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Urothelial carcinoma is the commonest urinary bladder (UB)
malignancy.1 However, rarely an unusual histology of a UB
mass can trigger a difficult and perplexing pursuit for a correct
diagnosis. Herein, we present a case of an exceptionally rare
scenario presenting as a primary UB mass that after a long
chase and a multitude of blind ends eventually succeeded in a
fortuitous diagnosis and a fortunate outcome for the patient.
Apart from turning the patient management toward the right
direction, this case taught us to persevere toward a diagnosis.

A 34-year-man, occasional smoker, presented with pain-
less hematuria for a duration of 2 months. The episodes of
hematuriawere intermittent, never severe enough to require
a transfusion. General physical examination was unremark-
able, and all laboratory investigations were within normal
limits. Urine cytology was negative for high-grade urothelial
carcinoma. Computed tomography scans revealed a 2.9� 3.5
� 2.6 cm ill-defined enhancing polypoidal soft tissue lesion
in the left posterolateral wall of the UB with focal perivesical
extension. Kidneys, prostate, and seminal vesicles were
unremarkable. Cystoscopy revealed a large flat, erythema-
tous area measuring 5 � 4 cm in the UB. With a clinical
diagnosis of urothelial carcinoma, a transurethral resection
of bladder tumor was performed.

Microscopy revealed a tumor with a conspicuous nested
pattern expanding the lamina propria (►Fig. 1A, B). The
neoplastic cells were monomorphic and possessed bland
nucleiwithfinechromatinand inconspicuousnucleoli.Mitosis
was inconspicuous and necrosis was absent. Considering
differential diagnoses of paraganglioma and a nested variant
of urothelial carcinoma, an immunohistochemistry panel

comprising AE1/AE3, p63, high-molecular weight cytokeratin,
GATA3, synaptophysin and chromogranin was used. All
markers were negative except for AE1/AE3, excluding neuro-
endocrine neoplasm or urothelial malignancy. Next step led to
adding CK7, CK20, CDX2, PSA, and AMACR to exclude an
infiltrating rectal or prostatic primary. All were negative
barring a diffuse CK7. Adding calretinin and inhibin to rule
out a mesothelial neoplasm or a sex-cord stromal tumor,
respectively turned out to be futile as tumor remained

Fig. 1 H and E (A,B) and IHC (C,D) Photomicrographs of Transurethral
resection of urinary bladder (TURBT). (A) Tumor in the bladder
involving the lamina propria (�100). (B) Morphology is similar to
paraganglioma/nested variant of urothelial carcinoma (�200). (C)
PAX8 is strongly and diffusely positive (�400). (D) TTF1 is strongly and
diffusely positive (�200), diffuse thyroglobulin positivity (inset).
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negative. Exhausting nearly all common and uncommon diag-
noses for this in this location, prompted a blind gamble with
PAX8which serendipitouslymarked the tumor nuclei diffuse-
ly and strongly. This coupled with the differentiated appear-
ance of the tumor narrowed the possibilities considerably and
was followed up with TTF1 and thyroglobulin which were
strong and diffusely positive, confirming a surprise primary of
thyroidorigin (►Fig. 1C,D). Acomplete radiological evaluation
of the thyroid and a positron emission tomography/computed

tomography (PET/CT) was ordered, which revealed hypermet-
abolic right thyroid nodule (SUV max of 15.65) in addition to
the hyper-metabolic UB mass (►Fig. 2). Ultrasonography of
thyroid revealed a solid hypo-echoic nodule, measuring 12 �
13 mm, in the right lobe. Fine needle aspiration yielded a
diagnosis of papillary thyroid carcinoma (PTC) (Bethesda
category VI) (►Fig. 3A). Total thyroidectomy was performed;
a gray–white firm tumor measuring 2.5 � 1.8 � 1.5 cm was
located in the lower part of right lobe. Microscopy revealed
histology of tall cell variant of PTC (►Fig. 3B) with extrathyr-
oidal extension and negative regional lymph nodes. Patient
was treatedwith adjuvant radioactive iodine (RAI). There was
no residual disease in the thyroid bed or in the UB on
cystoscopy at last follow-up of 25 months duration.

Knowledge of metastatic involvement of UB by thyroid
carcinoma is important as it entails an entirely different
management comprising RAI following thyroidectomy in-
stead of cystectomy for a primary UB malignancy. Only two
cases of solitary metastasis from thyroid to UB have been
reported previously both of which had a known history of
thyroidectomy for differentiated thyroid carcinoma
14 years and 5 months earlier, respectively.2,3 Another
case of metastasis to UB is documented wherein UB in-
volvement was a part of disseminated thyroid malignancy.4

Present case was novel in its clinical presentation and
therefore represents the first case of PTC (tall cell variant)
appearing as a UB malignancy without clinical disease
elsewhere. In addition to the extraordinary rarity of the
case, this report exemplifies the uncompromising approach
to pursue an accurate diagnosis that forms the foundation
of correct management.
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Fig. 2 FDG PET revealed hypermetabolic right thyroid nodule
(straight arrow) and hypermetabolic bladder mass (curved arrow).

Fig. 3 Papanicolaou stain (A) FNAC of right thyroid nodule shows
papillaroid fragments with overlapping, grooving and intranuclear
inclusions (�400). H and E stain (B) Thyroidectomy: Papillary thyroid
carcinoma (�400).
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