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Introduction

Carcinoma of the vulva is a rare neoplasm accounting
for about 5% of gynaecological malignancies [1]. The
majority are squamous cell carcinoma. It primarily affects
women in their sixth and seventh decades of life. Radical
resection of the vulva in conjunction with bilateral groin
dissection has been the standard surgical therapy for this
cancer since the 1930s [2, 3]. However, this operative pro-
cedure is accompanied by substantial morbidity. Hence a
more individualised treatment comprising fewer radical
procedures for vulvar cancer patients has been developed
in the past 30 years [4]. In 1979, DiSaia et al. combined
some of these innovations by proposing radical local
excision and superficial inguinal lymph node dissection
for selected patients [5].

Stage IA tumours of the vulva and depth of stromal
invasion less than 1 mm are candidates for this less radi-
cal surgery since they have less than a 1% risk of lymph
node involvement [6, 7]. As a result, they are generally
managed by wide local excision alone. However, eight
case reports reporting lymph node metastasis in Stage IA
vulvar cancer patients treated by wide local excision have
been published [8-14]. In this report, we will describe
inguinal lymph node metastasis in a Stage IA patient
treated by wide local excision and bilateral superficial
lymph node dissection. 

Case Report 

A 62-year-old patient presented with a 2 x 1 cm suspicious
vulvar lesion on the inner aspect of the right labium majus near
the clitoris. Biopsy revealed a well differentiated keratinising

squamous cell carcinoma with a depth of invasion of less than 1
mm. The tumour also had radial margin involvement. Local rad-
ical excision with bilateral superficial inguinal lymph node dis-
section was performed. Histopathologic evaluation of the spec-
imen revealed no residual invasive carcinoma. There was also
no evidence of metastasis in any of the harvested lymph nodes
(Stage 1A). No further treatment was administered.

The patient’s follow-up was unremarkable for the next 27
months until she presented to the emergency clinic with a
painful and infected cystic swelling of 2 cm in the right inguinal
area which had begun around two months before. Immediate
drainage of the cystic mass along with culture was performed
and the patient was internalised for administration of systemic
antibiotics. K. pneumoniae and P. aeruginosa were isolated
from the lesion. Magnetic resonance imaging of the pelvis
showed a 2 cm lymphadenopathy in the right groin and a 1.5 x
2 cm lesion on the acetabular joint of the left pubic ramus dis-
playing high-signal intensity on post contrast axial T2-weighted
images. Both lesions were suspicious for metastasis and inflam-
matory connective tissue was noted. The patient therefore
underwent an excisional biopsy of the right groin lymph node,
but it was incomplete due to extranodal spread of disease – espe-
cially towards the external iliac vessels – and ongoing infection.
Pathology confirmed metastatic squamous cell carcinoma.
Hence, her lesion in the acetabular joint was not biopsied and
she was treated with palliative radiation therapy. The patient
deteriorated gradually and died within four months.

Discussion

A single vulvar cancer lesion measuring 2 cm or less in
diameter with a depth of stromal invasion less than 1 mm
is defined as Stage IA tumour [15]. This stromal distance
is measured from the base of the epithelium at the nearest
most superficial dermal papilla to the deepest point of
tumour penetration [16]. It has been reported that these
tumours have a very low risk of lymph node involvement

Summary

Purpose of Investigation: Stage IA vulvar cancer with a depth of stromal invasion less than 1 mm is generally managed by wide
local excision alone since there is less than 1% risk of lymph node involvement. Case: A 62-year-old patient was admitted to a uni-
versity hospital with a suspicious vulvar lesion. Results: We present the first case of inguinal node and a possible contralateral pubic
ramus recurrence following bilateral superficial inguinal lymphadenectomy and wide local resection for Stage 1A vulvar cancer.
Conclusion: There is no evidence that extended radical surgery provides a better overall survival or reduces recurrence rate in Stage
1A vulvar carcinomas. Conservative vulvar resection and sentinel node dissection seem to be a rational choice. Nevertheless the
disease may recur in the inguinal areas and frequently be lethal, therefore close surveillance and early attempts to treat the recur-
rent disease before infection and inflammation ensues should be the aim of current treatment strategies.

Key words: Carcinoma; Groin recurrence; Inguinal lymphadenectomy; Lymphatic metastasis; Vulvar cancer; Squamous cell.



Groin recurrence following Stage IA squamous cell carcinoma of the vulva with negative nodes on superficial inguinal lymphadenectomy  355

(less than 1%) [6, 7], and several studies reported a risk of
0% [17, 18]. Hence, wide local excision with a tumour
free margin of 1 cm without lymphadenectomy is sug-
gested to be sufficient for treatment of these patients [19].
However, up to now, there have been reports of eight
cases of regional lymph node recurrence following treat-
ment for FIGO Stage IA squamous cell carcinoma of the
vulva in the literature [8-14]. In this report, although we
describe the ninth case of a patient with groin metastasis,
it is the first one that developed metastasis after superfi-
cial inguinal lymph node dissection.

In our case we seemed to have overtreated our patient.
Even though vulvar biopsy revealed a microinvasive car-
cinoma, macroscopically the lesion was around 1.5-2 cm
and therefore the patient underwent lymph node dissec-
tion in addition to wide local excision due to the relative
large size of the lesion. The tumour-free margin was
around 2 cm and there were no metastases in all 13 har-
vested lymph nodes. Reexamination of the specimen con-
firmed a Stage 1A tumour.

It has been argued in the current literature that lymph
node metastasis could have been prevented by performing
superficial lymphadenectomy [13]. In Magrina et al. there
were no groin recurrences in ten Stage 1A patients who
had inguinal lymph node dissection [17]. Although super-
ficial lymphadenectomy was performed in our patient, it
did not prevent groin recurrence. This might be due to
couple of reasons: if microscopic disease was present in
the nodes we might have missed it. We did not perform
ultra dissection of all lymph nodes dissected. It has been
reported that micrometastases in superficial ingunal
nodes could be missed by conventional histologic analy-
sis [20]. Gordinier et al. found no micrometastases in 785
additional section cuts from negative nodes. They con-
cluded that relapse is not a phenomenon of a false-nega-
tive pathology result [21]. Depth of invasion is the impor-
tant histologic feature for predicting concurrent lymph
node metastases [18]. Vulvar squamous cell carcinomas
with a depth of invasion of 1.1 to 3.3 mm have an estimat-
ed risk of lymph node metastasis of approximately 10%
and tumours with a depth of 3.1 to 5.0 mm have an esti-
mated risk of lymph node involvement of approximately
15% [6]. 

Sentinel lymph node analysis could have helped in our
situation if microscopic disease had been present in the
sentinel node. Sentinel lymph node technology provides a
minimally invasive surgical approach for the evaluation
of inguinal lymphatic basins for metastatic disease, espe-
cially in patients with early-stage cancer. The first study
regarding sentinel lymph node biopsy in vulvar cancer
was published by Levenback in 1994 [22]. Terada et al.
reported a retrospective review of 21 patients who under-
went isolated sentinel lymph node dissection. With a
median follow-up of 4.6 years none of these patients
experienced a groin recurrence [23]. Tamussino reported
a patient with micrometastasis to a sentinel node who
subsequently developed a groin recurrence. They had not
given any additional therapy for this micrometastasis and
therefore they concluded that presence of micrometas-

tases in a sentinel node requires additional treatment [24].
Moore et al. found a 4.3% recurrence rate per groin or a
6.4% recurrence rate for patients that had sentinel node
dissection alone, with a median follow-up of 29 months
[25]. Johann et al. found a low false-negative rate of 2.2%
[26]. Although the sentinel node biopsy procedure is
determined to be a reliable procedure, it has not yet been
established as a standard procedure.

If there was no disease in the resected groin nodes then
microscopic disease should either have been present in
the lymphatic channels between the vulvar lesion and
inguinal nodes or it had metastasised to a lymph node that
we did not resect: e.g. deep inguinal lymph node. In the
latter case, superficial lymphadenectomy would not have
been beneficial for the patient in any case. 

Most groin recurrences develop earlier than vulvar
recurrences, and the prognosis is much worse [27].
Lymph node status is the most poweful predictor of prog-
nosis in vulvar cancer [28]. Groin relapse in patients who
had negative nodes at superficial inguinal lymphadenec-
tomy is uncommon, but when it occurs, it carries a very
poor prognosis as in our patient [29]. Stehman et al.
reported a 7.4% recurrence in the inguinal region after
superficial inguinal lymphadenectomy [30]. Burke at al.
reported unexpected groin relapses in 5.8% of patients
with negative nodes on superficial inguinal lym-
phadenectomy [31]. Kirby et al. found an inguinal recur-
rence rate of 4.6% – similar to other studies evaluating
superficial inguinal lymphadenectomy [32]. It is impor-
tant to emphasise once again that this kind of relapse,
even in patients with Stage 1A disease, has a grave prog-
nosis. Of the reported eight cases only one patient is alive
and the others died of disease. Surgery and postoperative
radiotherapy was the treatment modality for the only sur-
vivor of this metastasis [14]. Unfortunately previous sur-
gery of the inguinal area along with profuse infection
and inflammation hampered our efforts of a similar type
of optimal surgery for the right side. In addition, metas-
tasis to the contralateral left pubic ramus made it impos-
sible. This type of metastasis, as far as we know, is
reported for the first time in the literature for Stage 1A
patients.

Conclusion

To conclude, there is no evidence in the literature that
extended radical surgery provides better overall survival,
significantly improves the disease-free survival, or reduce
recurrence rate in Stage 1A vulvar carcinomas. A return
to radical vulvectomy with inguinal lymph node dissec-
tion may not be confirmed as it significantly increases
surgical morbidity. Conservative vulvar resection and
sentinel node dissection seem to be a rational choice in
these patients. Nevertheless, the disease may recur in the
inguinal areas and frequently be lethal. Therefore close
surveillance and an early attempt to treat the recurrent
disease before infection and inflammation ensues should
be the aim of current treatment strategies.



A.C. Iyibozkurt, O.C. Dural, S. Topuz, S. Berkman, E. Bengisu 356

References
[1] Hacker N.F.: “Vulvar cancer”. In: Berek J.S., Hacker N.F. (eds.).

Practical Gynecologic Oncology. 3rd ed. Baltimore: Williams and
Wilkins, 2000, 553.

[2] Way S.: “Carcinoma of the vulva”. Am. J. Obstet. Gynecol., 1960,
79, 692.

[3] Taussing F.: “Cancer of the vulva”. Obstet. Gynecol., 1965, 26,
455.

[4] Burke T.W., Stringer C.A., Gershenson D.M., Edwards C., Moris
M., Wharton J.T.: “Radical wide excision and selective inguinal
node dissection for squamous cell carcinoma of the vulva”.
Gynecol. Oncol., 1990, 38, 328.

[5] DiSaia P.J., Creasman W.T., Rich W.M.: “An alternate approach to
early cancer of the vulva”. Am. J. Obstet. Gynecol., 1979, 133,
825.

[6] Wilkinson E.J.: “Superficial invasive carcinoma of the vulva”.
Clin. Obstet. Gynecol., 1985, 28, 188.

[7] Berman M.L., Soper J.T., Creasman W.T., Olt G.T., DiSaia P.J.:
“Conservative surgical management of superficially invasive Stage
1 vulvar acrcinoma”. Gynecol. Oncol., 1989, 35, 352.

[8] Thangavelu A., Andrew A., Buxton E.J.: “Groin recurrence fol-
lowing Stage 1A squamous cell carcinoma of the vulva”. Gynecol.
Oncol., 2006, 101, 172.

[9] Atamdede F., Hoogerland D.: “Regional lymph node recurrence
following local excision for microinvasive vulvar carcinoma”.
Gynecol. Oncol., 1989, 34, 125.

[10] Van der Velden J., Kooyman C.D., Van Lindert A.C., Heintz A.P.:
“A Stage 1A vulvar carcinoma with an inguinal lymph node recur-
rence after local excision. A case report and literature review”. Int.
J. Gynecol. Cancer, 1992, 2, 157.

[11] Volgger B., Marth C., Zeimet A., Muller-Holzner E., Ruth N.,
Dapunt O.: “Fulminanat course of a microinvasive vulvar carci-
noma in a immunosuppressed woman”. Gynecol. Oncol., 1997,
65, 177.

[12] Hicks M.L., Hempling R.E., Piver M.S.: “Vulvar carcinoma with
0.5 mm of invasion and associated inguinal lymph node metasta-
sis”. J. Surg. Oncol., 1993, 54, 271.

[13] Sidor J., Diallo-Danebrock R., Eltze E., Lelle R.J.: “Challenging
the concept of microinvasive carcinoma of the vulva: report of a
case with regional lymph node recurrence and review of the liter-
ature”. BMC Cancer, 2006, 6, 157.

[14] Vernooıj F.: “Lymph node recurrence following Stage 1A vulvar
carcinoma: two cases and a short overview of literature”. Int. J.
Gynecol. Cancer, 2007, 17, 517.

[15] Benedet J.L., Bender H., Jones H., Ngan H.Y., Pecorelli S.: “FIGO
staging classifications and clinical practice guidelines in the man-
agement of gynecologic cancers. FIGO Committee of Gyneco-
logic Oncology”. Int. J. Gynaecol. Obstet., 2000, 70, 209.

[16] Scully R., Bonfiglio T., Kurman R.J., Silverberg S., Wilkinson E.:
“Histological typing of female genital tract tumours”. WHO Inter-
national Histological Classification of Tumours. New York,
Springer, 1994.

[17] Magrina J.F., Gonzalez-Bosque J., Weaver A.L., Gaffey T.A.:
“Squamous cell carcinoma of the vulva Stage 1A: long-term
results”. Gynecol. Oncol., 2000, 76, 24.

[18] Yoder B.Y., Rufforny I., Massoll A.N., Wilkinson E.J.: “Stage IA
vulvar squamous cell carcinoma. An analysis of tumor invasive
characterstics and risk”. Am. J. Surg. Pathol., 2008, 32.

[19] Chan J.K., Pham H., Sugiyama V.E., Gu M., Rutgers J., Osann K.
et al.: “Margin distance and other prognostic factors in vulvar car-
cinoma: the importance of and other prognostik variables. A mul-
tivariate analysis”. Gynecol. Oncol., 2002, 84, 481.

[20] Gershenwald J.E., Colome M.I., Lee J.E., Mansfield P.F., Tseng
C., Lee J.J. et al.: “Patterns of recurrence following a negative sen-
tinel lymph node biopsy in 243 patients with Stage I or II
melanoma”. J. Clin. Oncol., 1998, 16, 2253.

[21] Gordenier M.E., Malpica A., Burke T.W., Bodurka D.C., Wolf
J.K., Jhingran A. et al.: “Groin recurrence in patients with vulvar
cancer with negative nodes on superficial inguinal lymphadenec-
tomy”. Gynecol. Oncol., 2003, 90, 625.

[22] Levenback C., Burke T.W., Gershenson D.M., Moris M., Malpica
A., Ross M.I.: “Intraoperative lymphatic mapping for vulvar
cancer”. Obstet. Gynecol., 1994, 84, 163.

[23] Terada Y.T., Shimizu D.M., Jiang C.S., Wong J.H.: “Outcomes for
patients with T1 squamous cell cancer of the vulva undergoing
sentinel node biopsy”. Gynecol. Oncol., 2006, 102, 200.

[24] Tamussino K.F., Bader A.A., Lax S.F., Aigner R.M., Winter R.:
“Groin recurrence after micrometastasis in a sentinel lymph node
in a patient with vulvar cancer”. Gynecol. Oncol., 2002, 86, 99.

[25] Moore R.G., Robison K., Brown A.K., DiSilvestro P., Steinhoff
M., Noto R. et al.: “Isolated sentinel lymph node dissection with
conservative management in patients with squamous cell carci-
noma of the vulva. A prospective trial”. Gynecol. Oncol., 2008,
109, 65.

[26] Johann S., Klaeser B., Krause T., Mueller M.D.: “Comparison of
outcome and recurrence-free survival after sentinel lymph node
biopsy and lymphadenectomy in vulvar cancer”. Gynecol. Oncol.,
2008, 110, 324.

[27] De Hullu J.A., Hollema H., Lolkema S., Boezen M., Boonstra H.,
Burger M.P. et al.: “Vulvar carcinoma. De price of less radical
surgery”. Cancer, 2002, 95, 2331.

[28] Paladini D., Cross P., Lopes A., Monaghan J.M.: “Prognostic sig-
nificance of lymph node variables in squamous cell carcinoma of
the vulva”. Cancer, 1994, 74, 2491.

[29] Hacker N.F., Berek J.S., Lagasse L.D., Leuchter R.S., Moore J.G.:
“Management of regional lymph nodes their prognostic influence
in vulvar cancer”. Obstet. Gynecol., 1983, 61, 408.

[30] Stehman F.B., Bundy B.N., Dvoretsky P.M., Creasman W.T.:
“Early Stage I carcinoma of the vulva treated with ipsilateral
superficial inguinal lymphadenectomy and modified radical
hemivulvectomy: a prospective study of the Gynecologic Oncol-
ogy Group”. Obstet. Gynecol., 1992, 79, 490.

[31] Burke T.W., Levenback C., Coleman R.L., Morris M., Silva E.G.,
Gershenson D.M.: “Surgical therapy of T1 and T2 vulvar carci-
noma: further experience with radical wide excision and selective
inguinal lymphadenectomy”. Gynecol. Oncol., 1995, 57, 215.

[32] Kirby T.O., Rocconi R.P., Numnum T.M., Kendrick J.E., Wright
J., Fowler W. et al.: “Outcomes of Stage I/II vulvar cancer patients
after negative superficial inguinal lymphadenectomy”. Gynecol.
Oncol., 2005, 98, 309.

Address reprint requests to:
A.C. IYIBOZKURT, M.D.
Kalamis Fener caddesi
Gunes apt. 9/8
34726 Kalamis / Kadikoy
Istanbul (Turkey)
e-mail: cemiyi@yahoo.com 


