilation. An immediate 
postoperative computed tomography (CT) scan of the head 
was reported as normal. Her postoperative urine output was 
adequate, but she was slow to wean. 

She was stepped down to the ward on Day 7 post-admis-
sion and she started complaining of photophobia and neck 
stiffness. However, there were no other focal neurological 
signs and a medical review felt that meningitis was unlikely. 

Day 10 post-admission, the patient experienced left arm 
weakness that resolved on its own within an hour.

In view of the clinical picture, a neurology opinion was 
sought.  Magnetic resonance imaging (MRI) scan of the brain 
and a lumbar puncture was recommended. The MRI report 
suggested that appearances are highly suspicious of a menin-
geal pathology, either infection or metastatic disease.  MRI 
with contrast was organized the next day to help differenti-
ate between the two (Fig.1). The report concluded that the 
images are consistent with leptomeningeal carcinomatosis 
with mild hydrocephalus (Fig. 2).

The results of the cerebral spinal fluid analysis were 
inconclusive; no malignant cells were found on cytology 
and there was no evidence of infection or xanthochromia. 

The patient was started on dexamethasone 8 mg. After 
discussion among the local multidisciplinary team, she was 
referred to the palliative care team for further care. She was 
discharged to the local hospice and died eight days later of 
metastatic cancer.

Discussion

Bladder cancer is the ninth most common cancer diagnosis 
worldwide, with more than 330 000 new cases each year 
and more than 130 000 deaths per year.1 The most com-
mon sites for metastatic spread are lymphatics and lungs. 
The European Association of Urology (EAU) recommends 
CT and MRI as the diagnostic techniques of choice to detect 
metastases. Metastases to bones or brain at the presentation 
of invasive bladder cancer are uncommon. A bone scan 
and additional brain imaging are, therefore, not routinely 
indicated unless the patient has specific symptoms or signs 
to suggest bone or brain metastases.2,3

Meningeal carcinomatosis (MC) is rare and occurs in 
1‒18% of patients with solid tumours, most commonly 
carcinomas of the breast and lung or melanomas.4 There 
have only been a few reported cases of MC associated with 
transitional cell carcinoma of the bladder.  Furthermore the 
number of MC being an isolated metastasis is extremely 
uncommon.  
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Although rare, there have been suggestions that MC and 
central nervous system (CNS) spread may be associated with 
chemotherapy. With prolonged survival, intraparenchymal 
brain metastases may occur in as many as 12% of patients 
who received methotrexate, vinblastine, doxorubicin, and 
cisplatin (M-VAC) chemotherapy.5 In the series by Bishop 
et al,6 two of 17 patients treated with MVAC had carcino-
matous meningitis. 

One thing that is clear from the isolated case reports is 
that the prognosis in those patients with MC is very poor.  
One of the more comprehensive reviews confirms poor 
prognosis, with an average survival of 2.2 months for all 
patients in which survival has been reported.6

If MC is suspected, then the key investigation is gadolin-
ium-enhanced MRI.  Lumbar puncture may help in achiev-
ing a cytological diagnosis, but may not give any further 
information. 

There is no real consensus as how to treat these patients. 
Some centres have tried intrathecal chemotherapy and others 
have reported success with whole brain irradiation.6 Given 
the poor prognosis, symptomatic management is probably 
the most appropriate.

Conclusion

This case reports highlights a rare metastatic presentation of 
a common urological neoplasm. Meningeal-type symptoms 

in patients with muscle invasive bladder cancer should alert 
physicians to MC, although the sequalae is invariably poor.   
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Fig 1. Dilated ventricles.

Fig 2. Abnormal meningeal enhancement.




