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Abstract
Background. Spitz Nevus still represents a challenge for dermato-pathologists in distinguishing it from malignant melanoma,
particularly in adults. Spitz Nevus misdiagnosis may lead to serious consequences including malpractice claims.Objectives. The
goal of the study is review of clinico-pathological characteristics of Spitz Nevi.Methods. In present study we reviewed a series of
79 consecutive patients with histologically proved Spitz Nevi between the years 1996-2004. The histological reports were
evaluated for parameters associated with the lesion’s diameter, location, subtype, operating setting (community clinics vs.
hospital) and correlation with possible future appearance of malignant melanocytic lesions.Results. Spitz nevus prevalence
among removed nevi in 8-year period is 0.6%.In our series 68.4% of patients were younger than 20 years old, equally
distributed according to gender. Spitz nevi were predominantly excised in compound phase in respect to their
subtype.Conclusions. We did not revealed any unique clinical features distinguishing Spitz nevus from other melanocytic nevi.

INTRODUCTION

characteristics of these lesions.

Since the first description of spindle cell nevus by Sophie
Spitz in 1948, numerous papers have been published on this
controversial lesion. Spitz nevus (SN) still represents a
challenge even for dermato-pathologists in distinguishing it
from malignant melanoma (MM), particularly in adults [1,
8-12]. Such lesions may be a type of melanocytic neoplasm
distinct from conventional melanocytic nevi and malignant
melanoma [13].

PATIENTS AND METHODS

SN misdiagnosis may lead to serious consequences. MM
diagnosis of a lesion that in fact is benign can cause
unnecessary psychological and physical morbidity resulting
from prescribed evaluation, disfigurement and scarring
following cancer therapy [2, 3]. Likewise, MM
histologically misdiagnosed as SN may lead to delay in
appropriate treatment with catastrophic consequences for the
patient [4].
Misdiagnosis of melanoma is a major cause of malpractice
claims involving pathologists and dermatologists with SN as
one of the lesions responsible for such claims [5].
In the present study we evaluated a series of melanocytic
lesions histologically diagnosed as Spitz nevus in an 8-year
period.

This is a retrospective study of 79 consecutive patients with
histologically diagnosed SN between the years 1996-2004.
All lesions were excised by consultant and resident plastic
surgeons and dermatologists at Soroka University Medical
Center and Community Clinics.
The histological reports were reviewed for parameters
associated with the lesion's diameter, its location, subtype,
operating setting (community clinics vs. hospital) and
correlation with possible future appearance of malignant
melanocytic lesion.
Statistical difference for parametric variables was assessed
using the Student t-test and for non-parametric variables
using chi-squared test.

RESULTS
79 Spitz nevi were excised between the years 1996-2004 out
of 12,714 melanocytic nevi removed at the same period.
Therefore the SN prevalence among removed nevi of the
southern region population in Israel is 0.6%.
The mean age of patients was 16.2±10.2 years. Age
distribution is presented in Figure1.

The goal of the study is review of clinico-pathological
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Figure 1

Figure 2

Table 1. Location of Spitz nevus

40 patients were males (50.6%) and 39 females (49.4%). We
have not found any difference in age distribution between
gender groups.
20 out of 79 (25.3%) of SN were excised by dermatologists
and 59 lesions (74.7%) by plastic surgeons. There was no
statistical difference between these two groups in respect to
lesions diameter and location.

We performed cross analysis between age, gender and
location of the nevi. No statistically significant difference
was found among these groups.
Mean diameter of SN was 0.54±0.31 mm. There was no
statistical difference in lesion size and patients age.

40 out of 79 (50.6%) were removed in the Community
Clinics and 39 (49.4%) in the hospital setting.

4 lesions out of 79 (5.0%) were junctional Spitz nevi (JSN),
57 (72.2%) were compound (CSN) and 8 (10.1%) were
intradermal SN (IDSN).

Only 7 cases out of 79 (8.9%) were clinically diagnosed as
SN, six lesions by plastic surgeons and one by
dermatologist.

In three cases the first excision was incomplete and a second
excision with histological margins control had to be
performed.

5 lesions were excised as suspected MM (6.3%). Almost
75% of all cases were diagnosed as pigmented nevi and rest
(16%) as different benign lesions, 59 lesions (74.7%) were
expected to be different sort of nevi and the rest (13 - 16.4%)
were referred to the operating room following diagnoses of:
hemangioma - 3, dermatofibroma - 2, pyogenic granuloma 2, keratosis – 1, papilloma - 1, vaeruca – 1, undefined
diagnosis – 3.

DISCUSSION

The body area location of SN was; head and neck – 12
(15.2%), torso – 21 (26.6%) [chest - 20 and back – 1], upper
limbs – 22 (27.8%) and lower limbs – 21 (26.6%). In 3 cases
(3.8%) the location was not reported. Table 1 shows detailed
distribution of SN on body regions.

Previous publications have shown different percentage of
SN in adults and children and its gender distribution.
Cesinaro et al [1] noticed clear predominance of nevi in
patients older than 20 years old (66%), the highest ever
reported in literature. Pozzo et al. [6] found 55.9% of 247
SN in children less than 10 years of age. Vollmer noticed
that patient age provides critical clinical information,
because SN occur mostly in children and MM – mostly in
adults. He used mathematic formula for differential
diagnosis between SN and MM according to patient age
[14]. In the present study we reviewed a series of Spitz Nevi
diagnosed and treated by our dermatologists and plastic
surgeons, recording the prevalence and distribution by sex,
anatomic site and their morphology.
In our series 68.4% of patients were younger than 20 years
old. We divided our patients in subsequent decade classes
(Figure 1). As mentioned above the majority of patients was

2 of 4

Clinical and pathologic features of Spitz nevus: the experience of 79 cases.
in their first two decades of life with SN prevalence
decreasing gradually with patient's age.

clinical features distinguishing SN from other melanocytic
nevi.

The distribution of patients according to gender was equal.
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