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Abstract
Vulvar cancer is a rare malignancy with high curability in early-stage disease, yet poor outcomes for advanced-stage and recurrent disease. 
Surgical management is at the cornerstone of treatment for most vulvar cancers, and includes conservative and radical resection of the 
primary vulvar tumor and excision of local lymph nodes, which are major prognostic factors and drive adjuvant treatment. This review sum-
marizes the surgical management of primary squamous cell carcinoma of the vulva, specifically initial treatment guidelines by stage, based 
on the 2017 NCCN Clinical Practice Guidelines in Oncology for Vulvar Cancer. 
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Background
Vulvar cancer affects approximately 5,100 women a 
year in the United States, resulting in approximately 
1,000 deaths per year.1 The most common histology 
is squamous cell carcinoma of the vulva, or vulvar 
cancer. The pathogenesis of this disease arises from 
either human papillomavirus (HPV)–related dyspla-
sia, affecting primarily younger women, or from vul-
var dermatoses, such as lichen sclerosis, frequently 
affecting older patients. HPV-related vulvar dyspla-
sia includes vulvar intraepithelial neoplasia (VIN) 
I, II, and III; the rate of progression from VIN III 
to invasive cancer is 23%.2 Risk factors associated 
with HPV-related vulvar cancers include smoking, 
sexually transmitted diseases, and immunosuppres-
sion, whereas in older patients with dermatosis-re-
lated vulvar cancer, obesity, diabetes mellitus, and 
hypertension are frequently present. The clinical 
presentation in most patients includes vulvar pruri-
tus or a self-palpated lesion, although frequently a 
vulvar lesion is detected by a healthcare provider. 
Late-presenting symptoms include bleeding, pain, 
vaginal discharge, and difficulty with urination or 
defecation. 

Staging
Vulvar cancer is staged surgically, based on the 2009 
FIGO and AJCC TNM staging (Table 1). Staging 
relies on a vulvar biopsy to determine stromal inva-
sion, followed by clinical assessment of tumor size 
and clinical, surgical, and/or radiologic assessment of 
groin nodes and distant metastases, including pelvic 
lymph node spread. 

Diagnosis and Workup
Diagnosis relies on a liberal biopsy of the vulvar le-
sion at the peripheral edge of the tumor, to include 
the underlying stroma and avoid the necrotic center 
of the tumor. This can be accomplished in the of-
fice with either a Tischler or a Keyes punch biopsy 
instrument. All suspicious vulvar lesions should be 
biopsied. Further examination should focus on the 
size and location of the primary vulvar tumor in rela-
tion to vital adjacent organs (urethra, clitoris, anus, 
rectum), its relation to the midline, and presence of 
multifocal disease. Initial workup includes several 
imaging studies depending on clinical presentation.3 

Consideration should be given initially to a plain 
chest radiograph, followed by a chest CT without 
contrast if an abnormality is noted. For early-stage 
disease, a pelvic MRI may further define the vulvar 
tumor and locoregional disease spread, whereas for 
suspected metastatic or advanced-stage disease, a CT 
scan of the chest, abdomen, and pelvis or a whole-
body PET/CT scan should be considered to evaluate 
for pelvic nodal and distant spread.4 

The status of the groin lymph nodes drives adju-
vant treatment, and a groin ultrasound may be consid-
ered to assess for adenopathy in select patients. In gen-
eral, palpation and assessment of clinically suspicious 
groin nodes leads to the decision to proceed with either 
surgical (inguinofemoral lymphadenectomy [IFLND]) 
or image-guided biopsy to confirm the groin node sta-
tus. Notably, clinical palpation of groin nodes carries a 
24% false-negative rate based on a national coopera-
tive group study finding in 1987,5 thereby emphasiz-
ing the need for surgical staging in clinically negative 
groin nodes. Table 2 shows the clinicopathologic fac-
tors predicting inguinal lymph node metastases based 
on a Gynecologic Oncology Group study (GOG Pro-
tocol 36) of 588 vulvar cancer cases.5 

Treatment 
Overview
The treatment of stage I disease confined to the vul-
va is primary surgical resection, with adjuvant radia-
tion (RT) reserved for those with high-risk factors. 
Locally advanced disease (stage II–IVA) is treated 
with a combination of radical surgery and adjuvant 
chemoradiation. Occasionally, neoadjuvant chemo-
radiation may be used to reduce tumor burden in 
these patients in order to facilitate surgical resection 
and potentially avoid a pelvic exenteration. For stage 
IVB vulvar cancer with distant metastases, pallia-
tion with chemotherapy and/or RT is recommended. 
Treatment guidelines by stage are outlined in Table 
1, based on NCCN Clinical Practice Guidelines in 
Oncology (NCCN Guidelines) for Vulvar Cancer, 
and further described hererin.3 

Early-Stage Vulvar Cancer (Stage I and II, ≤4 cm)
Stage I vulvar cancer is defined as tumor confined to 
the vulva without nodal spread (T1N0). The impor-
tant prognostic clinicopathologic criteria are stromal 
invasion (1 mm) and tumor size (4 cm). For patients 
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Table 1. Staging and Treatment of Squamous Cell Carcinoma of the Vulva 
TNM Stage Substage Pathology Treatment Adjuvant Treatment Follow-Up
T1 I

Tumor 
confined 
to vulva

IA (≤2 cm) IA ≤1 mm Wide local excision Modified radical vulvectomy if >1 mm invasion
IA >1 mm Modified radical 

vulvectomy + groin 
LN dissectiona Negative margins

Consider radiation if risk factors present:
- Lymphovascular space invasion
- Close margins (<8 mm)
- Large tumor size
- Deep invasion
- Spray or diffuse pattern of disease

IB (>2 cm) IB ≤4 cm Positive margins Reexcision or radiation 
IB >4 cm Clinically (–) LN→ IFLND: (–) LN Chemoradiation to tumor 

IFLND: (+) LN Chemoradiation to tumor, groins, pelvis
Clinically (+) LN→ Biopsy-proven

T2 II 

Lower 
one-third 
of urethra, 
vagina, or 
anus

II ≤4 cm

Modified radical 
vulvectomy + groin 
LNa

Negative margins

Consider radiation if risk factors present:
- Lymphovascular space invasion
- Close margins (<8 mm)
- Large tumor size
- Deep invasion
- Spray or diffuse pattern of disease

Positive margins Reexcision or radiation
II >4 cm Clinically (–) LN → IFLND: (–) LN Chemoradiation to tumor Posttreatment 

biopsyb

IFLND: (+) LN Chemoradiation to tumor, 
groins, pelvisClinically (+) LN → Biopsy-proven

T2N1 III

(nodal 
spread)

IIIA 1 LN  
2 LN ≤5 mm

Modified radical vulvectomy + groin LN 
dissectiona

Chemoradiation if ≥2 positive LN or 1 LN  
>2 mm

T2N2 IIIB ≥2 LN >5 mm 
≥3 LN ≤5 mm

Chemoradiation: tumor, groins, pelvis Posttreatment 
biopsyb→ if 
(+)→ Surgery 
vs additional 
chemotherapy ± 
radiation

IIIC Extracapsular spread
T3 IV IVA Ulcerated/fixed groin 

LN or  
Upper two-thirds of 
vagina/urethra or 
rectal/bladder mucosa

M1 IVB Distant (including 
pelvic LN)

Chemotherapy ± palliative radiation

NOTE: Blue shading denotes surgery as a primary treatment option; orange denotes nonsurgical treatment as a primary treatment option.
Abbreviations: IFLND, inguinofemoral lymphadenectomy; LN, lymph node. 
aGroin lymph node dissection refers to sentinel lymph node biopsies or inguinofemoral lymphadenectomy, and is performed bilaterally if the tumor 
is ≥2 cm from midline.  
bTo confirm complete response.

with stage IA vulvar cancer with stromal invasion 
of ≤1 mm, treatment consists of a wide local exci-
sion without further adjuvant treatment for tumors 
with negative margins on final pathology. For tumors 
with >1 mm invasion and that are up to 4 cm in size 
(stage IA, as well as small stage IB and II tumors that 
are ≤4 cm), a modified radical vulvectomy is indi-
cated, together with surgical evaluation of the groin 
nodes. This can be accomplished with either senti-
nel lymph node (SLN) biopsies, which is the pre-
ferred route for vulvar tumors ≤4 cm, or IFLNDs. For 
a midline vulvar lesion, bilateral groin nodes rather 
than unilateral nodes should be evaluated, whereas 
for lateral lesions that are present ≥2 cm from the 
midline, unilateral groin nodal evaluation suffices. 

Following surgical treatment, adjuvant treatment 
relies on margin status and additional risk factors. For 
tumors with positive margins, reexcision is recom-
mended if feasible versus adjuvant external-beam RT 
(EBRT) to the tumor. Adjuvant RT is also considered 

in patients with negative margins who have other risk 
factors, such as the presence of lymphovascular space 
invasion, close (but negative) margins of <8 mm, 
large tumor size, deep invasion, and a spray or diffuse 
pattern of spread. Patients with nonsuspicious groin 
nodes who, after a modified radical vulvectomy and 
groin node assessment, are staged as stage IIIA (only 
1 lymph node affected, or 2 lymph nodes ≤5 mm) may 
also be considered for further chemoradiation if the 
tumor of the affected groin nodes is >2 mm. 

Locally Advanced Vulvar Cancer
For patients with larger tumors (stage I and II with 
vulvar tumors >4 cm), macroscopic nodal metastases 
(eg, stage IIIB and IIIC), or extended localized dis-
ease to adjacent organs (stage IVA), the treatment 
course consists of chemoradiation, with EBRT to the 
tumor, groin, and pelvis, as well as concomitant che-
motherapy, which usually consists of cisplatin. Pri-
mary chemoradiation is preferred for patients with 
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chemoradiation may be considered for those deemed 
unresectable or who prefer less radical surgical treat-
ment. Evidence for this treatment approach exists 
from a phase II clinical trial, GOG 101,9 in which 
71 patients with T3 or T4 vulvar cancer were treated 
with preoperative chemoradiation, after which 48% 
patients had a complete response. 

Stage IVB 
For patients with distant metastatic disease, includ-
ing pelvic lymph nodes, the treatment focus shifts to 
palliative chemotherapy and RT, with individualized 
surgical excision for palliation of pain, bleeding, and 
other symptoms. 

Surgical Treatment Options 
The surgical treatment of vulvar cancer has evolved 
significantly over the past century, and initially in-
cluded large radical and frequently disfiguring re-
sections, which have been replaced with more con-
servative surgical approaches over time. The initial 
radical vulvectomy approach with en bloc bilateral 
inguinal-femoral lymphadenectomy was introduced 
in the sentinel papers by Taussig and Way in the 
1940s.10,11 Less radical modifications were formulated 
by Hacker, who promoted separate groin incisions in 
1981, sparing the intervening skin bridge between 
the groins and the vulva.12 DiSaia introduced the 
modified radical vulvectomy, which consisted of a 
wide radical excision of the primary vulvar tumor 
rather than resecting the entire vulva (total radi-
cal vulvectomy).13 For groin node evaluations, the 
requirement to perform routine groin lymphade-
nectomies for all vulvar cancers was modified after 
findings from a 1987 GOG study,5 which identified 
a subset of early-stage, microinvasive vulvar cancer 
with a negligible risk of groin nodal metastases, in 
whom standard groin node dissection could be omit-
ted. Furthermore, the concept of a bilateral, full in-
guinofemoral lymphadenotomy was then challenged 
by findings from a 1993 GOG study by Homesley et 
al,14 in which lateralized vulvar tumors >2 cm away 
from the midline did not metastasize to contralat-
eral groin nodes, because they presumably drain 
primarily to ipsilateral groin nodes, thus resulting 
in the routine omission of contralateral groin node 
dissections for lateralized vulvar tumors and promot-
ing unilateral groin dissections for these patients. Fi-
nally, IFLNDs have been largely replaced in smaller, 

Table 2.   Clinicopathologic Factors Predicting  
Inguinal Nodal Metastases (GOG 36)

Clinicopathologic Factors
Risk of Inguinal Nodal 
Metastases

Tumor thickness

2 mm   9%

3 mm 19%

4 mm 31%

5 mm 33%

Tumor size

1–2 cm 15%

2–3 cm 25%

3–4 cm 36%

Grade

1 15%

2 20%

3 45%

Data from Sedlis A, Homesley H, Bundy BN, et al. Positive groin 
lymph nodes in superficial squamous cell vulvar cancer. A Gynecologic 
Oncology Group Study. Am J Obstet Gynecol 1987;156:1159–1164.

stage IB and IIB vulvar cancer with tumors >4 cm, 
with the extent of treatment dependent on the status 
of the groin nodes. In node-negative tumors, RT to 
the vulvar tumor alone may suffice, whereas in node-
positive tumors, RT should include coverage of the 
groin and pelvis. In clinically nonsuspicious groin 
nodes, surgical evaluation via an IFLND is preferred 
given the high false-negative rate of clinical palpa-
tion and association with lower groin recurrence 
rates.6 Although primary RT may have some benefit 
for patients unable to undergo surgery, surgical treat-
ment of the groin remains the preferred approach.7,8 
In contrast, clinically suspicious nodes may be con-
firmed by biopsy alone.5 For patients with stage III 
disease with macroscopic inguinal nodal spread 
(stage IIIB and IIIC) and for those with stage IVA 
disease, chemoradiation to the vulvar tumor, groin, 
and pelvis is recommended. After such treatment, 
assessment of disease response is recommended via 
tissue biopsy, and consideration should be given to 
additional surgery tailored toward the presence of 
residual disease versus additional chemotherapy. A 
multidisciplinary approach is necessary in most cases 
to individualize treatment approaches. 

For patients with stage IVA vulvar cancer, sur-
gical treatment options may include exenteration 
(total, anterior, or posterior pelvic) in selected can-
didates with isolated central disease. Neoadjuvant 
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early-stage vulvar cancers by the advent of SLN bi-
opsies, which have been demonstrated to be feasible 
and reproducible in 2 prospective multicenter clini-
cal trials.15,16 The various surgical treatment options 
and associated clinical evidence are outlined in the 
following sections. 
Wide Local Excision: The terminology for a simple 
excision of vulvar tumor without inclusion of the 
deep fascia has varied significantly, and includes the 
following terms: wide local excision, wide deep exci-
sion, or simple vulvectomy. Such simple excision of 
the vulvar tumor has traditionally been reserved for 
preinvasive disease and stage IA vulvar cancers with 
<1 mm stromal invasion. Generally, this procedure 
involves resection of the vulvar skin and a thin layer 
of subcutaneous fat underlying the primary vulvar 
tumor, with a margin of 1 to 2 cm circumferentially. 
As reported by Heaps et al,17 a lateral margin of >8 
mm was associated with no recurrences, whereas 
those with smaller margins experienced a 50% rate 
of recurrence. 
Modified Radical Vulvectomy: As introduced by Di-
Saia et al,13 a modified radical vulvectomy includes 
separate incisions for the primary tumor and the 
groin dissections. The incision of the primary vulvar 
tumor is individualized based on its location, with 
consideration given to sparing vital organs, such as 
the urethra, clitoris, and anal sphincter, while ide-
ally maintaining  a 1- to 2-cm margin (based on the 
Heaps17 study). The excision is taken down to the 
subcutaneous fat, superficial fascia, and deep fascia 
lata. Primary closure is accomplished in most cases, al-
though reconstruction may be necessary for larger de-
fects. Wound dehiscence and infection are common 
postoperative sequelae after radical vulvectomies, 
and patient education on wound care and perianal 
hygiene, as well as routine use of stool softeners and 
prophylactic oral antibiotics, should be considered. 

Total Pelvic Exenteration: For patients with dis-
ease extending into the urethra, anus, vagina, and 
other organs, a pelvic exenterative approach can 
be a potentially curative option for well-selected 
patients. Several small retrospective series have re-
ported a significant survival benefit after primary 
exenterative treatments for locally advanced vulvar 
cancers. Hopkins and Morley18 reported a series of 
19 patients (11 primary, 8 recurrent vulvar cancer) 
who underwent posterior (n=14), anterior (n=2), 

and total (n=3) pelvic exenterations, of which 10 
of 14 without nodal metastases survived long-term, 
although none of the patients with positive lymph 
nodes survived; 10 of 19 had serious surgical compli-
cations.18 Similar overall survival rates were seen in a 
German study.19 A more recent study by MD Ander-
son Cancer Center included 20 pelvic exenterations 
for vulvar cancer, with an associated 5-year overall 
survival rate of 22%, which was significantly worse 
than pelvic exenterations performed for other gy-
necologic cancers in this study.20 Surgical morbidity 
remains high and includes infectious complications, 
wound separation, and those complications related 
to urinary and gastrointestinal diversion, as well as 
vulvar reconstruction. 
Vulvar Reconstruction: Rhomboid flaps, or myocu-
taneous flaps such as gracilis, gluteus, tensor fascia 
lata, and, more commonly, rectus abdominis, have 
been used; the description of these flaps have been 
well described elsewhere, and are beyond the scope 
of this review.21

Inguinofemoral Lymphadenectomy: Unilateral IF-
LND is recommended for patients with lateralized 
lesions >2 cm from the midline, whereas those with 
medial (midline) lesions should undergo bilateral 
IFLND. The excision of both superficial and deep 
inguinal lymph nodes leads to a significantly in-
creased risk of lymphedema and wound breakdown. 
Superficial inguinal lymphadenectomy alone leads 
to higher rates of groin recurrences (5%–7% vs 1% 
in historical controls), as demonstrated in a GOG 
clinical trial.22 Several modifications to the approach 
of a complete IFLND have been made, including one 
published by Bell et al23 in 2000, in which a complete 
IFLND can be performed with the preservation of 
the fascia lata. In this technique, an incision is made 
parallel to and 1 to 2 cm below the inguinal liga-
ment, and taken down through Camper fascia to the 
lymph-containing fat below it. The femoral triangle 
consists of the inguinal ligament cephalad, the sarto-
rius muscle laterally, and the adductor longus muscle 
medially, with the psoas muscle making up the floor 
of the triangle; within this triangle lie the femoral 
nerve, artery, vein, and lymph nodes. The saphe-
nous vein drains into the femoral vein medially and 
is preserved. The medial aspect of the femoral vein 
is identified and often the SLN is present here. The 
cribriform fascia anterior to the femoral vein in the 
fossa ovalis is incised to remove the deep nodes en 
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bloc with the superficial inguinal lymph nodes. This 
technique preserves the fascia lata, and retrieval of 
an average of 8 to 10 lymph nodes has been reported. 
SLN Biopsy: Given the high risk for lower-extremity 
lymphedema (approximately 30%–70%) in patients 
undergoing a complete IFLND, especially when com-
bined with RT, efforts to substitute the IFLND with less 
invasive procedures have been avidly researched and 
have culminated in the current standard of care of SLN 
mapping in T1 vulvar cancers.24 This method allows for 
surgeons to perform a limited surgery to remove the first 
(sentinel) lymph nodes, which receive drainage from a 
tumor. Pathologic information of the SLNs may sub-
sequently triage additional decision-making for a more 
extensive lymphadenectomy or adjuvant RT. 

Two prospective multicenter studies, GOG 173 
and GROINSS-V-1, have demonstrated the safety 
and feasibility of SLN mapping of the groin in vul-
var cancer.15,16 GOG 173 was a prospective study in 
early-stage vulvar cancer (<6 cm), in which patients 
underwent a radical vulvectomy along with SLN 
mapping, followed by standard complete IFLND. 
In GROINSS-V-1, patients with early T1 and T2 
tumors <4 cm were enrolled and subjected to SLN 
mapping, followed by complete IFLND if the SLN 
biopsy was positive by pathology or ultrastaging. 
The false-negative rate of an SLN biopsy in GOG 
173 was 2.7% in patients whose tumors were <4 cm. 
In contrast, the GROINSS-V-1 study reported an 
isolated groin recurrence rate of 2%. These results 
were considered safe for incorporation into standard 
practice for patients with early-stage vulvar cancers 
with unifocal tumors <4 cm in size who do not have 
evidence of suspicious groin adenopathy. It is impor-
tant to note that recurrence in the groin is usually a 
fatal event, and thus a critical outcome measure in 
this disease. A recent systematic review and meta-
analysis of the cumulative data on SLN detection 
reported a per-groin detection rate of 87% and a 
false-negative rate of 6.4%. The reported recurrence 
rates among complete versus superficial IFLND ver-
sus SLN biopsy were 1.4%, 6.6%, and 3.4%, respec-
tively.24 The current standard of care for the detec-
tion of the inguinal SLN includes the dual use of 
lymphoscintigraphy with technetium 99m (99mTc), 
in combination with an intraoperative injection of 
blue dye (methylene blue or indigo carmine) (Fig-
ure 1). In GOG 173, the false-negative rates were 
improved by the combination of 99mTc and blue dye 

(1.6%), as opposed to blue dye alone (2.0%) or 99mTc 
alone (7.8%).15 In contrast, a recent meta-analysis 
found no significant difference in detection rate per 
groin between the combination of blue dye and 99mTc 
(87%) compared with 99mTc alone (84%), although 
the detection rate was higher with the combination 
than with dye alone (63%).24 The dual use of 99mTc 
with or without blue dye is recommended for the de-
tection of SLNs, whereas the use of blue dye alone is 
discouraged due to a low detection rate. 

The most common site for the SLN is the medial 
aspect of the femoral vein, with a second echelon LN 
found frequently just above the inguinal ligament. 
Inability to map should be followed by a complete 
IFLND. Postoperative pathologic diagnosis with or 
without ultrastaging directs further treatment, in-
cluding completion IFLND versus adjuvant RT ther-
apy. The decision to proceed to either IFLND or RT 
is the subject of an ongoing prospective trial (GOG 
270/GROINSS-V-II), which is prospectively evalu-
ating the safety of adjuvant groin RT in lieu of full 
IFLND in women with micrometastases detected in 
SLNs. Ultrastaging describes a more detailed patho-
logic examination, using a combination of hema-
toxylin and eosin staining with cytokeratin on par-
affin-embedded SLN tissue cut at smaller intervals 
to determine presence of micrometastases. Although 
the detection of micrometastases in SLNs via ultrast-
aging has led to improved detection of positive groin 
nodes (41% of positive SLNs in the GROINSS-V 
study were detected by ultrastaging), the value of 
such findings remains debated, because the overall 
survival of patients with positive SLNs detected via 
ultrastaging remained relatively good compared with 

Figure 1. Sentinel lymph node mapping and biopsy. (A) A 4-cm inci-
sion is made parallel to the inguinal ligament, and the subcutaneous 
fat is incised. (B, C) A blue node is visualized (arrows), confirmed to be 
at least 10-fold more radioactive than baseline on gamma probing, 
and (D) excised.

A B

C

D
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that of patients with positive SLNs detected by rou-
tine microscopy (89% vs 65%; P=.002). 

Discussion
Surgical treatment of vulvar cancer has evolved over 
the past several decades, from a radical en bloc resec-
tion to a more individualized, conservative surgical ap-
proach, including wide local or wide radical excisions 
for microinvasive and early-stage disease, respectively, as 
well as separate groin incisions, with more conservative 
groin dissections to reduce quality of life issues, such as 
lymphedema, sexual dysfunction, and urinary and gas-
trointestinal sequelae. Pelvic exenteration is reserved for 
well-selected patients with local advanced-stage vulvar 
cancers, and consideration should be given to neoad-
juvant chemoradiation to reduce short-term and long-
term morbidity. The introduction of SLN biopsies has 
largely replaced IFLNDs in early-stage vulvar cancers, al-
though more studies are needed to further delineate the 
application and outcomes of such approach. These ques-
tions include the optimal postoperative management of 
positive SLNs, because current guidelines equally advo-
cate return to the operating room for a complete IFLND 

versus proceeding directly to adjuvant RT. The results 
of the ongoing GROINSS-V-II/GOG study are eagerly 
awaited to answer this question. Equally uncertain is 
the role of ultrastaging of SLNs and the significance 
on prognosis and adjuvant treatment; the true value of 
SLN ultrastaging may not be known until lymph nodes 
obtained from traditional IFLND are also subjected to 
ultrastaging.25 Lastly, more emphasis has been placed in 
recent years on quality-of-life issues, and specifically the 
question of lymphedema development in patients with 
vulvar cancer. Recent data suggest that the incidence of 
lower extremity lymphedema has been greatly underes-
timated, with rates as high as 60% to 67% at 6 months 
postoperatively after IFLND, based on a prospective in-
terventional trial conducted by the GOG.26 In contrast, 
a large multicenter observational study on SLN detec-
tion reported lower extremity lymphedema rates of 25% 
after IFLND versus 2% after SLN biopsy.27 The varying 
incidence rates and lack of effective preventive treat-
ments underscore the need for further study in this field, 
such as the recently completed cooperative trial (GOG 
244), an observational multicenter study that prospec-
tively evaluated the incidence of lymphedema after sur-
gery for vulvar and other gynecologic cancers. 
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e.  Spray or diffuse pattern of disease 
f.  All of the above

3.  Potential treatment options for stage 

III/IV vulvar cancer include which of 

the following procedures?

a.  Primary chemoradiation
b.  Wide local excision 
c.  SLN mapping
d.  Pelvic exenteration
e.  A and C
f.  A and D 
g.  B and C

choice questions. Credit cannot be obtained for tests complet-
ed on paper. You must be a registered user on NCCN.org. If you 
are not registered on NCCN.org, click on “New Member? Sign 
up here” link on the left hand side of the Web site to register. 
Only one answer is correct for each question. Once you suc-
cessfully answer all posttest questions you will be able to view 
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Posttest Questions

1.  True or False: Standard surgical management of early-stage 
vulvar cancer has evolved to include less radical resection of 
the primary tumor and separate incisions for inguinofemo-
ral lymph node evaluation.

2.  Decisions regarding adjuvant RT following complete resec-
tion of early-stage vulvar cancer (negative margins) should 
take into account the following risk factors: 
a.  Lymphovascular space invasion
b.  Close margins (<8 mm)
c.  Large tumor size
d.  Depth of invasion
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