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ABSTRACT 

Introduction and purpose: Vulvar cancer is a rare malignancy of the female genital tract. However, due to the increasing 
incidence of Human Papillomavirus (HPV) infections, there's a growing trend of this cancer affecting younger women. 
Often, misdiagnosis leads to delayed detection, resulting in a poor prognosis. 
The aim of this study is to review the current literature concerning the epidemiology, incidence, trends, risk factors, diagnosis, 
and treatment of vulvar cancer, in accordance with the latest ESGO 2021 guidelines. 
Description: This review provides a comprehensive overview of available treatment modalities, including surgical 
cytoreduction, chemotherapy, and emerging therapies such as immunotherapy and cancer vaccines. The importance of 
interdisciplinary care is highlighted, alongside the critical role of prevention and patient education in mitigating cancer risk. 
Summary: Despite diagnostic and therapeutic challenges, the overall prognosis for patients with vulvar cancer remains 
generally favorable. Nevertheless, disease recurrence—though associated with relatively low mortality—requires increased 
clinical vigilance. Therefore, patient education on the importance of regular monitoring during remission is essential. 

KEYWORDS 

Vulvar Neoplasms, Vulvar Cancer, FIGO Cancer Report, Cancer Staging, Chemotherapy, Radiotherapy, Cancer Risk 
Factors, Guidelines, Review Literature 
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Introduction and purpose 

Vulvar cancer is diagnosed in approximately 6,000 individuals annually in the United States and around 

45,000 cases worldwide each year. These figures indicate that vulvar cancer accounts for approximately 0.3% 

of all cancers and 4% of malignant tumors of the female genital tract. The number of deaths due to vulvar 

cancer is estimated at about 1,500 per year in the United States and approximately 17,000 globally [1-5]. 

A global trend has been observed toward an increasing incidence of this malignancy and its diagnosis 

at a younger age, which is attributed to the rising prevalence of HPV infections [1-2]. 

The most common histological type of vulvar cancer is squamous cell carcinoma, which accounts for 

approximately 80% of all cases. The second most frequent type is melanoma. Other, less common types include: 

• Basal cell carcinoma 

• Verrucous carcinoma 

• Adenocarcinoma associated with extramammary Paget's disease (primary or secondary to 

rectal/genital adenocarcinoma) 

• Bartholin gland carcinoma (squamous cell, adenocarcinoma, or transitional cell carcinoma) – 

accounting for about 5% of vulvar cancer cases 

• Sarcomas [1,6-8]. 

 

Squamous Cell Carcinoma 

This malignancy is typically preceded by precancerous lesions: 

• Usual-type VIN (uVIN), formerly VIN II and VIN III 

• Differentiated-type VIN (dVIN), formerly referred to as VIN simplex 

These forms differ in prevalence, etiology, and the risk of malignant transformation. 

 uVIN is usually HPV-related, commonly associated with HPV types 16, 18, and 33, and occurs in younger women, 

around the age of 40. The risk of progression to invasive squamous cell carcinoma is approximately 20%. 

dVIN accounts for about 5% of all VIN cases and is more often associated with vulvar dermatoses such 

as lichen sclerosus. It typically occurs in postmenopausal women over the age of 60 and carries a significantly 

higher risk—around 80%—of progression to vulvar carcinoma compared to uVIN [8-13]. 

 

Melanoma 

The precancerous lesion for melanoma is melanoma in situ. It is characterized by a poor prognosis (15% 

of cases). The American Joint Committee on Cancer (AJCC) classification system is recommended over the 

FIGO system. Testing for c-kit and BRAF mutations is also advised [1]. 

 

Risk Factors 

Age is a significant risk factor, especially for women over 60. Other important risk factors include: 

• Infection with HPV, particularly types 16 and 33 

• HIV infection 

• Tobacco use 

• Lichen sclerosus 

• Chronic vulvar inflammation 

• Immunodeficiency [2,14-16] 
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Epidemiological variations by region have been noted: 

• In low-income countries, HPV-related cases are more common and occur at a younger age. 

• In high-income countries, HPV-independent cases predominate and are more frequent in older 

women [14]. 

The majority of vulvar cancers occur on the labia majora and minora. 

Tumors located on other vulvar structures, such as the clitoris, are rare and more frequently associated 

with melanoma than with squamous cell carcinoma [1]. HPV-negative lesions often present as solitary ulcers 

on the labia, whereas HPV-related lesions are usually multiple and multifocal [6]. 

 

Material and methods 

This review was conducted based on an analysis of literature retrieved from PubMed. The following 

keywords were utilized during the search for relevant scholarly articles:”Vulvar Neoplasms, "“Vulvar Cancer, 

"“FIGO Cancer Report, "“Cancer Staging, "“Chemotherapy, "“Radiotherapy, "“Risk Factors, " 

and”Guidelines." A total of 44 articles published between 1984 and 2025 were selected for inclusion and 

assessed for their direct relevance to the topic”Vulvar cancer – diagnosis and treatment in light of current 

ESGO guidelines." 

 

Diagnosis of Vulvar Cancer According to ESGO Guidelines 

The diagnostic process for vulvar cancer is multifaceted, involving a combination of thorough medical 

history, physical examination, advanced imaging techniques, and histopathological assessment. The absence 

of screening tests highlights the critical importance of clinical vigilance and prompt investigation of suspicious 

symptoms [1, 6]. 

Key components of patient evaluation include a detailed medical history and a careful physical 

examination of the vulva and inguinal-femoral lymph nodes. Additionally, photographs and precise 

documentation of any suspicious lesions are essential. Description should include lesion size, location, and 

whether it is solitary or multifocal. 

Patients may be asymptomatic or present with symptoms such as vulvar pruritus, pain, a mass, or 

ulceration. Delayed diagnosis is common, often due to misinterpretation of symptoms as vulvovaginitis. 

According to ESGO recommendations, the next steps include: 

• Colposcopic examination 

• Cervical cytology with HPV testing from the vagina or cervix [1,6,17] 

 

Role of Biopsy in Histopathological Diagnosis 

Every suspicious vulvar lesion should be biopsied for histopathological examination. Diagnosis is based 

on histological analysis of a biopsy or excised lesion. Biopsy is preferred over total excision, regardless of 

lesion size, as full excision may complicate further treatment planning. 

Biopsy provides not only histological diagnosis but also assessment of prognostic markers such as p16, 

which is important in HPV-related squamous cell carcinoma. If p16 is negative, p53 immunohistochemistry 

should be performed. 

Histopathological findings are classified using the FIGO (2021) and TNM staging systems. The AJCC 

classification should be used for melanoma [1, 6, 17]. 

 

Imaging Studies in the Diagnosis of Vulvar Cancer 

Imaging plays an essential role in assessing disease extent and potential metastases. For pT1 tumors, 

imaging may be omitted. In all other cases, CT of the chest, abdomen, and pelvis or PET-CT is indicated. MRI 

is used to assess pelvic structures beyond the vulva, particularly in tumors ≥T2 or when findings are 

inconclusive [6, 17]. 

 

Treatment of Vulvar Cancer 

The treatment of vulvar cancer is primarily based on surgical management. However, over the past two 

decades, the extent of surgical radicality has significantly evolved. In the past, the standard approach was 

radical vulvectomy combined with bilateral radical inguino-femoral lymphadenectomy, which was associated 

with a high risk of severe postoperative complications [18]. Currently, treatment selection is primarily guided 
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by the clinical stage of the disease, taking into account the FIGO classification, the patient’s general health, 

age, as well as tumor location and size [19]. Treatment should be individualized and carried out by 

a multidisciplinary team of specialists in an experienced, specialized oncological center with expertise 

in treating vulvar cancers. Early-stage vulvar cancer classified as stage IA is defined as a lesion ≤2 cm in 

diameter with stromal invasion ≤1.0 mm. The depth of invasion is assessed from the basement membrane of 

the deepest, adjacent, non-invasive dysplastic epithelium to the deepest point of tumor invasion. The key 

criterion for selecting a therapeutic strategy in cases of primary vulvar cancer lesions is the depth of stromal 

invasion determined by histopathological examination of the biopsy specimen. In cases where the invasion 

does not exceed 1 mm (T1a), the treatment of choice is wide local excision of the lesion with an adequate 

margin of healthy tissue. Additional inguinal lymph node removal is not necessary due to the very low risk of 

metastasis in this patient group. When stromal invasion exceeds 1 mm (T1b) or if the disease is classified as 

T2 (lesion ≤4 cm), further management depends on the tumor's proximity to the midline. For lesions located 

≥2 cm from the midline, wide local excision or modified radical vulvectomy with sentinel lymph node biopsy 

(SLNB) on the side of the lesion is recommended. For midline lesions, wide local excision and bilateral sentinel 

lymph node biopsy are indicated [1]. The gold standard for treating early vulvar cancer remains surgical 

excision of the tumor with adequate margins of healthy tissue. Early vulvar cancers are defined as lesions 

confined to the vulva, without clinical, ultrasound, or radiologic evidence of regional lymph node metastasis. 

Radical vulvectomy is an oncologically equivalent alternative but is associated with a significantly higher risk 

of psychosexual complications, favoring less extensive surgical procedures in appropriately selected cases. 

The goal of surgery is to achieve a 2 cm surgical margin, which translates to a histopathological margin of at 

least 8 mm. However, newer data suggest that even with these margins, the risk of local recurrence is not 

completely eliminated, highlighting the importance of individualized treatment and close postoperative 

surveillance [20]. An integral part of vulvar cancer treatment is the assessment and treatment of regional lymph 

nodes, particularly the inguinal nodes, which are the primary route of metastasis and a significant prognostic 

factor. The preferred surgical approach involves separate incisions for tumor resection and lymphadenectomy, 

which improves wound healing and reduces complications. Standard management includes inguino-femoral 

lymphadenectomy, involving removal of both superficial and deep (femoral) inguinal lymph nodes. Depending 

on the clinical stage, adjuvant radiotherapy to the inguinal lymph nodes may be considered, especially from 

stage IB onward or in stage II with lymph node involvement [1]. In recent years, sentinel lymph node biopsy 

has become increasingly important in surgical treatment. It identifies the first draining lymph node from the 

tumor. Based on the GROINSS-V study and current guidelines, indications for SLNB include: 

• Unifocal tumors confined to the vulva 

• Lesions <4 cm in diameter 

• Stromal invasion >1 mm 

• No clinical or radiological signs of inguinal lymph node metastasis [1,21]. 

If the sentinel node contains metastases, there is a high risk that other nodes, including contralateral 

ones, are involved. In such cases, bilateral inguino-femoral lymphadenectomy is recommended to clear 

potential metastatic sites. The absence of metastases in the sentinel node, confirmed by histopathology, allows 

for the omission of radical inguinal lymphadenectomy, thereby reducing the risk of lymphatic complications 

such as lower limb edema or lymphocele [22,23]. A special subgroup consists of early-stage patients with 

positive inguinal lymph nodes, for whom adjuvant radiotherapy is recommended [24,25,26]. Indications for 

pelvic and inguinal radiation include: 

• Extracapsular spread of cancer 

• Two or more positive inguinal lymph nodes [27]. 

In patients with small vulvar tumors (up to 4 cm) and micrometastases (≤2 mm) in the sentinel node, 

inguinal radiotherapy can replace extensive lymph node dissection without increasing the recurrence risk [28]. 

When using external beam radiotherapy (EBRT), the radiation field should include inguino-femoral and 

external/internal iliac lymph nodes in most patients. In the presence of multiple or enlarged metastatic inguinal 

nodes, or suspected pelvic node involvement, the radiation field may need to be extended to include the pelvic 

region [29]. The radiation dose is determined based on the initial stage and any known residual disease [1]. 

For advanced vulvar cancer, assessment of inguinal lymph nodes is essential before therapeutic decisions. In 

patients with clinically suspicious lymph nodes, fine-needle aspiration (FNA) or surgical biopsy is 

recommended. Additionally, imaging techniques such as pelvic CT, MRI, and PET-CT are useful for assessing 

lymphadenopathy extent and detecting distant metastases [30]. If no suspicious nodes are found on clinical 
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exam or imaging, bilateral inguino-femoral lymphadenectomy may be considered. If nodes are confirmed to 

be metastasis-free, groin and pelvic radiotherapy is not necessary. In cases where metastases are confirmed 

histopathologically, adjuvant radiotherapy or chemoradiotherapy covering the groin and pelvic areas is 

recommended according to early-stage treatment protocols. For patients with clinically positive nodes, surgical 

removal of enlarged inguinal and pelvic lymph nodes is indicated when technically feasible, followed by 

postoperative radiotherapy to both areas. Complete inguinal lymphadenectomy is not advised due to the high 

risk of severe lymphedema when combined with radiotherapy. In cases of ulcerated or fixed inguinal lymph 

nodes, biopsy is recommended to confirm metastases, followed by primary radiotherapy with or without 

radiosensitizing chemotherapy. If the response to radiotherapy is incomplete, surgical removal of residual 

disease may be considered. An alternative strategy is neoadjuvant chemotherapy with cisplatin or carboplatin 

combined with paclitaxel to reduce nodal mass prior to planned radiotherapy [31,32,33]. For the primary tumor 

in advanced vulvar cancer, optimal management remains surgical removal with clear margins while sparing 

the anal sphincter if technically feasible. This approach provides local disease control and symptom relief (e.g., 

pain or discharge). When radical surgery would require pelvic exenteration and stoma formation, 

radiotherapy—alone or combined with chemotherapy—may be a more favorable option. Importantly, 

prognosis improves if the residual tumor is surgically removed after radiotherapy [33,34]. Concurrent 

chemoradiotherapy is a well-documented alternative for advanced vulvar cancer, especially in large tumors 

where primary resection would risk damaging central structures such as the anus or urethra. Cases of complete 

and durable responses to combined treatment have been reported. Depending on initial groin lymph node status, 

the radiation field may also need to cover inguinal and pelvic nodes. For advanced vulvar cancer requiring 

adjuvant radiotherapy due to inguinal node involvement, the field should include the vulva, inguinal nodes, 

and pelvic region [1,32,33,34]. The 2023 ESGO guidelines do not recommend the routine use of 

immunotherapy or targeted therapies in vulvar cancer. Their use should be considered individually, particularly 

in clinical trials or when standard treatments are insufficient. Decisions regarding these therapies should be 

made by a multidisciplinary team, considering patient-specific and tumor-specific factors [6]. 

 

Table 1. Treatment of Vulvar Cancer According to FIGO Stage [1]. 

 

FIGO 

Stage 
Clinical Characteristics Recommended Treatment 

IA 
Tumor ≤2 cm, stromal invasion ≤1 

mm, no lymph node involvement 

- Wide local excision with histologic margin ≥8 mm- No lymph node 

evaluation required 

IB 

Tumor >2 cm or stromal 

invasion >1 mm, no adjacent 

structure involvement 

- Radical local excision or hemivulvectomy- Sentinel lymph node 

biopsy (SLNB) if tumor <4 cm and lateralized- If SLNB is positive: • 

Metastasis ≤2 mm → groin radiotherapy • Metastasis >2 mm or 

extranodal extension → inguinofemoral lymphadenectomy or 

radiotherapy to groin and pelvis 

II 

Tumor invades adjacent structures 

(lower urethra, vagina, anus), no 

lymph node involvement 

- Radical vulvectomy- Resection of involved adjacent organs (e.g., partial 

vaginectomy, urethrectomy, proctectomy)- SLNB or inguinofemoral 

lymphadenectomy- Adjuvant radiotherapy if high-risk features present 

III 
Inguinal and/or femoral lymph 

node metastases 

- Radical vulvectomy + inguinofemoral lymphadenectomy- Adjuvant 

radiotherapy to groin and pelvis (especially with >1 positive node, 

metastasis >2 mm, or extranodal extension)- Consider concurrent 

chemotherapy (e.g., cisplatin) as radiosensitizer 

IVA 

Invasion of upper urethra, bladder, 

rectum, pelvic bone or 

fixed/ulcerated inguinal nodes 

- Definitive chemoradiation (cisplatin + EBRT)- Salvage surgery (e.g., 

pelvic exenteration) in select cases- Treatment individualized based on 

response 

IVB 
Distant metastases (e.g., lungs, 

liver) 

- Palliative care- Systemic chemotherapy (e.g., paclitaxel + carboplatin)- 

Palliative radiotherapy- Symptom management and supportive care 
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Post-treatment Management and Long-term Care for Vulvar Cancer 

Most recurrences of vulvar cancer occur within the first 1–2 years following completion of treatment; 

however, cases of disease recurrence beyond 5 years of follow-up have been reported in a significant number 

of patients [35]. Therefore, the implementation of long-term clinical surveillance is justified. Nonetheless, data 

regarding the optimal post-treatment surveillance strategy remain inconclusive [36]. Follow-up strategies 

should be individualized based on the patient's risk of recurrence and personal preferences. Clinical history 

and physical examination are recommended every 3–6 months for the first 2 years, then every 6–12 months 

for an additional 3 to 5 years, and annually thereafter. Patients at high risk of recurrence may benefit from 

more frequent monitoring (e.g., every 3 months during the first 2 years), while those at lower risk may be 

followed up at longer intervals (e.g., every 6 months). Annual cytological screening of the cervix and vagina, 

with optional human papillomavirus (HPV) testing, may be employed for early detection of lower genital tract 

dysplasia. However, their utility in identifying asymptomatic cancer recurrence is limited. Moreover, in 

patients who have previously undergone pelvic radiotherapy, cytologic interpretation may be confounded by 

radiation-induced morphological cell changes, potentially leading to false-positive results [37]. If 

abnormalities are detected on physical examination or if symptoms suggestive of recurrence arise, imaging 

studies such as computed tomography (CT) of the chest, abdomen, and pelvis; fluorodeoxyglucose positron 

emission tomography/computed tomography (FDG-PET/CT) of the neck, chest, abdomen, pelvis, and groins; 

or magnetic resonance imaging (MRI) of the pelvis should be performed. Additionally, laboratory testing 

including complete blood count, blood urea nitrogen (BUN), and creatinine levels is recommended [28,38]. 

An essential aspect of patient care involves education about signs and symptoms suggestive of recurrence or 

vulvar dystrophy, and encouragement of regular self-examinations. Counseling on a healthy lifestyle is also 

recommended, with emphasis on weight control, proper nutrition, physical activity, and sexual health—

including the use of vaginal dilators and lubricants. Patients should also be encouraged to cease tobacco use 

and avoid psychoactive substances [39]. In cases of suspected local recurrence or distant metastases, further 

imaging studies such as CT or FDG-PET/CT and biopsy are necessary to confirm the diagnosis. Management 

of Recurrence Depends on Recurrence Site and Prior Treatments[1]. 

 

Local Recurrence Confined to the Vulva: 

In patients with clinically localized vulvar recurrence and no evidence of lymph node involvement who 

have not previously received radiotherapy, the panel recommends surgical resection or radiotherapy as first-

line treatment options. Surgery may include partial or total radical vulvectomy with unilateral or bilateral 

inguinofemoral lymphadenectomy (IFLN). The choice of subsequent therapy depends on surgical margin 

status and lymph node involvement [40]. In cases with negative margins and no nodal metastases, surveillance 

or external beam radiotherapy (EBRT) may be appropriate. For patients with positive margins but no nodal 

involvement, re-excision or EBRT—with possible addition of brachytherapy and/or concurrent chemotherapy 

(chemotherapy as a category 2B option)—may be considered. EBRT with concurrent chemotherapy is 

recommended in cases with positive lymph nodes and negative surgical margins. When both positive margins 

and nodal metastases are present, multimodal treatment—including EBRT, brachytherapy, concurrent 

chemotherapy, and/or re-resection—should be considered depending on clinical feasibility [40,41,42]. For 

patients who are not surgical candidates, management includes EBRT ± brachytherapy and/or concurrent 

chemotherapy. Surgical resection may be reconsidered if residual tumor is present. In cases of vulvar 

recurrence in previously irradiated patients, partial or total radical vulvectomy may be considered if clinically 

appropriate. Post-recurrence treatment should be followed by ongoing surveillance [40,43]. 

 

Confirmed Nodal or Distant Recurrence: 

In patients with pelvic nodal involvement, distant metastases, or prior pelvic irradiation, systemic 

therapy and/or selective EBRT (if feasible) is recommended. In advanced cases, palliative care or best 

supportive care should be offered [43]. For recurrence limited to inguinofemoral (IF) or pelvic lymph nodes, 

surgical excision should be considered if clinically feasible. In selected cases of isolated IF or pelvic recurrence 

after prior radiotherapy, resection followed by systemic therapy may be appropriate. In patients who have not 

received prior radiotherapy, EBRT with or without concurrent chemotherapy may be employed. Regardless of 

treatment modality, patients should undergo continued follow-up after recurrence management [43,44]. 

Currently, there is no standard systemic treatment regimen for advanced or recurrent/metastatic squamous cell 

carcinoma (SCC) of the vulva. Treatment recommendations are primarily extrapolated from data on cervical, 
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anal, and other squamous cell carcinomas. Systematic reviews indicate several preferred first-line regimens, 

including cisplatin with paclitaxel, carboplatin with paclitaxel, and combinations including bevacizumab. 

Cisplatin, often used as a radiosensitizer in locally advanced vulvar cancer, is also recommended in both 

monotherapy and combination regimens for metastatic disease. Carboplatin serves as an alternative, supported 

by data suggesting non-inferiority in cervical cancer [43]. 

 

Melanoma Treatment 

The treatment of choice for vulvar melanoma is wide local excision with a margin of ≥1 cm. Radical 

vulvectomy does not improve survival compared to organ-sparing surgery. The role of inguinal 

lymphadenectomy remains unclear, as no survival benefit has been demonstrated, although clinically 

suspicious lymph nodes must be removed. Sentinel lymph node biopsy is not currently considered standard 

care due to a high false-negative rate and the potential risk of local-regional recurrence. [1] 

 

Vulvar Cancer Prevention 

Primary Prevention 

In the context of cervical precancerous lesions that increase the risk of developing cervical cancer, persistent 

infection with high-risk human papillomavirus (HPV), particularly type 16, plays a key etiological role. This 

infection is also associated with a long-term risk of developing high-grade squamous intraepithelial lesions (HSIL) 

and squamous cell carcinoma (SCC) of the vulva. Prophylactic HPV vaccination, a cornerstone of cervical cancer 

prevention strategies, has also been shown to reduce the incidence of precancerous lesions in other anogenital sites. 

This benefit is especially evident in women who have not been previously infected with oncogenic HPV types or 

types covered by the vaccine. In this population, vaccine efficacy exceeds 90% [45]. 

 

Secondary Prevention 

Currently, there is no definitive evidence supporting the effectiveness of specific screening tests for 

vulvar cancer. However, women diagnosed with lichen sclerosus—a chronic dermatosis associated with an 

increased risk of vulvar cancer—should be educated and encouraged to perform regular vulvar self-

examinations [46]. Early diagnosis is particularly important in patients presenting with symptoms such as 

chronic vulvar pruritus, or in those with clinically suspicious lesions, including pigmentary changes or irregular 

ulcerations. In such cases, skin biopsy should be considered to exclude neoplasia. 

Additionally, in women diagnosed with squamous intraepithelial lesions (SIL) of the cervix, vagina, or 

anus, a comprehensive vulvar examination should be an integral part of follow-up colposcopy [46,47]. 

 

Tertiary Prevention 

Reducing the incidence of vulvar cancer relies heavily on the early identification and appropriate 

management of predisposing and precancerous lesions [45]. Currently, two main pathogenic pathways leading 

to vulvar squamous cell carcinoma (SCC) are recognized: 

• Keratinizing SCC, which typically affects older women, often arises in the context of chronic 

dermatoses such as lichen sclerosus and/or differentiated vulvar intraepithelial neoplasia (dVIN).  

• Warty and basaloid SCC, usually seen in younger women, is associated with persistent infection with 

oncogenic HPV types (particularly HPV 16, 18, 31, and 33). In this pathway, HSIL is considered the precursor 

lesion. These changes are often multifocal and may coexist with SIL in other areas of the lower genital tract 

(e.g., cervix, vagina, anus) [48]. 

Currently, no causal treatment exists for lichen sclerosus. Management includes avoidance of irritants 

(e.g., mechanical trauma, occlusive moist environments) and the use of potent or ultra-potent topical 

corticosteroids. In steroid-resistant cases, topical calcineurin inhibitors (e.g., tacrolimus), retinoids, or 

photodynamic therapy may be considered. Surgical intervention is generally reserved for cases involving 

functionally impairing scarring [46]. dVIN accounts for less than 5% of vulvar precancerous lesions but is 

associated with a significantly higher risk of progression to invasive carcinoma, a shorter time to progression, 

and a higher recurrence rate compared to HSIL. Unlike HSIL, dVIN is rarely associated with persistent HPV 

infection (less than 2%). The treatment of choice is surgical excision with 0.5–1 cm margins, allowing for 

thorough histopathological assessment and exclusion of occult invasion [46,49]. Multiple treatment options 

exist for HSIL. The most common is simple surgical excision with a 5 mm lateral and 4 mm depth margin, 

which allows for histological assessment of invasion. However, tissue loss may result in anatomical distortion 
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and psychosexual dysfunction, particularly in younger women. Alternative approaches that preserve anatomy, 

such as CO₂ laser therapy, do not permit histological margin assessment. Less invasive treatments, such as 5% 

imiquimod, are preferred for multifocal lesions, aiming to avoid scarring and sexual dysfunction [50]. 

 

Conclusions 

Although vulvar cancer presents both diagnostic and therapeutic challenges, the overall outlook for 

patients is generally positive. Early diagnosis, combined with carefully chosen surgical and adjuvant 

treatments, often leads to favorable outcomes and extended survival. However, even though the mortality rate 

from recurrent disease is relatively low, the possibility of relapse should not be overlooked. Recurrence 

demands close attention from healthcare providers and consistent patient follow-up to ensure early detection 

and prompt management. 

For this reason, educating patients about the necessity of regular follow-up appointments and ongoing 

self-monitoring during remission is vital. Patients need to understand that, even after successful treatment and 

the disappearance of symptoms, continued vigilance and adherence to scheduled check-ups remain crucial. 

This proactive approach enables early identification of any recurrence, greatly enhancing the effectiveness of 

subsequent treatment and minimizing complications. Ultimately, the best outcomes for vulvar cancer patients 

are achieved through a comprehensive strategy that integrates effective treatment, patient education, and 

systematic monitoring [1]. 
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