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Desmoplastic Spitz Naevus Can Be Mistaken for Desmoplastic Malignant Melanoma and Dermatofibroma
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Spitz naevus is a melanocytic lesion that is characterized by neoplastic proliferation of epithelioid and/or
fusiform-shaped cells. Rare variations of Spitz naevus,
such as desmoplastic, hyalinizing, plexiform, pagetoid,
pigmented fusiform and angiomatoid Spitz naevus have
been described (1). Desmoplastic Spitz naevus (DSN),
first described by Reed et al. in 1975 (2). Histopathologically, desmoplastic Spitz naevus is characterized by
epithelioid and/or fusiform-shaped cells surrounded by
a fibrous stroma consisting of thick bundles of collagen.
It has clinical and histopathological features that are
difficult to differentiate from dermatofibroma and desmoplastic malignant melanoma (DMM), which requires
aggressive therapy for cure.
CASE REPORT
A 36-year-old female patient was admitted with a swelling
on her right leg, which was not accompanied by any subjective complaints or previous history of trauma, that had been
growing slowly for 4 months. On examination a raised, wellcircumscribed, red-brown nodular lesion of approximately 1
cm diameter was observed anteromedially on the right knee. A
total excision was performed.
Histopathological examination (Figs 1 and 2) revealed a slight
acanthosis in the epidermis, a symmetrical lesion consisting of
melanocytes, in fusiform and epithelioid morphology and spitzoid in appearance, surrounded by hypereosinophilic bundles
of collagen starting from the papillary dermis and reaching
the mid-reticular dermis, and a slight lymphocytic infiltration
around the vessels. Immunophenotypical examination revealed
a stronger positive staining in the superficial, and a weaker
positive staining in the deep portions of the lesion for S-100,

Fig. 1. Near-dermal lesion with laterally sharp border.
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Fig. 2. Melanocytes with spitzoid appearance, stromal hypereosinophilic
bundles of collagen and melanophages in the junctional region and superficial
dermis (haematoxylin and eosin ×200).

Melan A, and HMB-45. Ki-67-positive reaction was observed
mostly on perivascular lymphoid cells in the dermis, while it
was observed in melanocytic cells at a level of 1–2%. Based
on these findings, it was concluded that the lesion was a Spitz
naevus, predominantly located in the dermis and associated with
minimum junctional components, and which led to stromal desmoplasia. Subsequently, the patient was diagnosed with DSN.
No recurrence was observed during the 2-year follow-up period
after the total excision of the lesion with a 0.5 cm margin.

DISCUSSION
DSN is an intradermal lesion, characterized by marked
collagen production in the dermis. It is usually a redbrown papule or nodule, located on the extremities (3).
However, lesions located on the abdomen, head and
neck region and a case with multiple lesions have been
reported (4). It is differentiated from classical variants
of Spitz naevi by lack of dermoepidermal activity, absence of Kamino bodies, increased dermal collagen and
presence of ganglion-like epithelioid cells (5).
The increased stromal fibrosis in the DSN has been
considered as evidence of trauma or involution, and it
has been suggested that the fibrosis is more pronounced
in elderly patients (5, 6). However, in a series of 15 cases
two 8-year-old children were detected to have similar
stromal changes as seven adult patients over 30 years
of age, and thus it has been concluded that the stromal
changes are not age-related (5). In the present case, a
36-year-old woman, with no previous history of trauma,
had had a lesion for 4 months.
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The DSN can be mistaken for dermatofibroma due
to similar location and clinical appearance. It can be
differentiated precisely from dermatofibroma with the
presence of melanocytes and the positive immunohistochemical staining of the cells with S-100 protein and
antibody HMB-45 (5). Those histopathological findings
were also positive for our patient.
DMM have been encountered recently due to the
increasing incidence of melanoma. Unlike DSN located
on the extremities of young adults, DMM is located on
the sun-exposed skin of the head and neck of elderly
patients (7). The age of our patient and the location of
lesion were consistent with DSN. The accurate diagnosis of DSN requires an experienced pathologist and
immunohistochemical examination. Histologically,
DMM consists of abundant collagen fibres and fusiformshaped melanocytes with pleomorphic nuclei. Unlike
DSN, DMM elicits cellular atypia and marked inflammatory response. On immunophenotypic examination,
positive HMB-45 and Melan-A staining in Spitz naevus
and negative HMB-45 and Melan-A staining in DMM
is useful in the differential diagnosis (7, 8). In addition, the number of Ki-67 positive cells that indicates
proliferative activity is much higher in DMM than in
Spitz naevus (3). The young age of our patient, extremity located lesion, positive HMB-45 and Melan-A
staining, cellular atypia in melanoma, mitosis, marked
lymphocyte infiltration and the absence of positive Ki-
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67 staining are findings that facilitate the differential
diagnosis of Spitz naevus from DMM.
REFERENCES
1. Diaz-Cascajo C, Borghi S, Weyers W. Angiomatoid Spitz
nevus; a distinct variant of desmoplastic Spitz nevus with
prominent vasculature. Am J Dermatopathol 2000; 22:
135–139.
2. Reed RJ, Ichinose H, Clark WH Jr, Mihm MC Jr. Common
and uncommon melanocytic nevi and borderline melanomas. Semin Oncol 1975; 2: 119–147.
3. Pichardo RO, Lu D, Sangueza OP, Horenstein M. What is
your diagnosis? Desmoplastic melanocytic nevus. Am J
Dermatopathol 2002 Dec; 24: 506–507.
4. Dhouib RS, Sassi S, Jbeli A, Driss M, Mrad K, Abbes I, et
al. Desmoplastic spitz nevus: report of a case and review
of the literature. Pathologica 2000; 100: 181–184.
5. Mackie RM, Dorety VR. The desmoplastic naevus: a distinct
histological entity. Histopathol 1992; 20: 207–211.
6. Barr RJ, Morales RV, Graham JH. Desmoplastic nevus. A
distinct variant of mixed spindle cell and epitheloid cell
nevus. Cancer 1980; 46: 557–564.
7. Chan GS, Choy C, Ng WK, Chan KW. Desmoplastic malignant melanoma on the buttock of an 18-year-old girl: differentiation from desmoplastic nevus. Am J Dermatopathol
1999; 21: 170–173.
8. Bergman R, Azzam H, Sprecher E, Manov L, Munichor
M, Friedman-Birnbaum R, et al. A comparative immunohistochemical study of MART-1 expression in Spitz nevi,
ordinary melanocytic nevi, and malignant melanomas. J
Am Acad Dermatol 2000; 42: 496–500.

Acta Derm Venereol 91

