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Abstract: Melanoma is a malignant melanocytic neoplasm with high mortality rate, and steadily and universally increasing incidence rates. Polypoid melanoma is considered an exophytic variant of the nodular subtype. The
incidence of polypoid melanoma is extremely variable, most likely because of the different criteria used for its
characterization. We presented a rare case of polypoid melanoma and superficial spreading melanoma in the
same lesion.
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INTRODUCTION
Melanoma is a malignant melanocytic neoplasm which still maintains a high mortality rate and
incidence rates that have been universally increasing
over the past few years.1 Four subtypes of melanoma
are classically recognized by using clinical and pathological criteria: superficial spreading, lentigo maligna,
acral lentiginous and nodular. This classification
allows the clinicopathological tumor differentiation,
but not its categorization according to different prognosis.2,3 The prognosis of the primary tumor is closely
related to its thickness (Breslow), presence of ulceration and, more recently, the presence of 1 or more
mitosis/mm2 in thin melanomas.4 Polypoid
melanoma is considered an exophytic variant of the
nodular form in which the volume of the tumor is
located above the skin surface, and it may be pedunculated or sessile. It often appears ulcerated but not
necessarily pigmented, which may cause it to be mistaken by benign lesions such as pyogenic granuloma,
intradermal nevus, or fibroepithelial polyp.5 We present a rare case of polypoid melanoma overlapping the
area of a superficial spreading melanoma.

CASE REPORT
A fifty-eight year-old patient reported a pigmented lesion in the left lumbar region for many
years, with progressive growth. Three months before
he noticed accelerated growth and ulceration of the
lesion. Dermatological examination found a pigmented asymmetric macule, with irregular borders, multiple colors, measuring 3x2 cm in the left lumbar region.
In the lower right area of the lesion there was an erythematous, friable polypoid formation of approximately 1 cm, ulcerated and covered by a serohematic
crust (Figure 1). Dermatoscopy showed that the pigmented lesion was formed by a multicomponent pattern with presence of an atypical network, irregular
globules and blotches, all irregularly distributed
throughout the lesion (Figure 2). The presence of serohematic crust made it difficult to visualize the dermoscopic pattern on the polypoid area. Pathologic examination revealed polypoid superficial spreading
melanoma, Clark III, Breslow thickness of 4.3 mm at
the polypoid area and predominant in situ component
in adjacent skin (Figure 3). The exam also showed
absence of ulceration or regression and the presence of
8 mitoses in 10 high power fields.
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FIGURE 1:
A: Clinical aspect of the
lesion on the lumbar area;
B: Detailed image showing the polypoid conformation of the lesion
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FIGURE 2:
A: Atypical network,
multifocal hyperpigmentation with irregular distribution, presence of a
bluish-gray
veil;
B:
Blackish-brown globules
irregularly distributed
throughout the lesion,
multifocal pigmentation
and bluish-gray veil.
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FIGURE 3: A: Polypoid melanoma pedicle on the insertion area. The adjacent skin surface shows slight proliferation of typical and atypical
melanocytes in the basal layer and lymphocytic inflammatory infiltrate in the superficial dermis (HE, 40x); B: Proliferation of atypical melanocytic cells with severe atypia and pagetoid appearance (HE, 400x); C: Top of the polypoid area showing epidermis and dermis with proliferation of atypical melanocytes and areas of necrosis (HE 100x)

DISCUSSION
The pedunculated melanoma was first
described in 1958 by Vogler et al, who considered it as
the most aggressive form of nodular melanoma, with
almost nonexistent radial growth, followed by rapid
vertical growth, creating its pedunculated conformation. It was, by definition, a tumor with more than

50% of its area above the epidermis and lateral dissemination inferior to three intraepidermal crests.6
McGovern et al, in 1983 classified the polypoid
melanoma into pedunculated or sessile. The pedunculated form was defined as a lesion completely above
an unaltered cutaneous surface, with which it was
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connected by a pedicle. The sessile form would have
at least 50% of the tumor above the surface. The incidence of polypoid melanoma is extremely variable in
the literature, ranging from 2 to 43% in different studies, probably due to different clinical and pathological
criteria used to characterize it. It was believed to be
the most aggressive form of melanoma with the worst
prognosis. However, multivariate analysis showed
that this behavior was not explained by the lesion conformation per se, but rather because this form of
melanoma was usually thicker and ulcerated.

Clinically, it evolves with rapid growth and
histopathologically it has a higher degree of cellular
atypia, nuclear and cellular pleomorphism and higher
mitotic index that can also explain the apparent poor
prognosis.7-10
CONCLUSION
We present a rare case of polypoid melanoma over
an area of superficial spreading melanoma. The case
highlights the importance of prognostic factors linked to
melanoma, independent of histological subtype. q
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