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Abstract
Primary squamous cell carcinoma (SCC) of the vagina is a rare entity in gynecological oncology. The tumor
should be considered as primary vaginal carcinoma when the cervix is not involved. We report a case of primary
squamous cell carcinoma of the vagina in a 62-year-old lady by histopathology. Cervix, endometrium and ovaries
were meticulously examined to rule out a primary in these organs. She was then treated by radiotherapy. The rarity
of the tumor and extremely strict criteria for diagnosis of primary squamous cell carcinoma in vagina tempted us to
report the case.
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examination revealed an ulcero-proliferative growth of 2 x 2 cm in the
upper third of vagina on its anterior and right lateral wall that bleeds
on touch. Cervix was healthy and fornices were free (Figure 1a). USG
revealed an atrophic uterus with normal endometrial thickness. VIA
and colposcopy were normal. Cervical pap smear was reported as
negative for intraepithelial lesion or malignancy. Following which
incisional biopsy was performed.

Introduction
Primary vaginal SCC is extremely rare in occurrence (~0.6 per
100,000 women per year). It constitutes approx. 2% of genital
malignancies [1]. Primary SCC of vagina needs strict criteria for
diagnosis because of its close proximity to cervix where SCC is very
common. To be considered a primary tumor of the vagina the
neoplasm must be located in the vagina, without clinical or histological
evidence of the involvement of the cervix or vulva [2]. The exact
etiology is unknown but there are some predisposing factors i.e., HPV
infection, vaginal intraepithelial neoplasia, exposure to DES and
radiation. Radiotherapy/surgery/combination of both is the most
accepted treatment modalities that depends on the clinical stage,
anatomical location and size of the lesion [3]. We report a case of
primary vaginal SCC in a 62 year female for its rarity.

Case Report
A 62-year-old postmenopausal female presented to our OPD,
MKCG Medical College, Berhampur, India with complaints of
intermittent, painless vaginal bleeding associated with weight loss and
weakness for last 2 months. She had been treated intermittently for
vulvovaginitis for last 3-4 years, without any complete cure. Family/
past treatment history was not significant. General and systemic
examination findings were normal except mild pallor. All routine
investigations findings were normal except mild anemia. Per speculum
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Figure1: Figure 1: Gross specimen showed grayish white illdefined
tumor tissue, Per vaginum examination revealed an
ulceroproliferative growth in the upper third of vagina on anterior
and right lateral wall (Inset).
Grossly two soft tissue pieces of grayish white tissue of 1 x 0.5 x 0.5
cm were received. Cut surface was solid, gray-white, friable with
irregular margins and areas of hemorrhage (Figure 1). Microscopy
showed stratified squamous epithelium with sub-epithelial tissue.
Epithelium shows dysplastic changes, ulceration and loss of basement
membrane with infiltration of pleomorphic tumor cells to the subepithelial tissue in sheets, nests and cords. Individual cell
keratinization and abnormal mitotic figures were noted. Stroma was
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desmoplastic with mononuclear inflammatory cell infiltration (Figure
2). A diagnosis of primary vaginal SCC-moderately differentiated
grade was reported. The patient received external beam radiotherapy
(EBRT) for 6 consecutive weeks. The lesion healed and on regular
follow up, she was asymptomatic.

Figure 2: Vaginal SCC showing the presence of irregular nests of
tumor cell with highly pleomorphic nuclei in sub epithelial stroma;
Individual cell keratinization is also evident (arrow) (H&E, × 10
and × 40).

Discussion
Primary SCC of the vagina is a rare malignancy approximately
accounting for 2% of all malignant tumors of the female genital tract
[1]. Among vaginal malignancies, SCC is the commonest (95%), others
being adenocarcinoma, melanoma and sarcoma. Most vaginal SCCs
are extensions of cervical or vulvar carcinomas. Exclusive vaginal

tumors without clinical or histological evidence of the involvement of
the cervix or vulva are classified as primary vaginal SCC. Bulky tumors
located in the upper vagina with extension to the portio-vaginalis of
the cervix and SCC vagina developing within 5 years of therapy for
cervical carcinoma is not to be included considering them to be
recurrent cervical carcinoma. Because of the strict criteria the
incidence of primary vaginal squamous cell carcinoma restricts to only
10-20% of vaginal malignancies [2]. The risk factors for invasive
squamous cell carcinoma of the vagina are the same as those for SIL
(VAIN) those were prior vaginal discharge, condyloma acuminata or
irritation, prior abnormal cervical/vaginal cytology, prior hysterectomy
and rarely reported from surgically constructed neo-vaginas. Most of
these patients are younger and developed carcinomas at least 8-25
years after the construction of a neo-vagina. Surprisingly early age at
first intercourse, multiple sexual partners and a history of smoking is
not associated with an elevated risk of the tumor. Almost all of the
squamous cell carcinomas of the vagina are associated with high
oncogenic risk HPV (i.e., 16, 18, 31, 33 and 35) genotypes detected by
HPV-DNA sequencing [3-6]. The mean age for diagnosis of invasive
vaginal SCC is 64 years [1]. Patients usually come with symptoms of
painless vaginal bleeding or discharge, dysuria or frequency. Most
primary vaginal carcinomas are grossly nodular, ulcerative, polypoid
and fungating lesion. Size usually varies from clinically occult to >10
cm. The upper 1/3rd of the vagina with 57% involving the posterior
wall and 27% the anterior/lateral wall is a common site [1].
Microscopically, SCCs of the vagina resemble those arising in cervix or
vulva. Approximately 95% of vaginal SCC is of conventional type
varying degrees of differentiation. The distinction of early invasive
carcinoma from VAIN is based on a constellation of findings including
the presence of angulated narrow cords of squamous cells at the
stromal interface frequently with acquisition of more abundant
eosinophilic cytoplasm and a desmoplastic or inflammatory host
response [2].
The FIGO staging is one of the important prognostic indicators,
others being tumor size and location (Table 1) [1].

Stage

Clinical status

5
Year
Survival

I

The carcinoma is limited to the vaginal wall

73%

II

The carcinoma has involved the sub-vaginal tissue but has not extended to the pelvic wall

53%

III

The carcinoma has extended to the pelvic wall

36%

IV

The carcinoma has extended beyond the true pelvis or has involved the mucosa of the bladder or rectum; bullous edema as such does
not permit a case to be allotted to Stage IV

IV a

Tumor invades bladder and/or rectal mucosa and/or direct extension beyond the true pelvis

IV b

Spread to distant organs

Table 1: FIGO staging of vaginal carcinoma (2012).
Prognosis is good for lesions in the upper 1/3rd of the vagina.
Delayed initiation of therapy from the onset of symptoms may lead to
early direct spread into the soft tissues of the pelvis, mucosa of the
bladder or rectum as the wall of the vagina is thin and is separated
from these organs by a thin connective tissue [2,5]. Lymphatic
drainage of the vagina is complex with lesions in lower 2/3rd usually
metastasis to inguinal nodes whereas upper 1/3rd lesions tend to spread
to the iliac nodes. Metastases have also been documented in lungs and
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supraclavicular lymph nodes [1]. Most acceptable treatment modality
for these cancers are a combination of EBRT and intra-cavitary
radiation, local excision for small tumors and radical surgery for
selected cases located in the upper third of vagina or posterior wall.
Overall 5 and 10 year survival rates are 60% and 40% respectively in
invasive SCCs. Recurrent disease bears an ominous prognosis with
death within 1-2 years of diagnosis [6].
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Conclusion

manuscript review. BM carried out literature search and data
acquisition. All the authors have read and approved the final
manuscript.

Although primary vaginal SCCs is a rare malignant neoplasm of
female genital tract, the incidence could not be ignored in a thickly
populated country like India, since most of the victims are positive for
high-risk HPV genotypes. Any fungating or ulcerative lesion in the
vagina or decubitus ulcer not responding to treatment should be
considered as malignant until proved otherwise.
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