J Korean Soc Ther Radiol Oncol 2003;21(3):245~249

Primary Malignant Melanoma of the Vagina: A Case Report
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A primary malignant melanoma of the vagina is a very rare gynecological malignant tumor. Its clinical
behavior is more aggressive than that of cutaneous and vulvar melanomas. We present a case of a large
sized primary melanoma of the lower third of the vagina, with a cervical lesion, in a 58-year-old
postmenopausal woman. The patient was treated with conventional external radiation therapy and
intracavitary radiotherapy (ICR), without surgical treatment. Although the primary lesion showed a partial
response, the patient died of extensive metastases, which were found 4.5 months after the initial diagnosis.
We suggest that shortening the treatment period, such as hypofractionated radiation therapy and surgical
removal, and various systemic therapies for preventing early distant metastasis, are appropriate treatments
for a primary malignant melanoma of the vagina, with a large tumor size.
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Primary malignant melanoma of the vagina is extremely rare
entity, with fewer than 250 reported cases to date.' ® Primary
melanoma of the vulva are four to nine times as frequent as
those of vagina.”’ The vagina is the second most common site
of melanomas in female genital tract. It accounts for 2~5%
of the female genital tract melanomas and <4% of all vaginal
malignancies.3’4) Although malignant melanoma may occur
anywhere in the vagina, it is more commonly found on the
anterior wall and distal one-third of the vagina.”™® It may be
polypoid, pedunculated, papillary, or fungating in appearance.
These lesions are usually pigmented, but less than 10% lack
pigmentation. Malignant melanoma of the vagina mainly
occurs in post-menopausal women, with most of patients being
over 50 yea18.2’3’6~8) The most common presenting symptom is
vaginal bleeding, although it may also present as a mass or
with discharge or dyspareunia. >’ ~'"

Vaginal melanoma is a highly malignant disease due to the
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extensive lymphatics of vagina and melanoma’s propensity for
hematogenous spread. The treatment modalities for primary
vaginal melanoma are varied. Regardless of primary therapy
chosen, the outcome of patients with vaginal melanoma has
been uniformly poor.”” "%

We described a patient with primary vaginal melanoma and

a review of the pertinent literature.

Case Report

A 58-year-old married postmenopausal woman complained
of vaginal spotting which lasted for one year. Speculum
examination of the vagina revealed about 6 cm sized three
polypoid brownish black and greyish red colored growing
tumor arising from the right posterolateral portion at the lower
third of the vagina and another brownish black colored lesion
at cervix (Fig. 1). There were no palpable lymph nodes in her
bilateral inguinal regions. MRI of pelvis was performed before
treatment. A lobulated mass in the vagina, 4.5X4.5X5 cm in
size was demonstrated on T1 weighted image of MRI (Fig. 2).
No metastatic lesion was detected by chest X-ray, abdominal

sonographic examination, bone scan, and MRI of abdomen
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Fig. 1. Initial vaginal examination. About 6 cm sized polypoid
brownish black and red colored mass showed right post-
erolateral portion at the lower third of the vagina.

and pelvis. Her past medical history as well as family history
was unremarkable. Biopsy of the vaginal and cervical lesions
demonstrated amelanotic malignant melanoma. Histologic find-
ings showed diffuse proliferation of round-to-ovoid tumor cells
without definite organoid differentiation (Fig. 3). The tumor
cells had pleomorphic hyperchromatic or vesicular nuclei with
prominent nucleoli and abundant cytoplasm. Mitotic figures
were occasionally noted. Some granulation tissue and brown
pigment infiltration were noted in the eroded subepithelial

area. These pigment showed positive reaction for Fontana-

Fig. 2. Initial MR image. 45X4.5%4.5 cm sized lobulated mass
is demonstrated on T1 weighted image of MRIL

Fig. 3. Pathologic finding of vagi-
nal melanoma. (A) The vaginal
mass shows diffuse proliferation of
ovoid tumor cells. The tumor cells
have large pleomorphic nuclei with
abundant cytoplasm. (H/E, x200),
(B) The tumor cells show positive
reaction for HMB 45 on immuno-
histochemical stain (x200).

Masson stain, Immunohistochemical staining was positive for
HMB-45 antigen (markers for melanoma) and vimentin, while
negative for cytokeratin (marker for squamous epithelium),
EMA, S-100, chromogranin, synaptophysin, LCA, desmin and
actin (marker for smooth muscle).

The patient received intracavitary radiotherapy (ICR) with
three applications (each application: six separated fractions of
500 cGy, 2 sessions per week) following external radiation
therapy of 5040 cGy (fractions of 180 cGy given 5 days a
week) to the pelvis and both inguinal areas. The total tumor
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Fig. 4, After radiation therapy, vaginal examination revealed
tumor of the vagina was decreased to about 2.5 cm in size.

dose was 8040 cGy. Follow up vaginal and CT examination
were performed 1 month after the irradiation. The tumor was
decreased to size of about 2.5 cm (Fig. 4).

Unfortunately, 1.5 months after treatment, extensive distant
metastases were detected in the lung, liver and meninges.
Although primary lesions showed partial response by radiation
therapy alone, the patient died of extensive distant metastases
4.5 months after the initial diagnosis and 2 months after

treatment.

Discussion

Malignant melanoma of the vagina is rare disease. This is
reported for about 10 cases by searching for vaginal mela-
noma of Korea Medicine Data Base (KMbase). There was not
any teport for comparison of treatment types. Vaginal
melanoma has a uniformly poor prognosis, regardless of the
primary treatment delivered. Five-year survival rate of patients
with this tumors ranged from 5% to 25%, according to recent
literatures.” > In contrast to vaginal melanoma, 5-year sur-
vival rate of patients with vulvar melanoma was about 30~
50%.>” The natural history of vaginal melanoma also differs
from that of skin with more aggressive behavior due to the
different anatomic structure. It was difficult to identify inde-
pendent factors that affect the prognosis of patients, because
of the rarity of this disease. The most important prognostic

factor is the size of tumor. Petru et al” usually treated with

conventional radiation therapy and intracavitary radiotherapy
(ICR). They reported that three of seven patients with tumor
<3 cm survived longer than five years compared to none of
seven patients with tumor >3 cm. Three longer survivors
with tumor <3 cm recurred locally 44~94 months after
initial diagnosis. Three of seven patients with tumor >3 cm,
however, recurred within 7~28 months, and another 4 pa-
tients had progressive disease and distant metastasis shortly in
follow up 2~ 13 months. Though our case with tumor >3 cm
had also showed partial response after radiation therapy, the
patient developed early distant metastases after diagnosis.

Buchanan et al'” and Reid et al™”

also noticed that patients
with tumor size <3 cm had significantly better outcome than
patients with >3 cm. Contrary to cutaneous melanoma, tumor
thickness is not a suitable factor in predicting prognosis for
malignant melanoma of the vagina."” Other potential prog-
nostic factors such as age, parity, gravity, location of the vagi-
na, and FIGO stage are not found to be significant.s’lo’”)
There are no general recommendations for the treatment of
primary vaginal melanoma. There were no significant differ-
ences in survival among treatment types such as surgery only,
radiation therapy only, surgery plus radiation therapy, and che-
motherapy plus surgery and radiation therapy.3’10’”’13) By Irvin
et al,” the use of wide local excision followed by hypofrac-
tionated radiation therapy in the primary management of vagi-
nal melanoma appears to provide excellent locoregional con-
trol. Petru et al” and Fan et al” reported that conventional
radiation therapy with intracavitary radiotherapy (ICR) may be
of value as an alternative to surgery or an adjunct modality in
patients with lesions <3 cm in diameter. Surgery was used
more frequently for patients with early stages of melanoma,
while radiation therapy was used more frequently to treat
patients with advanced stages of melanoma (66% vs 40%) by
Creasman et al.” Some authors, however, noticed better
survival with radical surgery than conservative surgery or
radiation therapy.7’l4’15) Various chemotherapeutic agents have
been used with discouraging results.'? Adjuvant therapy with
high dose interferon alfa-2b has been shown to improve
overall survival in patients with high risk cutaneous mela-
noma.'” There are almost no data yet regarding to immuno-
therapy in vaginal melanoma."”

Based on the literatures and on this case, it is beneficial
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that tumor size of <3 cm was treated with a local therapy
such as surgical treatment and radiation therapy, or combina-
tion therapy. We suggest that shortening the treatment period
such as hypofractionated radiation therapy and surgical treat-
ment, and various systemic therapy for preventing early distant
metastasis, are appropriate treatments for a primary malignant

melanoma of the vagina, with a large tumor size.
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