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A 70-year-old white woman with a history of basal cell carcinoma presented with a  
2.7×1.9-cm ill-defined, erythematous, scaly patch along the left side of the jawline.  
Ten months prior to presentation, the lesion appeared as a grayish macule that was clini-
cally diagnosed as a pigmented actinic keratosis and was treated with cryotherapy with 
resolution noted at 6-month follow-up. Differential diagnosis of the current lesion included 
actinic keratosis, lichenoid keratosis, and superficial basal cell carcinoma. A shave biopsy 
was performed. 

What’s the diagnosis?

a. amelanotic melanoma in situ
b. Bowen disease
c. lichenoid keratosis
d. nummular dermatitis
e. superficial basal cell carcinoma

Erythematous Scaly Patch on the Jawline
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Histopathology revealed a broad asymmet-
ric melanocytic proliferation at the der-
moepidermal junction, consisting both of 

singly dispersed cells as well as randomly posi-
tioned nests (Figure 1). The single cells demon-
strated junctional confluence and extension along 
adnexal structures highlighted by melan-A stain   
(Figure 2). The melanocytes were markedly atypi-
cal with enlarged and hyperchromatic nuclei con-
taining multiple nucleoli. No dermal involvement 
was seen. There was papillary dermal fibrosis and 
an active host lymphocytic response. Based on 
these findings, a diagnosis of amelanotic melanoma 
in situ was made. 

Subsequent scouting punch biopsies at the supe-
rior, anterior, and posterior aspects of the lesion were 
performed (Figure 3). All 3 revealed a similar nested 
and single cell proliferation at the dermoepidermal 
junction, confirming residual amelanotic melanoma 
in situ. The patient was referred to the otolaryngol-
ogy department and underwent wide local excision 
with 5-mm margins and reconstructive repair. 

Amelanotic melanoma comprises 2% to 8% 
of cutaneous melanomas. It is more common in 
fair-skinned elderly women with an average age of 
diagnosis of 61.8 years. Because features typically 
associated with melanoma such as asymmetry, border 
irregularity, and color variegation often are absent, 
amelanotic melanoma represents a notable diag-
nostic challenge for clinicians. Lesions can present 
nonspecifically as erythematous macules, papules, 
patches, or plaques and can have associated pruritus 
and scale.1,2 

Clinical misdiagnoses for amelanotic melanoma 
include Bowen disease, basal cell carcinoma, actinic 
keratosis, lichenoid keratosis, intradermal nevus, 
dermatofibroma, inflamed seborrheic keratosis, num-
mular dermatitis, pyogenic granuloma, and granu-
loma annulare.1-6 There have been few case reports 
of amelanotic melanoma in situ, with most being 
the lentigo maligna variant that were initially clini-
cally diagnosed as superficial basal cell carcinoma,   
Bowen disease, or dermatitis.7,8 In one case report, 
an amelanotic lentigo maligna was incidentally dis-
covered after performing a mapping shave biopsy on 
what was normal-appearing skin.9 

Dermoscopic evidence of vascular structures in 
lesions, including the presence of dotted vessels, 
milky red areas, and/or serpentine (linear irregular) 

vessels, may be the only clues to suggest amelanotic 
melanoma before biopsy. However, these findings 
are nonspecific and can be seen in other benign and 
malignant skin conditions.2

Complete surgical excision is the standard treat-
ment of amelanotic melanoma in situ given its poten-
tial for invasion. However, the lack of pigment can 
make margins difficult to define. Because of its abil-
ity to detect disease beyond visual margins, Mohs 
micrographic surgery may have better cure rates than 

The Diagnosis: Amelanotic Melanoma In Situ

Figure 1. Histopathology revealed confluence of atypi-
cal melanocytes at the dermoepidermal junction and 
pagetoid scatter of melanocytes to the spinous layer (A)
(H&E, original magnification ×4). Higher-power magni-
fication highlighted the atypia of the individual melano-
cytes (B)(H&E, original magnification ×10). 
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conventional excision.4 Prognosis for amelanotic mela-
noma is the same as other melanomas of equal thickness 
and location, though delay in diagnosis can adversely 
affect outcomes. Furthermore, amelanotic melanoma 
in situ can rapidly progress to invasive melanoma.3,5 
Thus it is important to maintain clinical suspicion for 
amelanotic melanoma in fair-skinned elderly women 
presenting with a persistent or recurring erythematous 
scaly lesion on sun-exposed skin. 
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Figure 2. Melan-A stain highlighted the density and 
confluence of melanocytes within the epidermis (original 
magnification ×2).

Figure 3. Three scouting punch biopsies were per-
formed along the periphery of the lesion. 
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