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CASE REPORT

BACKGROUND 

Spindle cell Melanoma (SCM) is rare type of malignant 
melanoma composed of spindled neoplastic cells 
arranged in sheets and fascicle. Lack of expression of 
several melanoma markers makes the diagnosis as very 
challenging.1

SCM may occur anywhere on the body and frequently 
mimics amelanotic lesions, including scarring and 
inflammation. Histological cytologic features of SCM 
are indistinct and confused with other epithelial neoplasm 
including sarcoma and lymphoma.2-5 SCM is typically 
encountered as a primary cutaneous lesions but it may 
occasionally present with lymph nodal involvement.6 

Like Interdigitating cell sarcoma ,Intranodal SCM 
has variable morphological appearance and may 
contain both fusiform and epithelial cells. Intralesional 
melanin pigment is only exceptionally present in SCM, 
but interspersed lymphocytes and mitotic activity is 
common. SCM is unique melanoma variant because 
it is almost always lacks “specialized melanocyte’’ 
determinants such as HMB -45, Melanin A, PNL1, 
Tyrosinase and only rarely manifests the production of 
melanin. Tumour shows restricted reactivity for S100 
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ABSTRACT
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protein,Vimentin and CD 68.7-9 P75 is also reported 
in SCM. Immunophenotypic features of SCM and 
ICDS appear to be indistinguishable from one another. 
SCM and IDCS belong to those lesions which share 
morphologic and immunohistochemical features. 
Molecular analysis for BRAF aberrations had shown 
examples of both IDCS and SCM that had V600E or 
V600R mutation. BRAF mutation is commonly found 
in pure spindle cell type melanoma  and also due to 
financial implications, very difficult to test.10-12

CASE PRESENTATION 

22 year female who is a working woman came with 
complaints of painless  left sided neck swelling 
for 1 month which was initially small in size later 
progressed. She had a history of hypothyroidism. She 
was otherwise asymptomatic. There was no history of 
fever, loss of weight or decrease in appetite. General 
examination was found to be within normal limits.

Physical examination – On inspection, a swelling of 
size 1x2 cm size in the left lower part of neck was 
noted with no scar/sinus /dilated veins and visible 
pulsations. The skin over the swelling found to be 
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normal. On palpation – swelling of 1x1 cm noted in 
anterior triangle of neck that was non tender with no 
local rise of temperature. Surface is nodular, vertically 
mobile and horizontally restricted mobility, firm in 
consistency and less prominent on neck extension and 
medial to sternocleidomastoid. No other swelling seen 
in any part of neck and body.

Fine needle aspiration cytology report of neck mass 
revealed granulomatous lymphadenitis and suggested 
excision of lymphnode for further assessment. 
USG neck shows well defined heterogeneous 
hypoechoic lesion in the left side of neck suggestive 
of schwannoma. Computed Tomography scan of neck 
showed a well defined fusiform heterogeneously 
enhancing lesion measuring 43x26x17 mm with cystic 
area noted in left level IV abutting left IJV medially 
and sternocleidomastoid anteromedially. There is non 
enhancing areas within the lesion – S/O necrosis with 
no evidence of calcification/sinus formation.

Surgical excision of neck mass was performed 
1 week later after FNAC and specimen sent for 
Histopathological examination. Histopathology section 
showed spindle to ovoid cells arranged as long and short 
fascicles, whorls, nests and storiform pattern with focal 
lobulated areas. Mild to moderate nuclear atypia noted 
with few binucleated /multinucleated cells and bizarre 
forms and cells with horse shoe /kidney shaped nucleus 
seen. It was suggestive of spindle cell neoplasm and 
advised to do a panel of Immunohistochemistry. Immu-

nohistochemistry was done and strongly and diffusely 
+ ve for S100.  

Patient was referred to higher centre for further 
treatment. F-18 FDG PET /CT study was done from 
there as follow up to detect any residual or recurrent 
disease and there was no evidence of clinically 
significant abnormal hypermetabolism anywhere in the 
body. Repeated Histopathological examination showed 
circumscribed lesions comprising interconnected 
broad fascicles of medium sized spindle cells in a 
dense lymphoid stroma and spindle cells have high 
NC ratio with oval/spindled blunt ended nuclei with 
vesicular chromatin and scanty cytoplasm. The 
Tumour cells express S100 protein, SOX 10, HMB -45 
(weak) and MiTF and are immunonegative for CD1a, 
Langerin, Fascin, CD35, Melanin A and CD 68 and 
was diagnosed as Metastatic spindle cell melanoma. 
Left Modified Radical Neck Dissection was done later 
after obtaining necessary fitness. Later Histopathology 
report showed negative for metastasis for level Ia 
and Ib lymphnodes,with metastatic tumour without 
extranodal extension for level II,III,IV enbloc.

DISCUSSION

Our report is a rare case of spindle cell melanoma 
lately diagnosed. The importance of tissue biopsy is 
highlighted here, which helped to clinch the diagnosis. 
Of all the melanoma cases, SCM is rare and reported 

Figure 1. H&E of SCM and pathology outline of SOX10 
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incidence between 3 and 14%.13 As there is chance of 
metastasis, SCM cases should be monitored carefully. 
Differential diagnosis for spindle cell melanoma 
includes spindle cell nevus, desmoplastic melanoma, 
dermatofibrosarcoma.1 

ABCDE method (Assymetry, border irregularity, colour 
variation diameter and Evolution) has been employed 
for diagnosis classically in the case of melanoma, but 
for more rare subtypes like nodular and desmoplastic 
melanoma, these are insufficient.

By Histopathological Examination, these diagnosis 
can be differentiated. Here, SOX -10, S100 positivity 
supports the diagnosis of malignant melanoma. 
However in this case, there is no overlying skin changes. 
They does not express other melanocyte markers 
like HMB 45 and Melanin A. So to achieve accurate 
diagnosis we need a panel of immunohistochemistry 
as there can be cytological atypia. Other markers like 
KP1positively stains for most B cell NHL and CD163  
is specific marker for Histiocytic sarcoma 

Melanoma is a common malignancy that occurs over 
a wide range of age. It is also notorious for its strong 
tendency to metastasize to virtually any site within 
the body and at any time after the primary tumour 
has been discovered.14 Fine-needle aspiration (FNA), 
a simple, fast, minimally invasive, and cost-effective 
procedure, is often used as an initial diagnostic tool 
in the evaluation of suspected metastatic or recurrent 
disease. Characteristic cytologic features normally 

varies from elongated to rounded with a moderate 
amount of amophilic cytoplasm with hypercellular 
aspirates, dispersed cellular distribution, epithelioid or 
plasmacytoid cells with eccentric nuclei, cytoplasmic 
melanin pigments, intranuclear pseudoinclusions, 
macronucleoli, and binucleation or multinucleation.15-

17 In contrast, in this case, histopathology sections 
showed spindle to ovoid cells arranged as long and 
short fascicles, whorls, nests and storiform pattern 
with focal lobulated areas. Mild to moderate nuclear 
atypia noted with few binucleated /multinucleated cells 
and bizarre forms and cells with horse shoe /kidney 
shaped nucleus seen. S100 is sensitive marker that 
labels primary and metastatic melanoma including the 
spindle cell variant.18 Full awareness of FNA features 
of spindle cell melanoma and findings of panel of 
immunohistomarkers will be helpful in diagnosing 
metastatic spindle cell melanoma by FNA.19 

CONCLUSION 

Spindle cell melanoma is defined by presence of spindle 
shaped melanocytes and is a rare histological variant of 
melanoma. There is no exact cause known. This is often 
misdiagnosed and need histological clues and immuno-
histochemistry to make correct diagnosis.20 We report a 
rare case of spindle cell melanoma originally mistaken 
for granulomatous disease. Initially excision biopsy was 
done and sent for histopathological examination. Later 
Modified radical neck dissection was done showed 
negative for metastasis for level Ia and Ib lymphnodes, 

Figure 2.  CT neck  sagittal and axial view  
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with metastatic tumour without extranodal extension 
for level II, III, IV enbloc. Spindle cell Melanoma 
requires a high index of suspicion and IHC for spindle 
cell lesions, even with atypical presentations.
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