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ABSTRACT

Authors present a case of vaginal implantation metastasis following a diagnosis of endometrial cancer. A 58-year-old
lady presented with postmenopausal bleeding and was later diagnosed to have endometrial cancer. She underwent an
extra-fascial hysterectomy and bilateral salpingo-oophrorectomy with pelvic lymphadenectomy for Stage 3A
endometrioid adenocarcinoma of the endometrium. The lymph nodes and cervix were free from the disease and no
lymphovascular invasion was seen on the pathological specimen. She defaulted adjuvant radiotherapy and was lost to
follow up. Six months later she had a tumour recurrence at the vaginal introitus just below the urethral orifice and
awal from the vaginal vault with similar histopathological findings as previous cancer. This case highlights the rare
occurrence of implantation metastasis of endometrial cancer.
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INTRODUCTION

Endometrial cancer is one of the most common
malignancies of the female reproductive system. In the
United States, more than 60,000 new cases are diagnosed
each year and this diagnosis is responsible for more than
10,000 deaths annually.® In Malaysia, endometrial cancer
is the seventh most common cancer in female with a
lifetime risk of 1 in 224.2 Endometrial cancer spreads
normally via local invasion as illustrated in the FIGO
staging. Occasionally it spreads regionally to the lymph
nodes and sometimes hematogenously or via lymphatic
drainage to other organs. Typical metastatic sites include
the pelvis, pelvic nodes, peritoneum, liver and lungs but
sometimes atypical metastasis occur e.g. to extra
abdominal lymph nodes, adrenals, brain and bones.® Very
rarely it spreads by metastatic implantation. Here we

report a rare atypical site of metastasis i.e.: implantation
metastasis to the sub-urethral area of the vagina introitus.

CASE REPORT

A 58-year-old para 5, post-menopause for 5 years was
first seen in the gynaecology clinic, Hospital Sultanah
Nur Zahirah (Kuala Terengganu, Malaysia) following
episodic post-menopausal bleeding since 3 years prior.
Clinical assessment including abdominal examination
was essentially unremarkable. Vaginal examination
revealed a normal and healthy cervix and vagina.
Sonographic assessment showed a bulky uterus with a 3
x 3 cm intra-uterine mass.

Endometrial biopsy revealed moderately differentiated
endometroid adenocarcinoma (Figure 1, 2).
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The patient underwent extra-fascial hysterectomy and
bilateral salpingo-oophrorectomy with pelvic
lymphadenectomy. The intra-uterine tumour was found to
have invaded more than half of myometrium until serosal
layer. There was no involvement of the lymph nodes,
cervix, paracervical or parametrial region. The cancer
was staged as ‘Stage 3A Endometriod Adenocarcinoma
of the Endometrium, FIGO grade 2 with no lympho-
vascular invasion’.

Post-operative recovery was good and the patient was
counselled for adjuvant radiotherapy at an oncology
centre in another state. However, she defaulted the
appointment for radiation therapy and was lost to our
follow up schedule. After 6 months, the patient was seen
again complaining of per-vaginal bleeding. Examination
revealed a cauliflower growth with contact bleeding at
the anterior vagina below urethra involving the vaginal
interoitus measuring around 3 x 3 cm (Figure 3, 4). The
rest of the entire length of the vagina until the vaginal
vault were otherwise normal and free of any growth.
Biopsy of the vaginal mass disclosed adenocarcinoma.
Unfortunately, despite extensive counselling, she refused
further intervention.

Figure 2: The malignant cells are markedly
pleomorphic with vesicular nuclei and occasional
prominent nucleoli.
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Urethral orifice

Figure 3: Growth at the vaginal introitus with contact
bleeding just beneath the urethral orifice.

Figure 4: Cauliflower growth at the sub urethral area
of vaginal introitus measuring 3 x 3 cm.

DISCUSSION

Endometrial cancer is one of the most common
gynaecological cancer. The increasing incidence of this
cancer over the years has been attributed by many factors
including increasing prevalence of diabetes and obesity.
The most common histological subtype is endometrioid
adenocarcinoma and patients are often diagnosed early
stage when the disease is still confined to the uterus. This
is not the case with this patient as she was diagnosed at
stage 3A. It is very unfortunate that although her bleeding
symptom started many years before, treatment was only
sought just recently.
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Her final diagnosis was stage 3A endometriod
adenocarcinoma FIGO grade 2 with no lymphovascular
invasion. The lymph nodes were all negative. She
defaulted radiation therapy and her treatment was
therefore incomplete. One would then expect her to have
a recurrence soon enough, and she did. But it was at an
unexpected site. Most frequent recurrent endometrial
cancer occurs as local invasion within 2 or 3 years from
surgery.* Metastasis to distant organs usually occur via
lymphatics and hematogenous route to liver, lungs etc.
The recurrence of cancer in her case was in fact at the sub
urethral area of the vagina introitus, which was further
away from the common recurrence at the vaginal vault.
This is unexpected because the most common location of
recurrence within the vagina is the apex and middle
vaginal canal, followed by the distal vagina, and lastly
the sub urethral area.®

We believe this is a case of an implantation metastasis.
Implantation metastasis is an interesting condition. It
signifies the ability for the desquamated cancer cells to
grow in any parts of the body they come into contact
with. Implantation metastasis is often iatrogenic. The
example of implantation or inoculation metastasis is
needle-track metastasis following biopsy procedure of a
primary cancer. Avoiding and reducing iatrogenic
dissemination of cancer cells is an important principle for
the management of this kind of cancer.

Implantation metastasis normally have a direct
correlation between the procedures and the site of
metastasis e.g., skin implantation metastasis of ovarian
cancer after paracentesis and perineal implantation
metastasis after prostate biopsies. In this case however,
what could be the possible mechanism?

This literature search found 2 other cases of vaginal
implantation metastasis from endometrial cancer. Wang
Y et al, believed that their case resulted from the
shedding of cancer cells during examination or surgery.®
Hisamoto K et al, believed that the vaginal lesion in their
case have been implanted through trans-vaginal uterine
removal during the laparoscopic surgery.” This case
probably also resulted from shedding of cancer cells
during examination or surgery.

The reason why the cancer cells have a certain affinity to
be implanted in a certain particular site is unknown. To
begin with, there are too few in vivo and in vitro studies
to comment definitively even on the viability of the
disseminated endometrial cells.® Few hypotheses were
suggested including one that suggests areas which has
damaged epithelial lining secondary to examination,
procedures or surgery are prone to develop implantation
metastasis.® Some authors advocate cervical cerclage,
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ligation of the fallopian tubes and vaginal douching to
prevent carcinoma cells from implanting in other organs.®
Reducing unnecessary gynaecological examinations is
expected to lower the possibility of cancer cell
dissemination.® Further research should be carried out to
establish the actual mechanisms of vaginal implantation
metastasis of cases of endometrial carcinoma. In the
meantime, certain measures e.g., vaginal douching,
cervical cerclage prior to surgery, reducing unnecessary
vaginal examinations etc., are all attractive possible
preventive measures.
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