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“Flexible ultrasonic cystoscopy” can help to diagnose space-occupying lesions of the bladder before operation .

an initial experience
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[ Abstract]  Objective To evaluate the feasibility of using “flexible ultrasonic cystoscopy” (ultrasound-guided
bronchoscopy as substitute) in diagnosing space-occupying lesions of the bladder. Methods Totally 22 patients diagnosed as
having “space-occupying lesions of the bladder” by routine transabdominal ultrasound were examined by a novel cystoscopy,
namely, the “flexible ultrasonic cystoscopy” (ultrasound-guided bronchoscopy). Then all the patients received routine rigid
cystoscopic examination, and 19 patients also underwent biopsy. Pertinent surgical procedures were performed according to the
cystoscopic results. The visual analogue scales(VASs) were compared between ultrasonic cystoscopy and routine cystoscopy.
The findings of the ultrasonic cystoscopy were compared with those of routine rigid cystoscopy and postoperative pathological
findings. Results The operation time taken by “flexible ultrasonic cystoscopy” examination was 4-10 min in the 22 patients,
with a mean of (6.441.2) min, significantly longer than that by routine rigid cystoscopy([5. 12 1. 8] min, P<C0.01). The

VAS of “flexible ultrasonic cystoscopy” was significantly lower than that of routine rigid cystoscopy(1.4=40.5 vs 4. 3+1. 3,
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P<C0.01). Flexible ultrasonic cystoscopy clearly displayed the 3 layers of the bladder wall: mucosa/submucosa, muscle, and

adventitia. Fifteen cases were diagnosed as having non-muscle-invasive bladder cancer, 3 having muscle-invasive bladder cancer,

and 1 having cervical adenocarcinoma metastasis to the end of left ureter and prolapsing into the bladder; the rest 3 patients had

benign lesions of bladder, including 1 with urachal cyst combined with calcification, 1 with leiomyoma of bladder muscle layer,

and 1 with cystitis glandularis. The outcomes of preoperative “flexible ultrasonic cystoscopy” were largely consistent with the

postoperative pathological findings. Conclusion

“Flexible ultrasonic cystoscopy” is feasible in clinical practice; it can display

the 3 layers of bladder wall and indentify the lesions at the end of urethral tract and outside of the bladder. It has the advantage

of minimal pain, without blind area. The range of motion of camera lens and working passage design still need to be improved.
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Fig 1 Different layers of bladder

wall in the ultrasonic image
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Fig 2 Routine imaging, endoscopic ultrasonic imaging, and pathological results for non-muscle-invasive bladder tumor

A: Endoscopic image showing a mass located in the left bladder wall; B: Ultrasonic image showing the tumor located in the mucosal layer, with

the base of the tumor not invading the muscle layer; C; Enhanced CT scan indicating no abnormalities; D: Pathological results confirmed the ul-

trasonic diagnosis of non-muscle-invasive bladder tumor. Original magnification: X 40 (D)
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Fig 3 Routine imaging, endoscopic ultrasonic imaging, and pathological results for muscle-invasive bladder tumor

A': Endoscopic image showing a mass located in the right bladder wall,accompanied by hemorrhage and necrosis; B: Ultrasonic image showing

the tumor invading the muscle layer; C: CT scan indicating a mass located in the right bladder wall, with muscle invasion; D: Pathological re-

sults confirmed the ultrasonic diagnosis of muscle-invasive bladder tumor. Original magnification: X100 (D)
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Fig 4 Routine imaging, endoscopic ultrasonic imaging and pathological results for a mass occupying the end of left ureter
A Endoscopic image showing a mass located in the end of left ureter, bulkling into the bladder(arrow) ; B: Ultrasonic image showing a mass lo-
cated in the end of left ureter, accompanied by calcification, necrosis, and tumor invasion into muscle and serosa layer(arrow) ; C: MRI scan indi-
cating a mass located in the end of left ureter,accompanied by dilation of the left ureter(arrow) ; D: Pathological results confirmed the tumor breaking into

the serosa layer and a diagnosis of “recurrent cervical adenocarcinoma”. Original magnification: X 40 (D)
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Fig 5 Routine imaging, endoscopic ultrasonic imaging, and intraoperative findings for leiomyoma of bladder

A Endoscopic image showing a mass with smooth surface bulkling into the bladder(arrow) ; B: Ultrasonic image showing an encapsulated mass
located between the mucosal layer and serosa layer, with homogenous echo(arrow) ; C: CT scan indicating a mass located in the left bladder wall,

suspected of malignant mesenchymal tumor(arrow); D: Intraoperative findings confirmed the tumor locating in muscle layer, with no adhesion

to the surrounding(arrow) , the pathological diagnosis was “leiomyoma of bladder”
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