
Endometrial Cancer Treatment

• Doris was considered a stage 1 as many are since 
primary sx. is bleeding. Surgery is curative in 90% . If 
addit. radiation is needed to “boost the cuff”, it can 
always be done later with no change in prognosis. 
Without radiation, the recur. rate is somewhere abo ut 
15%. With radiation it drops to about 8%, but it ha s 
complications.

• Recurrence can be seen, felt, and re-biopsied at th e 
vaginal apex. Any vag bleeding warrants eval.



Vulvar/Vaginal Cancers



Vulvar Cancer Case Study

• Lois, a 90 y.o WWF, G.4 P.3, presents with c/o vulv ar 
itching x 4 years not managed with creams 
prescribed by PCP. Upon exam, a .5 centimeter 
lesion is identified and biopsied under local. The 
results return with VINIII to vulvar carcinoma. She  is 
sent to the GYN oncologist’s office for evaluation.  



Vulvar Cancer Epidemiology

• Vulvar carcinoma accounts for 3-4% of all GYN 
cancers. 

• It is categorized as either VIN or invasive. Vulvar  
intraepithelial neoplasia (VIN) describes epithelia l 
abnormalities of the vulva and it is divided into 
categories I, II, III that differentiate the degree  of 
epithelial involvement by neoplastic cells.

• Etiology is largely unknown for invasive vulvar 
cancer and VIN.



Vulvar cancer risks

• Age is becoming bi-modal. Median for invasive 
disease is 61 and disease numbers in young women 
is increasing (age 30-45).

• Diabetes, history of breast, cervical or endometria l 
malignancy 

• Chronic vulvar irritation
• HPV, Multiple sexual partners, condyloma
• Cigarette smoking
• HSV type 2
• ? Lichen sclerosis (vulvar atrophy disease)
• Generally good prognosis if stage <2=85% 5yr



Vulvar Cancer Pathophysiology

• Cellular characteristics: Squamous cell cancer 
accounts for 90%. The remaining 10% include 
malignant melanoma, basal cell, Pagets, Bartholins 
gland, adenocarcinoma and sarcoma.

• Progression of disease: VIN I-mild dysplasia
• VIN II- Moderate,  VIN III-Carcinoma in situ (CIS) 

describes severe dysplasia and suggests full 
thickness changes of the epithelium.

• Pattern of spread: direct extension and lymphatic 
dissemination to regional lymph nodes



Vulvar lesions

• Grow slowly and are usually easily visible.
• Can be treated with local excision, laser, 5FU 

(chemotherapeutic cream), or cryosurgery.
• If the lesion is large or too close to the clitoris , it is 

too painful to do in the office and is done in the OR. 
Now vulvectomy surgeries similar to breast surgery 
techniques with identifying sentinel node and 
deciding upon treatment from smaller amounts of 
tissue removed.



Vulvar carcinoma



Vulvar Carcinoma



Vulvar carcinoma



Vulvar carcinoma—microscopic view



Vulvar surgery complications

• If a vulvectomy is performed, deep lymph nodes are 
taken and sequelae result. Scarring, wound 
breakdown, leg edema, vaginal stenosis or rectocele . 

• Depending on extent of disease with vulvar or 
vaginal cancer surgeries, these women could 
undergo extreme disfigurement, change in sexual 
function and require ostomy appliances.



Vulvar cases postoperatively

• Need sitz baths 2-3 times daily and whirlpools if y ou 
can get a pt. down to physical therapy.

• Dry vulva with hair dryer on low or cool setting. K eep 
legs separated with pillow when on side. Wear cotto n 
underwear or none at all, and no tight fitting clot hing. 
Suggest skirts, or jogging pants.



Vulvar cancer case study

• Lois is now 100. She was just recognized in her 
hometown and was the grand marshal of the parade 
on July 4 th. 

• She faithfully visits for her quarterly vulvar exam s 
and multiple biopsies.  

• She is civically VERY active raising money for AIDS  
awareness and the food pantry between media 
interviews for her dynamic viewpoints on life.



Vaginal  Cancer  Epidemiology

• Vaginal Cancer or Vaginal intraepithelial neoplasia  
(VAIN) is much less common than cervical (CIN) (SIL ) 
or vulvar (VIN).

• VAIN is divided into three categories (I, II, III) with the 
higher number indicative of increasing epithelial 
involvement. Unlike CIN(SIL), VAIN is generally 
multifocal in nature. 



Vaginal cancer

• More rare. 1-2% of GYN malignancies. 
• HPV or proximity seems to be most prominent risk 

factors. In the 1970s, DES exposure also for clear 
cell types.

• Occurring more in young women because of HPV, 
but was always associated with elderly women with 
abnormal bleeding especially if they used a pessary .

• Generally seen when there was a cancer of an 
adjacent organ such as the cervix or vulvar.

• Higher in African Americans and those of low 
socioeconomic status, those with vaginal trauma 
(douching with preparations other than 
vinegar/water), absence of regular PAPs and prior 
XRT.



Vaginal Cancer Pathophysiology

• Cellular characteristics: Squamous cell carcinoma 
makes up 75-95% of the cases. Other histological 
types include adenocarcinoma, melanoma, sarcoma 
and verrucous carcinoma.

• Patterns of spread: direct extension into the 
obturator fossa, cardinal ligaments, lateral pelvic  
walls and uterosacral ligament. The incidence of 
lymph node mets is directly proportional to the sta ge 
of vaginal cancer. Most occur on the upper third, 
posterior wall followed by the anterior wall in low er 
third of vagina.



Vaginal cancer

• Symptoms generally not reported, but may be similar  
to cervical cancer symptoms (irreg. bleeding, 
discharge, odor, changes in bowel/bladder, c/o 
pelvic pressure).

• Detected generally by pap (for squamous-not for 
adenocarcinoma). Visual exam and palpation is 
VERY useful.

• Treated with 5-FU cream for pre-invasive lesions, 
laser therapy or surgery for multiple lesions which  
results in shortened or absent vagina. Laser cures 
69-80% of patients’ lesions.

• After 5-FU or laser therapy, patient may need water -
soluble lubricants to reduce painful intercourse 
(dyspareunia).



Vaginal Cancer treatment for Invasive Disease

• Radiotherapy is the treatment of choice for most 
invasive vaginal cancers, especially stage I or II.

• If the tumor is adenocarcinoma, surgery may be 
used in stage I, all other stages are treated with XRT.

• Lesions that fail to respond to XRT then are treate d 
with surgery.

• After XRT to the vagina or any reconstruction, sexu al 
intercourse or use of vaginal dilators is 
RECOMMENDED and ENCOURAGED. 



What every woman needs to know …

• There is a website that helps women evaluate their 
risk factors for GYN malignancies at www.wcn.org .

• Report any irregular vaginal bleeding, sores that 
don’t heal on the vulva, changes in bowel or bladde r, 
frequent bloating or abdominal girth increases.

• Go for your annual pelvic exams and report anything  
suspicious to your provider.  



Resources

• American cancer society, 800-ACS-2345
• Cancer care, Inc., 800-813-4673
• CDC, 888-842-6355
• Conversations! the International newsletter for tho se fighting 

ovarian cancer, 806-355-2565
• Gilda Radner Familial Ovarian Cancer Registry, 800- OVARIAN
• Gynecologic Cancer Foundation, 800-444-4441
• National Cancer Institute, 800-4-CANCER
• National Coalition for Cancer Survivorship, 877-622 -7937
• Office on Women’s health, 202-690-7650
• Society of Gynecologic Nurse Oncologists, 800-446-3 180



401 North Michigan Avenue
Chicago, Illinois 60611

(312) 644-661
(312) 527-6640
(800) 444-4441
www.wcn.org

www.wcn.org/gcf/



About this Presentation

The Content available through this slide set is for  
informational purposes only and is not a 
substitute for the judgment of a health care 
professional in diagnosing and treating patients. 
Your reliance upon content obtained by you 
through this presentation is solely at your own 
risk. This slide set is not intended to set the 
standard of care.  It is strictly for education and  
information only.



GCF Mission Statement

The Gynecologic Cancer Foundation (GCF) was 
established by the Society of Gynecologic 
Oncologists (SGO) as a not-for-profit charitable 
organization to support philanthropic programs to 
benefit women who have, or who are at risk for 
developing, gynecologic cancer. The mission of the 
GCF is to identify and develop programs that reduce  
the impact of gynecologic cancers on the physical 
and emotional health of women and their families.



Information Hotline: (800) 444-4441

• A list of specially trained gynecologic oncologists  
practicing in your local area

• A directory of all GCF members practicing in the U. S.
• Free booklets on gynecologic health
• Call the information hotline at

(800) 444-4441



• Confidential gynecologic (ovarian, endometrial, 
cervical) and breast cancer risk assessment

• SGO/GCF member directory by name/state
• Links to other sources of cancer information
• Bookstore

Women’s Cancer Network: www.wcn.org



GCF Educational Materials



GCF Supporting Organizations

GCF would like to thank the following organizations  
for their support of this presentation.



Local Resources

• Maine Women’s Surgery and Cancer Center, 
Portland, ME

• Specialists in women’s surgery and cancer 
treatment. Appointment by provider referral only. 

• 1-877-277-4331 or 761-0125
• 3 Physicians: Hector Tarraza, Chief of OB/GYN at 

MMC, Laurie Small, Christopher Darus and Jason 
Lachance.



Thank you for your attention


