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Figure 1.

A 63-year-old woman presented with an
asymptomatic lesion on her left posterior
upper arm that had been present for 18 years.
Although the lesion was small initially, the
patient noticed slow evolution over time. She
had applied hydrocortisone to the area and
thought there was some improvement because
a whitish area developed within the lesion. She
had no major medical history, including no

personal or family history of skin disease. She
was not taking prescription medications.

On physical examination, there was an
irregular 4.2-cm by 3.5-cm pink plaque with
areas of irregular pigmentation, primar-
ily at the periphery. The lesion was located
over the lateral aspect of the distal left tri-
ceps. A smooth area of depigmentation was
noted along the inferior aspect of the lesion
(Figure 1). There was no lymphadenopathy.
The remainder of the physical examination
was unremarkable.

Question
Based on the patient’s history and physical
examination findings, which one of the fol-
lowing is the most likely diagnosis?

U A. Lentigo maligna.

U B. Solar lentigo.

U C. Superficial basal cell carcinoma.

Q D. Superficial spreading melanoma.

See the following page for discussion.
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Photo Quiz

Discussion
The answer is D: superficial spreading mela-

Summary Table

noma. Superficial spreading melanoma is

the most common subtype of melanoma, Condition

Characteristics

accounting for about 70% of all melano-
mas.! It usually presents in the fourth to
fifth decade of life but can affect adults of
all ages." It most often occurs on the upper
back in men, and on the upper back and
lower legs in women.> This malignancy of
melanocytes can arise de novo or from a
preexisting nevus,” and does not have a pre-
dilection for sun-damaged skin.? It typically
has a slow radial growth phase before becom-
ing invasive.* A new flat gray or white area
in a previously pigmented lesion represents
regression, an immunologic reaction against
the tumor that can partially or completely

Lentigo maligna

Solar lentigo

Superficial basal
cell carcinoma

In-situ form of lentigo maligna melanoma;
characterized by an extended radial phase (5 to
20 years) before invasive vertical growth develops;
most common in older persons with heavily sun-
damaged skin; often occurs on the head and neck

Uniform tan or brown macules ranging in size from
several millimeters to several centimeters with
distinct borders; induced by sun exposure; more
common as persons age; most often appears on
the face, arms, dorsa of the hands, and upper trunk

Red, well-demarcated, dry, slightly scaly patch that
may mimic eczema or psoriasis; usually occurs in
light-skinned persons; most common on the trunk
but also commonly affects the head, neck, and
distal extremities

. Superficial Slow radial growth phase before becoming invasive;
destroy the primary tumor but may be asso- di p dults of all _ h
. ; I spreading affects adults of all ages; most common on the
ciated with a poorer prognosis. melanoma upper back in men, and upper back and lower legs

Histologically, the radial growth phase
is characterized by a “buckshot” scatter of
melanocytes throughout the epidermis. As a
result, the borders tend to be more clearly defined than
those of lentiginous types of melanoma.? Malignant
melanoma should be confirmed with a biopsy.> The
National Comprehensive Cancer Network guideline rec-
ommends elliptical, punch, or saucerization biopsy with
narrow (1- to 3-mm) margins as the preferred meth-
ods for suspected melanoma.> Avoiding wider margins
allows for accurate lymphatic mapping, if needed later.

Lentigo maligna is the in-situ form of lentigo maligna
melanoma. It is characterized by an extended radial
phase of five to 20 years before invasive vertical growth
develops.? It is estimated that only 3% to 5% of lentigo
maligna lesions become invasive. The risk of invasion is
directly proportional to the size of the lesion.* Lentigo
maligna is more common in older persons with heavily
sun-damaged skin. It often occurs on the head and neck.?

Solar lentigines can be numerous on sun-exposed
skin. They appear as uniform tan or brown macules
ranging in size from several millimeters to several cen-
timeters with distinct borders. Histologically, there are
an increased number of melanocytes within the basal
layer, which is induced by sun exposure. They are more
common as persons get older, and most often appear
on the face, arms, dorsa of the hands, and upper trunk.
Lentigines have no malignant potential.’
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in women

Superficial basal cell carcinoma most often occurs
in light-skinned persons, usually appearing on the
trunk, but it also commonly affects the head, neck,
and distal extremities. This subtype accounts for about
15% of basal cell carcinomas. It presents as a red, well-
demarcated, dry, slightly scaly patch that may mimic
eczema or psoriasis. The patch enlarges very slowly and
may grow to 10 to 15 cm in diameter.?
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