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Abstract: Vulvar cancers are rare tumors that are often treated late due to symptoms being overlooked by patients. Surgery 

remains the best therapeutic option. Concurrent radiochemotherapy, conservative surgery with sentinel lymph node biopsy 

are used in early-stage cases.On the other hand, radical surgery and lymph node dissection are the preferred treatments for 

advanced stages, although they carry a high risk of morbidity.  
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I. INTRODUCTION 
 

Squamous cell carcinoma represents 80% to 90% of 

vulvar cancer cases [1], and predominantly affects 

postmenopausal women, with a mean age at diagnosis of 70 

years[2]. 

 

Its progression is typically slow and often remains 

confined to the locoregional area. Distant metastases are 

uncommon [3]. 

 

Other histological subtypes are rare and include basal 

cell carcinoma, melanoma, small cell carcinoma, and 

sarcomas [4]. These variants generally present as exophytic, 

ulcerated, or infiltrative lesions [5]. 
 

 Patient and Clinical Observation 

A 68-year-old patient, mother of four children delivered 

vaginally, postmenopausal for 15 years, with no significant 

medical history, presented with pruritus complicated by the 

appearance of a vulvar lesion, with no other associated 

symptoms. 

 

 Clinical examination:  

Clinical examination revealed an ulcerated, exophytic 

lesion involving both the right and left labia majora and 

minora, extending to the entire clitoris, with no involvement 

of the urethral meatus. 

 

 

 

 
Fig 1 Clinical examination 
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 Speculum examination showed a normal-appearing 

cervix and clean vaginal walls, with no bleeding observed. 

 No latero-uterine masses were noted on bimanual 

examination. 

 Inguinal lymph node areas were free of enlargement. 

 The remainder of the physical examination was 

unremarkable. 

 

 Vulvar biopsy : 

Vulvar biopsy confirmed a keratinizing, well-

differentiated, ulcerated and exophytic squamous cell 

carcinoma. 

 

 Pap smear :  

Inflammatory smear with no evidence of neoplastic 

cells. 

 

 
Fig 2 Pelvic ultrasound 

 

 The uterus was retroverted and of normal size. 

 The endometrial stripe was regular. 

 The adnexa appeared normal. 

 

 Pelvic MRI  

 

 Presence of a vulvar lesion centered on the right side of 

the clitoris 

 The lesion measures 40 x 39 mm with regular borders 

 No signs of invasion of the perineal structures, notably the 

vagina and urethra 

 Bilateral inguinal lymphadenopathy, the largest on the 

right measuring 17 mm 

 No evidence of perineal extension 

 

 
Fig 3 Vulvar Lesion Centered on the Right Side of the Clitoris. 
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Fig 4 Bilateral Inguinal Lymphadenopathy 

 

A total vulvectomy with bilateral inguinal lymph node dissection was performed. 

 

 
Fig 4 Operative Specimens 

 
 Histopathological Examination 

 

 Moderately differentiated high-grade squamous cell 

carcinoma. 

 Numerous tumor emboli were noted. The tumor margins 

were located two centimeters from the resection edge. 

 Lymphadenectomy yielded 18 lymph nodes, of which 

eight were positive. 

 Postoperative course was uneventful. 

 
 

 

II. DISCUSSION 

 
Malignant tumors of the vulva are generally exophytic, 

ulcerated, and/or infiltrative [6]. The average five-year 

survival rate is approximately 50%, but varies significantly 

depending on the stage [7–8]. 

The diagnosis of vulvar cancer is primarily clinical and 

histological. Few additional examinations have proven their 

usefulness. Treatment is based on vulvar surgery and 

dissection of the inguinal lymph node basins. The type of 

surgical excision depends both on the size of the lesion and 
on the depth of infiltration, which guide the management of 
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the lymph node areas. This surgery is associated with a risk 

of major complications, including delayed wound healing, 

lymphorrhea, and lymphedema, which impact quality of 

life[9]. 

 

Currently, understanding the etiopathogenic mechanism of 

vulvar cancer has no impact on the treatments offered. 

However, preliminary studies suggest a better prognosis for 

HPV-related vulvar cancers [10]. 

Adjuvant radiotherapy is mainly reserved for cases with 

metastatic lymph nodes. Brachytherapy has limited 
indications, primarily for tumors located at the vulvovaginal 

junction[11]. 

 

The sentinel lymph node technique has gained significant 

importance, indicated in stage I and II disease [12]. The 

overall three-year survival rate is close to 100%. This 

technique is the best for determining lymph node status, as 

neither imaging modalities such as MRI or PET-CT  

 

nor fine needle aspiration have demonstrated superiority 

over sentinel lymph node biopsy [13]. 

In our clinical case, a total vulvectomy with bilateral 

lymphadenectomy was performed with clear resection 

margins.  

 

For tumors smaller than four centimeters, unifocal, 

without clinically or radiologically suspicious 
lymphadenopathy, the sentinel lymph node technique is 

indicated. In contrast, for tumors metastatic stage IVB 

tumors, platinum-taxane based chemotherapy is the preferred 

treatment, with or without targeted therapies[14–15]. 

Early diagnosis and/or preoperative concurrent 

chemoradiotherapy in locally advanced stages can allow for 

conservative treatment, improved quality of life, and better 

survival rates[16,17]. 

Follow-up must be prolonged, as recurrences can occur 

several years later [18]. In our patient, no recurrence was 

noted during the surveillance period." 

 

III. CONCLUSION 

 
Delayed diagnosis of vulvar cancers necessitates morbid 

surgical management and prolonged surveillance due to the 

risk of recurrence. Conversely, concurrent 
chemoradiotherapy as a neoadjuvant or palliative treatment 

remains a non-curative therapeutic option. 
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