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Abstract

Background—Spitz nevi, atypical Spitz tumors and spitzoid melanomas (“spitzoid lesions™)
represent controversial and poorly understood cutaneous melanocytic lesions that are difficult to
diagnose histologically. It is unknown how these terms are used by pathologists.

Methods—We describe use of Spitz-related terminology using data from the Melanoma
Pathology (M-Path) study database comprising pathologists’ interpretations of biopsy slides, a
nation-wide study evaluating practicing U.S. pathologists’ (N=187) diagnoses of melanocytic
lesions (8,976 independent diagnostic assessments on 240 total test cases, with one slide per case).

Results—Most pathologists (90%) used the Spitz-related terminology. However, significant
variation exists in which specific lesions were diagnosed as spitzoid and in the corresponding
treatment recommendations. Recommendations ranged from ‘no further treatment’ to ‘wide
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excision of 10 mm or greater’ with no category capturing more than 50% of responses. For
spitzoid melanoma diagnoses, 90% of pathologists recommended excision with =10 mm margin.
Pathologists report less confidence in diagnosing these lesions compared with other melanocytic
proliferations and are more likely to request second opinions and additional clinical information
(all p<0.05).

Conclusions—Spitzoid lesions are often not classified in any standardized way, evoke
uncertainty in diagnosis by pathologists, and elicit variability in treatment recommendations.
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INTRODUCTION

Spitzoid melanocytic neoplasms are a controversial and poorly understood category of
melanocytic lesions which, despite controversy, are considered distinctive by some
authorities.(1) They occur commonly, but not exclusively, in young individuals. (1) These
tumors are distinguished from other types of melanocytic lesions not only by clinical and
pathological features but also increasingly by an associated “landscape” of genomic
structural alterations.(2-5) The controversy stems from their frequent confusion with
melanoma and an inability of pathologists to predict their biological behavior. Importantly,
these lesions account for the majority of so-called “melanomas” seen in children and
adolescents.

Credit is given to Sophie Spitz for describing in some detail this class of melanocytic
lesions, which she termed “juvenile melanoma.” She suggested that these tumors are
associated with reduced lethality compared with melanomas of the conventional adult type.
(6) Over the subsequent decades, a general consensus emerged, but not without controversy,
that spitzoid neoplasms appear to represent a histopathological and biological continuum of
lesions, ranging from benign to malignant. Utilizing a reductionist approach, many have
advocated for a binary classification as simply “Spitz nevus” or “malignant melanoma,”
leaving no room for an intermediate group of lesions that blatantly defy categorization. (7)
In an effort to accommodate this group of intermediate lesions, the term “atypical Spitz
tumor” was introduced by Reed et al. to describe tumors with histological features at
variance with the conventional Spitz nevus yet insufficient for malignancy. (8) Over the past
two to three decades, a more realistic approach has been embraced by dermatopathologists
under the rubric of three-tiered scheme: 1) Spitz nevus, 2) atypical Spitz tumor, and 3)
spitzoid melanoma, with the caveat of inherent uncertainty about the biological nature of
many lesions so classified. (9-13)

As experts in the field have difficulty achieving consensus in diagnosis and establishing the
prognosis for many spitzoid lesions, ongoing discordance and controversy exists with
respect to terminology for these lesions. (12, 13) In order to gain insight into this
challenging clinical problem, we describe here the utilization of Spitz-related nomenclatures
amongst practicing U.S. pathologists who interpret melanocytic lesions in their own clinical
practice. We report from the Melanoma Pathology (M-Path) study database how frequently
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pathologists employ these diagnostic terms when interpreting a test set of cases. We also
describe their perceptions about the degree of atypia in these lesions and their suggestions
concerning management.

MATERIALS AND METHODS

Development of Standard Test Sets

Melanocytic skin lesions biopsied from patients 20 years of age or older between January 1,
2010 and December 31, 2011 were obtained from a pathology practice in Washington State
(Dermatopathology Northwest). Cases were selected utilizing the dermatopathology
practice's internal computer database to identify a range of different types of skin lesions,
including benign, atypia, nevus, melanoma in situ, and invasive melanoma. Shave, punch,
and excisional biopsies were included, while consultative cases and re-excisions were
excluded.

Eligible skin lesions (n=27,481) were divided into five diagnostic categories that mapped to
corresponding clinical management suggestions using the Melanocytic Pathology
Assessment Tool & Hierarchy for Diagnosis (MPATH-Dx) (14), based on the original
pathologist's interpretation: 1) nevus /mild atypia (no further treatment required); 2)
moderate atypia (narrow but complete re-excision); 3) severe atypia/melanoma in situ
(repeat excision with at least 5 mm margins); 4 & 5) T1a melanoma (wide excision) and T1b
melanoma (wide excision with additional treatment required). Age categories (20-49; 50-64;
>65) were stratified to ensure cases were representative according to age.

A study set of 240 melanocytic cases was developed as previously described using a
modified Delphi approach. (14) For this test set development, each patient case had three
slides containing one histologic section. A panel of three experienced pathologists (DEE,
RLB, MWP) individually reviewed slides for each patient case, followed by a consensus
meeting where the panel divided the patient cases into five categories according to the
MPATH-Dx mapping tool. (14, 15) Agreement was obtained in every case although in some
cases the extent of agreement was limited to a descriptive category such as “Melanocytic
tumor of uncertain malignant potential” (MELTUMP).

All procedures were HIPAA compliant and approval was obtained from the Institutional
Review Boards of the University of Washington, Fred Hutchinson Cancer Research Center,
Oregon Health Sciences University, Rhode Island Hospital, and Dartmouth College.
Informed consent was obtained from participating pathologists.

Pathologists Recruitment and Interpretation

Pathologists in 10 states (CA, CT, HI, IA, KY, LA, NJ, NM, UT, and WA) were invited to
participate in the study. Eligible pathologists were those who had completed their pathology
training, interpreted melanocytic skin biopsies within the previous year, and expected to
continue interpreting melanocytic skin lesions for the next two years. Each pathologist was
sent one test set of 48 glass slides, with slides to be reviewed independently and in a random
order. Pathologists directly selected their interpretations for each case and suggested
treatment recommendations through the online MPATH-Dx diagnosis form. The diagnoses
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and treatments considered were selected from pull-down menus of terms that were designed
to be as inclusive as possible. The only clinical information provided was the patient's age,
patient's gender, biopsy type (shave, punch, or excision), and biopsy site.

Statistical Analysis

RESULTS

This study describes the M-Path cases where the pathologists rendered diagnoses that
included at least one of the following six terms: Spitz nevus, pigmented spindle cell nevus,
atypical/dysplastic Spitz lesion/tumor, atypical pigmented spindle cell lesion/tumor, Spitz-
like invasive melanoma, and pigmented spindle cell-like invasive melanoma. For analysis,
we grouped the first two diagnoses as “Spitz nevus,” the middle two as “atypical Spitz
tumor,” and the last two as “spitzoid melanoma” (Table 1). Descriptive statistics computed
frequencies and percentages of the use of the terms across treatment recommendations.

To determine if the use of these terms differed compared to other terms extant in melanoma
pathology, we compared the three grouped categories of spitzoid lesions with other types of
melanocytic proliferations sharing similar MPATH-Dx assignments.(16) Accordingly, we
compared the Spitz nevus lesions to other MPATH-Dx category 2 lesions, atypical Spitz
tumors to other category 3 cases, and spitzoid melanomas to other MPATH-Dx category 4 or
5 lesions. Each of these comparisons was assessed across variables reflecting physician
perception of case difficulty. Perceptions were assessed by asking the pathologist if he/she
would request a second opinion for the case, would request additional clinical information,
would order special stains, considered the diagnosis to be borderline between neighboring
diagnostic categories, felt the case was challenging, and had confidence in his/her diagnosis.
The Cochran-Mantel-Haenszel (CMH) test stratified across pathologists to account for the
multiple readings was used to determine significant differences in the use of terms. All
analyses and statistics were produced using SAS software, version 9.4, Cary, NC, USA.

Of 301 eligible responding pathologists, 207 consented and 187 proceeded to complete the
study interpretations. The average age of pathologists was 51 (range: 33-79) with 114 (61%)
pathologists male and 73 (39%) female. The pathologists provided a total of 8,976
individual interpretations with 542 (6%) primary diagnoses within the spectrum of spitzoid
melanocytic proliferations defined above. At least one test case was interpreted as a spitzoid
lesion per 48-case test set by the majority of pathologists (168/187; 90%) (Appendix 1).
Among the pathologists who used nomenclatures under the category of spitzoid lesions,
151/168 (90%) used the terms 1 to 5 times; 14 pathologists (8%) used the terms 6-8 times;
and only 3 (2%) used the terms 9 or 10 times when interpreting their 48 test cases.

As depicted in Table 2, recommendations for Spitz nevus and atypical Spitz tumors ranged
from “no further treatment’ to ‘wide excision of 10 mm or greater’ with no recommendation
category capturing more than 50% of responses. The most frequent recommendation was
“excision <5 mm margin” for Spitz nevi (48%) and atypical Spitz tumors (44%). If a
diagnosis of atypical Spitz tumor was made, 5% of pathologists recommended no further
treatment, 44% recommended excision with < 5mm margin, 37% recommended excision
with 5-9 mm margins, and 15% recommended wide excision with = 10mm. There was high
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consensus in treating spitzoid melanoma, with 90% of pathologists recommending excision
with = 10 mm margin, 9% recommended excision with 5-9 mm margin, and 1%
recommended excision with <5 mm margin (Table 2).

When the data were considered at the level of the individual 240 cases, the term spitzoid
melanocytic proliferation was applied by at least one pathologist to half of the test cases
(119 of 240 cases; 50%). Each 48-case test set was evaluated by between 36 and 39
independent pathologists, depending on the random allocation process. Forty-two (18%)
cases were diagnosed as a type of spitzoid lesion by at least 4 pathologists (Figure 1 and
Appendix 1). In 14/42 (33%) cases, the interpretations crossed the entire spectrum from
Spitz nevus to spitzoid melanoma. We illustrate four cases demonstrating an atypical Spitz
tumor (Figure 2a), a spitzoid melanoma (Figure 2b), and cases with significantly less
interobserver agreement (Figure 2c and 2d).

Pathologists’ approaches to and perceptions of diagnosing spitzoid lesions are summarized
in Table 3. Since melanocytic lesions with different malignant potentials often require
different diagnostic evaluations, we compared the three groupings of spitzoid lesions (Table
1) with lesions having a similar MPATH-Dx assignment: Spitz nevus vs. MPATH-Dx
category 2 lesions, atypical Spitz tumor vs. MPATH-Dx category 3 lesions, and spitzoid
melanoma vs. MPATH-Dx category 4 or 5 lesions. The majority of pathologists (71-92%)
indicated that they would request a second opinion for lesions they classified into one of the
three spitzoid groupings in a real-life situation. When evaluating atypical Spitz tumors or
spitzoid melanomas, pathologists are more likely to request additional clinical information
(36% vs 23% for atypical Spitz tumor, 20% vs 15% for spitzoid melanoma), to diagnose
them as borderline lesions (54% vs 43% for atypical Spitz tumor, 29% vs 13% for spitzoid
melanoma), to consider the cases to be more challenging (79% vs 50% for atypical Spitz
tumor, 50% vs 32% for spitzoid melanoma), and to feel less confident in assessed diagnosis
(51% vs 27% for atypical Spitz tumor, 25% vs 17% for spitzoid melanoma), compared to
assessing other melanocytic lesions within the same MPATH-Dx mapping category. When
ordering special stains, Ki-67 was more likely indicated for Spitz nevus, atypical Spitz
tumor, and spitzoid melanomas (9-22%) compared to assessing other melanocytic lesions
within the same MPATH-Dx mapping category.

DISCUSSION

We performed a nation-wide study to assess U.S. practicing pathologists’ diagnoses and
perceptions of spitzoid lesions. We found that the majority of pathologists acknowledge the
controversial nature of the subject when using terms such as “atypical Spitz tumor” or
“spitzoid melanoma.” There was wide variation among pathologists’ diagnoses and
proposed surgical excisional margins. Pathologists who feel relatively less certain about their
diagnoses are more likely to request second opinions when they encounter an atypical Spitz
tumor or spitzoid melanoma case.

As previously mentioned, some critics have argued against the concept of an intermediate
category of spitzoid lesions (i.e., atypical Spitz tumors), and believe that there should be a
clear-cut distinction made between benign and malignant tumors only. (7) For many
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colleagues, the introduction of the term atypical Spitz tumor has engendered considerable
confusion as to what this term means and the biological nature these tumors versus that of
conventional Spitz nevus and bonafide melanoma. This reaction is understandable, and, as
already discussed, the biology of this neoplastic system remains the subject of basic
research. The goal of the current study has been to document the useage of Spitz-related
terminology among pathologists and not to endorse any preferred nomenclature. Our study
found, however, that most pathologists accepted the concept of intermediate lesions (i.e.,
atypical Spitz tumor) and used this intermediate classification term at least once in this
study, and some pathologists employed it up to 10 times in a test set of 48 cases.

Our team of dermatopathologists and investigators designed the MPATH-Dx form with the
intention to include as many diagnostic terms as possible within a five-category schema. It
must be emphasized that this diagnostic classification system is in a preliminary stage of
development. Further research and more extensive discussions with the general
dermatological and dermatopathological communities will be needed before this system can
be introduced into general usage. Because some pathologists may favor morphologically
descriptive terms such as “pigmented spindle cell nevus” over eponyms, we included a range
of options in our form to capture the diverse spectrum of terminology used in current
practice. The general category of spitzoid lesions includes, inter alia, Spitz nevus, pigmented
spindle cell nevus, atypical Spitz tumor, atypical pigmented spindle cell nevus, and spitzoid
melanoma. It is possible and perhaps likely that some pathologists may use other terms, such
as spindle and epithelioid cell nevus/tumor, atypical spitzoid melanocytic neoplasm, or
melanocytic tumor of uncertain malignant potential (MELTUMP), in diagnosing spitzoid
lesions, but the latter terms were not included in our analysis.

The evaluation of spitzoid lesions is based on the utilization of a constellation of histologic
features without any single feature permitting the conclusive establishment of a diagnosis. A
number of reviews have summarized the difficulties in diagnosing these proliferations,
concluding that the diagnosis is complex and subjective. The bellwether publications over
the past half-century asserting diagnostic standards have emphasized different histological
criteria, and in fact some have come to essentially opposing conclusions regarding the time-
honored criteria.(1, 6-13, 17) Not surprisingly, histological criteria in some analyses proved
inaccurate in retrospectively identifying those lesions with clinically untoward outcomes.
(17) As a pragmatic approach to the histological ambiguities, the proposal has been made to
identify a lesion as “spitzoid” based on the finding of a large spindled and/or epithelioid cell
constituency having eosinophilic, “ground glass” cytoplasm in the context of particular
architectural configurations; however it seems that most other histologic features attributed
to these proliferations seem too variable between lesions to confer reasonable specificity. (1,
6-13, 17) Nevertheless, recent genomic studies demonstrating a high prevalence of fusion
genes in contrast to the activated oncogenes that prevail in usual nevi and melanomas
suggest that this is a relatively distinct category of melanocytic neoplasms. (2, 3, 5)

Because of diagnostic and philosophical ambiguities, experts have difficulty in achieving
consensus on diagnosis and risk stratification of atypical spitzoid lesions. (12, 13) Variations
in interpretation relate to the lack of basic biological information about this class of
melanocytic lesions and hence the lack of standardized diagnostic criteria, variability in
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pathologists’ diagnostic thresholds, and diverse perspectives from unique training
environments and experience. In our study, even when the pathologists agreed on a particular
spitzoid diagnosis, they did not agree on whether the lesions were benign, malignant, or
atypical/indeterminate in many cases. This uncertainty is reflected in the high percentage of
second opinions requested when pathologists apply the diagnostic term of a spitzoid lesion,
and the finding that for the majority of second opinions requested, the reason stated by the
pathologists was based on personal preference rather than policy requirements at their
laboratory practice. Most pathologists considered these cases to be challenging and they
commonly expressed some lack of confidence in their diagnosis.

As already emphasized, the uncertainty about many spitzoid lesions is related to the lack of
sufficient diagnostic criteria and robust ancillary techniques for their definitive assessment.
However, new diagnostic tools are beginning to emerge. Immunohistochemistry currently
offers no biomarkers that are unequivocally definitive for the diagnosis of spitzoid lesions
and for their risk stratification. Increasingly, elevated nuclear labeling by Ki-67, a
proliferative marker (18), is being used to help stratify perceived malignant risk. Molecular
techniques such as the analysis of chromosomal copy number alterations on array CGH and
FISH testing hold promise, but their true predictive value for clinical outcome in spitzoid
tumors remain uncertain.(3, 5, 19, 20) On the other hand, the detection of mutations in the
TERT promoter region appears to identify a clinically high-risk subset of atypical spitzoid
tumors but will require validation in a larger cohort of patients.(3) In our study, the
pathologists did not order significantly more ancillary tests, such as immunostains, when
they were diagnosing spitzoid lesions compared to other lesions with comparable grades of
atypia.

As with diagnostic ambiguity associated with these proliferations, there is no consensus on
appropriate management. Since most lesions are completely excised, there are very few
studies evaluating clinical outcomes. In general, lesions from adult patients are treated more
aggressively compared to pediatric patients. According to the MPATH-Dx mapping tool,
Spitz nevi are classified into category 2 (excision with <5 mm margin); atypical Spitz
tumors are classified into category 3 (excision with 5-9 mm margin), and spitzoid
melanomas are classified into category 4 or 5 (wide excision with = 1 cm margin +/-
ancillary treatments). Sentinel lymph node biopsy is controversial. Even though
approximately 40% of sentinel lymph nodes are involved in atypical spitzoid lesions, further
metastases and resultant mortality are exceedingly rare. (21) There is no evidence to
conclusively support or refute sentinel lymph node biopsy as a treatment strategy, however
having a positive sentinel lymph node “does not seem to predict a poorer outcome for
patients with atypical Spitz tumors.” (22) Our study showed that pathologists agree on
treatment of spitzoid melanoma but had different opinions concerning treatment of other
spitzoid melanocytic lesions.

There are several limitations of this study. We did not specifically or intentionally include
any Spitz nevi with the stereotypical features promulgated by authoritative references in the
field. The sample size was limited to 240 total test cases of melanocytic lesions. Our study
set excluded the pediatric population in which Spitz nevi are very commonly seen, and this
may explain why there were no cases where the participating pathologists rendered an
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overall consensus diagnosis of Spitz nevus. The design of the study differs from clinical
practice, as pathologists were provided with limited clinical information (only age, sex, and
anatomic site), no clinical image or lesional descriptors, only one section per specimen, and
no option to order ancillary tests or to request second opinions. These are all important
contributors to the pathologist's diagnostic process.

Our study establishes that the majority of practicing U.S. pathologists in this sampling use
the terms “atypical Spitz tumor” (including atypical pigmented spindle cell nevus) and
“spitzoid melanoma.” The variability in treatment recommendations that these pathologists
assigned for the cases may reflect the controversy and lack of universally accepted
guidelines for the management of spitzoid lesions. This underscores the importance of a
reporting system, such as the MPATH-Dx form, which may enable pathologists to report, in
a more standardized fashion, their perceived level of risk for given melanocytic lesions and
the associated suggestion for management, thereby mitigating potentially harmful
misunderstandings between pathologists and clinicians. Although the use of the
terminologies “atypical Spitz tumor” and “spitzoid melanoma” appears generally accepted
among pathologists, fundamental ambiguities remain in the reliability of their usage in risk
assessment and in the appropriate treatment. In conclusion, although much more research is
needed, comprehensive genomic studies currently underway should facilitate the definitive
characterization of spitzoid lesions at the molecular level. Correlation of this fundamental
information with clinical outcome should lead to a more simplified and coherent
nomenclature and approach to the clinical management of these difficult melanocytic
lesions.
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[SPITZ @ Spitz nevus @ Atypical spitz tumor B Spitzoid melanoma |

Figure 1.
Interpretations of Spitz nevus, atypical Spitz tumor, and spitzoid melanoma in each case

with a least 4 Spitz-type assessments
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Participants’ diagnoses (N=38)

Category 2

Spitz news conventional

Pigmented spindle cell news

Moderately atypical news NOS

|l |lwlols

Moderately dysplastic newus

Category 3

Atypical/dysplastic Spitz lesion

Atypical pigmented spindle cell lesion

Sewerely dysplastic newus

= lwloifwo

Sewerely lentiginous melanocytic proliferation

Category 4/5

Superficial spreading melanoma 2

Other

Atypical melanocytic neoplasm, compound

MELTUMP

Atypical melanocytic neoplasm, junctional

alalala

SAMPUS

Comments:

This compound melanocytic proliferation suggests a spitzoid lesion and
the need to exclude melanoma upon immediate inspection because of
the presence of enlarged spindle and epithelioid cells. In addition,
irregular nesting of large nests and confluence of melanocytes at the
dermal-epidermal junction suggest an atypical neoplasm. Howewer, the
small lesional diameter (< 5 mm), rather sharp circumscription, general
symmetry, and absence of pagetoid melanocytosis are reassuring. The
differential diagnosis for many observers would thus include an atypical
Spitz tumor (favored), a compound news with architectural disorder
and cytological atypia, and an atypical spitzoid lesion, indeterminate,
raising suspicion for spitzoid melanoma. SAMPUS= superficial atypical
melanocytic proliferation of uncertain significance.

Figure 2a.
Teaching case 1. 5x (top panel) and 20x (bottom panel)

J Cutan Pathol. Author manuscript; available in PMC 2018 January 01.
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Figure 2b.

Page 12

Participants’ diagnoses (N=38)

Category 2 n

Spitz news conventional 2

Category 3

Atypical/dysplastic Spitz lesion 12

Atypical pigmented spindle cell lesion

Category 4/5

o

Spitz-like melanoma

Pigmented spindle cell-like melanoma

Superficial spread melanoma

Nodular melanoma

ENTRIFNI O]

Blue news like melanoma

Other

=y

Atypical melanocytic neoplasm, compound

Comments:

This difficult melanocytic tumor has spindled to epithelioid cell
cytological features, thereby suggesting an atypical Spitz tumor. On
the other hand, the arrangement of melanocytes within the epidermis
is significantly disordered, and the dermal component does not
mature with depth; thus a spitzoid variant of invasive melanoma would
constitute the favored interpretation.

Teaching case 2. 5x (top panel) and 20x (bottom panel)

J Cutan Pathol. Author manuscript; available in PMC 2018 January 01.
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20x

Figure 2c.
Teaching case 3. 5x (top panel) and 20x (bottom panel)

Page 13

Participants’ diagnoses (N=36)

Category 1

Common news

Mildly dysplastic news

Halo news

=[(N|w|3

Category 2

Spitz news conventional

Pigmented spindle cell news

Moderately dysplastic newus

Moderately atypical news NOS

N Y BN K

Category 3

Atypical/dysplastic Spitz lesion

MIS common

MIS NOS

Sewerely dysplastic news

Sewerely atypical news NOS

alalalo|o

Category 4/5

Superficial spreading melanoma

Heavily pigmented melanoma

-

Other

Atypical melanocytic neoplasm, junctional

AIMP

Comments:

This junctional melanocytic proliferation manifests enlarged

pigmented epithelioid cells arranged in enlarged and irregular nests at
the dermal-epidermal junction suggesting an atypical spitzoid tumor,
an atypical junctional news with spitzoid features, and melanoma.
The poorly-defined nature of the lesion, some pagetoid
melanocytosis, and dense lymphoid infiltrates and melanophages in
the dermis suggest regression and raise concern for and favor

melanoma in situ with regression.
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20x

Participants’ diagnoses (N=36)

Category 1

Common news

Mildly dysplastic news

Lentiginous newus

== (wlo|s

Lentigo simplex

Category 2

Spitz news conwventional

Moderately dysplastic news

Moderately atypical news NOS

ENENTSIES

Epithelioid blue news

Category 3

Atypical/dysplastic Spitz lesion 6

Category 4/5

Superficial spreading melanoma 2

Unclassified melanoma 1

Lentigo maligna melanoma 1

Other

Atypical melanocytic neoplasm, compound 2

SAMPUS 2

Comments:

Because of the presence of nests of epithelioid melanocytes in the
papillary dermis, many observers would consider a spitzoid lesion,
e.g., an atypical Spitz tumor, and melanoma in the differential
diagnosis. However, no appreciable pagetoid melanocytosis or other
convincing evidence of melanoma in situ is present. Additional
reassuring features include small diameter of the lesion, maturation,
the lack of sewvere cytological atypia, and the absence of mitotic
activity in the dermal component. The lack of sufficient objective
information about many such “spitzoid” lesions and continued
uncertainty about their biological nature often results in descriptive
interpretations, such as atypical Spitz tumor with indeterminate
biological potential. SAMPUS= superficial atypical melanocytic
proliferation of uncertain significance.

Figure 2d.
Teaching case 4. 5x (top panel) and 20x (bottom panel)
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Table 1

Terminologies used for spitzoid lesions.

Spitzoid melanocytic proliferation

Spitz nevus (MPATH Dx Category 2)

- Spitz nevus conventional, (junctional, compound, or intradermal)
- Pigmented spindle cell nevus, (junctional, compound)
Atypical Spitz tumor (MPATH Dx Category 3)
- Atypical/dysplastic Spitz lesion, (junctional, compound, or dermal)
- Atypical pigmented spindle cell lesions, (junctional, compound)
Spitzoid melanoma (MPATH Dx Category 4/5)
- Spitz-like invasive melanoma, (a melanoma that resembles a Spitz nevus/tumor)

- Pigmented spindle cell-like invasive melanoma (a melanoma resembling pigmented spindle cell nevus or plexiform spindle cell nevus)

J Cutan Pathol. Author manuscript; available in PMC 2018 January 01.
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Table 2

Participants' diagnoses and recommendation

Page 16

Recommendation

Diagnosis

No further treatment

Excision <5mm margin

Excision 5-9mm margin

Wide
excision
10mm or
greater
and/or

other

Number of assessments

Spitz nevus
- Spitz nevus
conventional
- Pigmented
spindle cell
nevus

48 (44.9%)

51 (47.7%)

6 (5.6%)

2 (1.9%)

107 (100.0%)

Atypical Spitz
tumor

- Atypical/
dysplastic
Spitz lesions
- Atypical
pigmented
spindle cell
lesion

12 (4.7%)

110 (43.5%)

94 (37.2%)

37 (14.6%)

253 (100.0%)

Spitzoid
melanoma

- Spitz-like
invasive
melanoma

- Pigmented
spindle cell-
like invasive
melanoma

0 (0.0%)

2 (1.1%)

17 (9.3%)

163 (89.6%)

182 (100.0%)
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