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OBJECTIVE: Clinical outcome after surgical treatment of vulvar intraepithelial neoplasia (VIN).
STUDY DESIGN; 16 women with vulvar intraepithelial neoplasia were reviewed. Histologic diagnosis
was based on classification of the International Society for the Study of Vulvovaginal Diseases (ISSVD).
RESULTS: All cases had unifocal lesions in vulvar examination. In 13 cases (81,5%) lesions were white,
in 2 cases (12,5%) lesions were papillary in apprereance and in a case ( 6%) there was an ulcerative
lesion. In all cases diameter of the vulvar lesions were less than 2 cm. Local excision was performed for
VIN 1 lesions. VIN2 and VIN3 lesions underwent simple vulvectomy. Imiquimod therapy was prefferred
for a case with VIN3 lesion who refused surgery. In a case with VIN3 lesion squamous cell carcinoma
in situ diagnosed after vulvectomy operation. Recurrence of disease has not yet been diagnosed during

the follow up period.

CONCLUSION: VIN lesions should be surgically treated and careful long term surveillence is manda-

tory.
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Introduction

Vulvar intraepithelial neoplasia (VIN) is characterized by
an abnormal proliferation of cells with an increased nucleocy-
toplasmic ratio, nuclear hyperchromasia and pleomorphism.
The grading of VIN is based on histology and reflects the ex-
tent of replacement of the epithelium by the abnormal, dys-
plastic cells. In VIN1 the abnormal celluler changes are con-
fined to the lower third, in VIN2 lesion extend into the middle
third of the epithelium whereas VIN3 means full thickness
dysplasia.! Although the incidence of vulvar cancer has re-
mained unchanged the incidence of VIN has been thought to
be increasing by up to three fold.>? This could be a real in-
crease in incidence or just better diagnostic procedures. True
incidence of this rare condition is unknown and accurate as-
sessment of its malignant potential is difficult. In this study we
reviewed clinical features and prognosis of 16 women with
vulvar intraepithelial neoplasia.
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Material and Method

During 1997-2006 16 women with vulvar intraepithelial
neoplasia were reviewed. Women with vulvar lesions or
women with chronic vulvar symptoms such as pruritus, sore-
ness or women with asymptomatic lesions were diagnosed by
vulvar biopsies. Histologic diagnosis was based on classifica-
tion of the International Society for the Study of Vulvovaginal
Diseases (ISSVD).* Cases of invasive vulvar carsinoma diag-
nosed within one year of the diagnosis of VIN accepted as
missed invasion. Women with VIN are followed with vul-
voscopy, biopsy of suspicious lesions and cervical cytology at
6 month interval for at least 2 years after the last treatment and
thereafter at least annually. Clinical features of the patients,
macroscopic appereance of the lesions, management and
prognosis of the cases were reviewed. This clinical study was
approved by our hospitals ethic committee.

Results

During a 10 years period we had 16 women with vulvar in-
traepithelial neoplasia and 36 women with squamous cell car-
cinoma of the vulva.

Mean age of the women with VIN was 50,6 +13,9 (23-68).
Eight cases were older than 50 years and 3 cases were older
than 60 years. All cases had unifocal lesions in vulvar exami-
nation. In 13 cases (81,5%) lesions were white, in 2 cases le-
sions were papillary in apprereance and in a case there was an
ulcerative lesion. In all cases diameter of the vulvar lesions
were less than 2 cm. Local excision was performed for VIN 1
lesions. VIN2 and VIN3 lesions underwent simple vulvec-



tomy. Imiquimod therapy was prefferred for a case with VIN3
lesion who refused surgery. In a case with VIN3 lesion squa-
mous cell carcinoma in situ diagnosed after vulvectomy oper-
ation. Mean follow up of the group was 4,4+3,5 years (1-9
year) and still going on. Recurrence of disease has not yet
been diagnosed during the follow up period.

Discussion

The clinical manifestation of VIN are varied, ranging from
warty lesions on vulva to erythematous or ulcerated areas or
slightly raised lesions.’ The range of symptoms in these pa-
tients is wide and includes pruritus, soreness and the presence
of lump. Many asymptomatic patients are also reported.®’
There is growing evidence that HPV infection is involved in
the development of VIN in younger women. In this group
multifocal lesions are common.® The modern management of
VIN is mainly surgical and there has been a trend away from
radical surgery. One of the reason this trend is the high recur-
rence rate of VIN following primary surgical excision. Hrod et
al reported 48% recurrence rate in 133 women treated for
VIN.? Because of the risk of malignant transformation long
term follow up for these cases is mandatory. The potential psy-
chological sequela from this chronic condition possibly re-
quiring repeated surgical procedures must not be underesti-
mated. Conservative management of VIN following diagnosis
reguler colposcopic examination and biopsies of areas suspi-
cions of invasion. Clear 1 cm margin around the lesion is rec-
ommended for local excision of the lesions, where the exci-
sion margins are not clear the recurrence rate increases.>!?

Malignant transformation from VIN to vulvar cancer is
poorly understood. Most authors have estimated the risk to be
around 5%.%!" The possibility of transition to malignancy
based on involvement of the resection borders or not is doubt-
ful. Inverson at al reported that 8 of their 16 patients who
later developed cancer had free resection borders at the time
of primary surgery for VIN.? They also reported that the me-
dian time between intraepithelial neoplasia and invasive can-
cer diagnosis was 2 years with a range of 1 to 11 years and
suggested that age was a strong significant prognostic factor.
28% of their study group were younger than 40 years of age.’
In our study 12,5% of our cases were younger than 40 years.

Vulvectomy operation for these cases can be accepted as
overtreatment but possibility of invasion and poor continuing
case of these patients should be considered. Jones at al® re-
ported that treated VIN has a high rate of recurrence and un-
treated VIN in women over 30 years has an appreciable inva-
sive potential. Hillemanns et al reported that vulva preserving
treatment methods for VIN have high recurrence rate espe-
cially in patient with HPV infection and multifocal disease.'?
Non - excisional methods of treatment such as laser ablation
and topical 5-fluorouracil are not commonly recommended
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since they prevent histologic examination are associated with
high recurrence rates up to 70%.%'3 In our study we preffered
imiquimod therapy for a women with VIN 3 lesion who re-
fused surgical therapy and she has been under follow up for a
year. In a study revewing 40% women with VIN the authors
reported that 36% of their cases were asymptomatic and 84%
of the cases had multifocal lesions.®

Regression after diagnostic biopsy occured in 47 women
who at diagnosis of VIN ranged in age from 15 to 45 years
(mean 24,6 years). They demonstrated a striking association of
VIN with sexually transmissible infections and advised sexual
health screening, cervicovaginal cytology and colposcopy as-
sessment for continuning case of women with VIN.¢

Conclusion

We concluded that VIN lesions should be surgically
treated and careful long term surveillence is mandatory.

16 Olguda Vulvar Intraepitelyal Neoplazi
Tedavisi Sonuglari

Vulvar intraepitelyal neoplazilerin cerrahi tedavi sonrasi klinik
sonuglari.

Vulvar intraepitelyal neoplazi saptanan 16 olgu arastirildi. His-
tolojik tanida Uluslararasi Vulvavajinal Calisma Grubu Toplu-
lugu siniflamasi kullanildi.

Tdm olgularin vulvar muayenesinde unifokal lezyon saptandi.
Lezyonlar 13 olguda (%81,5) beyaz, 2 olguda (%12,5) papiller,
bir olguda (%6) Ulseratif olarak gozlendi. Tim vulvar lezyon-
larin ¢capi 2 cm’den kucuk idi. VIN 1 saptanan lezyonlara lokal
eksizyon, VIN2 ve VIN3 saptanan lezyonlarda basit vulvektomi
uygulandi. VIN3 saptanan ve cerrahi tedaviyi reddeden bir ol-
guda Imiquimod tedavisi uygulandi. VIN 3 saptanan ve cerrahi
tedavi uygulanan bir diger olguda vulvektomi sonrasinda insitu
karsinom saptandi. Tim olgularin takip periyodunda rekkiirens
g6zlenmedi.

Vulvar intraepitelyal neoplaziler cerrahi tedavi edilebilir. Uzun
dénem takiplerinin dikkatle yapilmasi gereklidir.

Anahtar Kelimeler: Lezyon, Premalign, Vulva
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