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esent to the @ -
diseases and conditia

> clinic, onc more in their lives,
1S affecting

ns; mfectlons benign swellings,
mons are the commonest.
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Benigh nec Té(sms are relatively uncommon while malignant tumours

é‘-VUIS.Ta-and vagina are among the rarest in the female genital tract.
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\D SWELLINGS OF THE SELVA

'-en delayed because of a tendency for most physicians
to-trea eslmptoms without proper clinical examination

—andh SIGIOQIC evaluation.
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- |tis important to establish a specific diagnosis before initiating any therapy.



: 1; Ions that may have vulvar manifestations;
it

itus, Crohn’s disease, atopic sensitivity, psoriasis or

——

| ﬁce or chronic diarrhoea may result in secondary vulvar

LT
4

'Iheus" of soaps perfumes, deodorant, and nylon or tight-fitting
clothlng especially in a patient with an atopic history.

Previous therapeutic measures and the patient’s response to such medication
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‘El-' Ed
- tion' both digital and speculum are necessary because
ma cervix, and the vulva can be interrelated.
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.-.‘-:‘;-‘;.7 p‘ﬁ nodes: The draining lymph nodes of the vulva
(superficial inguinal L.N.)
‘ examlned on both sides.

N.B.; he tl|n|C|an should always examine the patient for a systemic disease.



wer genltal tract lesions requires biopsy, which
y a Keye’s cutaneous biopsy punch under local anaesthesia.
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opy with 5% acetic acid or toluidine blue may aid in
1g the best blopsy site.
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A S nsatlon of itching, usually arousing the desire to scratch.
Qperly refers to vulval irritation for which no lesion is

\ r It iIs commonly used in practice to describe this upsetting
‘‘‘‘ Iess of whether or not a cause is found

e ——

tus‘ hould be distinguished from burning sensation
___,cﬁtn'monly described by many women.
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aginal discharge (80%): —
aginalis and Candida albicans are the commonest v ] '

US. They account for at least 80 r ses. ‘w
out vaginal dis@%): '

ruritus: as in cases of Jaundice, diabetes mellitus and Uraemia.

| SE ity: Skin sensitivity to various chemical constituents of
)NS such as soaps, bath salts and antiseptics may explain some cases.
rasy to chemical or rubber contraceptives is present.

i

-t'specific to the vulva: as scabies and seborrheic dermatitis.

nic epithelial dystrophies: as lichen sclerosis.
__jf;zr_,-_ -::.‘r:._

"""' ses of the anus and rectum: oxyuris worms may migrate forward to cause
— vulvalitching.Rectal Incontinence may also cause intense pruritus.

Urinary tract disorders: Glycosuria is almost the only condition associated with pruritus.

Carcinoma of the vulva

Psychogenic (neurodermatitis)
Idiopathic pruritus.
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s have been applied to disorders of the vulvar epithelium
oduce a number of non-specific gross changes
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, ::‘f "The term vulvar dystrophy has been
e Leplaced by the classification proposed by the

-
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;;;'—-gﬂm’rnétional society for the study of vulvar disease (ISSVD)
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P ITH{ELIAL DISORDERS OF THE VULVA

E—— .
———  Squamous cell hyperplasia
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= - Other dermatosis ( scabes, Psoriasis, lichen planus,
Condyloma accuminata



NICUS:

' commonest iondltlon found m.J’

plaining of v
3y also be seen in children and younger women.

' cause Is not known but it is associated with autoimmune disorders.

arly lesions the skin may be reddish or of normal colour,
n with a crinkled surface and white shiny plaques.
of the vulva slowly disappears and labial fusion may form.

.

_ COf. 1 élly' there is hyperkeratosis, flattening of the rete pegs,
= —andazone of a homogenized pink staining collagenous appearing tissue beneath

—_—
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=" s plth'éhum Lichen sclerosus is often associated with foci of both hyperplastic

~ fplthehum and atrophic changes.
Premalignant potential: It is uncertain if lichen sclerosus leads to vulvar cancer.
VIN and lichen sclerosus can coexist in the same patient. Approximately 4% of women
with lichen sclerosus develop invasive cancer.

Treatment: Topical application of testosterone ointment offers the best results.



vithelial thickening and

fé dusky red appearance when the degree of
. ,If.

- —deflned white plagues may be seen.
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s seen frequently,
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‘ﬁe-ﬂs&ures and excoriation, as a result of chronic scratching, may be present.

= Hyperplastib lesions are best treated by local application of cortisone.



0 exclude malignancy. Vulvar ulcers may be:
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Traumatic e.g. infected tear or episiotomy
Syphilitic ulcer (painless)
Tuberculous ulcer (painful)

=—— = Herpetic ulcer (multiple and painful)

Carcinoma ulcer (everted edges, indurated base and floor with necrotic tissues)



VULVAR SWELLINGS '

= e
j or a mass of the _\gulya should be differentiated from

 fibroid polyp, inversion of the uterus, and Gartner cyst.



0e non neoplastic, O

| FBenign turmours
72 Malighant:tumours

--—F} = 2. frgumm ic lesions
— < FCircultoRACISOREETS
4. [niiklenlnekttory coriclitions



WELLINGS OF THE VULVA
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dypertrophy of the clitoris —J«b’
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N cysts: These are Mult of blockage of ducts of glands:

5 duct cyst:
est vulvar swelling. In most cases is a cyst of the duct not of

: :ff- mucoid fluid and is lined by transitional epithelium.
u pears as a cystic swelling of variable sizes in the posterior part

5-'5 majus. Secondary infection leads to Bartholin abscess.

,—»*:' - 4.4‘_,

,.' — — -‘J-

' afment IS by marsupialization to create a new opening between the
’,'-’-duct wall and the skin. This line of treatment is
- preferable to excision as it is (a) easier with less bleeding

{(b) preserves the function of the gland (c) short convalescence.

N.B.: The fistulous tract created can best be preserved by placing

a Word catheter in the cyst, inflating its

bag with sterile water and leaving it in place for few weeks until it falls out.
(Word catheter is a 10 Foley catheter, 2.5 cm long with a single barrel).
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2 - Bartholin cyst Bartholin abscess
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S usually present on the hairy region of the __alb,
Sts that contain whitish chees ceous material.

)yecome infected and cau

e pain.

an be surgically removed.



1al Inclusio

ySts: may o‘ccum

squamous epithelium
ither skin or mucosa,

on cyst. They may be
f circumcision (clitoridal

lusic cysts The majority of

S of the vulva are unrelated to
“traun __,,;’:- plantation of skin fragments.
:«7—1—“ y have origin from embryonic
ssue-destined to become epithelium
{Nrj?:h remains in the dermis, or from
pilosebaceous ducts that become
-occluded.

Treatment: Epidermal inclusion cysts are
usually small and asymptomatic. If but if
they are annoying the patient or become
infected they



/elopmen e rounda

Danied nv a —

ed the canal of Nuck
y obliterated later on.
2d, a cystic collection
:;--. Imulate in this pouch

droce of the canal of Nuck.

----- ~ "‘ - ‘thé upper part of the labium
:maas.a.nd may extend to the inguinal
“canal. Sometimes it can be emptied by
_pressure on lying down if it communicates
“with the peritoneal cavity and it may be
associated with inguinal hernia.

Treatment: Excision of the sac and dealing
with any inguinal hernia.



y suggestions have been nTade including; a congenital lesion,
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SrI aII bluish cyst containing altered blood and lined by
ellum that increases in size and becomes tender during

umatlc lesions:
— Haematoma of the vulva may occur after labour. It spreads widely
- because of the loose tissue structure. Treatment is by incision,
evacuation and drainage.
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lent is by excision or
g agents.
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c and local causes such E
dme heart failure and
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SU3 ly dn‘fuse and

> ;;n by pallor of the skin and

- _.;"_:-:. _.f-" sure W|th the finger.
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S ¢ inflammatory conditions
; E: thellnltls molluscum
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d rarely. It arises from the
s of the vulva an

pedunculated an -

th. Treatment is by

incommon but present
,: Jmour like a lipoma but
m the fibrous tissue of
-f-.é; \d the vulvar
o. Treatment is by

ose tumours on occasion
,;- atous.
nous cell papilloma is usually a
f&‘r:ﬁ:falﬂesmn formed of papillae of

- — -
O _-——

coreof vascular connective tissue the
_clinician has to differentiate it from:
condylomata accuminata caused by HPV
virus which are usually multiple,
fibroepithelial polyps which are small,
sessile, or pedunculated pieces of
redundant skin, and bilharzial papillomata.

sﬁﬂtlfledsquamous epithelium, covering a | |/ S




*Hidradenoma: It is an unusual lesion that origi
e apocrine sweat glands.

*|t appears as a Mdule on the
—mterlablal sulcus

) ) Tale a MY N C\

The hidradenoma is not malignant, although on histologic
examination the papillary nature of the tumour may be
‘mistaken for an adenocarcinoma.
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, Which carries a risk for

gmen ed
junctional
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_;,;_;:1_ *‘iOpsy should be performed on all pigmented
the vulva so that tissue can be sent for histologic
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- *These lesions should not be treated by cryosurgery or laser
therapy as histologic examination is essential.



A\ SIT rising from the posterior part of the lower end of the urethra

ad of a very vascular stroma, almost like a haemangloma
\d covered with squamous or transitional epit b
. — = . -

- —
re red in colour bec?t%?ﬂeir vascularity and are extremely sensitive.

. e~ -
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xcision and histological examination although malignant
he base of the tumour on the urethral mucosa should be cauterised.
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[ ?hatous caruncle:lt is a chronic infection of the periurethraltissue.
=Itis cal caruncle but it IS not neoplastic and is often symptomless.
-'Grantﬂomatous caruncle is often seen, while a true caruncle is uncommon.

e S
-
—— -

Tr_eatment if needed is by cautery and there is a tendency to recurrence.

Infection in this area must involve the paraurethral gland network
and complete cure is difficult. A search should be made for a vaginal or bladder
source of the infection. Other tumours include haemangioma, neurorofibroma.
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~ VIN are classified after ISSVD (1998)
~ into squamous and non squamous
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Squamous VIN includes three
: : degrees namely; VIN I, I, and IlI.
—_— They have been formerly knownas
N = hyperplastic dystrophies with atypia.

Non squamous VIN includes Paget’s
disease and Melanoma in situ.
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1de three degree MN l, Il, and IlI. ‘have

knewn as hype _mastlc dystrophles Wlth atypia. The

those of cervical intraepithelial neoplasia “CIN”
erV|x) although they seem to have a less malignant
'_. monly occurs in the younger age where almost half
1_5 ‘e younger than 41 years.

-
™

"-: 1/3 of cases are asymptomatic, however VIN often
2nts -'-as pruritus vulvae.

== mspectlon Lesions are often raised above the surroundings
——— n with a rough surface.
- Colbur Is variable: White due to hyperkeratinization, red due to
thinning of epithelium, or dark brown due to melanin deposition in the
epithelial cells.

Multicentric lesion: VIN lesions are often multifocal, that is why
wide excision is mandatory.







Non squamous VIN

___}:——

this uncommon condition is similar to that found in the

U VIN mclu es

| ease Jgdenocarcmo |n*S|tu)

-
-

Pru qus is the presenting complaint
= n’[s as a red crusted plague with sharp edges.
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- - .,-J‘."‘.,.——
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’.E%Tégﬁosﬂis must be made by biopsy.
~ In almost 1/3 of cases there is an associated adenocarcinoma in the
- _apocrine gland, and in 20% concomitant cervical cancer may be

present.

Treatment is by very wide local excision usually including total vulvectomy,
because unlike VIN Ill the histologic extent of Paget’s disease is
frequently beyond the visible lesion.
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\SIVE CANCER OF THE VULVA .
idence anﬂ'Awy E

ever during recent years it appears that
ncidence has been increasing, reaching
10 8% of malignancies of the female genital

T :;-_4

- - e gt

=~ Thisincrease is both attributed to the

— ~ continued rise in average age of female

- population, and the larger prevalence of VIN in
the younger population.

No race is spared and neither parity nor
gravidity Is involved
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o different aetiologic types of vulvar can

—— ~ -
e is seen m patients; is related to HPV

ana S sm . NAd. anC common ASS0CIa d NI U|Var —

] U C VUIVCO
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Vivilotello - \J

210] ears to carry a S|gn|f|cant risk of progression to
ancer if left untreated.

n hﬂeommon type is seen mainly in the elderly women, is
i:~= ed to smoking or HPV infection and concurrent VIN is

—_—

‘-’ —
=___.\=

~ Most tumours are squamous cell carcinomas (92%), with
= "fﬁ]elanomas adenocarcinomas,
basal cell carcinomas, and sarcomas occurring much less
frequently.
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Jamous cell ce
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: y IN postmenopausal women
'?[nean age at diagnosis Is 65 years.
ie oms Patients generally present with
‘ % standmg pruritus, before a vulvar lump is
== ;‘ — de -»cted
= — Other common symptoms include vulvar

= = paln, bleeding, and discharge.






ated, d, or Wanty in
Most lesions o he labia majora,;

‘minora are the next most common sites.

ss commonly, the clitoris or perineum is involved
. ;.o roximately 5% of cases are multifocal

-
-

,.--~ s grom lymph nodes should be evaluated carefully
~ and a complete pelvic examination
;, - should be performed.

== Colposcopic examination of the cervix and vagina
e should be considered to exclude the common

: association with other intraepithelial squamous
neoplasia of the lower genital tract (CIN & VAIN).

Diagnosis: Definitive diagnosis requires biopsy
from the lesion under local anaesthesia.







thods ofspr —
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>t extension to adjacent structures,
as the vagina, urethra, and anus.

%

, atlc embolization to regional lymph
ﬂ,, od s (common)

L ——
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_ Haematogenous spread to distant sites,
;f, _'.-ff-~ including the lungs, liver, and bones (rare



phatic pathways: In"most cases, the
IC metastases are to the
ymph nodes, located between
'S fascia and the fascia lata. From
Jperficial nodes, spread occurs to

Praaontic noces

Lateral aortic nooes

S node, which is situated beneath | ‘!
nal ligament, is the most cephalad JEEESEZEN () =
fel () al node group. )

Exernal lliac nooes

N

: 1 the mgumofemoral nodes spread
f::oecufs to the pelvic nodes, particularly the
— external iliac group.

Obturator node N .,

nguinal nodes

Famaral noges

Famoral nodes &)

The incidence of lymph node P
metastases in vulvar cancer is inguialrades 4’
approximately 30%. It is related to the size wmmn_r_—#
of the lesion and the stage of the disease.
Haematogenous spread usually occurs late
In the disease and rarely occurs in the
absence of lymphatic spread.




w%* based on a clinical evaluation

‘_-
- c—

e prim ary tumourand regional lymph nodes

DF mited search for distant metastases.
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) on of Gy Obstetrics
- of vulvar carcinoma 1989 (FIGO)

%our confined to the vulva or perineum, or both
~ (more than 2 cm in greatest dimension) no nodal
metastases.

= = Tumour invades any of the following; upper
urethra, bladder mucosa, rectal mucosa, pelvic
bone or bilateral regional node metastases, or a
combination

Any distant metastases including pelvic lymph
nodes
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- Radical vulvectomy and en bloc
in dissection, with or without pelvic
nphadencetomy has long been

. col 1sidered the standard treatment for all

-

. _f- - perable patients, resulting in a corrected

9‘—’-:

— =

_ =% year survival rate of nearly 90% for
~ stages 1 and 2 disease.

—
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= | Such extensive surgery had a very high
morbidity affecting the quality of life after
the procedure.
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ve been made in the management of
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| Je .cer that have markedly decreased the
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== —;j"‘ and psychological morbidity associated
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=== _«;vﬁh the standard treatment.
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Incisions are used for groin dissection;

\

ment
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xternal radiatia erapy, nNnas

- become the standard treatment for
‘patients with

~ positive groin LNs, thus eliminating the

- need for routine pelvic

~ lymphnectomy, unless metastases is
—==== documented
-~ Intheinguinal node area.
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Very early tumours in which the
lepth of penetration is less than 1
m m, groin dissection may be

~ eliminated,where a wide and deep
‘~Iocal excision (radical local

= ~_excision)is as effective as radical
——— ,,. ~ vulvectomy in preventing local
== recurrence




inguinof .
IS an accep ‘_E--‘QO oach _ ——

e

~ 5-For midline lesions invading more than
1 mm bilateral groin dissection is necessary

= . 6-In advanced vulvar cancer involving

. the proximal urethra,anus, or

- rectovaginal septum many centres
have been using preoperative
radiationor chemo radiation to
shrink the primary tumour followed
by more

conservative surgical excision.
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1o 15% for stage IV.

nodal involvement have a 5 year survival rate 50%
- whereas
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= thmo nodal involvement have a 5 year survival rate of
' == about 90%.
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