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A new approach to vulvar squamous cell carcinoma:
two-year follow-up of a case report
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Summary

Background: Vulvar carcinoma is relatively rare gynaecologic malignancy. The most prevalent vulvar cancer is squamous cell car-
cinoma. It is not uncommon for patients to delay seeking medical attention or for physicians to delay diagnosing the condition. This
delay results in many cases being diagnosed in advanced stage. The sentinel lymph node “concept” is attractive in vulvar cancer
because it has the potential to avoid a radical vulvectomy associated with uni- or bilateral inguinofemoral lymphadenectomy and,
thus, to avoid the morbidity associated with formal groin dissection.

Case report: A case of an 88-year-old woman with advanced local vulvar cancer is presented. A study of the inguinal-femoral
lymph nodes was also conducted with intraoperative vital blue dye peritumoral injection and as the sentinel node was found to be
negative for malignant metastasis, a radical vulvectomy without bilateral inguinofemoral lymphadenectomy and without additional
treatment (chemotherapy and/or radiotherapy) was performed. Follow-up was performed at one, three, six, nine, 12, 18 and 24
months. No local recurrence or distant metastasis was found.

Conclusion: The sentinel lymph node procedure allows a less aggressive treatment to be carried out in patients with invasive
vulvar cancer thus reducing the complications and morbidity of treatment. Moreover, reducing the operative stress can change the

overall survival and reduce the mortality linked to complications and postoperative stress.
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Introduction

Vulvar carcinoma is a relatively rare gynecologic
malignancy. The most prevalent vulvar cancer is squa-
mous cell carcinoma with vulvar melanoma being the
second most common [1]. Squamous cell carcinomas
account for 90% of vulvar cancers. It is not uncommon
for patients to delay seeking medical attention and thus
for physicians to delay diagnosing the condition [1]. This
delay results in many cases being diagnosed in advanced
stage. In the literature two biologically different types of
squamous carcinoma are described: related and unrelated
to human papillomavirus infection [2]. Squamous cell
carcinoma seems to be the most frequent among major
malignant complications associated with lichen sclerosus
(LS) [3]. There is no direct association between LS and
vulvar carcinoma but an increase in vulvar squamous cell
carcinoma cases has been demonstrated in 4-5% of
patients affected by lichen sclerosus [4-6]. This associa-
tion seems more significant in squamous cell carcinoma
not associated to HPV (32% of cases) vs the HPV-asso-
ciated cases [4]. The main mode of spread is lym-
phogenic to the inguinofemoral lymph nodes; therefore,
elective uni- or bilateral inguinofemoral lymphadenec-
tomy is part of the standard treatment in combination
with radical (wide) local excision of the vulvar tumour
[7, 8]. The status of regional lymph nodes is a powerful
predictor of survival in patients with early cancers of the
vulva, cervix, and uterus. If there is associated VIN or
lichen sclerosis, these areas may be superficially excised
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to control symptoms and to exclude other areas of super-
ficial invasion (level of evidence-B) [9]. Radical resection
of vulvar and cervix cancers along with extensive lym-
phadenectomy remains the standard of care for these
cancers. Intraoperative lymphatic mapping and sentinel
node identification have the potential to improve the
treatment of patients with gynaecologic cancers with
improved detection of lymph node metastases and
reduced morbidity [10]. In recent years there has been an
increasing interest among gynaecologic oncologists to
implement the sentinel lymph node (SLN) procedure in
vulvar cancer patients in clinical practice [11].

Several techniques are performed to detect lymph node
metastases. Sentinel nodes are labeled preoperatively
with lymphoscintigraphy and intraoperatively with blue
injection dye and/or a handheld gamma probe. The aim
of these methods is to reduce the use of lymphadenec-
tomy with a consequent reduction in mortality and post-
operative morbility. The follow-up at 24 months of a case
of a large vulvar squamous cell carcinoma in a woman
suffering from lichen sclerosus treated with a radical vul-
vectomy without bilateral inguinofemoral lymphadenec-
tomy is described.

Case Report

An 88-year-old woman came to our attention in July 2004
suffering from lichen sclerosus with a large vulvar esophitic
neoformation the size of a large cabbage (Figure 1). The staging
was performed in accordance with FIGO guidelines. No metas-
tases nor inguinal lymph node (LN) involvement at clinical
examination or at preoperative lymphoscintigraphy with tech-
netium-99m (Tc-99m) were found.
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Figure 1. — Vulvar squamous cell carcinoma FIGO Stage II
(T2 NO MO).

A study of the inguinofemoral lymph nodes was also con-
ducted with intraoperative vital blue dye peritumoral injection.
As the sentinel node was found to be negative for malignant
metastasis, a radical vulvectomy without bilateral
inguinofemoral lymphadenectomy was performed.

The surgical specimen was sent for histologic examination
and possible detection of HPV DNA. Histologic examination
was performed on 12/08/2004. The histologic analysis showed
lichen sclerosus associated with a well differentiated squamous
cell carcinoma deeply infiltrating the epidermis but HPV-nega-
tive (FIGO Stage II, T2 NO MO - G1, WHO). Assessment of
HPV deoxyribonucleic acid was done by polymerase chain
reaction amplification and in situ hybridisation. Expression of
p53 and pRb by immunohistochemistry in vulvar cancer tissue
was performed and compared with adjacent non neoplastic epi-
dermial lesions. Overexpression of p53 was found in the
tumoral tissue while non neoplastic lesions in the adjacent epi-
dermidis had p53-positive basal cells but neither had suprabasi-
lar extension of p53-positive cells; however, the expression of
p53 in the non neoplastic lesions was significantly lower. No
alteration in expression of pRb was found and no additional
treatment (chemotherapy and/or radiotherapy) was performed.
Follow-up was performed at one, three, six, nine, 12-18 and 24
months. Up to now no local recurrece or distant metastasis has
been found.

Discussion and Conclusion

Vulvar carcinoma is a relatively rare gynaecologic
malignancy. The most prevalent vulvar cancer is squa-
mous cell carcinoma (90%). It is not uncommon for
patients to delay seeking medical attention and thus for
physicians to delay diagnosing this condition [1]. More-
over the diagnosis is often difficult. In fact this tumor at
the beginning is usually treated like other benign patholo-
gies. Older age of patients and clinical stage negatively
condition the prognosis.

In our case the use of pre/intraoperative lymphatic
mapping and sentinel node identification permited a con-
servative surgical approach. Moreover, this approach
allows complications and postoperative morbidity to be
reduced and thus it is particularly advantageous because
the operative stress is reduced.

Sentinel lymph node detection using preoperative lym-
phoscintigraphy with technetium 99 and a intraoperative
blue dye injection permits exclusion of the involvement
of the inguinofemoral lymph nodes with a negative pre-
dictive value, which in accordance with the recent litera-
ture, is 100% [11-17].

Nonetheless gynaecological-oncologists who use the
sentinel lymph node procedure in vulvar cancer patients
should perform this technique by following a strict proto-
col and within the protection of a clinical trial, carrying out
an accurate patient selection and carefully evaluating the
risk/benefit ratio for a less aggressive treatment. In fact, it
is possible that micrometastases using lymphatic vessels
can bypass the sentinel lymph node and thus the long-term
prognosis of these patients may be worse [11, 18-20].
These considerations do not lessen the role of this tech-
nique, and the sentinel lymph node procedure represents
real progress towards less aggressive treatment in patients
with vulvar cancer [21-28].

This case showed no progression of disease over 24
months and the overall disease outcome has been excel-
lent.
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