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ABSTRACT

Primary cancers of the vagina are rare, and so vaginal tumours are likely to represent metastasis  
from another site. Although breast cancer is a common malignancy, it rarely gives rise to vaginal  
metastases. In this study, we report a case of vaginal cancer diagnosed in a 65-year-old woman.  
Clinical examination showed the presence of a breast tumour, and ductal breast carcinoma was  
diagnosed by biopsy. Analysis of the vaginal tumour suggested that it was a metastasis. It was through  
the detection of the secondary tumour, complete gynaecologic examination, and complementary 
examinations that the primary site was correctly identified.
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INTRODUCTION

Breast cancer is the most common neoplasm 
in women and a significant cause of death.1 
Approximately 3.5–10% of patients with newly 
diagnosed breast cancer present with concurrent 
metastatic disease.2 This cancer often progresses 
because of distant metastases such as those in the 
bone, lung, pleura, brain, and liver. However, breast 
cancer metastasis to the vagina is rare.1 

Secondary tumours of the vagina are more 
common than primary ones. The most common 
cause of metastatic disease is direct local invasion 
from the female urogenital tract.3 A search of 
MEDLINE using search terms ‘vaginal metastasis* 
AND breast cancer’ yielded three cases reported  
in the literature. In two of these cases, lobular  
breast carcinoma was the primary disease, and in  
one case, ductal carcinoma was the primary 
disease. We report a case of vaginal metastasis  
from an invasive ductal breast carcinoma. At the 
time of diagnosis, bone involvement was also noted.

CASE

A 65-year-old African-American woman was 
admitted to our hospital because of pelvic and  

lower back pain and vaginal bleeding.  
Gynaecological examination revealed a 3 cm 
ulcerated tumour in the lower third of the anterior 
vaginal wall with a vesicovaginal fistula and a  
2 cm painful, palpable inguinal lymph node.  
The uterine cervix and vulva were normal. On 
examination of the right breast, a hard 8 cm  
tumour was detected but axillary lymph nodes were 
not palpable. 

The vaginal tumour was completely removed 
revealing a poorly differentiated ulcerated vaginal 
carcinoma (Figure 1). Immunohistochemical study 
showed that the tumour cells stained positive for 
cytokeratin (CK7), vimentin, and pan-cytokeratin 
(AE1/AE3), and negative for cytokeratin 20 (CK20), 
CEA, p63, CK5/6, and S100. However, the primary 
origin of the tumour could not be determined 
immunohistochemically.

Mammography showed the presence of a mass,  
8 cm in maximum diameter, at the upper 
quadrant junction of the right breast (Figure 2). 
Biopsy indicated the presence of invasive ductal  
carcinoma (Figure 3). Immunohistochemical studies 
showed negative staining for the oestrogen receptor 
and positive staining for both the progesterone 
receptor (weak) and c-erbB2. Bone metastases 
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were detected on the right side of the frontal 
bone, shoulder joint, right scapula, third and 
fourth rib bones, ischium, hip joint, ankle joint, and 
transtrochanteric junction on bone scintigraphy. 
Abdominal ultrasonography did not indicate  
visceral metastases.

In this patient, breast cancer was classified as 
stage IV. The vaginal tumour was considered to be  
a metastasis from breast cancer, and it was 
suggested as the treatment with radiotherapy 
for vaginal and bone metastasis. As the vaginal  
tumour was completely removed and the patient 
achieved pain relief with medication (morphine), 
radiotherapy was not performed.

DISCUSSION

Primary cancers of the vagina are rare, predominantly 
affecting postmenopausal women and representing 
approximately 1–2% of all gynaecological cancers.4 

Histologically, two main types are defined:  
squamous cell carcinoma and adenocarcinoma. 
In most cases, squamous cell carcinoma is the 
histological type, and in these cases, vaginal 
intraepithelial neoplasia often precedes vaginal 
cancer.4,5 Because of its rarity, the aetiological 
factors and prognosis of vaginal squamous cell 
carcinoma are not well known.4 More than 80% of 
vaginal malignancies are metastatic cancers, and 
their detection may precede the diagnosis of the  
primary cancer.3

Our patient had a vaginal lesion in the lower  
anterior wall, with a vesicovaginal fistula and a  
painful palpable right inguinal lymph node.  
The location of the tumour determines the areas 
of lymphatic spread. The upper two-thirds of  
the vagina drain into the pelvic nodes of the  
obturator and internal and external iliac chains, and  
the lower third drains into the inguinal and  
femoral nodes.6

Figure 1. Histological examination of the vagina revealing poorly differentiated ulcerated carcinoma 
(staining haematoxylin and eosin; magnification 40×).
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Although the diagnosis of this breast tumour was 
ductal carcinoma, lobular carcinoma seems to 
metastasise to the genital tract more frequently, 
probably due to haematogenous spread.1

Sometimes, discrimination between primary 
vaginal cancer and metastatic lesions is difficult.3 
An accurate diagnosis is important for appropriate 
therapy, prognosis, and follow-up. These cancers 
often occur as a metastasis from cervical cancer.4 
Vaginal cancer should initially be investigated as 
metastasis and should be considered as a primary 
tumour only after this investigation is complete.3  
In this case, diagnosis was based only on the  
absence of inferior vulvar abnormalities and  
superior cervical involvement and preceded the 
diagnosis of breast cancer.

Remote vaginal metastases may occur via  
lymphatic or haematogenous spread. There are 
isolated reports of metastases from extra-genital 
cancers, from colon, breast, pancreas, and small 
bowel cancers.3 

Patients with advanced vaginal carcinoma  
should be treated with irradiation and concurrent 
cisplatin-based chemotherapy. This treatment  
option is chosen to avoid exenterative surgery, 
to preserve anatomy, and to treat lymph  
node metastasis.7 

According to the existing treatment guidelines  
for metastatic breast cancer, removal of the  
primary tumour may be a therapeutic strategy in a 
distinctive subset of patients. These are represented 
by oligometastatic disease, characterised by  
solitary or few metastatic lesions, and usually in a 
single organ.8 

Although many patients survive for several  
years after the diagnosis of distant metastases, 
curative treatment was not possible in this case; 
hence, the intent of the treatment was palliative. 
The optimal management of stage IV breast  
cancer is unclear. Although there is some evidence 
that surgery may be associated with improved  
overall survival, some authors believe that removal of 
the primary tumour could promote cell proliferation 
via suppression of cell-mediated immunity. Thus, 
there is no consensus about the value of surgery.2

Data on the treatment of vaginal metastases  
are limited, but most cases are treated with 
radiotherapy.1 In this case, vaginal metastasectomy 
had limited prognostic relevance but helped to 
reduce bleeding. Metastasectomy in breast cancer  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
is appropriate for patients in whom metastatic 
disease is limited to a solitary lesion or to multiple 
lesions at a single organ site. 9  

Figure 2. Mammography of right breast revealing 
an 8 cm mass.

Figure 3. Histological examination of the breast 
revealing invasive ductal carcinoma (staining 
haematoxylin and eosin; magnification 40×).
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Involvement of the bone generally suggests a  
better prognosis than involvement of visceral 
sites and does not affect the survival of  
patients. Good local control can be achieved  
with radiotherapy.10 

Vaginal cancer should initially be considered as  
a secondary tumour until a complete investigation 
has been carried out, especially in cases, such  
as the one reported here, with an unusual  
histological type.

CONCLUSION

Breast cancer is very common, but association  
with vaginal metastases is rare. Although vaginal 
cancer is associated with lobular carcinoma more 
often, it must be considered as a possibility even 
when ductal carcinoma is present. This case 
study emphasises the importance of a complete 
examination in order to avoid the misdiagnosis of 
vaginal cancer, and to aid follow-up of patients with 
breast cancer. 
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