
Lymph node status (Core) 
 
Lymph node involvement in vulval cancer is one of the most important adverse prognostic 
parameters,1 and the appropriate management and pathological assessment of regional 
(inguinofemoral) lymph nodes is considered the most important factor in reducing mortality from 
early vulval cancer.2 Regional nodal assessment is therefore typically indicated in all carcinomas 
(with the exception of basal cell carcinomas) that are greater than International Federation of 
Gynecology and Obstetrics (FIGO) Stage IA (pT1A) on clinicopathological assessment, i.e., those that 
exceed 20 millimetres (mm) in maximum size, those with greater than 1 mm depth of invasion and 
those of any size that involve adjacent structures (lower third of urethra, lower third of vagina or 
anus).3,4 Clinically suspicious/palpable inguinal nodes should be biopsied. Tumours that are <40 mm 
in size and ≥20 mm from the midline are usually managed by an ipsilateral inguinofemoral 
lymphadenectomy. Bilateral inguinofemoral lymphadenectomy is typically undertaken in tumours 
larger than 40 mm, those that cross or are located within 20 mm of the midline, or those that 
clinically or radiologically are felt to have positive ipsilateral lymph nodes.5 Significant changes in 
surgical practice in the last decades, both in terms of vulvar excision and nodal assessment have led 
to publication of algorithms to help direct surgical procedure. 
 
When lymphadenectomy is performed, one or more sections of all identified nodes should be 
submitted for histological examination, including sections containing perinodal fat to confirm the 
presence or absence of extracapsular extension, especially if grossly suspected. For nodes which are 
grossly involved by tumour, representative sampling is acceptable whereas nodes which are not 
suspicious should be submitted in their entirety after sectioning at 2 mm intervals perpendicular to 
the long axis of the node. Ultrastaging does not need to be performed for lymphadenectomies (see 
discussion on sentinel lymph node biopsy (SLNB) below)). 
 
Lymph node status is a powerful indicator of local recurrence and survival. The site, size and nature 
of nodal metastasis all influence prognosis and are integral to tumour stage. Involvement of regional 
lymph nodes represents Stage III, and this is further subdivided according to the number of involved 
nodes, the maximum size of the deposit and the presence or absence of extracapsular spread. It has 
been shown in multivariate analysis that extracapsular lymph node spread is an independent 
prognostic factor for earlier recurrence and overall survival.6 The presence of fixed or ulcerated 
inguinofemoral lymph nodes as determined by clinical examination, or of involvement of non-
regional, including pelvic, lymph nodes, upstages the carcinoma to Stage IVA or IVB respectively. The 
anatomic location and number of lymph nodes dissected, the number containing tumour and the 
size of the largest tumour deposit should be accurately documented in the pathology report. 
In recent years, owing to the high morbidity of groin dissection, SLNB has become the standard of 
care in some vulval cancers.7-9 SLNB can be performed for unifocal lesions which are confined to the 
vulva and less than 40 mm in size, with no prior vulval or groin surgery or radiation, and in the 
absence of clinically palpable or radiologically suspicious nodes.  The evaluation of sentinel lymph 
nodes should follow an established locally agreed protocol. It should be documented whether or not 
an ultrastaging procedure has been carried out and whether nodal metastases have been detected 
on routine histological examination (without ultrastaging) or by ultrastaging, including cytokeratin 
immunohistochemistry. Sentinel (and non-sentinel) nodal involvement should be recorded as 
presence of isolated tumour cells (ITC), micrometastases (MIC) or macrometastases (MAC). An ideal 
ultrastaging protocol used should detect almost all MIC (0.2-2 mm). The anatomic location and 
number of lymph nodes dissected, the number containing tumour, the size of the largest tumour 
deposit and the presence or absence of extracapsular spread should be accurately documented in 
the pathology report. According to TNM8,10 nodal involvement should be recorded as the presence 
ITC (<0.2 mm), MIC (0.2-2 mm) or MAC (>2 mm). MAC are regarded as pN1, MIC as pN1 (mi) and 
ITCs are pN0 (i+); ITCs do not upstage a carcinoma. The possibility of performing radiologically-
guided fine needle aspiration cytology (FNAC) of suspicious lymph nodes should be considered. A 
positive result enables the surgeon to immediately perform a bilateral inguinofemoral 
lymphadenectomy, thus avoiding an unnecessary SLNB. 
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