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Primary extragonadal seminoma of the

urinary bladder presenting with spontaneous
hemoperitoneum and hemorrhagic shock — a rare
case report
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SUMMARY

Introduction Extragonadal seminomas are rare germ cell tumors that most often occur in the medias-
tinum and retroperitoneum. Primary localization in the urinary bladder is extremely rare and represents
a diagnostic challenge. Acute presentation in the form of intra-abdominal bleeding and hemorrhagic
shock has so far been extremely rarely described.

Case report We present the case of a 36-year-old man who was admitted with severe abdominal pain and
clinical signs of an acute abdomen and hemorrhagic shock. Laboratory analyses showed anemia (hemoglo-
bin 58 g/L) and a pronounced inflammatory reaction (C-reactive protein 314.8 mg/L). Ultrasound examina-
tion of the abdomen revealed a large amount of free intraperitoneal fluid, while native radiography of the
abdomen showed several hydroaeric levels without signs of pneumoperitoneum. Due to hemodynamic
instability and signs of peritoneal irritation, an urgent exploratory laparotomy was performed. Intraopera-
tively, a massive hemoperitoneum was verified with the presence of a large tumor with a diameter of about
25 cm, which originated from the wall of the urinary bladder and was actively bleeding. After controlling
the bleeding, a complete excision of the tumor mass was performed. Pathohistological and immunohisto-
chemical analysis confirmed the diagnosis of extragonadal seminoma. Clinical examination and evaluation
of the testes revealed no abnormalities, thus confirming the primary extragonadal localization.
Conclusion Primary extragonadal seminoma of the bladder wall is an extremely rare condition that can
manifest with massive hemoperitoneum and hemorrhagic shock. In hemodynamically unstable patients,
urgent surgical exploration plays a key role in controlling bleeding and establishing a definitive diagnosis.
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INTRODUCTION

Germ cell tumors are the most common ma-
lignant tumors in younger men and in most
cases arise in the testicles [1]. However, ap-
proximately 2-5% of all germ cell tumors occur
in extragonadal locations, most often along the
midline of the body, including the mediastinum,
retroperitoneum, and central nervous system
[2]. The mechanism of their origin has not been
fully elucidated, and the most accepted theory
implies the lag of primordial germ cells during
embryonic migration. Histologically, seminoma
represents one of the most common subtypes
of extragonadal germinal tumors and is char-
acterized by high sensitivity to therapy based
on platinum preparations, which is why timely
diagnosis has great prognostic significance [3].

Primary extragonadal seminoma of the uri-
nary bladder is an extremely rare clinical entity.
The available literature primarily consists of
individual case reports, resulting in a lack of
defined diagnostic or therapeutic guidelines.
The clinical picture is usually non-specific and
includes hematuria, symptoms of the lower
urinary tract, or pain in the small pelvis, while
the definitive diagnosis is usually made only

after the pathohistological and immunobhisto-
chemical analysis of the operative preparation.
At the same time, it is necessary to rule out the
existence of a primary testicular tumor by clinical
examination and ultrasound examination of the
scrotum in order to confirm the extragonadal
nature of the disease [3, 4].

Even rarer is the presentation of extrago-
nadal seminoma as an acute abdomen due to
spontaneous intra-abdominal hemorrhage.
In such cases, patients usually present with a
clinical picture of hemorrhagic shock, which is
why urgent surgical intervention is necessary,
while the final diagnosis is made only after
histopathological and immunohistochemical
analysis. Precisely because of the extreme rarity
of this clinical presentation, the presentation of
individual cases has a significant contribution
to a better understanding of diagnostic and
therapeutic challenges [3, 5].

In this paper, we present the case of a 36-year-
old man with a primary extragonadal seminoma
originating from the bladder wall and presenting
with massive hemoperitoneum, hemorrhagic
shock, and clinical presentation of an acute
abdomen, which required urgent exploratory
laparotomy and tumor excision.
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Figure 1. Abdominal ultrasound examination at admission of the patient showing a

large amount of free intraperitoneal fluid

Figure 2. Intraoperative view of a tumor mass originating from the bladder wall with

the presence of hemoperitoneum

Figure 3. Macroscopic appearance of the tumor after surgical excision: solid tumor mass
with hemorrhagic zones and cross-section of the tumor

CASE REPORT

A 36-year-old male patient was admitted to the Surgical
Clinic due to the sudden onset of severe abdominal pain,
followed by a progressive worsening of the general condi-
tion. On physical examination, the abdomen was diffusely
tender, with pronounced muscular defense and signs of
generalized peritoneal irritation, while the clinical picture
of the patient corresponded to hemorrhagic shock, which
required immediate resuscitation and urgent surgical
intervention.

Initial laboratory tests showed mild leukocytosis with
neutrophilia (white blood cells 10.32 x 10°/L, neutrophils
83.99%), anemia (red blood cells 2.8 x 10'*/L, hemoglobin
58 g/L), hypoalbuminemia (34 g/L), hypoproteinemia
(57.7 g/L), elevated inflammatory markers (C-reactive
protein 314.8 mg/L), elevated creatine kinase (347 U/L)
and CK-MB (29.3 U/L), while serum lactate was within
normal limits (0.7 mmol/L). Serum tumor markers (re-
ceived postoperatively) showed normal values of alpha-
fetoprotein (AFP) (2.99 ng/mL), carcinoembryonic antigen
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(3.18 ng/mL), carbohydrate antigen 19-9 (19-
9,0.6 U/mL), prostate-specific antigen (PSA,
0.568 ng/mL), and free PSA (0.286 ng/ml),
while neuron-specific enolase (NSE) was
significantly elevated (148.7 ng/mL).

Abdominal ultrasound examination
showed a large amount of free intraperi-
toneal fluid, interintestinal, intestinal coils
dilated and swimming in fluid (Figure 1). A
native radiograph of the abdomen showed
several air-liquid levels, without signs of
pneumoperitoneum.

Considering the patient’s hemodynamic
instability, diffuse signs of peritoneal irrita-
tion and clinical suspicion of intra-abdominal
hemorrhage, an urgent exploratory lapa-
rotomy was performed without additional
radiological processing. Upon entering the
abdominal cavity, a massive hemoperitoneum
with a large amount of fresh blood and blood
clots was found. After the evacuation of the
sanguineous contents, a large hemorrhagic
tumor with a diameter of about 25 cm was
identified by detailed exploration, which
originated from the wall of the urinary blad-
der. The tumor was actively bleeding and was
the source of intra-abdominal bleeding re-
sponsible for the onset of hemorrhagic shock.
Complete surgical excision of the tumor was
performed with careful hemostasis, and the
specimen was sent for pathohistological and
immunohistochemical analysis (Figure 2).

Macroscopic pathological findings showed
a large solid hemorrhagic tumor with marked
zones of fresh and organized bleeding (Figure
3). Microscopic findings revealed mostly cells
with circular, hyperchromatic and partly
hypochromatic nuclei with visible nucleoli, basophilic
cytoplasm. The entire tumor is permeated with numer-
ous blood vessels, especially subcapsular. Edema of the
stroma and microcysts can also be observed in parts. Fields
of massive necrosis as well as rare mitoses are present.
Immunohistochemical analysis made a definitive diagnosis
of extragonadal seminoma (Figure 4). Immunoprofile of
the tumor: CD117+, D2-40+, HCG+, OCT3/4+/-, AFP-,
CD30-, GATA3-. Ki67 proliferative index is about 30%.
Extensive necrosis is present, as is vascular invasion.

Subsequent clinical and ultrasonographic examina-
tion of the testicles revealed no palpable abnormalities,
which supported the diagnosis of primary extragonadal
seminoma and not metastatic disease originating from an
occult testicular primary tumor.

The postoperative course went smoothly, and the patient
was referred to the oncology board for further staging and
planning of multidisciplinary treatment. The oncology
board made a decision on systemic chemotherapy accord-
ing to the PEB regimen (Platinol/cisplatin, etoposide, and
bleomycin).
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Figure 4. Tumor profile (magnification 10 x 0.25)

DISCUSSION

Extragonadal germ cell tumors represent a rare group of
malignancies and account for approximately 2-5% of all
germ cell tumors. They most often occur in the mediasti-
num, retroperitoneum and pineal region, while localiza-
tion in the urinary bladder is extremely unusual [2]. The
pathogenesis of these tumors has not been fully elucidated,
and the most accepted theory implies a disturbance in the
migration of primordial germ cells during embryogenesis,
with their retention in ectopic locations [6]. Another theory
supports the existence of an occult or regressed (“burned-
out”) primary testicular tumor. In our case, the absence of
clinical testicular abnormalities was in favor of a primary
extragonadal origin of the tumor [3, 4].

The special value of the presented case is the extremely
rare location of the tumor. In the available literature, only
individual cases of seminoma involving the urinary bladder
are described, whereby most of the described cases are the
result of secondary spread of the tumor originating from
the testicles or other extravesical localizations [7]. Primary
extragonadal seminoma of the bladder wall is a clinical entity
of which there are only sporadic reports. Therefore, there
are no clear recommendations on the optimal diagnostic
and therapeutic approach, and most conclusions are based
on experiences from individual cases. The tumor in our
patient was large (about 25 cm), which is probably the result
of slow growth and the absence of specific symptoms in
the early stages of the disease [3, 4, 5].

The clinical presentation of our patient was significantly
different from the previously described cases. The most com-
mon symptoms of extragonadal seminomas involving the
urinary bladder include hematuria, dysuria, lower urinary
tract obstructive symptoms, or pelvic pain [3]. In contrast,
our patient presented with an acute abdomen, hemorrhagic
shock and massive hemoperitoneum. This presentation
is extremely rare even in intra-abdominal seminomas.
Sporadic cases of spontaneous rupture of seminoma in an
undescended testis or bleeding of metastatic retroperitoneal
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masses with the development of hemoperitoneum are de-
scribed in the literature, but data on primary extragonadal
seminoma of the bladder wall leading to intra-abdominal
hemorrhage are practically non-existent [8, 9, 10].

In the diagnostic sense, this case indicates the impor-
tance of timely surgical decision-making in patients with
unclear etiology of hemoperitoneum and hemodynamic
instability. The ultrasound finding of a large amount of
free fluid and the absence of pneumoperitoneum on the
native radiograph did not allow establishing an etiologi-
cal diagnosis, but, together with the clinical picture of
peritoneal irritation and hemorrhagic shock, represented
a clear indication for urgent exploratory laparotomy. In
such situations, postponing operative treatment for the
sake of additional diagnostics can worsen the outcome
and endanger the patient’s life. In our patient, the defini-
tive diagnosis was made only after intraoperative findings
and pathohistological analysis of the preparation [3, 8, 9].

Pathohistological and immunohistochemical analysis
play a key role in the diagnosis of extragonadal seminoma.
Morphologically, the tumor is characterized by uniform
large cells with light cytoplasm and pronounced nucleoli,
arranged in nests separated by fibrous septa with lympho-
cytic infiltrate. Immunohistochemical markers such as
PLAP, OCT3/4, SALL4 and CD117 represent an impor-
tant aid in confirming the diagnosis and differentiating
seminoma from other malignant bladder tumors, including
poorly differentiated urothelial carcinomas, lymphomas
and other “small round cell” tumors [3, 4]. In our case,
immunohistochemical analysis was of crucial importance
for establishing the final diagnosis.

The therapeutic approach to extragonadal seminomas
is based on multimodal treatment that includes surgery,
systemic chemotherapy and, in some cases, radiotherapy.
However, in patients with acute intra-abdominal hemor-
rhage and hemorrhagic shock, the priority is urgent surgical
control of bleeding and removal of the tumor mass. In our
case, the operation had not only therapeutic, but also diag-
nostic significance, as it enabled a definitive diagnosis and
further planning of oncological treatment. Good sensitivity
of seminoma to cisplatin-based chemotherapy represents an
important prognostic factor and allows a favorable outcome
even in advanced forms of the disease [3, 4].

Primary extragonadal seminoma of the urinary blad-
der is an extremely rare entity that can present atypically,
including acute abdomen due to massive intra-abdominal
hemorrhage. In hemodynamically unstable patients, ur-
gent surgical exploration can be of crucial importance
to control bleeding and establish a definitive diagnosis.
Pathohistological and immunohistochemical analysis play
a key role in confirming the diagnosis and planning further
oncological treatment.
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MpyMapHK eKcTparoHaganHu ceMMHOM MoKpahHe belunKe ca CNOHTAaHUM
XeMOonepUTOHEYMOM M XeMOpParMyHUM LLOKOM — NPUKA3 peTKor cayyaja

lojko UrpyTuHosuh'?, MnageH Kacanosuh'?, Hnkona Pagojuuuh? 3nataH Enek'?, Cawa Jumnh'>

'YHusepautet y MpuwtuHu, Meguumnckm dakyntet, Kateppa 3a xupyprujy, Kocoscka Mutposuua, Cpbuja;
2KnuHnuko-6onHMuKM LieHTap KocoBcka MuTpoBuLa, XMpypLUIKa KnmHuKa, KocoBcka Mutposuua, Cpbuja

CAXETAK

YBopg EKCTparoHaganHu ceMyuHOMU Cy PETKU TYMOPU repMirHa-
TBHKX henuja Koju ce Hajuelwhe jaBrbajy y MeaunjacTiHyMmy 1
peTponepuToHeymy. lMprumapHa nokanmsauuja y MokpahHoj 6e-
LML U3Y3€ETHO je peTKa 1 NpeacTaB/ba AWjarHOCTUYKM N3a30B.
AKYTHO MCrorbaBakbe y BUAY MHTPaabaoMUHaNHOT KpBapeka 1
XeMOoparnyHor LWoKa [0 Caja je BEOMa PETKO OMNMcaHo.
Mpukas 6onecHuka lMNprikasaH je cnyyaj 36-roguimer My-
WKapLa Koju je npumibeH 360r jaknx 60noBa y cTomaky, ca
KNVHUYKOM C/IMKOM aKyTHOT abfJOMeHa 1 XeMOparmyHor LIoKa.
JlabopaTtopujcke aHann3e nokasane cy aHeMujy (xemorno6vH
58 g/L) v n3paxeHy nHdnamatopHy peakuujy (C-peakTMBHM
npotenH 314,8 mg/L). YnTpa3ByuHUMm npernegom abaomeHa
yTBpheHa je Bennka KonnumHa criobofHe HTpanepuToHeanHe
TEYHOCTU, IOK je HaTUBHa pagnorpaduja abgomeHa nokasana
HEKOJIMKO XMAPOaepnyHUX HMBOA 6e3 3HaKoBa NHeymone-
prToHeyMa. 360r XeMoAMHaMCKe HeCTabUITHOCTM 1 3HaKOoBa
nepuTOHeanHor Hagpakaja, M3BpPLUEHaA je XUTHa eKCriopaTop-
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Ha nanapotomuja. IHTpaonepaTBHO cy yTBphHeHn MacnBHM
XEeMOMNepPUTOHEYM 1 BEINKW TYMOP MPEYHKKa OKO 25 cm, Koju
je notnuao 13 3upa mokpahHe belunke 1 akTMBHO KpBapuo.
HakoH KoHTpose KpBapeta U3BPLUIEHA je KOMMIETHa eKCLM-
3uja TyMopcKe mace. [aToXUCTOOLWKA Y UMYHOXMCTOXEMUjCKA
aHanv3a NoTBpPAWNE Cy AnjarHo3y eKCTparoHaganHor cemu-
Homa. KNMHWYKUM Nperneaom 1 eBanyaLyjom Tectrca HuCy
OTKpMBeHe abHOPManHoOCTL, YiMe je noTBphHeHa NprmMapHa
eKcTparoHapasHa Jiokanusawmja.

3akrbyy4ak [prMapHU eKCTparoHafjanHN CEMVHOM 31Aa MO-
KpahHe 6eLunKe N3y3eTHO je PETKO CTake Koje Ce MOXe UCMO-
JbUTW MaCVBHVM XEMOMNEPUTOHEYMOM 11 XEMOParnyHVM LLIOKOM.
Kop xeMoguHamMCKI HeCcTabunHmx 60necHrKa XUTHa XUPYPLLKa
eKcriopaLja uMa KibyuHy ynory y KOHTpOom KpBapeha v rno-
CTaB/batby AePVHUTVBHE AnjarHose.

KrbyuHe peun: ekcTparoHaaanHyn CEMVHOM; TYMOP FrepMiHa-
TBHUX henuja; MokpahHa 6eLurKa; XeMornepuUTOHEYM; XeMo-
parvyHm WokK
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