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Abstract  
 

Vaginal melanoma is a rare malignant tumor that is aggressive, with a bad prognosis, affecting women in their 6
th

 and 7
th

 

decade of life. The factors contributing to its development are not well known. Vaginal melanomas constitute 0.3% of all 

malignant melanomas and less than 3% of all vaginal carcinomas. To date, there is no clear consensus concerning 

treatment. A precise and early diagnosis and rapid investigations are essential to arrive to appropriate therapeutic 

decisions. We described inthis article acase of 31 years old women with primary vaginal melanoma. Our purpose is to 

focus specealy on management particularitis of this rare gynecological malignant tumor.  

Keywords: Primary, vaginal, melanoma, staging, treatment, prognosis, consensus. 

Copyright @ 2020: This is an open-access article distributed under the terms of the Creative Commons Attribution license which permits unrestricted 
use, distribution, and reproduction in any medium for non-commercial use (NonCommercial, or CC-BY-NC) provided the original author and source 

are credited. 

 

INTRODUCTION 
Primary melanoma of the female genital tract 

is extremely rare tumor that represents less than 2% of 

all melanomas. The first case of malignant vaginal 

melanoma was reported in 1887, and modern literature 

has noted approximately 500 cases globally since. 

Vaginal melanoma affects mostly elderly women, post-

menopausal, with an average age of 57 years [1]. The 

vaginal location is rare and represents less than 3% of 

malignant vaginal tumors. It is often diagnosed at a late 

stage. It is very invasive with a pejorative prognosis and 

is characterized by frequent recurrences and a 5 year 

survival rate of 5 to 10%. The management of this 

tumor is not established but surgery is the main line of 

treatment. We discussed throughan original case the 

pathologicalaspectand the management particularities. 

 

CASE REPORT 
We reporta case of a 31 years old patient, 

nulliparous, without any medical or surgical history, 

refered to our department for post-coital metrorrhagia 

with dyspareunia. The clinical exam showed aposterior 

vaginal wall lesion measuring 1.5x1.5 cm, near the 

vaginal entrance, there was no palpable inguinal lymph 

nodes. We performed a biopsy concluding a vaginal 

melanoma. The MRI (Fig 1) showed a mass on the 

postero-lateral left wall of the inferior third of the 

vagina, measuring 16/13 mm and located 11 mm away 

from the hymen ring, irregular borders, a discrete 

infiltration of paravaginal fat, there was no locoregional 

infiltration, And no iliac or inguinal lymph nodes. In 

addition the CT scanndidn't show any metastatic 

disease. The tumor was classified T4bN0M0 FIGO. The 

first line of surgery proposed was abdomino-perineal 

amputation, but afer, consertation with the patient, the 

multidisciplinary team decided to perform conservative 

traitement. The surgery consisting on a subtotal vulvo-

vaginectomy  including lower two third (2/3) of vaginal 

wall with a vulvo-vaginal anastomosis and bilateral 

inguinal lymphadenectomy (Fig 3). The histological 

exam confirmedthe diagnosis of vaginal location of the 

melanoma, and the surgical margins were free of 

disease, with the nearest border at 0.5 mm away from 

the deep caudal end at the 5 o’clock position. There was 

ulceration in the tumor and the mitotic rate was >1/ 

mm2. There was no lymphovascular invasion with a 

peri-nervous involvement. The tumor was 

immonureactive for both HMB 45 and S-100, classified 

stage IIC of Breslow. There was no lymph nods 

invasion. An adjuvant Chemotherapy was performed 

using paclitaxel, temozolomide and dimethyl-triazeno-

imidazole-carboxamide (DTIC). The treatement was 

completed by 3D conformal adjuvant radiotherapy (50 

Gy in 25 daily fractions of 2 Gy each) and vaginal 

brachytherapy. The follow-up didn’t showed any 

recurrence or metastatic disease after 2 years. 
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DISCUSSION 
The vaginal localization of melanoma is 

extremely rare. It usually occurs in the anterior wall of 

the vagina, typically in the lower part. However, the 

lesion can be located on the posterior wall near the 

vaginal entrance. Common symptoms of PMV are 

abnormal vaginal bleeding, presence of a vaginal mass, 

perineal pain and vaginal discharge. On clinical 

examination, the tumor may appear nodular (pigmented 

mass of brown, blue or blackor amelanotic) or 

polypoidor ulcerated [1, 2]. 
 

For histological examination the tumor must 

be resected totally (not shaved) or aspirated using a fine 

needle. The tumor cells are epithelioid in nature in 55% 

of cases, spindled in 17% and mixed type in 28% of 

cases. The immunohistochemical staining is the main 

step for histological confirmation by positive of protein 

S-100, melan A, human melanoma black 45 (HMB-45) 

and vimentin. The Breslow score is the key of 

pathological testing based on depth of the tumor, 

mitotic number, ulceration, presence of microsatellites 

and the appearance of the margins [3, 11].  

 

Imaging techniques such as computerized axial 

tomography, thoracic-abdominal-pelvic CT scan and 

positron-emission tomography can be used for 

extension determination. Both FIGO and TNM system 

are used for classifying the PVM [1, 2]. 
 

The gold standard treatment is surgery. 

Surgical method for early stages of the tumor is the 

Wild Local Excision (WLE method). WLE with a 

safety margin of 1 cm for tumors with a Breslow depth 

of 2 mm or less and 2 cm for tumors with a Breslow 

depth of more than 2 mm is performed along with 

pelvic radiotherapy. The patients who underwent 

surgery first were found to have a better survival 

compared to those in whom primary radiotherapy was 

performed. Radical surgery such as: anterior, posterior 

or total exoneration, hysterectomy, vaginectomy and 

vulvectomy depending on the location of the tumor 

(proximal, middle or distal to the vagina). 

Lymphadenectomy should only be considered if the 

Breslow's Index is greater than 1mm [4-6]. 

  

Chemotherapy is indicated on cases of 

inoperable tumor .It’s performed using dacarbazine, 

dimethyl-triazeno-imidazole-carboxamide (DTIC), 

paclitaxel, nitrosourea, nidran and vincristine. The 

target therapy can be used in association with 

chemotherapy in adjuvant therapy [8, 10].  
 

Radiotherapy is offered as a treatment regime 

if the patient refuses surgical intervention. Moreover, it 

is applied preoperatively treatment more conservative 

management, or postoperatively as adjuvant treatment 

in cases of incomplete tumor resection or with pelvic 

metastases [11].  
 

Recently Immunotherapy has revolutionized 

the treatment of melanoma; postoperative adjuvant 

immunotherapy using interferon alpha-2b has been 

found to be effective in keeping the tumor from 

relapsing. It is also one of the first agents that were 

approved by the US Food and Drug Administration for 

treatment of metastasized melanoma. Immunotherapy 

has also been performed using agents such as measles 

vaccine, dendritic cells, interleukin-2, lymphokine-

activated killer cells and bacillus Calmette-Guérin [12]. 

 

The potential prognostic factors include age, 

FIGO stage, tumor location, tumor size, depth of 

invasion, pigmentation, ulceration, histology, cell type, 

number of mitoses, venous invasion, type of surgical 

approach, surgical margins, adjuvant radiotherapy, and 

chemotherapy [5,11]. 
 

The overall 5-year survival is less than 25%. 

It’s related to potential prognosis factors including: age, 

FIGO stage, tumor location, tumor size, depth of 

invasion, pigmentation, ulceration, histology, cell type, 

number of mitoses, venous invasion, type of surgical 

approach, surgical margins, adjuvant radiotherapy, and 

chemotherapy [1,5,11]. 
 

CONCLUSION 
The primary malignant vaginal melanoma is 

very rare but aggressive disease with bad prognosis. 

There is no consensual therapeutic management for this 

disease. However, the future is premising with the 

Immunotherapy approach. 
 

 
Fig-1 & 2: MRI: T1 sequence (a), T2 sequence (b), showing lesion localization 
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Fig-3: The red marker showing the limits Subtotal Vulvo-

Vagienectomy 

 

 
Fig-4:  Oriented surgical specimen of showing the surgical 

margins 
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