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Abstract

Study Carcinoma vulva is a rare cancer of the female genital tract. It mostly presents in postmenopausal women. The treat-
ment of vulvar cancer is surgery, chemoradiation, radiotherapy or a combination of all modalities. Here, we present a study
of 33 cases of carcinoma vulva over a period of 2 years at a Northeast India regional cancer institute describing its demo-
graphic features and treatment outcomes.

Methodology A retrospective cohort study of vulvar cancer diagnosed at Northeast India regional cancer institute from
January 2017 to December 2018.

Results A total of 33 cases of biopsy proven carcinoma (Ca) vulva were studied. Maximum number of cases belonged to
the age group: 60-69 years (39.4%). 66.67% cases had palpable inguinal lymph nodes at presentation, and 100% had squa-
mous cell carcinoma on histopathology. Maximum number of cases belonged to stage III (44.8%), and least number of cases
belonged to stage IV (10.3%) of FIGO 2009 staging of Ca vulva. 8§7.9% cases underwent treatment, and 12.1% were lost
to follow-up. Out of the cases who underwent treatment, 55.2% cases were taken up for primary surgery and 44.8% cases
for primary radiotherapy. 75% cases who underwent surgery received adjuvant radiotherapy. No complication was seen
in patients post-radiation. But, 6.25% patients post-surgery developed lymphocyst and 18.75% patients developed wound
necrosis (p > 0.05).

Conclusion Vulvar cancer is not a common malignancy of the female genital tract that presents in sixth and seventh decades
of life and often with palpable inguinal lymph nodes. Though early stages of Ca vulva are treated by surgery, the incidence
of immediate postoperative complications in our study was more as compared to post-radiotherapy. Also, maximum patients
in the present study post-surgery received adjuvant radiotherapy. Thus, radiotherapy can be considered as the primary treat-
ment modality for patients with early as well as advanced vulvar carcinoma.
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histopathology seen in carcinoma vulva is squamous
cell carcinoma [3]. Other histopathology includes basal
cell carcinoma, melanoma, sarcoma, paget’s disease of
the vulva, bartholin gland carcinoma and verrucous car-
cinoma. Prognosis of vulvar cancer depends upon the
stage and type of histopathology report. For patients
with grossly positive pelvic lymph nodes, Thaker et al.
[4] reported a 5-year survival rate of 43% and disease-
specific survival rates of 48%. Recurrence of the disease
is commonly seen at the groin region which increases the
mortality of patients to as high as nine times as compared
to patients without a recurrence at the groin [5].

Aims and Objectives

To study the clinical profile and treatment outcomes of
patients with vulvar cancer.

Methodology

A retrospective cohort study of cases diagnosed with vul-
var cancer at Dr. B Borooah Cancer Institute, Guwahati,
Assam, from January 2017 to December 2018. Thirty-
three patients with histologically proven diagnosis of
carcinoma vulva were studied. Patient profile, stage of
disease, treatment modalities used and disease outcomes
were analyzed and compared with the published literature.

Results

Age Distribution of 33 Cases (Table 1)

It was seen that maximum number of our patients belonged
to the age group of 60-69 years, that is, 39.4% followed by

50-59 years, that is, 21.2%. There were only 6.1% patients
above 80 years and none below 40 years of age.

Table 1 Age distribution of 33 cases

Age group (years) No. of patients Percentage
4049 5 15.1
50-59 7 21.2
60-69 13 39.4
70-79 6 18.2
80 and above 2 06.1
Total 33 100

Performance Status of 33 Cases (Table 2)

Maximum number of our cases presented with ECOG 0 per-
formance status, that is, 48.5% followed by ECOG 1, that
is, 42.4% patients.

Presentation: All 33 cases presented with the chief com-
plaint of swelling or mass over the vulvar region. Out of
these 33 cases, 14 cases, that is, 42.4% presented with asso-
ciated pruritus. 15.1% cases (five cases) had bleeding and
discharge from the lesion, and 9.1% cases (three cases) had
burning sensation at the tumor site.

Clinical Examination: Twenty-two cases, that is, 66.67%
had palpable inguinal lymph nodes, and 11 cases, that is,
33.33% did not have any palpable lymph nodes. Among the
22 cases with palpable inguinal lymph nodes, only one case
(3%) had enlarged pelvic lymph nodes on imaging.

Histopathology of 33 Cases: All cases had squamous cell
carcinoma of vulva. 75.6% (25 cases) patients had well-dif-
ferentiated squamous cell carcinoma, 15.1% had moderately
differentiated SCC and 9% cases had poorly differentiated
SCC.

Staging and Treatment Modality

Out of the 33 cases, 29 (87.9%) cases received treatment and
four (12.1%) cases were lost to follow-up.

Staging of 29 Cases (Table 3)

Patients were staged according to FIGO staging system of
2009. It was seen that 17.2% cases belonged to stage I Ca
vulva, 27.6% belonged to stage II, 44.8% belonged to stage
IIT and 10.3% belonged to stage IV (Fig. 1).

Treatment Received (Table 4)

In our study, patients with early stage disease were con-
sidered for surgery. The patients who presented with gross
disease with distant metastasis were taken up for chemora-
diation as the primary treatment modality.

55.2% patients were taken up for primary surgery,
whereas 44.8% patients underwent primary radiotherapy.

Table 2 Performance status of 33 cases

Performance status No. of patients Percentage
ECOG 0 16 48.5
ECOG 1 14 42.4
ECOG 2 3 9.1

Total 33 100
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Table 3 Staging of 29 cases

Stage No. of patients Percentage
1 5 17.2
1A 1 34
1B 4 13.8
I 8 27.6
1 13 44.8
ImA 3 10.3
1B 6 20.7
mc 4 13.8
v 3 10.3
IVA 2 6.9
IVB 1 34
Total 29 100

Fig.1 A case of Ca Vulva with involvement of clitoris

Table 4 Treatment received by 29 cases

Treatment modality No. of patients Percentage
Primary surgery 16 55.2
Primary radiotherapy 13 44.8
Total 29 100

Type of Surgery

Out of the 16 cases who underwent upfront surgery, one
case (6.25%) underwent simple partial vulvectomy, five
cases (31.25%) underwent wide local excision with bilat-
eral superficial inguinal lymph node dissection (Fig. 2),
and nine cases (56.25%) underwent modified radical vul-
vectomy with bilateral superficial inguinal lymph node dis-
section. Only one case (6.25%) underwent modified radical

Fig. 2 Inguinal lymph node dissection in a patient

Fig. 3 Post-inguinal lymph node dissection

vulvectomy with bilateral inguinal lymph node dissection
with bilateral pelvic lymph node dissection (Fig. 3).

Type of RT Received

Out of the 13 cases, ten cases (77%) received 50-Gy radia-
tion in 25 fractions with concurrent chemotherapy and two
cases (15.4%) received palliative radiation of 30-Gy dose
in ten fractions. One case (7.6%) received two fractions of
8-Gy surface radiation.
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Adjuvant RT Post-surgery

Adjuvant radiotherapy was given to 12 cases (75%) out of
16 who underwent primary surgery in view of increased
depth of invasion by the tumor, and four cases (25%) were
kept in observation.

Complications Post-treatment

Post-surgery: one case (6.25%) developed lymphocyst and
three cases (18.75%) developed wound necrosis (p > 0.05)
and later underwent secondary suturing.

Post-radiotherapy: no immediate or early complications
were seen in patients who received radiotherapy.

The rate of complications was more post-surgery as com-
pared to post-radiotherapy. This can be attributed to the fact
that when patients went home following vulvar surgery, they
were not able to maintain proper vulvar hygiene and apply
regular compression bandaging, hence leading to wound
necrosis and lymphocyst formation (Fig. 4), respectively.

Discussion

In our hospital, the cases of vulvar cancer are increasing day
by day. In the last two years (2017-2018), total number of
cases diagnosed with carcinoma vulva were 33 as compared
to 18 cases in the years 2006-2009 [6]. Ca vulva is com-
monly seen in postmenopausal women. The sixth and sev-
enth decades of life show the highest incidence of the same
[7]. In our study also, maximum number of cases, that is,
39.4% belonged to the age group of 60—69 years followed by
21.2% cases that belonged to the age group of 50-59 years.
But, Okolo et al. showed a mean age of 49.7 years in their
study of vulvar and vaginal cancers from Nigeria [8]. When

Fig.4 Aspiration of lymphocyst being done; appeared post-surgery
on postoperative day 14
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compared to our study, the mean age was calculated to be
as 65.2 years.

The most common histopathology seen in vulvar cancer
patients is squamous cell carcinoma that is seen in 90% of
the cases [9]. In our study, 100% cases presented with the
same histopathology report. Deka et al. [6] also reported
100% cases of squamous cell carcinoma in their study with
maximum number of cases (77.8%) belonging to well-dif-
ferentiated squamous cell carcinoma group.

In advanced cases of Ca vulva, radiotherapy forms the
basis of treatment. For locally advanced lesions, the choice
between radiotherapy and surgery depends mainly on the
ability of the surgeon to resect the tumor completely while
preserving bowel and bladder symptoms [10]. In the present
study, 55.2% cases were taken up for primary surgery and
44.8% cases were taken up for primary radiation therapy.
Out of the 16 cases who underwent primary surgery, 75%
cases were given adjuvant radiotherapy. 40-60% cure rates
have been achieved for stages III and IV of Ca vulva with
chemoradiation therapy alone [11].

Lymphoedema is a common complication seen in cases of
vulvar cancer post-treatment. It is seen both after surgery as
well as radiotherapy [10]. In our study, only one case devel-
oped lymphocyst post-surgery that was treated by aspiration
and compression. To prevent the complication of lymphoe-
dema and lymphocyst formation; Morotti et al. [11] used
microsurgical lymphatic venous anastomosis and showed
promising results.

Following radical surgery, significant morbidity is seen in
patients that has led to the modification of various surgical
techniques for both early and advanced cases of the disease.
Pelvic lymphadenectomy is now being replaced by adjuvant
radiotherapy for patients whose tumor has spread to more
than one inguinal lymph node. Also, primary chemoradia-
tion is now used to shrink large tumors following which sur-
gical resection becomes possible [12].

All the treated cases of vulvar cancer in our hospital are
in regular follow-up. Out of the 29 treated cases, one patient,
that is, 3.4% has developed recurrence and is on palliative
chemotherapy.

Timely diagnosis of Ca vulva is important for improving
survival. Education and awareness of women on the same
play a pivotal role. Self-examination and early evaluation
for patients with chronic pruritus and vulvar ulcers should
be encouraged and skin biopsy taken [13]. HPV vaccination
can also be used for prevention of vulvar cancer. A study in
Norway was conducted recently showing efficacy of HPV
vaccination in reduction in vulvar cancer in the coming years
among HPV-vaccinated communities [14].

Vulvar intraepithelial neoplasia or VIN is a known risk
factor for invasive vulvar cancer. Early diagnosis and treat-
ment of the same can help reduce the incidence of Ca vulva.
Surgical excision with a margin of 1 cm is considered
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appropriate management option and helps to rule out inva-
sive cancer [15].

Conclusion

Carcinoma vulva is not a common cancer of the female
genital tract. The presentation of the same is mostly with
a mass or swelling that is accompanied with itching and
occasionally burning sensation over the lesion. Though early
stages of Ca vulva are treated by surgery, the incidence of
immediate postoperative complications in the present study
was more as compared to post-radiotherapy. Also, maximum
patients post-surgery received adjuvant chemoradiation.
Thus, radiotherapy can be considered as the primary treat-
ment modality for patients with early as well as advanced
vulvar carcinoma. Since our sample size was less, our results
were not significant. Further studies are needed over a longer
follow-up period in order to recommend management proto-
cols for carcinoma vulva.
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