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50% in the vagina, whereas, the vulva and corpus 
are extremely rare sites.[1] The clinical presentation 
includes a history of bloody vaginal discharge, often 
accompanied by a polypoid mass protruding from the 
vagina. Pervaginal examination, best performed under 
anesthesia, demonstrates a lesion that is polypoid and 
friable arising from the vagina or cervix. With this 
clinical presentation it is not surprising that many 
are clinically misdiagnosed as sarcoma botryoides 
(embryonal rhabdomyosarcoma). 

The histogenesis of this rare tumor is uncertain. As 
in the case of other primary extragonadal germ cell 
tumors, the aberrant migration of germ cells during 
early embryonic life, from the yolk sac to the gonadal 
ridges, remains a distinct possibility.[5] The origin is 
also thought to be the embryonic remnants of midline 
mesonephric structures.[6] 

Endodermal Sinus Tumors are locally aggressive and 
capable of metastasis via the hematogenous as well 
as lymphatic routes. Simple tumor excision is not 
sufficient, as residual cells induce recurrence and make 
chemotherapy ineffective. The serum alpha-fetoprotein 
(AFP) level is a useful marker for the diagnosis and 
monitoring of the recurrence of vaginal EST. Abdominal 
total hysterectomy with bilateral salpingo-oophorectomy 
has been the standard treatment so far. However, 
recently adjuvant chemotherapy with a combination of 
multiple chemotherapeutic agents has been added to 
improve the survival rate in these patients. 

To conclude, EST, although rare, requires a proper 
diagnosis. This tumor must be differentiated from clear 
cell adenocarcinoma, which is more aggressive and 
less chemosensitive. Diastase-resistant and PAS-positive 
hyaline intracytoplasmic globules are diagnostic, with 
high levels of AFP.
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A case report: Urinoma as 
initial presenting sign of 
bladder malignancy

Sir,
Urinoma is an encapsulated collection of extravasated 
urine which is most commonly caused by renal trauma. 
Urinoma formation as first manifestation of urinary 
bladder carcinoma is uncommon. We report a case of 
bladder carcinoma in an elderly man who first presented 
in emergency department with urinoma formation.

A 65-year-old man was doing well until the day of 
admission, when he became drowsy and disoriented. 
Past history was positive for mild back pain. On per-
abdomen examination, a ballotable mass was noticed in 
the left lumbar region. Urinalysis revealed hematuria and 
proteinuria. Blood biochemistry revealed normal renal 
function except for electrolyte imbalance (serum sodium: 
125 mmol/l; serum potassium: 3.0 mmol/l; serum 
chloride: 100 mmol/l). Abdominal ultrasonography 
demonstrated mild hydrouretronephrosis on the left 
side with a septated cystic collection in perinephric 
space. The urinary bladder was empty at the time of 
examination. The computed tomographic (CT) scan 
confirmed the presence of left side urinoma with 
leakage of contrast material around the inferior pole 
of left kidney suggestive of peripelvic extravasation 
[Figure 1]. Further scanning of pelvis demonstrated a 
hyperdense bladder mass involving left postero-lateral 
wall and vesicouretric junction with urinary tract 
obstruction leading to urinoma formation [Figure 2]. 
A cystoscopic-guided biopsy of the lesion showed well-
differentiated muscle invasive tumor. Ultrasound-guided 
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percutaneous drainage of the left perirenal collection 
was done. The contents of the fluid were similar to 
urine, thus providing strong evidence that the collection 
was urinoma. The patient was categorized according to 
TNM as T2 (muscle invasive), N0 (no regional lymph 
node metastasis), and M0 (no distant metastasis) and 
radical cystectomy was done. Final histopathology 
examination confirmed the lesion to be muscle invasive 
(T2). Urinary diversion was done in a continent pouch 
created from an ileal segment.

Urinoma is caused by extravasation of urine.[1] Three 
essential factors are required for formation of urinoma: 
a functioning renal unit, breach in the pelvicalyceal 
system, and ureteral obstruction.[2] Urine causes lipolysis 
and inflammation of perirenal fat with formation of a 
fibrous capsule around the collected urine. Urinoma 
occurs most commonly following renal trauma.[3] Other 
common causes are ureteral tumor and calculus in 
adults, and posterior urethral valves and ureteropelvic 
junction obstruction in children.

Abdominal ultrasound is the initial screening procedure. 
However, CT is better in demonstrating relationship of 

the urinoma with surrounding structures.[4] Urinoma is 
usually unopacified on initial early scans but fill in the 
delayed scans, thereby documenting continuity between 
the collecting system and the urinoma.[4] Aspiration of 
the cystic collection under ultrasound or CT guidance is 
both diagnostic and therapeutic.

The treatment of urinoma requires prompt diagnosis 
with delineation of the cause else it could lead to 
complications like urinary peritonitis, parapelvic urine 
granuloma, periureteral fibrosis, abscess formation, and 
sepsis. Once the underlying obstruction is rectified, 
most urinoma’s resolve spontaneously. In urinoma 
resulting from carcinoma of the urinary bladder where 
immediate treatment in emergency department is not 
desired, drainage is a reasonable first step before surgical 
correction. Among drainage modalities, percutaneous 
drainage is the recommended procedure when the patient 
is hemodynamically stable and the urinoma is fixed.[5]

We emphasize that all urinomas should be thoroughly 
evaluated by radiologic imaging for an underlying cause. 
Immediate drainage under ultrasound or CT guidance is 
a reasonable first-step treatment before surgical correction 
is done as any delay can lead to serious complications. 
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Figure 1: CT scan of kidney shows septated fluid collection in 
postero-inferior aspect of left perinephric space (urinoma) with 
leakage of contrast material around the inferior pole of left kidney 
(peripelvic extravasation)

Figure 2: CT scan of urinary bladder shows an enhancing soft tissue 
density mass involving left postero-lateral wall and vesicouretric 
junction with infiltration of muscular layer
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