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DR. CHARLES SMITH, JR. (Director, Miami 
Valley Hospital Family Practice Residency Pro­
gram, and Assistant Professor, Department o f 
Family Practice): Our case presentation today 
focuses on a 58-year-old man who recently had a 
bladder tumor removed. In addition to discuss­
ing his disease, we will be looking at the reac­
tions of this couple to the whole episode. The case 
will be presented by Dr. David Perilman, a third- 
year resident in the family practice program. Dr. 
Henry Dimlich will discuss the patient from the 
urologist’s viewpoint. Dr. William Merkel, who is 
Director of Behavioral Science at the Wright State 
Department of Family Practice and who teaches at 
our Family Health Center, will interview the pa­
tient and his wife. Then our presenters will discuss 
the case and respond to questions.

DR. DAVID PERILMAN (Third-year family 
practice resident): Our patient, Mr. P., is a 58- 
year-old white man who presented to the emer­
gency room at 8 :0 0  p m  on the day of admission 
with a chief complaint of bloody urine that had 
occurred for the first time several hours earlier. 
The patient was asymptomatic with no pain, burn­
ing, fever, chills, or back or flank discomfort. He 
had voided four times and described dark red, 
bloody urine that occurred at the beginning of the 
stream and did not clear. He passed a few small 
clots but no definite stones. Mr. P. discussed the 
problem with his wife and decided to come to the 
emergency room for evaluation. His family history 
is negative for renal disease, cancer, kidney 
stones, and diabetes. Medications included aspi-
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rin, one tablet daily. The patient had no history of 
surgery. He was hospitalized one year ago for a 
myocardial infarction but has been symptom-free 
since discharge. He has had no pain, dyspnea, or­
thopnea, or cardiac symptoms. Mr. P. is employed 
by a local municipality. He had been a light 
smoker until he stopped one year ago. He does not 
drink alcohol. This is the second marriage for both 
him and his wife. They have no children by previ­
ous marriages. The review of systems was nega­
tive. Physical examination revealed a well-tanned, 
healthy, alert, white man in no acute distress. 
Blood pressure was 154/90 mmHg, pulse 92/min 
with no orthostatic change, respirations 18/min 
and temperature 98° F. The only pertinent, posi­
tive physical finding was grossly bloody urine. 
Laboratory results were hemoglobin 13.8 gm/100 
mL, hematocrit 38.5 percent, white cell count 
6,8000/mm3 with normal differential, platelets 
354,000/mm3, and activated partial prothrombo­
plastin time 25 sec. On urinalysis, albumin was 
3 + , and there were 200 red blood cells per high 
power field with no casts. Electrolytes, total pro­
tein, albumin, liver enzymes, calcium, phospho­
rus, glucose, and cholesterol were normal. Urine 
culture was negative, tuberculin (PPD) skin test 
was negative, electrocardiogram was normal, ab­
dominal film showed no radio-opaque stones, and 
chest x-ray examination was negative; intravenous 
pyelogram (IVP) on the morning following admis­
sion revealed two left-sided bladder diverticulae 
and moderate bladder trabeculation. A computed 
tomographic scan of the abdomen and pelvis re­
vealed only the left-sided diverticulae.

Mr. P. underwent cystoscopy, which revealed a 
tumor within one of the bladder diverticulae. 
Biopsy revealed grade II to III papillary transi­
tional cell carcinoma. The patient underwent a di- 
verticulectomy, and the pathology was described 
as a urothelial grade III carcinoma with the mar-
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gins free of tumor. Although the tumor did seem to 
extend into the muscle, the muscle was quite thin 
in the diverticulum. The postoperative course was 
uneventful, and the patient left the hospital after 
nine days. He received a course of irradiation of 
the bladder and aortic lymph node areas as an out­
patient.

DR. HENRY D1MLICH (Urologist): The pa­
tient is a 58-year-old white man with a history of 
cardiac disease and gross painless hematuria of 
short duration. There was a history of heavy ciga­
rette smoking in the past. He was regularly taking 
aspirin, but this is probably insignificant.

I have been asked to comment on the evaluation 
of a patient who has hematuria. First of all, hema­
turia must be adequately evaluated. I deplore the 
use of antibiotics for a week or so while waiting for 
the hematuria to “ go away.” The cost of an initial 
outpatient evaluation of hematuria amounts to 
about $650. I start off with the more routine tests: 
a urinalysis, a urine culture, an IVP, and usually a 
cystoscopy. This is a brief workup, but more can 
be done later if necessary. In this patient, the IVP 
showed no involvement of the upper urinary 
tracts. We did not see any satellite or primary le­
sions in the renal pelvis or in the ureters that were 
shedding cells into the bladder. In fact, we didn’t 
see a bladder lesion other than the one in the 
diverticulum. This diverticulum surprised me be­
cause the patient did not have an obstructive void­
ing history. He was voiding satisfactorily without 
getting up at night or straining to urinate. After the 
IVP, we performed a cystoscopy and found the 
bladder tumor within a diverticulum on the left 
side. This is what, for us, made the case an inter­
esting challenge. It was a relatively low grade, 
superficial bladder tumor, but it was within the 
confines of the diverticula.

Our guidelines for therapy of bladder tumors 
are based on the depth of infiltration into the blad­
der wall as well as on the histological grade of the 
tumor. It is also important to establish whether the 
tumor is invading the muscle itself. In this case, 
the tumor lay in the diverticulum with no muscle 
to protect it from further infiltration into perivesi­
cal or extravesical tissue outside the bladder. We 
biopsied and fulgurated it, but we were still not 
really sure we had treated him adequately. There 
was no good way to know whether or not the 
tumor had gone to regional nodes.
Continued on page 418
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Continued from page 416

We could have gone several different directions 
with this patient, but we chose to do a bladder 
diverticulectomy because the lesion was isolated 
and relatively small. It was also located so that we 
would not have to transplant the ureter. The pa­
thology report showed tumor in the musculature, 
but the muscle was very thin and attenuated. 
There was no evidence of metastasis or spread of 
the tumor at the time of surgery, but we were still 
not sure that he had been adequately treated. We 
elected to give a course of pelvic irradiation. Dis­
cussion with the P. family was important at that 
time, since pelvic irradiation can cause proctitis, 
cystitis, future bladder irritation symptoms, and 
loss of continence. It is not a form of treatment to 
be undertaken lightly.

As for future monitoring we will rely on repeat 
cystoscopy and IVP. There is another test that will 
probably be very helpful when it becomes more 
readily available. It is known that urinary epithe­
lial cells have “ red cell” antigens that are present 
in tumor tissue. If you do a hemagglutination test 
on the tumor tissue and the test remains positive, 
the tumors will probably be low grade and not 
metastasize. But if you lose this reactivity, the 
tumors will probably be far more aggressive. 
Thus, we hope eventually to screen him with this 
type of test along with urine cytology, cystosco­
pies, random bladder wall biopsies, and IVPs. If 
this is a simple superficial urothelial tumor, he has 
a five-year survival rate of 70 to 80 percent with 
chance of recurrence at around 50 percent. But I 
think he is staged a little low, so the figures for a 
five-year survival are probably a little lower. That 
is why we added the x-ray treatment to the 
surgery.

DR. SMITH: How often do you follow with 
cystoscopy and IVP?

DR. DIMLICH: I do cystoscopy every four 
months and get an IVP every six months. I would 
do this for five years. If the pattern changes after 
that, though, I would go back to the previous 
schedule. Once a bladder tumor is diagnosed, I do 
a cystoscopy at least once a year.

DR. SMITH: Do you do cystoscopies and IVPs 
on patients who present with two to three red 
blood cells per high powered field on several 
urinalyses?

DR. DIMLICH: Yes, particularly the young
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patient. The cost of the workup may be a problem 
though. After I have done an IVP, a urinalysis, a 
urine culture, and a cystoscopy and still have 
found no cause, I request additional studies such 
as antinuclear antibody, immunoglobulin studies, 
a 24-hour urine, and arteriosclerosis obliterans. 
This can become quite expensive.

An interview with the couple follows:
DR. WILLIAM MERKEL (Behavioral scien­

tist): We are going to be talking today about your 
reactions to the last few months. I would like to 
start by asking about your understanding of your 
problems. What have you had and what caused it?

MR. P.: Well, I had bleeding and I didn’t know 
what caused it at first. I found out it was a tumor. 
It’s eliminated now.

DR. MERKEL: How did you first learn of this?
MR. P.: I was at work in the afternoon and went 

to the bathroom. I started passing blood.
DR. MERKEL: Can you recall some of the 

things that flashed through your mind at that time?
MR. P.: I wondered what it was and what was 

causing it. I only had an hour left at work so I went 
back to my desk and sat down. I didn’t go to the 
bathroom again until I got home, and the same 
thing happened. I told my wife that I’d been pass­
ing blood, and we went down to the toilet and I 
started passing clots. All of a sudden a big clot 
came out, and my wife said, “ We are going to the 
emergency room right now!” So, we did, but I had 
no pain.

DR. MERKEL: Mrs. P., what do you remem­
ber of your first reactions?

MRS. P.: I went and got my “ doctor book” and 
read about it. I came to the word “ cancer,” and I 
closed it up and put it away.

DR. MERKEL: Why?
MRS. P.: I didn’t want to read about it. The 

book said that when there’s bleeding without pain, 
there is a possibility of cancer, so I closed the 
book because he didn’t have pain and he had a lot 
of blood.

DR. MERKEL: Had you had previous experi­
ence with people who had cancer?

MRS. P.: My father, but he had a colostomy.
DR. MERKEL: What do you remember about 

that?
MRS. P.: I wouldn’t let the doctors tell him.
DR. MERKEL: What was in your mind when 

you asked the doctors not to tell him?
Continued on page 420
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Continued from page 418
MRS. P.: Well, my father had lost a dear friend 

who had stomach cancer, and he had made the 
statement that he would never linger like his friend 
did. That worried me, but his doctor said he never 
lied to a patient. So the doctor used enough big 
words so that he could tell my dad what he had, 
but Dad wouldn’t really understand. Dad never 
knew he had cancer until he had the tracheostomy, 
just a week before he died.

DR. MERKEL: What do you think would have 
happened if your dad had been told he had cancer?

MRS. P.: I don’t know. All I knew was what he 
had said, and I knew my mother felt that he had 
everything he needed to take his life.

DR. MERKEL: You were concerned that he 
might kill himself?

MRS. P.: Right.
DR. MERKEL: Were you worried about that 

for your husband when you first saw the word 
“ cancer” in your medical book?

MRS. P.: No, but still, I did ask Dr. Dimlich not 
to tell him

DR. MERKEL: How did Dr. Dimlich handle 
that?

MRS. P.: He said, “ Don’t you think we should 
tell him?” And then I agreed.

DR. MERKEL: Mr. P., how is your wife doing 
with all of this?

MR. P.: Well, she does the worrying, and I 
don’t have to.

DR. MERKEL: She does the worrying? That’s 
a pretty good arrangement!

MR. P.: That makes it easy on me.
DR. MERKEL: How do you get her to do the 

worrying?
MR. P.: I think it just comes naturally. She has 

always done the worrying. I do the work.
DR. MERKEL: Mrs. P., you mean your hus­

band doesn’t worry at all?
MRS. P.: If he does, he doesn’t show it.

DR. MERKEL: Mr. P., how is it for you when 
your wife worries?

MR. P.: Well, I guess I’ve gotten used to it. I 
tried to get her not to worry about so many things. 
I always told her that when she’s got one thing she 
doesn’t have to worry about, she just invents 
something else. She just likes to have something 
on her mind. •

DR. MERKEL: Let’s go back to when you first 
went into the hospital. What changed most at
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home when you went to the hospital?
MRS. P.: My biggest problem was my mother. I 

had to prepare all of her meals and figure out her 
menus so that she could have her meals on time 
because she’s a diabetic. I did this each night so I 
could spend all of my time at the hospital. Being 
able to sit there by my husband’s bed helped me a 
lot. Sometimes I stayed overnight.

MR. P.: It helped me too. I could wake up and 
see her, and I knew she was there.

DR. MERKEL: What changed the most about 
your home life since you’ve been back from the 
hospital?

MRS. P.: Well, I’m trying to feed him his meals 
on time, and I’m going by the book the cancer 
therapy people gave me about what to give him and 
what not to give him. Other than that, of course, our 
sex life is down the drain for right now.

DR. MERKEL: What other changes have you 
noticed at home or in your marriage?

MRS. P.: Maybe I’m nicer to him.
MR. P.: She’s always been pretty loyal. She 

doesn’t want to do things without me. I go along 
with her when she goes bowling, and I sit and do 
the scoring.

DR. MERKEL: Mr. P., were you working full
time?

MR. P.: Oh yes.
DR. MERKEL: Are you back at work now?
MR. P.: No.
DR. MERKEL: Mrs. P., what’s it like to have 

him home all day?
MRS. P.: Oh, I love it. It’s nice to have him 

there.
DR. MERKEL: When is he going to go back?
MRS. P.: I have no idea.
MR. P.: I had a conflict with some of the people 

at work. You see, I got caught in some bad politi­
cal situations. I’ve been harrassed, but I’m getting 
used to it now. It’s almost to the point where I’m 
going to seek legal help.

DR. MERKEL: Mr. P., do you have a plan to 
return to work?

MR. P.: My job is waiting for me.
DR. MERKEL: Thank you very much for join­

ing us today.
Couple leaves.
DR. PERILMAN: There is one thing I would 

like to add about using words like “ tumor” and 
“cancer” with different families and patients. 
When I first saw Mr. P. in the emergency room, I
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explained that we would be doing an IVP and ulti­
mately a cystoscopy, and that the differential 
diagnosis included stone, infection, tumor, and 
congenital problems. Then when it turned out to 
be a tumor, there was inevitably some difficulty 
understanding the word. Is a tumor cancer? Is 
cancer a tumor? Are all tumors cancer? Are there 
different kinds of cancer? So I have had to rethink 
the ways I talk about these things with patients 
and their families.

DR. SMITH: What kind of wording should you 
use in your initial explanation to patients? There 
was a recent case here of a patient with an almost 
certain malignancy on an upper gastrointestinal 
series. This was the first time the physician had 
seen the patient. The patient was very unhappy 
and frightened and refused to come back. She 
complained about the way the word “ cancer” was 
used in the initial explanation. Maybe some of you 
have ideas about how to handle this in your en­
counters with patients. Perhaps it is better to just 
answer their questions instead of volunteering too 
much information initially.

DR. DIMLICH: If I’m thinking bladder tumor, 
I say that there may be a small growth in the blad­
der that we want to try to take care of. Frankly, I 
don’t use the word “cancer” at first because I 
don’t want to spend the next 30 minutes explaining 
it. If I say “cancer” in the initial interview or 
when I am trying to explain a surgical procedure, 
all kinds of questions and problems arise. I tend to 
refrain from using it until a definite diagnosis has 
been made.

DR. SMITH: Dr. Merkel, what are your 
thoughts?

DR. MERKEL: This couple has an interesting 
arrangement: she does the worrying and he does 
the work. One of my concerns is that this ar­
rangement makes it hard for Mr. P. to worry and 
even harder for him to worry out loud. He surely 
has some emotional reaction to what he is going 
through, and I wonder if it’s possible for him to get 
much support from his wife since she doesn’t want 
him to worry. He may be feeling very alone with 
this in spite of his professed nonchalance or re­
fusal to worry. There is another thing that struck 
me about these two: Mrs. P. enjoys having her 
husband home and she wants to do everything 
with him. Furthermore, Mr. P. is in a stressful job. 
This all suggests that Mr. P. may be a little slow in 
getting back to work, and part of his care now
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might well be directed toward helping him get back 
on the job if he is physically able to do so. Without 
some attention to this, his convalescence may be 
longer than necessary. This couple demonstrates 
another interesting point. The family is often the 
first contact for symptom assessment and the pri­
mary referral source to the health care system. 
When Mr. P. had a problem, he went to his wife. 
She went to her medical book, looked up his symp­
toms, and then they decided to come to the 
emergency room. Rather than seeking immediate 
professional care, most people go first to their family 
and further triaging becomes a family decision.

DR. SMITH: It is curious to me why some fam­
ilies or physicians feel that it’s best not to tell 
patients they have cancer. Some physicians feel 
that telling patients just makes their remaining 
days more miserable. In today’s case, Mrs. P. said 
that she didn’t want her husband to know the 
diagnosis, but she wanted to run out of the room 
when she was told what his diagnosis was. I sus­
pect that if people don’t want to tell relatives that 
they have cancer, they are probably having their 
own difficulty in handling the issue.

DR. MERKEL: She seemed to have had some 
difficulty with her father’s diagnosis.

A PHYSICIAN: Is it better to discuss the diag­
nosis of cancer with the patient who seems reluc­
tant to talk about it?

DR. MERKEL: I personally feel that it is better 
to explore it. Patients’ fears and fantasies are often 
much worse than the reality. In spite of all the 
publicity, most people do not really know much 
about cancer, which kinds are treatable, what re­
covery rates are, and so on. Particularly in a case 
in which there is a good prognosis, the patient will 
probably fare better than his wife’s anticipation; 
her fantasies are most likely based on her father’s 
fatal illness. If the disease is not discussed with the 
patient, a conspiracy of silence develops in which 
people won’t talk about anything that might reveal 
the presence of cancer. The patient quickly learns 
not to talk about these things and is left alone with 
high levels of anxiety and many questions that 
cannot be asked. So one consequence of not say­
ing the dread word cancer is progressive emo­
tional isolation of the patient, who needs more 
support than ever.

DR. DIMLICH: Not only does communication 
break down initially in a family of a cancer patient, 
but the whole family becomes troubled. They can
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no longer function at their previous level of inter­
action, and that can be devastating.

A PHYSICIAN: Dr. Merkel, once in a while an 
elderly person has an operation to remove a can­
cerous growth, and the family will come to me and 
say: “ Please don’t tell him that he has cancer. He 
doesn’t need to know that.” What do you suggest 
in a case like that?

DR. MERKEL: The patient often gets caught 
between the health care team and the family, both 
competing to define what is in the patient’s “best 
interest.” In this case, the physician is caught be­
tween the patient’s family and the other hospital 
staff; I doubt that is going to benefit the patient’s 
health care. To answer your question, I would try 
to explore with the family what they thought 
would happen if the diagnosis of cancer were dis­
closed to the patient. Those fantasies may be 
much worse than the facts. I don’t think you nec­
essarily have to hammer bad news into people. 
Clearly there are times when families and patients 
are more or less ready to listen. When you first 
make a frightening diagnosis and the patient’s anx­
iety is high, he is not likely to absorb much, par­
ticularly if the information is complicated. As a 
family physician, though, you can work with the 
family over time, and their resistance to accepting 
the diagnosis is likely to decrease as they become 
more trusting of you.

A PHYSICIAN: Dr. Dimlich, what do you ex­
plain to the family if you find a cancer? Do you 
take one family member to a room and leave the 
other relatives outside or do you speak with the 
whole group?

DR. DIMLICH: Generally I speak with the 
spouse and the other members of the family as 
well. I believe in repetition because so often the 
things I say are not initially clear. I may say some­
thing two or three times to help the family under­
stand. I talk to anybody in the family—together, 
alone, or however they want to do it.

DR. MERKEL: This is a time when people try 
to combat their anxiety by asking for more infor­
mation, but that same anxiety makes it harder 
to integrate and really understand what you tell 
them. It’s a real bind for the physician.

DR. SMITH: Many interesting points have 
been raised about approaching patients with 
tumors and I would like to thank Drs. Merkel, 
Dimlich, and Perilman for their contributions to 
this Grand Rounds.
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