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I Abstract

Uterovaginal prolapse and concomitant primary vaginal carcino-
mas are extremely rare. We present a case of 70-year-old woman who
had uterovaginal prolapse for 4 years and complained one episode of
post-menopausal bleeding. There was a large cystocele, third degree
uterovaginal prolapse with large fungating growth confined to the up-
per and mid vagina. There was no imaging evidence of local or distant
spread. She underwent vaginal hysterectomy along with tumor resec-
tion which revealed moderately differentiated squamous cell carcino-

- ma of the vagina; FIGO stage |. No adjuvant treatment was offered and
there was no recurrence at 7 months postoperatively.
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Introduction

Uterovaginal prolapse is seen commonly in advanced age
and among multiparous women where it is seen in approxi-
mately one in nine women [1]. Symptoms of uterovaginal pro-
lapse are one of the commonest reasons for gyanecology clinic
visits and vaginal pessaries, pelvic floor muscle exercises are
common non-surgical treatment methods while vaginal hyster-
ectomy is widely carried out as a surgical intervention [2].

Primary vaginal carcinomas are extremely rare account-
ing for 1-2% of all gynaecological malignancies [3]. A common
presentation of vaginal carcinomas includes vaginal bleeding,
dysuria, and pelvic pain however, the symptoms of pelvic organ
prolapse are very rare [4]. Squamous cell carcinoma of the va-
gina is the commonest type of vaginal carcinoma [5].

Surgical resection is the preferred treatment in early vaginal
carcinomas where radical hysterectomy or vaginectomy with
pelvic lymphadenectomy is suggested in recent FIGO guidelines
and a 1 cm disease-free margin is aimed [5].

However, there is no standard management in uterovaginal
prolapse with vaginal cancer due to its extreme rarity. Surgery,
radiotherapy, and conservative management have been done
depending on the clinical decision based on the stage of the
disease, comorbidities, and bladder function impairment [4].

Case report

Seventy-year-old mother of 4 children presented with one
episode of post-menopausal bleeding. She was a known hyper-
tensive and dyslipidaemic patient and not on anticoagulants.
She had a lump appearing at the vulva for 4 years in which she
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has not sought medical advice and had one episode of post-
menopausal bleeding. She had no storage or voiding type uri-
nary symptoms. There was no abdominal distension, loss of
appetite, nor loss of weight. Abdominal examination was un-
remarkable and vaginal examination revealed a large cystocele,
third degree uterovaginal prolapse with large fungating growth
of 4 cm x 5 cm behind the posterior lip of the cervix confined
to the upper and mid vagina (Figure 1). The tumour has not
involved the lower one-third of the vagina or the rectum. An
ultrasound scan showed a fibroid uterus with an endometrial
thickness of 2 mm and ovaries were atrophied. There was no
free fluid or liver metastasis. Lymph nodes were not enlarged
and there was no evidence of obstructive uropathy. She under-
went vaginal tumor excision, vaginal hysterectomy and repair.
Her recovery was uneventful.

Histology revealed moderately differentiated squamous cell
carcinoma of the vagina involving the whole circumference of
the posterior vagina (Figure 2).

The tumour was 55 mm x 45 mm in size and was only in the
posterior vagina. The maximum depth of invasion was 13.5 mm.
There were no lymphovascular tumor emboli nor perineural
invasion. The closest resection margin to the tumour was 2.8
mm. Cervix showed a focus of koilocytic changes. Bilateral para-
metria were not involved by the tumour and there was a leio-
myoma of the uterus (Figure 3). Histology confirmed the tumor
as FIGO Stage I.
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Figure 1: Fungating growth of vaginal carcinoma with uterovaginal

\\prolapse. /

Her postoperative recovery (Figure 4) was uneventful, and
she did not receive adjuvant treatment. There was no evidence
of tumor recurrence 7 months postoperatively and currently on
follow-up.

Discussion

Vaginal carcinomas are rare gynaecological malignancy and
uterovaginal prolapse with vaginal cancers are even rare.

Most patients with uterovaginal prolapse have chronic irrita-
tion and resulting in decubitus ulcers and there were reported
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Figure 2: Microscopy: Sections from the vaginal mass reveal an
invasive carcinoma composed of clusters, nests and strands of
dysplastic squamous cells (arrows). The constituent cells show
moderately pleomorphic nuclei containing coarse chromatin and
abundant eosinophilic cytoplasm. Keratin pearls formation is
abundant. Stroma is desmoplastic. /
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Figure 3: Macroscopic appearance of the specimen showing a
uterus with a fibroid and the tumor (attached to the instrument).

\
/

~

e

\\Figure 4: Appearance following the surgical repair. /

cases of entero-cutaneous fistula [6]. Attempting vaginal hys-
terectomy may pose a risk of bowel injury and decubitus ulcer
could mask a underlying malignancy.

However, there is a technical difficulty of performing a radi-
cal hysterectomy in cases where there is a concomitant utero-
vaginal prolapse. Having a fibroid and large fungating growth
further restricted reducing the prolapse and performing radical
surgery through abdominal route. Tumor was resected as the
first step and vaginal hysterectomy performed next.

There was no obvious lymph node enlargement on pre-op-
erative imaging. Lymphadenectomy was not performed consid-
ering the possible surgical morbidity and her age-related poor
performance status. PET-CT was not performed as it was not
available. There were no facilities to assess her HPV status pre-
operatively however, cervix showed a focus of koilocytic chang-
es.
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Primary radiotherapy has resulted in enterovaginal fistula
and vesico-vaginal fistula [4]. Although not all resection margins
have a 1 cm disease-free margin, repeat surgical excision nor
the adjuvant treatment was not offered but arranged a close
follow-up considering her early-stage disease and poor age-re-
lated performance status.

Even at 7 months postoperatively she had no clinical or ra-
diological evidence of tumor recurrences.

Management of rare gynaecological malignancies with spe-
cial co-existing morbidity is challenging to clinicians. Planning
the management becomes further difficult in resource-limited-
settings yet, primary surgical management has successfully al-
leviated patient symptoms and the malignancy.
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