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Polypoid melanoma: a rare clinical subtype frequently
confused with benign entities
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ABSTRACT
Polypoid melanoma represents a distinct variant of melanoma characterized by an ulcerated exophytic nodule. Although
this melanocytic tumor is usually restricted to the papillary dermis, it presents with a thick Breslow level and aggressive
course. Its rapidly growing vertical phase and its amelanotic nature frequently simulate benign or non-aggressive entities;
leading to a delay in biopsy and resulting in an increased risk of metastasis at the time of the diagnosis.
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INTRODUCTION
Polypoid melanoma (PM) was first described by Manci
in 1981 [1]. Histologically, it is differentiated from
classic nodular melanoma by exhibiting an exophytic
growth pattern that rarely extends into the reticular
dermis [2,3]. This clinicopathologic variant is not
common, and may have a delayed diagnosis. We
present a case of PM to highlight the important features
of this potentially aggressive subtype.

CASE REPORT
A 64 year-old male presented with a 6-month history
of a rapidly growing nodule on his left flank. On
physical examination, a 3 cm, well-circumscribed
erythematous nodule with a partially eroded surface
was found. The nodule was attached to the underlying
skin by a narrow pedicle (Fig. 1). There was no
lymphadenopathy. His past medical history was noncontributory.
Histopathological examination of the lesion showed
a polypoid tumor composed predominantly of
atypical melan-A-positive melanocytes, with a

Figure 1: Partially eroded pedunculated tumor attached to the
underlying skin by a narrow pedicle.

nodular expansile tumor growth, poor maturation
and abundant mitoses (Figs. 2 and 3). An HMB 45
immunohistochemical stain demonstrated diffuse
positivity with no evidence of a gradient throughout
the lesion. A computerized tomography scan failed
to reveal any evidence of metastatic disease. Two
sentinel lymph nodes were negative for melanoma
after histological evaluation.
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tumors such as basal cell carcinoma or squamous cell
carcinoma.

Figure 2: Polypoid neoplasm densely packed with tumoral cells,
sparing the reticular dermis. H&E, x20.

Traditionally, it has been considered to be part of the
nodular melanoma spectrum, however, it may also
arise from the acrolentiginous, superficial spreading
and lentigo maligna types, displaying a growth pattern
restricted to the papillary dermis [6]. Since the tumor
typically does not penetrate deeply into the reticular
dermis, its aggressive behavior was considered to
be somewhat unique to the pedunculated subtype.
Nevertheless, it is recognized that the exophytic nature
of the tumor contributes to the Breslow level which,
in addition to the ulceration, dictate the aggressive
course of PMs.

CONCLUSION
It is important to consider PM in the differential
diagnosis when assessing pedunculated tumors.
The benign appearance of PM and its amelanotic
nature may delay the diagnosis, increasing the risk
of metastasis and poor prognosis. Awareness of these
type of tumors may offer clinicians and patients early
detection and appropriate treatment.
Consent
The examination of the patient was conducted
according to the Declaration of Helsinki principles.
Figure 3: Sheets of atypical epitheliod melanocytes with abundant
mitoses. H&E, x400.

Prior to the study, patient gave written consent to the
examination and biopsy after having been informed
about the procedure.

DISCUSSION
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