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Occult vaginal cancer
recurrence after
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and literature review
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Abstract

Vaginal cancer is a rare disease of the lower genital tract. We present the case of a 54-year-old

woman with occult vaginal cancer after hysterectomy for cervical intraepithelial neoplasia (CIN)

III. Despite persistently negative cytology and colposcopy results, a lesion was finally detected by

vagino-recto-abdominal examination and she underwent radical parametrectomy and lymph node

dissection. We consider the possibility that transabdominal suturing of the vaginal cuff after

hysterectomy may reduce the ability to detect subsequent vaginal lesions, and discuss the benefits

of a vaginal suture approach. We recommend that suturing the vagina apex transvaginally instead

of transabdominally would benefit patients during follow-up.
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Introduction

Vaginal intraepithelial neoplasia (VaIN)

and vaginal cancer are rare diseases of the

lower genital tract.1 There is a high risk of

VaIN after hysterectomy in patients with a

history of cervical precancer or cancer.

These hysterectomy patients may thus ben-

efit from a vaginal suture approach follow-

ing hysterectomy to improve the visibility of
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the vagina during colposcopy, as well as
high-risk (hr) human papillomavirus
(HPV) and cytology tests during follow-
up. Here we present a patient with occult
vaginal cancer finally detected by physical
examination, despite negative cytology and
colposcopy results.

Case presentation

A 54-year-old woman underwent minimally
invasive hysterectomy at her local hospital
5 years earlier because of cervical intraepi-
thelial neoplasia (CIN) III. During follow-
up, her cytology results were negative but
hrHPV was continually positive. VaIN II–
III was detected by vaginal biopsies at the
local hospital in 2017. The patient was
treated with interferon for 1 year, followed
by repeat cervical screening. The cytology
results were still negative but hrHPV was
still positive, and the patient was therefore
referred to the colposcopy department of
the Obstetrics and Gynecology Hospital of
Fudan University for further treatment.
The patient received colposcopy by an
experienced colposcopist in our department
in March 2018. The colposcopy results
appeared normal and the vaginal biopsy
showed vaginal epithelium. However,
because of her former history of CIN III,
the patient was advised to visit a gynecolo-
gist every 3 months. The results of repeat
liquid-based cytology and hrHPV tests 3
months later were again cytology negative
and hrHPV positive. The patient therefore
underwent repeat colposcopy by the same
colposcopist in January 2019. The colpos-
copy appearance was normal; however,
there were scattered plaques at the front
vaginal wall, presenting as thin acetowhite
epithelium and nonstained with Lugol’s
solution (Figure 1a, b). The colposcopist
therefore recommended repeat colposcopy
1.5 months later, which was accordingly
carried out by the same colposcopist in
March 2019. We still detected normal

squamous epithelium, but with slight bleed-
ing at the right dimple (Figure 1c, d). The
biopsy was normal, but given the patient’s
consistently positive hrHPV and negative
cytology and histopathology follow-up
results, the colposcopist performed an addi-
tional vagino-recto-abdominal examina-
tion, though a previous vagino-abdominal
examination carried out when the
patient was first referred had revealed no
abnormality. The colposcopist detected a
3-� 1.5-cm mass at the right corner, and
magnetic resonance imaging (MRI) con-
firmed a 2.3-� 2.3-cm mass (Figure 2a).
These findings indicated recurrent VaIN II
or a more severe lesion (all pathologies were
reaffirmed). The patient also received HPV
genotyping, which identified hrHPV 16.
The patient underwent radical parametrec-
tomy and lymph node dissection. The his-
topathological results showed invasive
squamous vaginal cancer (IIB) (Figure 2b,
c). The patient was discharged uneventfully
2 weeks after surgery and received subse-
quent radiotherapy. No abnormalities
were detected after 1 year of follow-up.

The patient gave her informed consent
for publication of this case report.

Discussion

According to the literature, the morbidity
of vaginal cancer is 0.4 to 0.6/100,000
women, while that of VaIN is 0.2 to 0.3/
100,000 women. The average detection
rate of VaIN among patients with all
lower genital tract intraepithelial lesions in
our hospital was 11% (1923/16,732), expos-
ing an increasing trend from 2013 to 2015.
VaIN appears to be rarer than vaginal inva-
sive cancer because it is frequently under-
diagnosed. In addition, there is currently
limited evidence to support the develop-
ment of guidelines recommending screening
for post-hysterectomy patients with cervical
precursors, and current screening manage-
ment is related to patients undergoing loop
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Figure 2. Enhanced magnetic resonance image and pathology of vaginal cancer. (a) An enhanced mass
measuring 2.3� 2.3 cm was detected at the right vagina apex (arrow). (b) Pathology indicated invasive
squamous vaginal cancer; (c) magnified view of boxed area in (b). (b, c) Hematoxylin–eosin staining.

Figure 1. Colposcopy presentations of occult vaginal cancer. (a, b) Scattered plaques were found in January
2019; (c, d) images in March 2019. (a, c) Acetic acid staining; (b, d) Lugol’s staining.
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electrosurgical excision procedure.
Cytology and hrHPV tests plus careful col-
poscopic examination of the entire lower
genital tract are therefore essential for diag-
nosing vaginal and vulvar lesions in women
who have undergone hysterectomy for CIN
or cervical cancer.2

Notably, the vaginal cancer in the cur-
rent patient was an occult invasive squa-
mous cell carcinoma. The right dimple
was difficult to inspect fully and the
biopsy results were negative. This may
be because the surgeon who carried out
the minimally invasive hysterectomy
sutured the vaginal cuff transabdominally.
After cutting the uterus, surgeons usually
suture the vaginal cuff from the abdominal
view, and tie the two ends of the vaginal
apex to the cardinal ligaments to form
two dimples. However, the area between
the suture opening and cutting edge are
then invisible. In addition, there is no stan-
dard distance from the suture opening to
the cutting edge, and it is therefore difficult
to inspect and biopsy the whole vagina
during colposcopy at follow-up, because
part of the vagina is not visible. In contrast,
suturing by the vaginal route may be prefer-
able.3 To compare the benefits of these
suture approaches, we searched PubMed
for published papers using the terms
“hysterectomy” and “VaIN”. We identified
69 papers, of which only two discussed the
suture approach: one suggested that a vagi-
nal approach reduced the risk of lesions
because it would be easier to assess the
vagina fully, both during the operation and
at follow-up, while the other study found no
difference between the suture techniques.4,5

Based on our experience, we recommend
minimally invasive or abdominal hysterecto-
my with vaginal suture on the vaginal cuff
opening for cervical lesions. However, more
studies are needed to confirm this.

The current patient was previously diag-
nosed with VaIN II–III, which might have
been attributed to the biopsy. Although

biopsy represents a method of both diagno-
sis and treatment, it is also associated with
the risk of the lesion spreading to the
dimple as occult disease after biopsy.
Vaginohysteroscopy may be a suitable
method for diagnosing such vaginal
lesions.6 However, there is currently a lack
of research focusing on the role of vagino-
hysteroscopy in patients with cervical dis-
ease during follow-up.

Vagino-recto-abdominal examination is
currently highlighted as the most valuable
single noninvasive diagnostic method for
assessing women with suspected endometri-
osis.7 However, clinicians should also
remain aware of the significance of careful
physical examination in patients with cervi-
cal disease. In the current case, it was diffi-
cult to detect the invisible vaginal cancer,
and physical examination played a key
role in its diagnosis.

In 2011, Zhao et al. published an article
on the follow-up outcomes of a large cohort
of US women with negative cytology and
positive hrHPV tests. Among 869 women
identified at the 4-year follow-up, 290 had
colposcopic examination and biopsies, and
211 were detected with CIN1 and low-grade
squamous intraepithelial lesions or more
severe lesions (24.3%).8 hrHPV positivity,
especially HPV 16 and 18, is thus an inde-
pendent risk factor for CIN, and requires
further management.9 Patients with persis-
tent hrHPV should be followed-up with col-
poscopy. The HPV type in the current
patient was finally shown to be hrHPV 16.

In addition, vaginal cancer is usually
diagnosed by physical examination and
pelvic biopsy. However, MRI provides
excellent spatial and contrast resolution,10

and thus helps to diagnose the disease and
determine the tumor stage. It may therefore
be necessary to carry out a thorough exam-
ination plus imaging.

In conclusion, suturing transvaginally
instead of transabdominally after hysterec-
tomy may lower the risk of vaginal cancer.
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Vaginohysteroscopy, vagino-recto-
abdominal examination, and MRI may all
be effective methods for detecting occult
vaginal cancer.
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