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Summary
Background: In cases of advanced vulvar cancer with non-resectable lesions, permanent cure is extremely rare.  In the
past, chance for improved outcomes was sought in extensive exenterative procedures, resulting in significant disabil-
ity and compromising the patients functioning. An alternative therapeutic option of far-advanced vulvar cancer is
radiotherapy, either used as a stand-alone modality or as neoadjuvant modality, prior to surgery. At present,
chemosensibility of vulvar cancer is relatively well documented. Implementation of synchronous chemotherapy with
a 15-20% reduction of total dose of radiotherapy provides a favourable therapeutic index. The aim of this paper is to
evaluate tumour response to radiochemotherapy in patients with advanced vulvar cancer, based on own experience
to-date. Material and method: Since January 1st, 2005 thru December 31st, 2008, at the Department of Female Gen-
ital Tumours of the Centre of Oncology in Warsaw, we have treated 17 patients with planoepithelial vulvar cancer in
clinical stages T3 and T4, N0-N2M0, aged 56-81 years (mean: 68 years). The patients were irradiated with photons X
(6-15 MeV) over vulvar area, inguinal lymph nodes and pelvis. Total doses delivered to vulvar area ranged from 50 to
65 Gy (depending on extent of tumour infiltration) and to pelvic and inguinal lymph nodes – 45-65 Gy. Chemother-
apy consisted of 5-FU at the dose of 750-1000 mg/m2, administered in a 96-hours’ infusion on days 1st-4th and cisplatin
at a dose of 50 mg/m2 on day 1st, administered on the 1st and 5th week of radiotherapy. Results: Complete regression
of tumour (complete response, CR) was achieved in 7 (41%) patients, partial response (PR) – in 9 (53%) patients,
and progression of disease in spite of the therapy was observed in 1 (6%) patient. In 3 (33%) patients  who obtained
partial response, at surgery only radiation-induced damage was seen, with no viable tumour remnants. Conclusions:
Radiochemotherapy should be considered the treatment of choice in far-advanced vulvar cancer. Treatment plan
should be elaborated by qualified gynaecologists-oncologists, in close cooperation with radiotherapists. Surgery
should be reserved for patients with recurrent disease or those with incomplete regression after radiotherapy.
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INTRODUCTION

Vulvar cancer makes up for 2.5-5% of all genital
malignancies in the females(1). In Poland, there are
about 350 new cases diagnosed annually and over

200 deaths due to this condition. As a rule, in Poland vul-

WST¢P

Rak sro mu sta no wi 2,5-5% wszyst kich no wo two rów
na rzà dów p∏cio wych u ko biet(1). W Pol sce rocz nie
od no to wu je si´ oko ∏o 350 no wych za cho ro waƒ i po -

nad 200 zgo nów z po wo du tej cho ro by. No wo twór ten jest

Stresz cze nie
Wst´p: W za awan so wa nym ra ku sro mu przy nie re se ko wal nych zmia nach trwa ∏e wy le cze nie jest rzad ko Êcià.
W prze sz∏o Êci szan sà na po pra w´ wy le czal no Êci by ∏y roz le g∏e za bie gi eg zen te ra cyj ne pro wa dzà ce do znacz ne go
oka le cze nia i upo Êle dze nia funk cjo no wa nia cho rych. Al ter na tyw nym spo so bem le cze nia za awan so wa ne go ra ka
sro mu sta ∏a si´ przed ope ra cyj na lub sa mo dziel na ra dio che mio te ra pia. Obec nie che miow ra˝ li woÊç ra ka sro mu
jest doÊç do brze udo ku men to wa na. Za sto so wa nie syn chro nicz nej che mio te ra pii z re duk cjà da wek ca∏ ko wi tych
o 15-20% z ra dio te ra pii po zwa la na uzy ska nie ko rzyst ne go in dek su te ra peu tycz ne go. Ce lem pra cy jest oce na
od po wie dzi gu za na le cze nie ra dio che mio te ra pià u cho rych na za awan so wa ne go ra ka sro mu opar ta na do tych -
cza so wych do Êwiad cze niach au to rów. Ma te ria∏ i me to da: Od 1 stycz nia 2005 do 31 grud nia 2008 ro ku le czo no
na pro mie nia niem w Kli ni ce No wo two rów Na rzà dów P∏cio wych Ko bie cych Cen trum On ko lo gii w War sza -
wie 17 cho rych na p∏a sko na b∏on ko we go ra ka sro mu o za awan so wa niu T3 i T4 N0 -N2M0 w prze dzia le wie ku
56-81 lat (Êred nia 68 lat). Pa cjent ki by ∏y na pro mie nia ne fo to na mi X 6 lub 15 MeV na ob szar sro mu i w´ z∏ów
ch∏on nych pa chwi no wych i mied ni cy. Daw ki ca∏ ko wi te na srom wy no si ∏y od 50 do 65 Gy, w za le˝ no Êci od roz -
le g∏o Êci na cie ku, na w´ z∏y ch∏on ne mied ni cy i pa chwi no we – od 45 do 65 Gy. Che mio te ra pia: 5-FU po da wa ny
w 96-go dzin nym wle wie w daw ce 750-1000 mg/m2, dzieƒ 1.-4. i ci spla ty na w daw ce 50 mg/m2 w 1. dniu po da wa -
na w 1. i 5. ty go dniu na pro mie nia nia. Wy ni ki: Ca∏ ko wi tà re gre sj´ gu za (CR) uzy ska no u 7 (41%) cho rych, cz´ -
Êcio wà (PR) u 9 (53%) ko biet, a u 1 (6%) pa cjent ki stwier dzo no pro gre sj´ cho ro by (PD). U 3 (33%) ba da nych
z cz´ Êcio wà re gre sjà po ope ra cji nie stwier dzo no ra ka, je dy nie po pro mien ne uszko dze nia. Wnio ski: Ra dio che -
mio te ra pia w za awan so wa nym ra ku sro mu po win na byç me to dà le cze nia z wy bo ru. Do le cze nia po win ni kwa li -
fi ko waç gi ne ko lo dzy on ko lo dzy wraz z ra dio te ra peu ta mi. Chi rur gi´ na le ̋ y za re zer wo waç dla cho rych z na wro -
tem cho ro by lub z nie ca∏ ko wi tà re gre sjà po na pro mie nia niu.

S∏o wa klu czo we: za awan so wa ny rak sro mu, ra dio che mio te ra pia, re gre sja gu za, od czy ny po pro mien ne, wy nik le cze nia

Coдержание
Введение: В развитом раке вульвы при нерезецированных изменениях устойчивое излечение является
редкостью. В прошлом шансом на улучшение излечения были обширные эгзентерационные операции,
которые однако приводили к значительному обезображиванию и ослаблению функционирования боль-
ных. Альтернативным способом лечения развитого рака вульвы стала дооперационная или самостоя-
тельная радиохимиотерапия. В настоящее время химиочувствительность рака вульвы достаточно хорошо
документирована. Применение синхронной химиотерапии и редукции полных доз 15-20% при радиоте-
рапии дает возможность получить положительные терапевтические результаты. Цель работы: Оценка
ответа опухоли на лечение при использовании радиохимиотерапии у больных страдающих развитым
раком вульвы основанной на наших проводимых до сих пор исследованиях. Материал и метод:
От 1 января 2005 г. до 31 декабря 2008 г. в Клинике Новообразований Женских Половых Органов Цен-
тра Онкологии в Варшаве лечилось 17 больных страдающих плоскоэпителиальным раком вульвы при
прогрессе Т3 и Т4 Н0-Н2М0 в возрасте 56-81 год (средний возраст 68 лет). Больные облучались фотона-
ми Х 6 или 15 МеВ на поверхности вульвы и лимфатических узлов в пахе и тазе. Полные дозы на вульву
составляли от 50 до 65 Гю в зависимости от протяженности инфильтрата, на паховые и тазовые лимфа-
тические узлы от 45 до 65 Гю. Химиотерапия: 5-Фу подавалось в 96-часовом вливании в дозах 750-1000
мг/м2, день 1-4 и цисплатина в дозах 50 мг/м2 в 1 день подачи в 1 и 5 неделю облучения. Результаты:
Полная регрессия опухоли отмечена у 7 (41%) больных, частичная у 9 (53%) больных, а у 1 (6%) больной
была отмечена прогрессия заболевания. У 3 (33%) больных с частичной регрессией после операции ново-
образование не было отмечено, но были повреждения связанные о облучением. Выводы: Радиохимио-
терапия в развитом раке вульвы должна считаться избирательным методом лечения. Для проведения
такого вида терапии необходима квалификация со стороны гинекологов онкологов, а также радиотера-
певтов. Хирургические операции должны проводиться только у больных страдающих рецидивом заболе-
вания или неполной регрессией после облучения.

Ключевые слова: развитый рак вульвы, радиохимиотерапия, регрессия опухоли, реакция после облу-
чения, результаты лечения
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var cancer is detected too late. A significant proportion of
patients constitute elderly women, affected with numerous
comorbidities. Vulvar cancer has a propensity to spread
mainly by infiltration of adjacent structures and to develop
metastases in regional lymph nodes. Radical excision of all
neoplastic lesions requires very extensive procedures,
severely mutilating the patient. At an early clinical stage of
vulvar cancer, surgical excision is the mainstay of therapy.
In clinical stages T1 and T2, radical vulvectomy and exci-
sion of inguinal-femoral lymph nodes results in a 5-years’
survival rate of about 80%. In clinical stages T3 and T4,
this figure decreases dramatically and if non-resectable
lesions are detected permanent cure is a rarity(2). In the
past, the only chance to improve survival were extensive
exenterative procedures, resulting in severe mutilation and
compromised functional status of patients. With this in
mind, development of alternative techniques of sparing
treatment of vulvar cancer became an urgent priority. Such
an alternative technique of management of vulvar cancer
became radiochemotherapy, used either prior to surgery or
as a stand-alone treatment. Since some time, the role of
radiochemotherapy in the treatment of patients with late-
stage vulvar cancer is the subject of intense research(3-5). To-
date, experiences with the use of radiochemotherapy in
several other tumour locations confirmed high effective-
ness of these therapeutic protocols. At present, chemosen-
sibility of vulvar cancer is relatively well documented(6).
While administration of synchronous chemotherapy exac-
erbates early radiation-induced reaction, reduction of total
doses by 15-20% as compared to those which should be
applied in stand-alone radiotherapy, provides a favourable
therapeutic index.
The aim of this paper is to evaluate tumour response to
radiochemotherapy in patients with advanced vulvar cancer
base on our experiences gained hitherto.

MATERIAL AND METHOD

Since January 1st, 2005 thru December 31st, 2008, at the
Department of Female Genital Tumours of the Centre of
Oncology in Warsaw, 54 patients with histologically verified
vulvar cancer underwent radical irradiation. In all patients, a
planoepithelial vulvar cancer has been confirmed. Irradiation
was administered before and after surgery, as well as a stand-
alone procedure as a presumably curative therapy. Selection
of therapeutic modality depended on clinical stage of
tumour, as well as other factors, mainly extent and direction
of spread of the tumour. In this group, further analyses
included 17 patients treated by irradiation either as
monotherapy with synchronous chemotherapy, according to
management protocol adopted at our Department in 2005.
Based on results published by other centres, as well as based
on own experience, we adopted the following, apparently the
most beneficial therapeutic strategy in cases of non-resectable
primary vulvar cancer: irradiation from external fields using
photon beams transferring the energy of 6-15 MeV over

w Pol sce z re gu ∏y zbyt póê no wy kry wa ny. Do syç du ̋ à gru p´
cho rych sta no wià ko bie ty star sze, ob cià ̋ o ne licz ny mi cho  -
ro ba mi wspó∏ ist nie jà cy mi. Rak sro mu wy ka zu je ten den cj´
do sze rze nia si´ przede wszyst kim dro gà na cie ka nia sà sied -
nich struk tur i prze rzu tów do w´ z∏ów ch∏on nych. Ra dy kal ne
usu ni´ cie wszyst kich zmian no wo two ro wych wy ma ga bar dzo
roz le g∏ych za bie gów, któ re w znacz nym stop niu sà oka le cza -
jà ce dla pa cjent ki. We wcze snym stop niu kli nicz ne go za -
awan so wa nia ra ka sro mu chi rur gia jest za sad ni czà me to dà
le cze nia. Ra dy kal ne wy ci´ cie sro mu i w´ z∏ów ch∏on nych pa -
chwi no wo -udo wych w stop niu za awan so wa nia T1, T2 da je
szan s´ na uzy ska nie oko ∏o 80% prze ̋ yç 5-let nich. W stop -
niu za awan so wa nia T3, T4 od se tek ten dra stycz nie spa da,
a przy stwier dze niu nie re se ko wal nych zmian trwa ∏e wy le -
cze nia sà nie zwy k∏à rzad ko Êcià(2). W prze sz∏o Êci szan sà
na po pra w´ wy le czal no Êci by ∏y roz le g∏e za bie gi eg zen te ra -
cyj ne pro wa dzà ce do znacz ne go oka le cze nia i upo Êle dze nia
funk cjo no wa nia pa cjen tek. Wo bec po wy˝ sze go prio ry te tem
sta ∏o si´ opra co wa nie al ter na tyw nych me tod le cze nia
oszcz´ dza jà ce go ra ka sro mu. Me to dà ta kà sta ∏a si´ przed -
ope ra cyj na lub sa mo dziel na ra dio che mio te ra pia. Od pew -
ne go cza su ra dio che mio te ra pia w le cze niu cho rych na za -
awan so wa ne go ra ka sro mu jest przed mio tem in ten syw nych
ba daƒ(3-5). Do tych cza so we do Êwiad cze nia z za sto so wa niem
ra dio che mio te ra pii w wie lu in nych lo ka li za cjach po twier -
dzi ∏y wy so kà sku tecz noÊç tych sche ma tów te ra peu tycz nych.
Na chwi l´ obec nà che miow ra˝ li woÊç ra ka sro mu jest doÊç
do brze udo ku men to wa na(6). Za sto so wa nie syn chro nicz nej
che mio te ra pii na si la co praw da wcze sne od czy ny po pro -
mien ne, ale zmniej sze nie da wek ca∏ ko wi tych o 15-20%
od tych, ja kie na le ̋ y po daç, sto su jàc sa mo dziel ne na pro mie -
nia nie, po zwa la na uzy ska nie ko rzyst ne go in dek su te ra peu -
tycz ne go.
Ce lem pra cy jest oce na od po wie dzi gu za na le cze nie ra dio che -
mio te ra pià u cho rych na za awan so wa ne go ra ka sro mu, opar -
ta na do tych cza so wych do Êwiad cze niach w∏a snych au to rów.

MA TE RIAŁ I ME TO DA

W okre sie 1.01.2005-31.12.2008 ro ku w Kli ni ce No wo two rów
Na rzà dów P∏cio wych Ko bie cych Cen trum On ko lo gii w War -
sza wie le czo no ra dy kal nym na pro mie nia niem 54 cho re z mi -
kro sko po wo po twier dzo nym p∏a sko na b∏on ko wym ra kiem
sro mu. Sto so wa no na pro mie nia nie przed - i po ope ra cyj ne
oraz ra dio te ra pi´ sa mo dziel nà o za ∏o ̋ e niu ra dy kal nym.
O wy bo rze me to dy le cze nia de cy do wa∏ sto pieƒ za awan so wa -
nia kli nicz ne go, jak rów nie˝ in ne czyn ni ki, a przede wszyst -
kim roz le g∏oÊç i kie ru nek sze rze nia si´ no wo two ru. Z tej gru -
py cho rych dla po trzeb dal szej ana li zy wy bra no 17 pa cjen tek
le czo nych na pro mie nia niem sa mo dziel nym z jed no cza so wà
che mio te ra pià we d∏ug przy j´ te go w Kli ni ce w ro ku 2005 pro -
to ko ∏u po st´ po wa nia. Na pod sta wie wy ni ków ba daƒ z in nych
oÊrod ków, a tak ̋ e do Êwiad czeƒ w∏a snych przy j´ to na st´ pu jà -
cy, wy da je si´ naj bar dziej ko rzyst ny sche mat po st´ po wa nia
w nie re sek cyj nym pier wot nym ra ku sro mu: na pro mie nia nie
z pól ze wn´trz nych wiàz ka mi fo to no wy mi o ener gii 6 lub 15 MeV
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vulva, inguinal lymph nodes and pelvis, using the “decreasing
fields” technique. Reduction of fields takes place after deliv-
ery of 45-56 Gy, so as to deliver a total dose of about 65 Gy
to the primary focus. Fraction doses amounted to 1.8 Gy.
Using decreasing fields’ technique, fraction dose is 2.0 Gy in
order to reduce duration of treatment. Chemotherapy is
administered according to the following protocol: 5-FU
1000 g/m2/day in a 96-hours’ infusion on the 1st and 5th week of
radiotherapy and cisplatin 50 mg/m2 on the 1st day of the 1st

and 5th treatment week. Effectiveness of treatment was eval-
uated directly after completion of radiotherapy and 4-8 weeks
after treatment. 
Study population consisted of 17 patients aged 56-81
(mean age: 68) in clinical stages: T3N0M0 – 8 patients,
T3N1M0 – 6 patients and T3N2M0 – 3 patients. Mean
diameter of vulvar tumour was 7 cm (range: 4-12 cm).
Total dose delivered to the vulvar area ranged from 50 to
65 Gy, depending on extent of malignant infiltration, while
that delivered to inguinal and pelvic lymph nodes depend-
ed on the presence of metastases, ranging from 45 Gy in
the case of electively irradiated nodes to 65 Gy in the case
of invaded and microscopically verified nodes. Chemother-
apy conforming to the protocol has been administered in
11 patients, while in 6, due to age, general condition and
comorbidities, the dose of 5-FU has been reduced to 750
mg/m2 in order to improve treatment tolerance.
The patients’ characteristics is presented in table 1.
Early and late radiation-induced reactions on the part of per-
ineal skin, urinary bladder and bowels, were assessed once-a-
week during treatment and at every follow-up examination
after completion of treatment protocol. The EORTC/RTOG
scale was used to this purpose.

RESULTS

Effectiveness of treatment was assessed directly after termi-
nation of the therapy. In the entire group of 17 irradiated
patients, total regression of tumour (complete response, CR)
conformed by MR imaging, has been obtained in 7 (41%)
patients. Partial regression (partial response, PR) has been
obtained in 9 (53%) patients, while in 1 (6%) patient  the
tumour progressed in the form of cutaneous spread. The
patient with tumour progression was offered systemic treat-
ment with a satisfactory palliative effect. In the case of non-
CR, local vulvectomy with bilateral inguinal lymphadenecto-
my was performed after 6-8 weeks. In 3 patients, histological
examination of surgical specimens revealed only radiation-
induced injury and no viable neoplastic cells. After a follow-
up ranging from 3 to 24 months, all patients are alive.
In 3 (21%) of them, follow-up studies revealed lung metas-
tases and in one – local recurrence after surgical treatment.
Three patients have been lost from follow-up. All others are
alive, with no signs of active neoplastic process.
Early acute III degree radiation-induced reaction within the
vulvoperineal area developed in all patients undergoing
radiotherapy, necessitating a week-long interruption of ther-

na ob szar sro mu, w´ z∏ów ch∏on nych pa chwi no wych i mied ni -
cy me to dà zmniej sza jà cych si´ pól. Zmniej sza nie pól na st´ -
pu je po daw ce 45-56 Gy, tak aby na ogni sko pier wot ne po daç
daw k´ ca∏ ko wi tà oko ∏o 65 Gy. Daw ki frak cyj ne 1,8 Gy.
Przy za sto so wa niu zmniej szo nych pól daw ka frak cyj na wy no -
si 2,0 Gy w ce lu skró ce nia cza su le cze nia. Che mio te ra pia po -
da wa na jest we d∏ug sche ma tu: 5-flu oro ura cyl w daw ce
1000 mg/m2/do b´ w 96-go dzin nym wle wie w 1. i 5. ty go dniu
na pro mie nia nia oraz ci spla ty na w daw ce 50 mg/m2 w 1. dniu
w 1. i 5. ty go dniu le cze nia. Oce n´ sku tecz no Êci le cze nia prze -
pro wa dza no bez po Êred nio po za koƒ cze niu na pro mie nia nia
oraz 4-8 ty go dni po le cze niu.
Ana li zo wa nà gru p´ sta no wi ∏o 17 cho rych w wie ku 56-81 lat
(Êred nia wie ku 68 lat) w stop niach za awan so wa nia: T3N0M0
– 8 pa cjen tek, T3N1M0 – 6 ko biet oraz T3N2M0 – 3 cho re.
Âred ni wy miar gu za sro mu wy no si∏ 7 cm (w prze dzia le 4-12 cm).
Daw ki ca∏ ko wi te po da wa ne na srom wa ha ∏y si´ od 50 do 65 Gy,
za le˝ nie od roz le g∏o Êci na cie ku, na to miast na w´ z∏y ch∏on ne
pa chwi no we i mied ni cy mniej szej w za le˝ no Êci od ich na cie ku
no wo two ro we go od 45 Gy dla elek tyw nie na pro mie nia nych
w´ z∏ów ch∏on nych do 65 Gy dla na cie czo nych i zwe ry fi ko wa -
nych mi kro sko po wo. Che mio te ra pia w daw kach zgod nych
z pro to ko ∏em by ∏a po da na u 11 cho rych, na to miast u 6 pa -
cjen tek z uwa gi na wiek, stan ogól ny i cho ro by wspó∏ ist nie jà -
ce daw ka 5-FU zo sta ∏a zmniej szo na do 750 mg/m2 w ce lu lep -
szej to le ran cji le cze nia.
Cha rak te ry sty k´ cho rych przed sta wio no w ta be li 1.
Od czy ny po pro mien ne wcze sne i póê ne skó ry oko li cy kro cza,
p´ che rza mo czo we go oraz je lit oce nia no w trak cie le cze nia
raz w ty go dniu oraz po za koƒ czo nym le cze niu pod czas ka˝ de -
go ba da nia kon tro l ne go. Sto so wa no ska l´ EORTC/RTOG.

WY NI KI

Oce n´ sku tecz no Êci le cze nia prze pro wa dzo no bez po Êred nio
po za koƒ cze niu le cze nia. Spo Êród 17 na pro mie nia nych cho rych
ca∏ ko wi tà re gre sj´ gu za (CR) po twier dzo nà ba da niem MRI
uzy ska no u 7 (41%) pa cjen tek. Cz´ Êcio wà re gre sj´ (PR) gu za
uzy ska no u 9 (53%) ko biet, na to miast u 1 (6%) cho rej stwier -
dzo no pro gre sj´ no wo two ru w po sta ci skór ne go roz sie wu.
Pacjent ka z pro gre sjà cho ro by zo sta ∏a pod da na le cze niu sys te -
mo we mu z doÊç do brym efek tem pa lia tyw nym. W przy pad kach
bra ku CR, po 6-8 ty go dniach prze pro wa dza no wy ci´ cie miej -
sco we sro mu z obu stron nà lim fa de nek to mià pa chwi no wà.
U 3 le czo nych ko biet w ma te ria le po ope ra cyj nym nie stwier -
dzo no ko mó rek ra ka, je dy nie po pro mien ne uszko dze nia.
W okre sie ob ser wa cji od 3 do 24 mie si´ cy wszyst kie pa cjent ki
˝y jà. U 3 (21%) cho rych w trak cie ob ser wa cji stwier dzo no prze -
rzu ty do p∏uc, u jed nej wzno w´ miej sco wà po le cze niu ope ra cyj -
nym. Trzy ko bie ty stra co no z ob ser wa cji. Po zo sta ∏e pa cjent ki
˝yjà bez cech czyn ne go pro ce su no wo two ro we go.
Wcze sny ostry od czyn po pro mien ny III stop nia ze stro ny
sro mu i kro cza wy stà pi∏ u wszyst kich cho rych le czo nych
na pro mie nia niem, u 4 z nich wy ma ga∏ ty go dnio wej prze -
rwy w le cze niu. Od czy ny wcze sne ze stro ny p´ che rza mo -
czo we go i je lit od no to wa no u 11 ba da nych. Od czyn z p´ -
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apy in 4 cases. Early reactions on the part of urinary bladder
and bowel developed in 11 patients. Bladder reaction mani-
fested by mainly by dysuria with painful urgency, which were
well controlled with urine-disinfecting drugs. Diarrhoea with
tenesmus were the most common bowel reactions. 

ORIGINAL CONTRIBUTIONS/PRACE ORYGINALNE I  POGL ÑDOWE

che rza mo czo we go ma ni fe sto wa∏ si´ g∏ów nie do le gli wo -
Êcia mi dyz urycz ny mi z bo le snym par ciem na p´ cherz mo -
czo wy, któ re by ∏y kon tro lo wa ne uro sep ty ka mi. Bie gun ki
z par ciem na od byt ni c´ to naj cz´st sze do le gli wo Êci ze stro -
ny je lit.

Response to treatment
Odpowiedź na  leczenie

CR PR PD

Number of patients
Liczba chorych

7 (41%) 9 (53%) 1 (6%)

Recurrence
Nawroty

3 (21%) 1 (7%) 0

Radiation damage of perineal skin
Odczyny popromienne skóry krocza

IIIº IIIº IIIº

Radiation damage of bladder Iº and IIº
Odczyny popromienne pęcherza Iº i IIº

6 4 1

Radiation damage of bowel Iº and IIº
Odczyny popromienne jelit Iº i IIº

5 3 3

Table 2. Treatment outcome in 17 patients with vulvar cancer
Tabela 2. Wyniki leczenia 17 chorych na raka sromu

Number of patients
Liczba chorych

Percentage (%)
Odsetek w %

Clinical stage
Stopień zaawansowania

T3N0M0
T3N1M0
T3N2M0

8
6
3

47%
35%
18%

Histopathology
Histopatologia

Planoepithelial cancer
Rak płaskonabłonkowy

17 100%

Grading
Grading

G1
G2
G3

2
6
9

12%
35%
53%

Tumour size
Wielkość guza

4-6 cm
6.1-8 cm

8.1-10 cm
10.1-12 cm

1
8
5
3

6%
47%
29%
18%

Age of patients
Wiek chorych

56-60
61-70
71-81

3
10
4

18%
59%
23% 

Table 1. Characteristics of analysed group of 17 patients
Ta be la 1. Cha rak te ry sty ka ana li zo wa nej gru py 17 cho rych
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Late radiation-induced reaction of perineal skin developed
in 13 patients and consisted in thinned, atrophic skin with
extensive telangiectasiae.
No patient developed haematological complications preclud-
ing application of second course of chemotherapy. Treatment
outcomes are presented in table 2.

DISCUSSION

Treatment protocol based on stand-alone radiochemothera-
py is currently considered standard therapy in cases of
advanced vulvar cancer. However, some patients present
with a technically resectable but clinically inoperable due to
prohibitive comorbidities. Stand-alone radiochemotherapy is
also an option in patients where, due to the extent of tumour
infiltration, curative procedure would consist in exenteration.
Gadducci et al.(7) state that in spite of a significant progress
and modification of surgical techniques, 5-FU- and cisplatin-
based chemotherapy with synchronous radiotherapy allows
to avoid mutilating procedures, which significantly compro-
mise the patients’ quality of life. Use of radiochemotherapy
instead of extensive and mutilating procedures created
a chance to improve the patients’ comfort of survival(8).
Noticeable progress in radiotherapy techniques and in selec-
tion of chemotherapeutics, resulted in an elevated tumour
regression rate with an acceptable level of treatment-associ-
ated toxicity(9). According to studies presented in the litera-
ture, most commonly used chemotherapy protocols are based
on 5-FU at a dose of 750-1000 mg/m2/24 hours in the form of
a continuous 72-hours’ infusion. Another component of
chemotherapy was cisplatin, administered at a dose of 50-100
mg/m2, as well as mitomycin C at a dose of 6-12.5 mg/m2.
Studies using bleomycin did not show any improvement of
treatment outcome. Application of the 3D technique in treat-
ment planning enables a reduction of total dose of radiation
delivered to critical organs, such as urinary bladder, rectum
or small bowel. Several authors(10) emphasize the necessity of
individualization of treatment protocol in some patients due
to age, general condition or performance status. Hyde et al.(11)

consider general condition and performance status as impor-
tant factors influencing individual treatment plan, but not
age. Therefore, in our material we have limited 5-FU dose to
750 mg/m2 in order to maintain an acceptable toxicity level,
thus avoiding haematological complications and succeeding
in administering pre-planned courses of chemotherapy.
Administration of a total dose of radiation exceeding 64 Gy
may effectively destroy neoplastic infiltrate, but is not rec-
ommended due to the risk of development of late radiation-
induced injury and inability to spare the skin, even if fraction
dose is 1.8 Gy. Perez et al.(12) obtained local control in 62% of
their patients using doses at a 50-60 Gy range, while at doses
above 60 Gy local control rate was 80%; unfortunately this
was associated with a significant increase of late radiation-
induced complication rate. Cunningham et al.(13) used radia-
tion doses at a 50-65 Gy range over vulva and inguinal lymph
nodes with concomitant 5-FU (1000 mg/m2 in a continuous

Póê ny od czyn po pro mien ny oko li cy skó ry kro cza stwier dzo no
u 13 cho rych w po sta ci Êcieƒ cza ∏ej, atro ficz nej skó ry z roz le -
g∏y mi te le an giek ta zja mi.
U ˝ad nej pa cjent ki nie stwier dzo no po wi k∏aƒ he ma to lo gicz -
nych unie mo˝ li wia jà cych po da nie dru gie go kur su che mio te -
ra pii. Wy ni ki le cze nia przed sta wio no w ta be li 2.

OMÓ WIE NIE

Le cze nie z za sto so wa niem sa mo dziel nej ra dio che mio te ra pii
uzna wa ne jest obec nie za stan dard w le cze niu za awan so wa ne -
go ra ka sro mu. Zda rza jà si´ nie kie dy przy pad ki pa cjen tek
z tech nicz nie re sek cyj nym gu zem, lecz nie ope ra cyj ne ze
wzgl´ du na cho ro by wspó∏ ist nie jà ce. Do le cze nia sa mo dziel nà
ra dio che mio te ra pià mo gà byç rów nie˝ kwa li fi ko wa ne cho re,
u któ rych ze wzgl´ du na roz le g∏oÊç na cie ku za bie giem leczà -
cym by ∏o by prze pro wa dze nie eg zen te ra cji. Gad duc ci i wsp.(7)

uwa ̋ a jà, ˝e po mi mo zna czà ce go roz wo ju i mo dy fi ka cji tech nik
chi rur gicz nych che mio te ra pia opar ta na 5-FU i ci s pla ty nie
z jed no cza so wym za sto so wa niem ra dio te ra pii po zwa la na
unik ni´ cie oka le cza jà cych za bie gów po gar sza jà cych ja koÊç
˝ycia. Ra dio che mio te ra pia za miast roz le g∏ych oka le cza jà cych
za bie gów sta ∏a si´ szan sà na po pra w´ kom for tu prze ̋ y cia cho -
rych(8). Dzi´ ki po st´ pom w apli ka cji ra dio te ra pii i do bo rze che -
mio te ra peu ty ków uzy ska no wy so ki od se tek re gre sji no wo two ru
przy ak cep to wal nym po zio mie tok sycz no Êci le cze nia(9).
WÊród pre zen to wa nych w li te ra tu rze ba daƒ naj cz´ Êciej sto -
so wa ne sche ma ty che mio te ra pii opar te sà na 5-flu oro ura -
cy lu w daw kach 750-1000 mg/m2/24 h w po sta ci cià g∏e go wle -
wu trwa jà ce go 72 go dzi ny. Ja ko dru gi sk∏ad nik le cze nia
che micz ne go sto so wa no ci spla ty n´ w daw ce 50-100 mg/m2,
jak rów nie˝ mi to my cy n´ C w daw ce 6-12,5 mg/m2. W ba da -
niach z za sto so wa niem ble omy cy ny nie wy ka za no po pra wy
sku tecz no Êci le cze nia. Wy ko rzy sta nie tech ni ki 3D w pla no -
wa niu le cze nia po zwa la na zre du ko wa nie daw ki ca∏ ko wi tej
w na rzà dach kry tycz nych, ta kich jak p´ cherz mo czo wy, od -
byt ni ca czy je li to cien kie. Cz´Êç au to rów(10) wska zu je na
koniecz noÊç in dy wi du ali za cji pla nu le cze nia u nie któ rych cho -
rych z uwa gi na wiek, stan ogól ny czy sto pieƒ spraw no Êci.
Hyde i wsp.(11) uwa ̋ a jà, ˝e wa˝ nym czyn ni kiem przy in dy wi du -
ali za cji le cze nia jest stan ogól ny i sto pieƒ spraw no Êci, a nie
wiek cho rych. Dla te go w na szym ma te ria le, w ce lu za cho wa -
nia ak cep to wal ne go dla nie któ rych ba da nych po zio mu tok -
sycz no Êci, zmniej szo no daw k´ 5-FU do 750 mg/m2, co po zwo -
li ∏o w tych przy pad kach unik nàç po wi k∏aƒ he ma to lo gicz nych,
a tym sa mym po daç za pla no wa ne kur sy che mio te ra pii.
Za sto so wa nie daw ki ca∏ ko wi tej po wy ̋ ej 64 Gy w ra ku sro mu
jest w sta nie znisz czyç na ciek no wo two ro wy, jed nak ze wzgl´ -
du na nie bez pie czeƒ stwo wy stà pie nia póê nych od czy nów po -
pro mien nych i nie mo˝ noÊç oszcz´ dze nia skó ry nie jest za le -
ca ne, na wet gdy sto so wa na daw ka frak cyj na wy no si 1,8 Gy.
Pe rez i wsp.(12) uzy ska li kon tro l´ miej sco wà u 62% cho rych
przy za sto so wa niu da wek w prze dzia le 50-60 Gy, na to miast
od se tek kon tro li miej sco wej przy daw kach ca∏ ko wi tych po wy -
˝ej 60 Gy wy no si∏ 80%, acz kol wiek wià za ∏o si´ to ze znacz -
nym wzro stem od set ka póê nych po wi k∏aƒ po pro mien nych.
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24-hours’ infusion) with cisplatin (50 mg/m2 in 2 cycles),
obtained a 92% response rate including a 64% complete
response rate. Similar treatment outcomes were reported by
Berek et al.(14), who used a similar chemotherapy protocol and
radiation doses at a 44-54 Gy range. Complete response has
been obtained in 75% of stage III patients and in 50% of
stage IV patients. Koh et al.(15) used radiotherapy in advanced
vulvar cancer at a mean dose of 54 Gy, obtaining therapeutic
response in over 50% of patients and suggested that doses
over 50 Gy should be used in order to obtain a better local
control. Our results presented in this paper do not differ sig-
nificantly from those quoted in the literature. Based on the
experiences of other centres and literature data, when plan-
ning radiotherapy we tried not to exceed total dose of 65 Gy
in order to avoid the risk of late radiation-induced compli-
cations.
In order to improve tolerance of treatment, some centres
used radiochemotherapy with pre-planned inter-fraction
intervals of 4-6 hours, adopting a lower fraction dose. Tamu-
ra et al.(16) report a case of a patient with locally advanced vul-
var caner (IVA), where chemotherapy using cisplatin and
5-FU at doses of 50 mg/m2 and 1000 mg/m2, respectively, with
synchronous irradiation using fraction doses of 1.7 Gy b.i.d.
and total dose of 47.6 Gy, provided complete regression of
tumour with no signs of recurrence during a 24-months’ fol-
low-up. Similar results were obtained by Gerszten et al.(17)

using preoperative radiochemotherapy in 18 patients with
poor-stage vulvar cancer. They administered two fractions
per day up to a total dose of 44.6 Gy. In 13 out of 18 patients
they obtained complete regression of tumour and in 5 out 18
– partial regression.
Review of radiochemotherapy results presented in the litera-
ture reveals that relatively high rates of complete and partial
remissions were obtained. Even partial regression of tumour
enables a less-mutilating surgical treatment. Wahlem et al.(18)

consider that radiotherapy with synchronous chemotherapy
and radical local excision of residual tumour may be a viable
alternative to radical vulvectomy, providing a 95% local con-
trol rate. Vulvar cancer is a rare disease, so a large prospec-
tive randomised clinical trial comparing the outcome of
primary surgery with postoperative radiotherapy with inop-
erable cases, treated solely using radiochemotherapy is
rather unlikely. Presented results of non-randomised retro-
spective trials including patients treated by radiochemother-
apy suggest beneficial effects of combined treatment, both in
the aspect of local and regional control, as well as in survival
rate. Study performed by the GOG group also confirm supe-
rior effectiveness of using radiochemotherapy in patients
with poor-stage vulvar cancer. The GOG study used preop-
erative radiochemotherapy (47.6 Gy and two cycles of syn-
chronous chemotherapy using 5-FU with mitomycin) aiming
at obtaining a high local control rate with preservation of
function of healthy tissue in many patients, who, if subjected
to radical tumour excision with adequate tumour-free mar-
gins, should undergo formal exenteration. The GOG group
presented the results of treatment of 71 patients with clinical

Cun nin gham i wsp.(13), sto su jàc daw ki na pro mie nia nia w prze -
dzia le 50-65 Gy na ob szar sro mu i w´ z∏ów ch∏on nych pa chwi -
no wych oraz che mio te ra pi´ z wy ko rzy sta niem 5-FU w daw -
ce 1000 mg/m2 we wle wie cià g∏ym 24-go dzin nym i ci spla ty ny
w daw ce 50 mg/m2 w 2 cy klach, uzy ska li 92% od po wie dzi
na le cze nie, w tym 64% od po wie dzi ca∏ ko wi tych. Zbli ̋ o ne
wy ni ki le cze nia uzy ska li Be rek i wsp.(14), sto su jàc po dob ny
sche mat che mio te ra pii i daw ki w prze dzia le 44-54 Gy. Ca∏ ko -
wi ta od po wiedê na le cze nie wy stà pi ∏a u 75% cho rych w stop -
niu za awan so wa nia III i u 50% pa cjen tów w IV stop niu za -
awan so wa nia. Koh i wsp.(15), sto su jàc ra dio che mio te ra pi´
w za awan so wa nym ra ku sro mu w daw kach Êred nich 54 Gy,
uzy ska li od po wiedê na le cze nie u po nad 50% cho rych i za su -
ge ro wa li, ˝e dla lep szej kon tro li miej sco wej no wo two ru po -
win no si´ sto so waç daw ki ca∏ ko wi te po wy ̋ ej 50 Gy. Wy ni ki
au to rów, przed sta wio ne w ni niej szej pra cy, nie od bie ga jà
w istot ny spo sób od cy to wa nych w pi Êmien nic twie. Na pod -
sta wie do Êwiad cze nia in nych oÊrod ków i da nych z pi Êmien -
nic twa au to rzy sta ra li si´, pla nu jàc na pro mie nia nie, nie prze -
kra czaç daw ki ca∏ ko wi tej 65 Gy, by nie ry zy ko waç póê nych
po wi k∏aƒ po pro mien nych.
W nie któ rych oÊrod kach w ce lu po pra wy to le ran cji le cze nia
sto so wa no ra dio che mio te ra pi´ z za pla no wa nà prze rwà mi´ -
dzy frak cja mi wy no szà cà od 4 do 6 go dzin, przyj mu jàc ni˝ szà
daw k´ frak cyj nà. Ta mu ra i wsp.(16) opi sa li przy pa dek pa cjent -
ki z za awan so wa nym miej sco wo ra kiem sro mu (IVA), u któ -
rej po che mio te ra pii opar tej na ci spla ty nie i 5-FU w daw kach
od po wied nio 50 mg/m2 i 1000 mg/m2 z jed no cza so wym na pro -
mie nia niem w daw ce frak cyj nej 1,7 Gy dwa ra zy dzien nie
i ca∏ ko wi tej 47,6 Gy uzy ska li ca∏ ko wi tà re gre sj´ gu za bez cech
na wro tu w cià gu 24-mie si´cz nej ob ser wa cji. Po dob ne wy ni ki
otrzy ma li Gersz ten i wsp.(17), sto su jàc przed ope ra cyj nà ra dio -
che mio te ra pi´ u 18 cho rych na za awan so wa ne go ra ka sro mu;
dwie frak cje dzien nie do daw ki ca∏ ko wi tej 44,6 Gy. U 13/18
ko biet uzy ska no ca∏ ko wi tà re gre sj´ gu za, a u 5/18 cz´ Êcio wà.
Z prze glà du pre zen to wa nych w li te ra tu rze wy ni ków le cze nia
ra dio che mio te ra pià wy ni ka, ˝e uzy ski wa no doÊç wy so ki od se -
tek ca∏ ko wi tych lub cz´ Êcio wych re mi sji gu za. Choç by cz´ -
Êcio wa re gre sja gu za po zwa la ∏a na prze pro wa dze nie le cze nia
chi rur gicz ne go mniej oka le cza jà ce go. Wah lem i wsp.(18) uwa -
˝a jà, ˝e ra dio te ra pia z jed no cza so wà che mio te ra pià i sze -
ro kim lo kal nym wy ci´ ciem gu za reszt ko we go mo ̋ e byç al -
ter na tyw nym po st´ po wa niem dla ra dy kal nej wul wek to mii,
da jà cym szan s´ na 95% miej sco wej kon tro li.
Po nie wa˝ rak sro mu nie jest cho ro bà cz´ sto wy st´ pu jà cà, nie
na le ̋ y ocze ki waç, ˝e kie dy kol wiek zo sta nie prze pro wa dzo ne
du ̋ e pro spek tyw ne ran do mi zo wa ne ba da nie kli nicz ne, ma jà -
ce na ce lu po rów na nie le cze nia z za sto so wa niem pier wot nej
chi rur gii i po ope ra cyj nej ra dio te ra pii z przy pad ka mi nie ope -
ra cyj ny mi, le czo ny mi z za sto so wa niem ra dio che mio te ra pii.
Przed sta wia ne wy ni ki ba daƒ re tro spek tyw nych nie ran do mi -
zo wa nych u pa cjen tek le czo nych che mio ra dio te ra pià su ge ru -
jà ko rzy Êci wy ni ka jà ce z le cze nia sko ja rzo ne go w aspek cie za -
rów no kon tro li miej sco wej oraz re gio nal nej, jak i prze ̋ yç.
Ba da nia gru py GOG tak ̋ e po twier dza jà wy˝ szà sku tecz noÊç
le cze nia ra dio che mio te ra pià u cho rych z za awan so wa nym
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stage III and IV vulvar cancer infiltrating functionally
important anatomic structures, who therefore could not be
candidates for radical vulvectomy. After administration of
preoperative radiochemotherapy, non-resectable tumours
remained in only 2 patients, while anal and bladder sphincter
functions were preserved in all but 3 patients. Based on the
same assumption, GOG used preoperative radiochemother-
apy in a group of 46 patients with locally non-resectable
inguinal lymph node metastases (N2,3), resulting in resectabil-
ity or potential resectability in about 90% of the cases(19,20).
Observations concerning complete histopathologic steriliza-
tion of the neoplasm as a consequence of preoperative irra-
diation with synchronous chemotherapy emphasized the role
of radiation-based therapy in the treatment of advanced vul-
var cancer. This is confirmed by our results too. In 3 out of
9 patients operated on in the situation of partial clinical
regression of tumour, histopathologic study of surgical spec-
imens did not reveal any signs of remaining tumour.
Treatment involving radiochemotherapy is a rational con-
servative alternative for cases where implementation of
surgical treatment is impractical due to technical factors,
existing contraindications for surgery or when surgery may
result in serious complications. Some authors believe that
if treatment plan includes a combination of radiotherapy
and surgery, usually the former should precede the latter.
Although vulvar cancer is considered a slowly progressing
disease, most patients experience local recurrence within
the first 2 years after termination of primary treatment and
recurrent disease may be very dynamic. Proliferation of
a subclinical neoplastic focus persisting after surgery may
coincide with wound healing, compromising differentiation
between tumour growth and granulation, precluding an
adequate healing of surgical wound enabling initiation of
radiotherapy.
Russell et al.(21) consider that radiochemotherapy is not only
an alternative to exenterative surgery, but also provides
a chance for cure. On the other hand, Cunningham(13) sug-
gests that surgical treatment is not justified in patients who
obtained complete tumour regression after radiochemother-
apy. Surgery should be reserved for local recurrence of the
disease. Based on our experiences to-date, we believe that in
advanced vulvar cancer after radiochemotherapy, surgical
treatment should be reserved for cases of incomplete tumour
regression confirmed by MR scan or verified local recur-
rence. Similar principles of management of advanced vulvar
cancer are implemented in several centres dealing with this
tumour. Gaffney et al.(22) analysed data from 12 centres col-
laborating with the GCIG (Gynecologic Cancer Intergroup)
and emphasize that all questioned centres use similar proto-
cols of neoadjuvant radiochemotherapy in patients with
advanced vulvar cancer.

CONCLUSIONS

1. Radiochemotherapy should be the method of choice in
the treatment of advanced vulvar cancer.

ra kiem sro mu. W ba da niu GOG sto so wa no ra dio che mio te -
ra pi´ przed ope ra cyj nà (47,6 Gy i dwa cy kle jed no cze snej
che mio te ra pii 5-FU + mi to my cy na) w ce lu osià gni´ cia wy so -
kie go od set ka kon tro li miej sco wych z za cho wa niem funk cji
tka nek zdro wych u wie lu pa cjen tek, któ re w prze ciw nym ra -
zie, w ce lu usu ni´ cia gu za z ade kwat ny mi mar gi ne sa mi, mu -
sia ∏y by byç pod da ne za bie go wi eg zen te ra cji. Gru pa GOG
przed sta wi ∏a wy ni ki le cze nia 71 cho rych na ra ka sro mu
w stop niu za awan so wa nia kli nicz ne go III i IV, na cie ka jà ce go
funk cjo nal nie wa˝ ne struk tu ry ana to micz ne, któ re w zwiàz ku
z tym nie mo g∏y byç za kwa li fi ko wa ne do za bie gu ra dy kal nej
wul wek to mii. Po za sto so wa niu che mio ra dio te ra pii przed ope -
ra cyj nej je dy nie u 2 ko biet po zo sta ∏y gu zy nie re sek cyj ne, na -
to miast funk cje zwie ra czy p´ che rza i od byt ni cy zo sta ∏y za -
cho wa ne u wszyst kich, z wy jàt kiem 3 cho rych. Opie ra jàc si´
na tym sa mym za ∏o ̋ e niu, GOG za sto so wa ∏a ra dio che mio te -
ra pi´ przed ope ra cyj nà u oko ∏o 90% ko biet z gru py 46 pa cjen -
tek z miej sco wo nie re sek cyj ny mi prze rzu ta mi do w´ z∏ów
ch∏on nych pa chwi no wych (N2,3), do pro wa dza jàc do sta dium
re sek cyj no Êci lub po ten cjal nej re sek cyj no Êci(19,20).
Ob ser wa cje do ty czà ce ca∏ ko wi te go wy ja ∏o wie nia hi sto pa to lo -
gicz ne go no wo two ru w na st´p stwie na pro mie nia nia przed -
ope ra cyj ne go z jed no cze snà che mio te ra pià zwi´k szy ∏y ro l´
te ra pii opar tej na na pro mie nia niu w za awan so wa nym ra ku
sro mu. Po twier dza jà to tak ̋ e do Êwiad cze nia w∏a sne au to rów.
U 3/9 cho rych ope ro wa nych z po wo du cz´ Êcio wej tyl ko re gre -
sji gu za w oce nie kli nicz nej w ba da niu hi sto pa to lo gicz nym
po ope ra cji nie stwier dzo no cech prze trwa ∏e go no wo two ru.
Le cze nie z za sto so wa niem ra dio che mio te ra pii jest sen sow nà,
nie ope ra cyj nà al ter na ty wà dla przy pad ków, w któ rych prze -
pro wa dze nie le cze nia chi rur gicz ne go jest nie mo˝ li we ze
wzgl´ dów tech nicz nych, kie dy ist nie jà prze ciw wska za nia
do ope ra cji lub gdy za bieg mo ̋ e staç si´ przy czy nà ci´˝ kich
po wi k∏aƒ. Nie któ rzy au to rzy twier dzà, ˝e je ̋ e li plan le cze nia
uwzgl´d nia za sto so wa nie le cze nia sko ja rzo ne go: ra dio te ra pia
+ chi rur gia, zwy kle po win no si´ roz po czy naç od ra dio te ra pii.
Cho cia˝ rak sro mu jest uwa ̋ a ny za no wo twór o bar dzo po -
wol nym wzro Êcie, wi´k szoÊç pa cjen tek do Êwiad cza na wro tów
miej sco wych w cià gu 2 lat od za koƒ cze nia le cze nia pier wot -
ne go, a dy na mi ka cho ro by na wro to wej mo ̋ e byç bar dzo
du˝a. Pro li fe ra cja prze trwa ∏e go sub kli nicz ne go ogni ska ra ka
po chi rur gii mo ̋ e od by waç si´ wraz z go je niem ra ny, utrud -
nia jàc od ró˝ nie nie wzro stu no wo two ro we go od ziar ni ny,
przez co nie mo˝ na uzy skaç od po wied nie go wy go je nia ra ny
umo˝ li wia jà ce go roz po cz´ cie na pro mie nia nia.
Rus sell i wsp.(21) uwa ̋ a jà, ˝e ra dio che mio te ra pia mo ̋ e byç
nie tyl ko al ter na ty wà dla chi rur gii eg zen te ra cyj nej, lecz tak ̋ e
szan sà na wy le cze nie. Na to miast Cun nin gham(13) su ge ru je, ˝e
le cze nie chi rur gicz ne nie znaj du je uza sad nie nia u cho rych,
u któ rych po le cze niu ra dio che mio te ra pià uzy ska no ca∏ ko wi -
tà re gre sj´ gu za. Chi rur gia po win na byç za re zer wo wa na dla
na wro tów miej sco wych cho ro by. Opie ra jàc si´ na do tych cza -
so wych do Êwiad cze niach w∏a snych, au to rzy sà zda nia, ˝e chi -
rur gia w za awan so wa nym ra ku sro mu po le cze niu ra dio che -
mio te ra pià po win na byç za re zer wo wa na dla przy pad ków
bra ku pe∏ nej re gre sji gu za oce nio nej ba da niem MRI lub z po -
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2. Patients with advanced vulvar cancer should be treated
by qualified gynaecologists-oncologists and radiothera-
pists.

3. Surgery should be reserved for patients with recurrent
disease or with incomplete tumour regression after irra-
diation.
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