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Abstract

Primary urethral cancer in females is rare. It has a poor prognosis. 
The published data on this topic are limited, composed mostly 
of small case series. This paper presents a case of an advanced 
adenocarcinoma of the urethra, intestinal type, treated with anterior 
exenteration.

Introduction 

Primary urethral cancer in females is rare, with annual over-
all incidence rate of 1.5 million.1 It corresponds to 0.003% 
of all malignant tumours occurring in the female urogenital 
tract.2

Most neoplasms of the female urethra are squamous cell 
carcinoma (60%), followed by transitional cell carcinoma 
(20%), adenocarcinoma (10%), undifferentiated tumors (8%) 
and melanoma (2%).3

We report on a case of advanced proximal urethral carci-
noma treated with surgical resection; the patient was initially 
diagnosed with a transitional cell type during clinical stag-
ing, but after surgical resection, the tumour was revealed as 
an adenocarcinoma.

Case report 

A 62-year-old woman presented with a history of irritative 
voiding symptoms for 3 months, followed by decreased uri-
nary stream and obstruction in the past 3 weeks requiring 
catheterization. No weight loss or hematuria was reported. 
During the physical exam, we found a bulky mass in the 
anterior vaginal wall and an ulcerated wound in this topog-
raphy. No inguinal nodules were palpated.

An abdominal and thorax computerized tomography was 
scheduled for clinical staging evaluation. The radiological 
finding showed an expansive formation involving the urethra 
circumferentially around its whole path, measuring about 
6.9 × 5.1 × 4.8 cm. The lesion infiltrated the bladder floor 
and had close contact with the anterior vaginal wall (Fig. 
1). No lymphadenomegaly was noted. There were no other 
findings in the thorax and upper abdomen.

During cystoscopy a vegetating lesion was seen in the left 
lateral wall of the urethra; a biopsy was therefore performed. 
No lesion was seen on urinary bladder. Histopathology 
showed a high-grade transitional cell carcinoma.

After staging, we opted for surgical resection. Anterior pel-
vic exenteration was performed with urethrectomy (Fig. 2), 
resection of anterior vaginal wall (Fig. 3) and pelvic lymph-
adenectomy. Urinary reconstruction was done according to 
Bricker urinary diversion and the vagina was reconstructed 
using a flap of its posterior wall. A pelvic drain was placed 
in the pelvis.

There were no complications in the postoperative period. 
Feeding was initiated on postoperative day 1. The drain 
was removed on postoperative 3 and the patient was then 
discharged on the same day.

The final histopathology showed adenocarcinoma, intes-
tinal type, of urethra invading anterior vaginal wall and blad-
der neck with free surgical margins, 6.0 × 5.0 × 4.0 cm, with 
no lymph nodes or lymph-vascular involvement. The patient 
was at clinical stage 3, pT3N0M0, as per the American Joint 
Committee on Cancer.4

Discussion 

The common symptoms of primary female urethral carci-
noma are urethrorrhagia, urinary frequency, dysuria, ure-
thral obstruction, focal tenderness and urinary tract infec-
tion. However, neither of these symptoms are diagnostic or 
pathognomonic; so, delayed diagnosis or misdiagnosis is 
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common.5 The median interval from onset of symptoms to 
diagnosis is about 4.5 months.1

The proximal one-third of the female urethra is lined by 
transitional epithelium, the distal two-thirds by stratified 
squamous epithelium. Accordingly, the histology of urethral 
tumours is generally consistent with the location. Tumours 
located distally or those involving the urethral meatus are 
typically squamous cell carcinoma. Tumours of the proxi-
mal urethra are commonly transitional cell carcinoma or 
adenocarcinoma. Adenocarcinoma occurring in the proxi-
mal female urethra can be in 2 broad classifications: clear 
cell adenocarcinoma or non-clear-cell adenocarcinoma.6

Spread of urethral carcinoma also follows the anatomic 
subdivision: the anterior/distal female urethra drains primar-
ily to the inguinal nodes; the mid- and proximal urethra 
drains to the external iliac and deep pelvic lymph nodes.7

At presentation, one-third of patients have inguinal lymph 
node metastases and 20% have pelvic node involvement.3

Physical examination often reveals a palpable mass, but it 
may represent an inflammatory response.1

Female urethral carcinoma is rare, with a poor prognosis; 
it has a 5- and 10-year survival rate of 32% to 51% and 
31% to 42%, respectively.8 Data on this topic are limited, 
composed mostly of small case series.

Histologic type is also an independent prognostic variable 
along with tumour size. Champ and colleagues found that 
transitional cell carcinoma and adenocarcinoma histologic 
features are associated with shorter cancer specific survival 
than squamous cell carcinoma.8

Treatment policies vary among institutions, and this het-
erogeneity has been mirrored in published reports. Treatment 
is conventionally determined by tumour location, size and 
stage. Data have shown that lesions <2 cm can be treated 
with surgical or radiotherapy monotherapy with potential 
cure. Similar data revealed a lack of cure for lesions >4 cm 
when treated with radiotherapy, surgery alone or combined 
radiotherapy and nonexenterative surgery.8

DiMarco and colleagues concluded that treatment with 
local excision versus radical urethrectomy or anterior exen-
teration resulted in higher rates of local recurrence.9 Neither 

adjuvant radiation nor chemotherapy was shown to improve 
rates of systemic recurrence or survival, but adjuvant radia-
tion might decrease local recurrence.

Fig. 1. A computerized tomography image of the lesion.

Fig. 2. Performing the urethrectomy.

Fig. 3. After surgical resection showing the anterior vaginal wall.
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Conclusion 

Urethral carcinoma is rare and the data available on this 
topic are limited. There are no guidelines for its manage-
ment due to a lack of evidence. Adjuvant treatment may not 
improve survival rate, on the other hand recent papers have 
demonstrated improvements with neoadjuvant radiotherapy 
treatment mostly in local relapse-free survival.
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