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Abstract 

Deep penetrating nevus (DPN) is a distinctive melanocytic nevus. The most frequent clinical presentation is that of a 

deeply pigmented papule on the face, head, neck, trunk, or proximal extremity. Histopathologically, the DPN is wedge-

shaped and contains spindles melanocytes that exhibit deep infiltration into the dermis. It can be falsely diagnosed as 

malignant melanoma. Simple excision of the lesion is usually curative. We report an uncommon case of congenital DPN, 

which should be considered in any young patient presenting with a new or changing darkly pigmented papule or 

nodule.  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Introduction 

The deep penetrating nevus (DPN), also known as the 
plexiform spindle cell nevus, is a pigmented lesion that 
commonly arises on the head and neck in the first few 
decades of life [1]. DPN needs to be distinguished from 
malignant melanoma and also from other benign lesions 
as blue nevus, cellular blue nevus, spindle and epithelioid 
nevus, pigmented spindle cell nevus and congenital 
melanocytic nevus [2]. We present an uncommon case of 
congenital DPN, describe its clinical, dermoscopic and 
histopathologic features. At 24 months of decline, no 
recurrence was noted. 
 

Case Report 

We report a case of an 8-year-old Moroccan boy who 

was presented to our department with a solitary 
asymptomatic congenital pigmented lesion of the nose 
which had increasing in size. Clinical examination 
revealed a 10 mm solitary, symmetrical brown bluish 
nodule, firm in consistency, located on the right nostril 
(Figure 1). No lymph node was observed. Dermatoscopy 
of the lesion showed a homogenous, brown-blue and 
globular pattern with emergence of some hair (Figure 2). 
A complete surgical excision was performed. Histological 
examination revealed a dermo-hypodermic melanocytic 
proliferation mostly circumscribed to the dermis. This 
proliferation contains spindles melanocyte cells with 
abundant cytoplasm punctuated by fine grains of pigment. 
It was not seen cytological atypia (Figure 3). 
Immunohistochemical staining was positive for S-100 and 
HMB-45 (Figure 4). A diagnosis of intradermal 
melanocytic proliferation with features of DPN was made. 
A complete surgical excision was performed. At 24 
months of decline, no recurrence was noted. 
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Figure 1: A 10 mm brown bluish nodule of the right 
nostril. 

 
 

 

 

Figure 2: Dermoscopy showing a homogenous, brown-
blue and globular pattern with emergence of some 
hair. 

 
 
 

 

Figure 3: Deep penetrating naevi are characterized by 
plump fusiform melanocytes, without atypia.  

 

 

 

Figure 4: Immunohistochemical staining positive for S-
100 and HMB-45. 

 
 

Discussion 

The Deep penetrating nevus is a rare, benign 
melanocytic tumor first described by Seab, et al. in 1989 
[2]. The most frequent clinical presentation is that of a 
deeply pigmented (brown to black) papule, less than 1 cm 
in diameter, primarily located on the face, neck, trunk, and 
proximal extremities [3]. Deep penetrating nevus usually 
affects young individuals [4]. The dermoscopic features of 
DPN have not been well established [1]. Some authors 
described asymmetrical, regular, “negative” globular 
pattern with underlying homogenous blue-brown 
pigmentation [5] and polychromatic pattern (blue, brown 
and white) [6].There is still controversy as to whether 
DPN represents a distinct clinical entity or simply a 
variant of blue nevus; in addition, DPN has also frequently 
been found in association with other nevi, thus forming a 
combined nevus. Recently, authors concluded that, unless 
DPN shared histological features with other nevi, it could 
be regarded as a distinct entity in most cases [7]. 
Histopathologically, DPN is a sharply demarcated lesion, 
and at low power is symmetric and wedged-shaped with a 
broad base that runs parallel with the epidermis and an 
apex that is oriented towards the subcutaneous adipose. It 
consists of often vertically oriented, loose fascicles and 
nests of spindle-shaped and epithelioid melanocytes 
extending into the reticular dermis in a plexiform pattern 
[1].In particular, unlike blue nevi, nevus cells may have a 
round contour, and are interspersed with scarce 
melanophages; moreover, compared to other benign 
melanocytic lesions, nevus cellularity is usually high in 
DPN [3]. At higher magnification, nevus cells show 
pleomorphic nuclei with nuclear pseudo-inclusions; 
mitotic activity is low or absent. Lesional cell nests tend to 
surround adnexal structures. When present, the 
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inflammatory infiltrate is primarily composed of 
lymphoid elements. Unlike DPN, malignant melanoma is 
characterized by an asymmetrical and poorly 
circumscribed proliferation of atypical melanocytes with 
destructive growth in the dermis, frequent infiltration 
into the subcutis, and more pronounced cytologic atypia 
with frequent mitoses [8]. On immunohistochemical 
analysis, DPN shows positivity for both S-100 and HMB-
45 and negativity for keratins. Hence, 
immunohistochemistry is of no value in differentiating 
this entity from malignant melanoma [2]. DPN differential 
diagnosis includes blue naevus, melanocytic naevus, 
atypical nevus, and melanoma [4]. The earlier reports of 
DPN discuss is by complete excision. However, perhaps 
because DPN can clinically and histologically appear 
similar to malignant melanoma, some clinicians re-excise 
DPN with margins [1]. 
 

Conclusion 

DPN is a benign melanocytic lesion that may be 
mistaken for melanoma. Consequently, the 
histopathologic diagnosis is crucial to differentiate both 
entities. It should be considered in any young 
patient presenting with a new or changing darkly 

pigmented papule or nodule. 
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