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Summary

Vaginal melanoma is a rare and highly malignant disease. This report describes the characteristics and clinical course of all
patients treated at one institute (Northern Gynaecological Oncology Centre, UK) over the last 25 years. Of a total of nine patients
identified with a primary malignant vaginal melanoma, only one patient survived for more than five years. A literature review reveal-
ed only 21 reported cases with a survival greater than five years. The most important factor for survival appears to be the tumour
size. Treatment modality varied equally within the group of long-term survivors (27% radical surgery, 27% wide local excision,
27% radiotherapy, 14% wide local excision and radiotherapy, and 5% unknown therapy). The prognosis of patients with primary
malignant melanoma is poor, regardless of primary therapy (conservative or radical). Conservative treatment and accurate investi-

gation of every discoloured lesion is recommended.
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Introduction

Melanomas are among the commonest of all human
cancers and the incidence is steadily increasing. The
increase is almost entirely attributed to sun exposure, but
surprisingly, the incidence of vaginal melanomas also
appears to be rising.

The first report of vaginal melanoma was in 1887 [1].
The tumour originates from melanocytes that are present
in the vaginal mucosa of approximately 3% of women
[2]. To date there have been 222 cases reported in the
English literature. The overall 5-year survival is noto-
riously poor being between 0% and 21% and there
appears to be no reliable prognostic indicator [3].

Treatment varies among conservative surgery, radical
surgery, radiotherapy, chemotherapy and immunotherapy.
Optimal treatment is debatable with none of the above-
mentioned modalities having been shown to provide a
survival advantage. This retrospective study reviews
patients with a vaginal melanoma treated in one cancer
centre (NGOC) over the last 25 years. Furthermore a
survey of the literature is given for all patients with a sur-
vival of longer than five years. The aim of this study was
to identify patients with a favourable outcome and to eva-
luate the most appropriate treatment.

Material and Methods

The medical records of all patients with a primary invasive
vaginal cancer, treated between January 1974 and December
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1999 at the Northern Gynaecological Oncology Centre (Gate-
shead, U.K.) were reviewed. Patients with metastatic lesions to
the vagina were omitted from the review. The patients were
staged according to FIGO guidelines. All follow-up examina-
tions took place in the Northern Gynaecological Oncology
Centre.

Results

Within this 25-year period 84 patients were treated for
a primary vaginal cancer. Of these, nine had a malignant
melanoma (11%). The mean age at diagnosis was 77
years (range 69-92). The symptoms were either pain (2)
or discharge (7) with a clinical history varying between
one and six months (median 3). The average parity was
one with a range from zero to two. On physical exami-
nation, the tumours varied in size from 9-50 mm with a
mean diameter of 18. The lesions were found in the upper
one-third of the vagina in one case, in the lower one-third
in six cases, in the middle one-third in one case and in
one case the tumour involved the entire vaginal length.
The tumour arose in the anterior wall in five patients and
in the posterior wall in four.

The FIGO stage was I in five cases, Il in one case, III
in one case and IV in two cases. Two patients received
local radiotherapy, one patient had a radical hysterectomy
and upper vaginaectomy, and six patients had a wide
local excision, of which two received whole pelvis
radiotherapy. Six patients died of the disease, while one
patient died of intercurrent disease and two patients are
alive with disease. No patients were lost to follow-up and
the median overall survival time was 24 months (range 4-
63). None of the clinical-pathological factors appear to
have any prognostic value. Figure 1 shows the overall
survival curve.
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Figure 1. — Overall survival curve for nine patients with a pri-
mary malignant melanoma.

Discussion

Vaginal melanomas account for 2.6%-2.8% of all
primary malignant vaginal tumours [4]. The number of
melanomas are rising. In a recent report of the National
Cancer Data Base 4% of the vaginal cancers registered
were melanomas [5]. An overview in the NGOC between
1974-2000 showed that malignant melanomas accounted
for 11% of the patients diagnosed with primary invasive
vaginal tumours. In a previous report covering the period
1947-1979 only 2% of the primary vaginal tumours were
melanomas [6]. The rise in incidence of malignant mela-

21

nomas in an area of the body not exposed to ultraviolet
radiation is difficult to explain.

Generally the prognosis of patients with vaginal mela-
nomas is poor. A search of the English literature was
performed to identify long-term survivors of vaginal
melanomas. Patients with urethral melanomas were
excluded and patients from population studies (tumour
registry data) were not included due to a lack of clinical
information [7, 8]. Only 22 patients were identified to
have survived longer then five years [3, 4, 9-20] and only
four of those survived longer then ten years (Table 1) [3,
4, 13, 20].

There did not appear to be any relationship between
overall survival and location of the tumour, presence of
symptoms, gravidity or parity [20], although debate does
exist with respect to tumour thickness, tumour size and
treatment. Recent reports by Reid er al. [16] and Bucha-
nan et al. [20] found no correlation between tumour
thickness and survival. However, it could well be that
there is a correlation, as there is in vulvar melanoma, if
tumours are detected with an invasion less than 1 to 2
mm [20]. On the other hand only two of the 22 patients
who survived longer than five years had a thickness of
less then 2.0 mm. As very early diagnosis of this disease
is rare, the impact of thickness in prognosis of early stage
disease can not be assessed.

Tumour size appears to be the greatest predictor of sur-
vival [3, 16, 21]. This is also reflected in our review of 5-
year survivors: of the 18 patients with a known tumour
size only two were greater than 30 mm.

The optimal treatment remains unknown. In the group
of 5-year survivors, the treatment modalities were disper-
sed accordingly: six had radical surgery, six had wide

Table 1. — Reported cases of primary vaginal melanoma with a survival of longer than 5 years.

Author Year Age

Size (mm)

Depth (mm) Treatment Outcome

Status Follow-up (y)
1. Mino et al. 1952 28 20 5.0 RS NED 5.0
2. Casas et al. 1952 52 25 - WLE+RT  NED 6.0
3. Ariel et al. 1961 47 60 - RT DOID 7.0
4. Ariel et al. 1961 52 20 - RS DOD 6.0
5. Davis et al. 1975 60 - - WLE NED 16.0
6. Chung et al. 1980 72 25 1.0 RS NED 12.75
7. 37 10 2.8 RS NED 5.5
8. 71 10 3.0 WLE DOD 5.0
9. 60 - 1.4 RT DOD 7.6
10. Liu et al. 1987 55 - - WLE DOD 5.8
1. 39 40 - WLE AWD 8.2
12. Harrison et al. 1987 58 15 - RT NED 7.7
13. Reid et al. 1989 81 10 9.0 WLE DOID 5.7
14. 68 25 - RS DOD 6.0
15. Levitan et al. 1989 59 20 4.0 RT DOD 9.0
16. Ronan et al. 1990 60 - 9.0 - DOD 6.2
17. Geisler et al. 1995 58 - 7.0 RS NED 8.0
18. Petru et al. 1998 65 20 5.0 RT DOD 12.75
19. 54 30 5.0 WLE+RT  AWD 8.3
20. 69 30 6.0 RT DOD 54
21. Buchanan et al. 1998 55 15 6.0 WLE NED 13.0
22. Present 2001 71 10 11.0 WLE+RT  DOID 5.2

RS =radical surgery; RT = radiotherapy; WLE = wide local excision; NED = no evidence of disease; AWD = alive with disease; DOID = died of intercur-

rent disease; DOD = died of disease; — = not mentioned.
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local excision, three had wide local excision and
radiotherapy and six had radiotherapy alone. Findings of
the present review confirm previous reports showing no
significant differences in survival among radical surgery,
wide local excision, radiotherapy or wide local excision
with radiotherapy [16, 20]. Only one publication stated a
survival benefit for radical surgery [21]. However there
appeared to be a selection bias with younger patients and
those with smaller lesions receiving radical surgery in
preference to radiotherapy.

Based on the scarcity of literature on primary vaginal
melanoma, no general recommendations for treatment
can be made based on survival outcome. However, most
reports favour conservative surgery (wide local excision)
over extensive radical surgery or primary radiotherapy.
Lesions close to the bladder, urethra or rectum may
require a more radical approach in order to achieve ade-
quate clearance of the melanoma.

Evaluation of regional lymph nodes provides important
staging information and it may enhance regional control
if involved with metastatic disease. However, com-
prehensive lymphadenectomy does not provide a survival
benefit and may occasionally be associated with an
increase in morbidity. Elective lymphadenectomy should
therefore only be performed in patients with evidence of
lymph node metastases [22]. Sentinel lymph node biopsy
can be performed to assess the lymph node status and
therefore the need for an elective lymphadenectomy.

Primary radiation therapy should be considered for
patients who are unfit for surgery. The role of chemothe-
rapy is unclear and there is as yet no reliable data on the
use of interferon as adjuvant therapy.

Conclusion

Overall survival appears to be related to the size of the
primary lesion. Currently there is no treatment shown to
be superior with regard to survival, and conservative
surgery appears equivalent to that of a radical approach.
A wide local excision with a sentinel node biopsy seems
to be the most appropriate treatment to date. Only in
cases of metastatic lymph node involvement should a
lymphadenectomy be considered. Survival can be impro-
ved by earlier detection. Therefore any discoloured lesion
identified at the time of cervical screening or routine
vaginal examination should be investigated to exclude
vaginal melanoma.
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