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INTRODUCTION 

The burden of gynaecological cancers has increased in 

India contributing to about 30% of total cancers among 

women. It is estimated that around 182,602 women by 

the year 2020 will be suffering from cancer of uterine 

cervix followed by ovary and corpus uteri. In Europe, the 

age standardised incidence of EC is 13.6 per 1,00,000 

women with cumulative risk of 1.1%, whereas in India it 

is 4-3 per 1,00,000.1 70% of these malignancies are 

diagnosed at an early stage with localised disease 

confined to uterus and have a favourable 5 year overall 

survival of 95%.2 

EC most commonly presents with PMB or blood tinged 

vaginal discharge.3 Watery vaginal discharge is usually 

reported in fallopian tube malignancy. We reported a case 

of EC where she had profuse watery discharge from 

private parts mimicking urine and so patient visited 

urologist for urinary incontinence and was later 

diagnosed as endometroid adenocarcinoma.  

CASE REPORT 

A 73 year old female presented with history of passing 

urine involuntarily for last 3 months. She was gravida 4, 

para-4, with all normal vaginal deliveries. Last child birth 

was 47 years back. She had menarche at the age of 13 

years and natural menopause at the age 52 years. She was 

having poorly controlled diabetes mellitus for last 47 

years and was taking insulin therapy for past 25 years. 

She had hypertension, well controlled with anti-

hypertensives for past 12 years. She had undergone 

appendicectomy and removal of right tubo ovarian mass 
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35 years back. She had been suffering with chronic 

abdominal pain after this operation. Her weight was 67 

kg and her BMI was 30.58 kg/m2. Her chief complaints 

were passing urine involuntarily for last 3 months. 

Initially she was using sanitary napkins, 8-10 pads per 

day, but in last one month she has to use adult diapers as 

she was passing 3 to 5 litres of urine per day and initially 

visited urologist for incontinence. Patient had recurrent 

vaginitis for which she was using vaginal pessaries. 

There was no family history of colon or breast cancer. No 

abnormal vaginal bleeding was ever noticed. Patient also 

pointed that her diapers never had urinary smell. Also, 

she uses to pass urine normally in toilet. She was unable 

to sleep for last 15 days because of her wet diapers which 

needed frequent changing. 

Upon presentation magnetic resonance imaging (MRI) 

showed a heterogenous lesion occupying the endometrial 

cavity with loss of endomyometrial interface in the fundal 

region and marked thinning of outer as well as inner 

myometrium. No obvious adjacent invasion was seen 

(Figure 1A). There was also heterogenous collection seen 

within the endometrial cavity with areas of polypoidal 

thickening (Figure 1B). Posterior wall fibroid of 42×27 

mm was also seen (Figure 1C). Parametrium appeared 

normal with no obvious enlarged lymph nodes (Figure 

1D). 

 

Figure 1: (A) Heterogeneous lesion occupying the 

entire endometrial cavity; (B) heterogeneous 

collection seen within the endometrial cavity with 

areas of polypoidal thickening; (C) fibroid is seen; (D) 

no obvious enlarged nodes seen in adjacent pelvic 

region with normal parametrium. 

Her transabdominal sonography revealed hydrometra, 

endometrial thickening and increased vasculature of 

myometrium & endometrium (Figure 2A). Endometrial 

biopsy revealed endometrial endometroid 

adenocarcinoma-FIGO grade-2. FDG PET-CT scan 

revealed primary neoplastic pathology of uterus or 

endometrium with no lymphadenopathy. Complete 

surgical staging including total hysterectomy, left 

salpingo oophorectomy bilateral pelvic lymph node 

dissection and para-aortic lymph node dissection was 

done (Figure 2B). Peritoneal fluid was collected for study 

which was negative for malignancy. Gross examination 

of specimen showed papillary lesions in the endometrium 

(Figure 2C).  

 

Figure 2: (A) Ultrasonography showing thickened 

endometrium with fluid collection; (B) intraoperative 

view showing marked thinning of myometrium near 

right cornua; (C) specimen showing papillary lesions 

filling the endometrial cavity; (D) microscopic image 

showing infiltrating confluent back to back glands in 

complex papillary or villoglandular arrangement. 

Histopathology report suggested endometroid 

adenocarcinoma-FIGO grade 2, invading more than half 

of the myometrium and serosa but not penetrating the 

serosa. The tumour extended up to lower uterine segment 

with lymph vascular emboli and perineural invasion. 

Pelvic lymph nodes (7 nodes from right and 10 from left) 

and paraaortic lymph nodes (5 nodes) were free of 

tumour deposits (Figure 2D). Cervix and paravaginal cuff 

were free of tumour deposits. Postoperative recovery of 

patient was uneventful. 

DISCUSSION 

PMB occurs in about 1-10% of women having 

gynaecologic malignancies and incidence decreases with 

time from menopause.4,5 The median age of patients at 

the diagnosis of EC is 63 years. There are 12 cases per 

1,00,000 women at age of 40 years and 84 per 1,00,000 at 

60 years. Our patient presented with copious watery 

discharge which was colourless and odourless. Similar 

case has been reported in Taiwan but this female was 

having regular menses with BMI of 19.4 kg/m2 with 

positive family history of colon cancer.6 PMB or vaginal 
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discharge in women with high risk factors like obesity, 

diabetes mellitus, unopposed oestrogen exposure needs 

prompt evaluation. 75% of women with EC are 

postmenopausal. 

Ultrasonography and MRI suggested EC in our case due 

to thickened endometrium of greater than 11 mm and 

intracavitary fluid collection.7 The presence of 

intracavitary fluid in asymptomatic post-menopausal 

women may indicate underlying EC in about 5.4% 

patients. Further we did fractional dilatation and curettage 

under anaesthesia. We did not do hysteroscopy as 

myometrium thinning was reported in fundal area and 

distension of cavity could have led to uterine perforation. 

Hysteroscopy guided endometrial sampling has a 

specificity of 98-100% and is superior to blind fractional 

curettage.8 PET-CT scan is an accurate method for the 

presurgical evaluation of pelvic node metastasis. The 

sensitivity & specificity of FDG-PET were 60% and 98% 

respectively.  

Preoperative pathological conformation is crucial for 

deciding the type of surgery. Endometrial sampling 

should be done in all indicated causes in order to avoid 

uterine morcellation which can lead to spread to 

malignancy beyond uterus and make assessment of 

myometrial invasion extremely difficult; prevent the 

discovery of an unexpected malignancy after inadequate 

surgery further requiring completion surgery.7,9 

Mandatory workup in PMB or vaginal discharge must 

include family history, general comorbidity and geriatric 

assessment, clinical examination including pelvic 

examination, ultrasonography and complete pathology 

assessment of an endometrial biopsy or curettage 

specimen. 

Primary fallopian tube carcinomas should also be 

considered especially in females presenting with profuse 

watery vaginal discharge.10 

CONCLUSION 

PMB is highly suspicious of malignancy arising from 

cervix or uterus but copious watery discharge should also 

be evaluated thoroughly with ultrasound and 

confirmation of underlying malignancy with 

hysteroscopic guided endometrial sampling should be 

done. 
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