
Introduction

Vulvar cancers are very rare neoplasms, accounting for

less than 5% of all cancers of the female genital tract, with

an incidence of two per 100,000 women per year [1]. It is

the fourth most common gynecologic malignancy in USA

[2]. The most frequent histological subtype is squamous cell

carcinoma (SCC) with a frequency of 70% [1]. A clinical

staging system was used until 1988. The recognition of the

importance of pathologic lymph node status for survival and

the inability to predict lymph node status accurately by

physical examination urged the International Federation of

Gynecology and Obstetrics (FIGO) in 1989 and later in

2009 to convert the staging system into a surgical patho-

logic system [3, 4]. Based on this staging system, approxi-

mately 40% of patients have Stage III/IV disease at first

presentation [5, 6].

The presence of nodal involvement was introduced in

Stage III or IV. Stage III entails tumors of any size with

positive inguino-femoral lymph nodes. Stage IVA entails

both patients with tumor which invades other regional

structures (2/3 upper urethra, 2/3 upper vagina), bladder

mucosa, rectal mucosa, or fixed to pelvic bone, or with

fixed or ulcerated inguino-femoral lymph nodes. Stage IVB

includes any distant metastasis including pelvic lymph

nodes [3, 4].

Inguino-femoral lymphadenectomy plays a central role

in the surgical treatment of vulva cancer as part of the stag-

ing procedure and to remove metastatic disease. Surgical

management of SCC of the vulva is tailored; in tumors

larger than four cm and in multifocal tumors, a groin lym-

phadenectomy is performed. In many European countries,

the inguino-femoral lymphadenectomy is currently re-

placed by sentinel node (SN) procedure in patients with

unifocal lesions less than four cm because of the low groin

recurrence risk after negative SN and the reduction of mor-

bidity [7].

The aim of the current study was, first, to analyze the

prevalence of inguino-femoral lymph nodes metastases in

clinically early stages of vulvar cancer. Second was to eval-

uate the morbidity of groin and vulvar surgery and to de-

termine the benefit of the radical surgery in the “sentinel

node concept” era for this type of cancer.

Materials and Methods

The databases of the First Clinic of Obstetrics and Gynecology,

University of Medicine and Pharmacy Targu-Mures, Romania,

were reviewed retrospectively. Twenty-two patients with FIGO

Stages IB-II vulvar cancer with no clinical or imagistic (ultra-

sound scan using a soft tissue probe or computed-tomography

scan) evidence of nodes metastases were treated in the present
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clinic during a 43-month period (January 2011-July 2014). The

surgical procedures consisted in radical vulvectomy plus uni-

(three patients) or bilateral (19 patients) inguino-femoral lym-

phadenectomy (depending on the primary lesion localization),

by the well-known “three incisions technique”. In four patients

the authors performed also a distal urethral resection (10-15

mm), in nine a partial vaginectomy and in one a unilateral ex-

traperitoneal pelvic lymphadenectomy. Because of a large per-

ineal defect, an advancement “V-Y flap” unilateral (in one

patient) or bilateral (in three) vulvar reconstruction was per-

formed.

Results

Patient’s age was between 42 and 74 years (median

63.7)(Table 1). Sixteen patients were considered as FIGO

Stage IB and six Stage II. The final pathological result was

squamous carcinoma in 20 patients, vulvar melanoma in

one, and carcinosarcoma in one. The median number of

harvested lymph nodes was 14.0 per groin (between four

and 27).

Positive lymph nodes were found in ten out of 22 patients

(45.4%). The number of positive nodes varied between one

and five per groin, and the metastases were present bilater-

ally in four patients and unilaterally in six. These ten pa-

tients were up-staged because of positive inguino-femoral

lymph nodes as follows: six in Stage IIIA, two in Stage

IIIB, and two in Stage IIIC because of extracapsular spread.

All these patients received adjuvant pelvic radiotherapy.

Twelve patients (54.5%) developed some wound com-

plications (infections, dehiscence, lymphocele etc.), which

necessitated re-suturing or repeated drainage, but all were

resolved. The hospitalization was quite long for all patients;

they were discharged home after 11 to 47 days (median 24).

At the present time, 19 patients are alive and with no evi-

dence of disease, but the follow-up period is short. Two pa-

tients died of disease, one with a groin recurrence, the other

one with a pelvic one. The patient with vulvar melanoma

developed a liver recurrence and follows chemo- and im-

munotherapy.

Discussion

The most important prognostic factor in vulvar cancer is

the status of the groin lymph nodes [1]. Patients with neg-

ative nodes have a five-year survival of about 90%, while

for patients with positive nodes, survival falls significantly

to 29–60% [1, 8-10].

Raspagliesi et al. [11] considered that lymph node sta-

tus and nodal features, such as extracapsular spread and

nodal replacement rate, were shown to be independent

prognostic factors. These factors should be considered to

identify high risk patients and in planning further adju-

vant therapy. Similar conclusions resulted from Fons et al.
study [6], that showed that bilateral presence of lymph node

metastases is not an independent factor for survival when

the number of lymph node metastases is taken into account.

The presence of extracapsular growth is the single, poorest

prognostic marker of lymph node metastases.

Within the group of patients with positive nodes, the

number of involved nodes, the diameter of the largest

metastatic deposit, and the presence or absence of extra-

capsular spread are all of prognostic significance. Patients

with palpably enlarged, positive groin nodes are a partic-

ularly high-risk group, because of the large volume of

metastatic carcinoma present, and the greater degree of ex-

tracapsular nodal involvement. Such patients are also at

increased risk of having positive pelvic nodes [12].

Groin recurrence is a rare but often fatal complication in

SCC of the vulva. In one study [7], the conclusion was that

in Tany N0 M0 vulvar tumor, a node count less than nine

lymph nodes and poor differentiation of the tumor are risk

factors for groin recurrence in SCC of the vulva in previ-

ously dissected groins. An isolated recurrence in a groin

with negative lymph nodes after inguino-femoral lymph

node dissection can theoretically be caused by either re-

maining nodal tissue, which could be considered as inade-

quate surgery or histopathology in which micrometastasis

in nodes where not resected, or in transit metastases in af-

ferent lymph channels that can hardly be influenced by

more radical surgery. 

The present study involved patients who underwent com-

plete groin dissection. The mean number of dissected lymph

nodes was 14.0, slightly higher than in other studies (8.7 and

Table 1. — Patients characteristics and type of surgery per-
formed.
Patients’ age 42-74 years (median 63.7)

Pathology squamous carcinoma 20 patients (90.9%)

vulva melanoma 1 patient (4.5%)

carcinosarcoma 1 patient (4.5%)

Type of inguino-femoral

lymphadenectomy

Unilateral 3 patients (13.6%)

Bilateral 19 patients (86.3%)

N. of harvested lymph nodes 4 - 27 per groin (median 14.0)

Complementary surgical procedures

Distal urethra resection 4 patients (18.1%)

Partial colpectomy 9 patients (40.9%)

“V-Y” flap reconstruction 4 patients (18.1%)

Unilateral extraperitoneal 
pelvic lymphadenectomy 1 patient (4.5%)

Lymph nodes metastases

Positive 10 patients (45.4%)

Negative 12 patients (54.5%)

Wound complications

Present 12 patients (54.5%)

Absent 10 patients (45.4%)

Patients’ survival

Alive, no evidence of disease 19 patients (86.3%)

Alive, recurrence of disease 1 patient (4.5%)

Died of disease 2 patients (9.0%)
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9.8, respectively [7,13], but overall survival seems to be in-

dependent regarding the number of removed nodes [7].

Therefore, the conclusion of an ‘‘adequate’’ node dissection

cannot be made based on the number of nodes removed,

therefore the surgical limitations should be leading in this re-

spect. This is in contrast with the epidemiological SEER

study [14], in which the authors concluded that the removal

of more than ten nodes was associated with a significantly

higher overall survival. In the same previously mentioned

study [7], no patients with a node count of nine or more did

have a groin recurrence. Butler et al. [14] reported no recur-

rences in groins with a node count of eight or greater. Both

results are in the same (clinical) range. Surprisingly, the groin

recurrence reported in the present series occurred after an in-

guino-femoral dissection with 11 removed nodes.

The extent of inguinal lymphadenectomy remains a con-

troversial topic. Groin recurrence reported for patients with

negative lymph nodes after complete inguinal lymphadenec-

tomy was only 0.5% [15]. However, a groin recurrence rate

of 4.3% to 9% was reported when only a superficial lym-

phadenectomy was performed to assess the status of the groin

[15]. Given the grave nature of the groin recurrence, it ap-

pears that complete inguino-femoral dissection rather than su-

perficial node dissection should be the gold standard. For all

the present patients, the authors performed a complete uni-

or bilateral inguino-femoral lymphadenectomy. The groin re-

currence of those with inguino-femoral lymphadenectomy

was 4.5% (1/22). Prospective studies are necessary to com-

pare the morbidity and groin recurrence of these procedures.

Complete inguinal-femoral lymphadenectomy is associ-

ated with a high incidence of lymphocele formation and

wound complications. Also, a frequent late complication is

lymphedema, and its incidence is further increased with the

addition of postoperative groin irradiation. In the present

study of 22 patients with FIGO Stages IB-II  vulvar cancer

with no clinical or imagistic evidence of nodes metastases,

the authors found a high incidence of groin lymph nodes

metastases (45.4%). These ten patients were up-staged and

received adjuvant radiotherapy. Regarding the important

prognostic value of positive lymph nodes for staging and

future therapies, they consider mandatory a thorough groin

dissection, including both inguinal and femoral lymph

channels. For these tumours larger then two cm, the sen-

tinel node concept is not applicable.

Conclusion

The prevalence of groin metastases in Stages IB-II vul-

var cancer is high. A thorough inguino-femoral dissection

seems necessary, despite the high incidence of surgical

complications.
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