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Rezumat

Dermatofibrosarcomul protuberans (DFSP) este un
sarcom cutanat rar, caracterizat prin crestere lentd, dar cu
potential infiltrativ local semnificativ si risc crescut de
recidivd, iar transformarea fibrosarcomatoasd reprezintd un
eveniment asociat cu agresivitate biologicd crescutd si
capacitate metastaticd [1,2]. In paralel, aparitia me-
lanoamelor cutanate primare multiple constituie un
fenomen relativ rar, sugerdnd o susceptibilitate individualid
crescutd, determinatd de factori genetici, imunologici sau
de mediu [6,15]. Coexistenta acestor doud entititi
neoplazice distincte din punct de vedere histogenetic la
acelasi pacient este relativ rard si ridicd provocdri
semnificative de diagnostic, stadializare si management
terapeutic.

Prezentdm cazul unui pacient in virstd de 56 de ani,
cu antecedente de dermatofibrosarcom protuberans
diagnosticat initial in 2015, complicat ulterior prin recidivd
locald si metastazd pulmonard confirmatd histopatologic ca
DFSP cu transformare fibrosarcomatoasd, tratat prin
terapie fintitd cu imatinib [3,8], cu evolutie favorabild sub
tratament. In cursul supravegherii oncologice, pacientul a
dezvoltat succesiv trei neoplazii melanocitare distincte: un
melanom in situ (2017), un melanom cutanat primar
ulcerat (2024, stadiul IIB [6,12]) si o tumord melanocitard
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Summary

Dermatofibrosarcoma protuberans (DFSP) is a rare
cutaneous sarcoma characterized by slow growth but
significant local infiltrative potential and a high risk of
recurrence, while fibrosarcomatous  transformation
represents an event associated with increased biological
aggressiveness and metastatic capacity [1,2]. In parallel,
the occurrence of multiple primary cutaneous melanomas
constitutes a relatively rare phenomenon, suggesting
increased individual susceptibility determined by genetic,
immunologic, or environmental factors [6,15]. The
coexistence of these two histogenetically distinct neoplastic
entities in the same patient is uncommon and raises
significant challenges in diagnosis, staging, and ther-
apeutic management.

We present the case of a 56-year-old patient with a
history of dermatofibrosarcoma protuberans initially
diagnosed in 2015, subsequently complicated by local
recurrence and pulmonary metastasis histopathologically
confirmed as DFSP with fibrosarcomatous transformation,
treated with targeted therapy using imatinib [3,8], with
favorable evolution under treatment. During oncologic
surveillance, the patient successively developed three
distinct melanocytic neoplasms: melanoma in situ (2017),

Colentina Clinical Hospital, Department of Dermatology II, Bucharest

**  Universitatea de Medicina si Farmacie ,,Carol Davila”, Clinica Dermatologie II, Bucuresti

“Carol Davila” University of Medicine and Pharmacy, Dermatology Clinic II, Bucharest

87




DermatoVenerol. (Buc.), 71(2): 87-95

diagnosticatd initial ca MELTUMP (Tumord Melanocitard
cu Potential Malign Incert), ulterior reclasificatd, in urma
reevaludrii histopatologice si imunohistochimice, ca
melanom cutanat primar neulcerat (pT2a). Biopsia
ganglionului santineld aferent ultimei leziuni a evidentiat o
proliferare melanocitard subcapsulard suspectd, ulterior
confirmatd imunohistochimic ca nev melanocitar capsular,
fard evidenfierea metastazelor ganglionare, stabilindu-se
stadializarea finald IB. Analiza moleculard a evidentiat
absenta mutatiei BRAF, cu implicatii prognostice si
terapeutice [11].

Acest caz evidentiazd complexitatea diagnosticului
diferential al leziunilor melanocitare borderline, importanta
reevaludrii histopatologice in centre specializate si rolul
esential al coreldrii clinicopatologice si imunohistochimice
in evitarea erorilor de stadializare. De asemenea, subliniazd
necesitatea unei monitoriziri multidisciplinare riguroase la
pacienfii cu neoplazii cutanate multiple, in vederea
optimizdrii managementului terapeutic si a prognosticului
pe termen lung.
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ulcerated primary cutaneous melanoma (2024, stage IIB
[6,12]), and a melanocytic tumor initially diagnosed as
MELTUMP (Melanocytic Tumor of Uncertain Malignant
Potential), later reclassified following histopathological and
immunohistochemical reassessment as non-ulcerated
primary cutaneous melanoma (pT2a). Sentinel lymph node
biopsy of the latter lesion revealed suspicious subcapsular
melanocytic proliferation, subsequently confirmed by
immunohistochemistry as a capsular melanocytic nevus,
with no evidence of nodal metastasis, resulting in a final
stage IB. Molecular analysis revealed absence of BRAF
mutation, with prognostic and therapeutic implications
[11].

This case highlights the complexity of differential
diagnosis in borderline melanocytic lesions, the importance
of histopathological reassessment in specialized centers, and
the essential role of clinicopathologic and immuno-
histochemical correlation in avoiding staging errors. It also
underscores the need for rigorous multidisciplinary
monitoring in patients with multiple primary cutaneous
neoplasms to optimize therapeutic management and long-
term prognosis.

Keywords:  dermatofibrosarcoma  protuberans;
melanoma; MELTUMP; sentinel lymph node; multiple
cutaneous neoplasms.
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Introducere

Dermatofibrosarcomul protuberans (DFSP)
reprezintd un sarcom cutanat rar, de origine
fibroblasticd, cu o incidentd anuala estimata intre
0,8 si 4,5 cazuri la un milion de locuitori [1].
Aceastd neoplazie se caracterizeazad printr-o
evolutie lent progresivd, dar cu un potential
infiltrativ local pronuntat, responsabil de o rata
semnificativd de recidivd dupa excizia chirur-
gicald. Datele din literaturd semnaleaza faptul ca
10-15% dintre cazuri prezintd transformare
fibrosarcomatoasa (FS-DFSP), eveniment biologic
asociat cu o crestere substantiald a agresivitatii
tumorale si a riscului de metastazare sistemica
[2], predominant pulmonara. Introducerea inhi-
bitorilor de tirozin-kinazd, in special imatinib,
care tinteste translocatia caracteristica t(17;22)
(922;q13), implicand genele COL1A1 si PDGFRB,
a modificat semnificativ prognosticul formelor
avansate sau inoperabile [3,8].

Melanoamele cutanate primare multiple sunt
raportate la aproximativ 1-8% dintre pacientii
diagnosticati cu melanom si sunt frecvent

Introduction

Dermatofibrosarcoma protuberans (DFSP) is
a rare cutaneous sarcoma of fibroblastic origin,
with an estimated annual incidence of 0.8 to 4.5
cases per million inhabitants[1]. This neoplasm is
characterized by slow progressive evolution but
marked local infiltrative potential, responsible for
a significant recurrence rate after surgical
excision. Literature data indicate that 10-15% of
cases undergo fibrosarcomatous transformation
(FS-DFSP), a biological event associated with
substantially increased tumor aggressiveness and
systemic metastatic risk [2], predominantly
pulmonary. The introduction of tyrosine kinase
inhibitors, particularly imatinib, targeting the
characteristic  £(17;22)(q22;q13) translocation
involving the COL1A1 and PDGFRB genes, has
significantly improved the prognosis of
advanced or inoperable forms [3,8].

Multiple primary cutaneous melanomas are
reported in approximately 1-8% of patients
diagnosed with melanoma and are frequently
associated with genetic predisposition factors,
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asociate cu factori de predispozitie genetica,
inclusiv mutatii ale genei CDKN2A [6,15].
Coexistenta DFSP si a melanomului la acelasi
pacient constituie o asociere rarda [9], ridicand
ipoteze privind existenta unor mecanisme
patogenice comune, susceptibilitate genetica sau
influenta factorilor imunologici si terapeutici.

Diagnosticul leziunilor melanocitare cu
caracteristici histopatologice intermediare, pre-
cum tumorile melanocitare cu potential malign
incert (MELTUMP), reprezintd o provocare
majora In practica dermatopatologicd, necesitand
corelarea atentd a parametrilor morfologici,
imunohistochimici si clinici pentru evitarea sub —
sau supradiagnosticarii, dar stabilirea totodata a
unei conduite terapeutice optime [4,5,13].

Prezentare de caz

Prezentdm cazul unui pacient in varsta de 56
de ani, fumadtor cronic, cu expunere profesionala
indelungatd la noxe industriale, cu antecedente
heredocolaterale de melanom, aflat in urmarire
dermatologica periodicd pentru antecedente
oncologice cutanate multiple.

Pacientul a fost diagnosticat cu dermato-
fibrosarcom protuberans in anul 2015, la nivelul
fosei claviculare drepte, care a fost tratat prin
excizie chirurgicald, urmatd de chimioterapie
sistemicd (8 cicluri cu carboplatin si paclitaxel).

In anul 2016, DFSP recidiveazi local, motiv
pentru care se reintervine chirurgical. In 2017,
examinarea PET-CT a evidentiat adenopatii
mediastino-hilare active metabolic, care au fost
biopsiate, insd rezultatul histopatologic a fost
negativ pentru infiltrare tumorald. Avand in
vedere evolutia bolii, medicul oncolog a initiat
terapie tintitd cu imatinib 400 mg (2 compri-
mate/zi), administratd pand in anul 2019. in 2020,
investigatiile imagistice au evidentiat o deter-
minare secundara pulmonard, confirmatd histo-
patologic ca dermatofibrosarcom protuberans cu
transformare sarcomatoasd de tip fibrosarcom. In
acest context, tratamentul cu imatinib a fost
reluat.

In paralel cu evolutia dermatofibrosarco-
mului protuberans, pacientul a prezentat si
multiple neoplazii melanocitare.

In anul 2017 a fost diagnosticat cu melanom
in situ localizat la nivelul toracelui posterior,
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including CDKN2A gene mutations [6,15]. The
coexistence of DFSP and melanoma in the same
patient represents a rare association [9], raising
hypotheses regarding possible shared pathogenic
mechanisms, genetic susceptibility, or the
influence of immunologic and therapeutic
factors.

The diagnosis of melanocytic lesions with
intermediate histopathological features, such as
melanocytic tumors of uncertain malignant
potential (MELTUMP), represents a major chal-
lenge in dermatopathology practice, requiring
careful correlation of morphologic, immuno-
histochemical, and clinical parameters to avoid
under- or overdiagnosis while establishing
optimal therapeutic management[4,5,13].

Case Presentation

We present the case of a 56-year-old patient, a
chronic smoker with prolonged occupational
exposure to industrial toxins and a family history
of melanoma, undergoing regular dermatologic
follow-up due to multiple previous cutaneous
malignancies.

The patient was diagnosed with dermato-
fibrosarcoma protuberans in 2015, located in the
right supraclavicular fossa, treated by surgical
excision followed by systemic chemotherapy (8
cycles of carboplatin and paclitaxel). In 2016,
DFSP recurred locally, leading to repeat surgical
intervention. In 2017, PET-CT examination
revealed metabolically active mediastino-hilar
lymphadenopathy, which was biopsied;
histopathological examination was negative for
tumor infiltration. Given the disease course, the
oncologist initiated targeted therapy with
imatinib 400 mg (2 tablets/day), administered
until 2019. In 2020, imaging investigations
identified a pulmonary secondary lesion, histo-
pathologically confirmed as dermatofibro-
sarcoma protuberans with fibrosarcomatous
transformation. In this context, imatinib therapy
was resumed.

Parallel to the course of dermatofibrosarcoma
protuberans, the patient developed multiple
melanocytic neoplasms.

In 2017, he was diagnosed with melanoma in
situ located on the posterior thorax, for which re-
excision with 5 mm margins was performed.
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Figura 1. Cicatrice post-excizie DFSP (arhivd
personali Prof. Dr. Maria Magdalena Constantin)
Figure 1. Post-excision scar following
dermatofibrosarcoma protuberans DFSP resection
(personal archive of Prof. Dr. Maria Magdalena
Constantin).

pentru care s-a efectuat reexcizie cu margini de
5 mm.

Ulterior, in februarie 2024, pacientul a fost
diagnosticat cu melanom cutanat primar ulcerat,
localizat in regiunea deltoidiana stanga, cu indice
Breslow de 3 mm. S-a practicat reexcizie cu
margini de 2 c¢cm, asociatd biopsiei ganglionului
santineld. Examenul histopatologic al ganglio-
nului a fost negativ, stabilindu-se un stadiu final
IIB. La momentul diagnosticului, conform
ghidurilor europene in vigoare, imunoterapia
adjuvantd pentru melanomul stadiul IIB nu era
inci integratd ca recomandare standard. In
consecintd, s-a optat pentru monitorizare clinicd,
biologica si imagisticd, conform recomandarilor
terapeutice valabile la acel moment.

In iunie 2025, pacientul a observat aparitia
unei noi formatiuni tumorale la nivelul fetei
posterioare a gambei drepte. Examenul histo-
patologic initial a incadrat leziunea in categoria
tumorilor melanocitare cu potential malign incert
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Figura 2. Aspect clinic formatiune fatd
posterioard gambd dreaptd (arhivd personald Prof. Dr.
Maria Magdalena Constantin)

Figure 2. Clinical appearance of the lesion located
on the posterior aspect of the right calf (personal
archive of Prof. Dr. Maria Magdalena Constantin).

Subsequently, in February 2024, the patient
was diagnosed with ulcerated primary cutaneous
melanoma located in the left deltoid region, with
a Breslow thickness of 3 mm. Re-excision with 2
cm margins and sentinel lymph node biopsy
were performed. Histopathological examination
of the lymph node was negative, establishing a
final stage IIB. At the time of diagnosis, according
to the European guidelines in force, adjuvant
immunotherapy for stage IIB melanoma had not
yet been incorporated as a standard recom-
mendation. Consequently, clinical, biological,
and imaging surveillance was chosen, in accor-
dance with the therapeutic recommendations
valid at that time.

In June 2025, the patient noticed the
appearance of a new tumor on the posterior
aspect of the right calf. Initial histopathological
examination classified the lesion as a melanocytic
tumor of uncertain malignant potential
(MELTUMP), raising diagnostic challenges in
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Figura 3. Aspect dermatoscopic formatiune fatd posterioard gambd dreapti.
(a) fundal eritemato-violaceu, (b) vase de sdnge punctiforme distribuite neomogen, (c) globuli brun-albdstrui
(arhivi personald Prof. Dr. Maria Magdalena Constantin)
Figure 3. Dermoscopic appearance of the lesion located on the posterior aspect of the right calf.
(a) erythematous-violaceous background;(b) irregularly distributed dotted vessels;(c) brown-blue
globules(personal archive of Prof. Dr. Maria Magdalena Constantin).

(MELTUMP), ridicand dificultdti de diagnostic
diferential intre un neoplasm melanocitar atipic
si un melanom incipient. Avand in vedere
contextul oncologic complex al pacientului,
lamele histopatologice au fost reevaluate histo-
patologic. Reevaluarea a stabilit diagnosticul de
melanom cutanat primar ne-ulcerat, cu indice
Breslow de 1,2 mm (pT2a), activitate mitotica de
3 mitoze/mm?, fard evidentierea invaziei limfo-
vasculare sau a neurotropismului. S-a efectuat
reexcizie cu margini de 1 cm si biopsie de
ganglion santineld. Examenul histopatologic
initial al ganglionului santinela a evidentiat o
proliferare melanocitard subcapsulard suspectd,
insd analiza imunohistochimica ulterioara a
confirmat Insd prezenta unui nev melanocitar
capsular, fard dovezi de metastazd ganglionara.
Testarea moleculard pentru mutatia BRAF a
fost negativa. Examinarea CT efectuatd in
ianuarie 2026 nu a evidentiat semne de progresie
loco-regionald sau determindri secundare.

Discutii

Cazul prezentat ilustreaza complexitatea
managementului unui pacient cu neoplazii
cutanate multiple, incluzand un dermatofibro-
sarcom protuberans cu transformare fibro-
sarcomatoasa si multiple melanoame cutanate
primare, aparute in intervale temporale diferite.
DESP cu transformare fibrosarcomatoasa repre-

differentiating between an atypical melanocytic
neoplasm and an incipient melanoma. Given the
patient’s complex oncologic background, the
histopathological slides were re-evaluated.
Reassessment established the diagnosis of non-
ulcerated primary cutaneous melanoma with a
Breslow thickness of 1.2 mm (pT2a), mitotic
activity of 3 mitoses/mm?, without evidence of
lymphovascular invasion or neurotropism. Re-
excision with 1 cm margins and sentinel lymph
node biopsy were performed. Initial histo-
pathological examination of the sentinel lymph
node revealed suspicious subcapsular melano-
cytic proliferation; however, subsequent im-
munohistochemical analysis confirmed the
presence of a capsular melanocytic nevus, with
no evidence of nodal metastasis.

Molecular testing for BRAF mutation was
negative. CT imaging performed in January 2026
showed no signs of locoregional progression or
secondary lesions.

Discussions

The presented case illustrates the complexity
of managing a patient with multiple cutaneous
neoplasms, including dermatofibrosarcoma pro-
tuberans with fibrosarcomatous transformation
and multiple primary cutaneous melanomas
occurring at different time intervals. FS-DFSP
represents a more aggressive variant, with a
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zintd o variantd mai agresivd, cu un risc de
metastazare de pand la 10-15% [2], comparativ cu
sub 1% in DFSP clasic. Coexistenta acestor
entitdti la acelasi pacient este rar raportatd si
ridicd atat probleme de diagnostic diferential, cat
si de strategie terapeuticd si monitorizare pe
termen lung.

Varianta fibrosarcomatoasd a dermatofibro-
sarcomului protuberans este recunoscutda ca
avand un comportament biologic mai agresiv
comparativ cu forma clasicd, cu un risc
semnificativ mai mare de recidiva si metastazare.
Identificarea determindrii secundare pulmonare
si confirmarea histopatologica a transformarii
sarcomatoase au impus reluarea terapiei tintite
cu imatinib. Evolutia imagisticd favorabild sub
tratament sustine rolul esential al inhibitorilor de
tirozin-kinaza in controlul formelor avansate sau
metastatice de boald, acestia reprezentand
standardul terapeutic in situatiile inoperabile sau
sistemice.

In ceea ce priveste patologia melanocitara,
principalul punct critic al cazului a fost repre-
zentat de leziunea diagnosticatd initial ca
MELTUMP. Acest termen este utilizat pentru
tumori melanocitare cu caracteristici histo-
patologice intermediare intre nev si melanom, in
care potentialul biologic rimane incert. in
asemenea situatii, conduita terapeuticd poate
deveni dificild, iar decizia clinicd depinde in mod
semnificativ de experienta anatomopatologului
[5,13]. Reevaluarea histopatologicd a permis
reclasificarea leziunii ca melanom cutanat primar,
fapt ce a condus la aplicarea unei strategii
chirurgicale conforme recomandarilor actuale,
incluzand reexcizie cu margini adecvate si
biopsie de ganglion santineld. Aceastd etapad a
fost esentiald pentru o stadializare corectd si
pentru evitarea subtratamentului.

Un alt moment de potentiald suprasta-
dializare a fost interpretarea modificarilor
identificate la nivelul ganglionului santinela.
Proliferarile melanocitare subcapsulare pot
constitui o capcand diagnostica, fiind uneori
dificil de diferentiat de micrometastazele de
melanom. S-a demonstrat ca pand la 20% dintre
ganglionii limfatici biopsiati pot contine resturi
nevice benigne (nevi nodali) [10], rezultate cel
mai probabil din oprirea celulelor crestei neurale
in timpul embriogenezei. Aceste celule se
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metastatic risk of up to 10-15% [2], compared to
less than 1% in classic DFSP. The coexistence of
these entities in the same patient is rarely
reported and raises issues of differential
diagnosis, therapeutic strategy, and long-term
monitoring.

The fibrosarcomatous variant of dermato-
fibrosarcoma protuberans is recognized as
having more aggressive biological behavior
compared to the classic form, with a significantly
higher risk of recurrence and metastasis.
Identification of the pulmonary secondary lesion
and histopathological confirmation of sarco-
matous transformation required resumption of
targeted therapy with imatinib. Favorable
imaging evolution under treatment supports the
essential role of tyrosine kinase inhibitors in
controlling advanced or metastatic forms of the
disease, representing the therapeutic standard in
inoperable or systemic settings.

Regarding melanocytic pathology, the main
critical point of the case was the lesion initially
diagnosed as MELTUMP. This term is used for
melanocytic tumors with histopathological
features intermediate between nevus and
melanoma, in which biological potential remains
uncertain. In such situations, therapeutic
management may be challenging, and clinical
decisions depend significantly on the experience
of the pathologist [5,13]. Histopathological
reassessment allowed reclassification of the
lesion as primary cutaneous melanoma, leading
to application of a surgical strategy consistent
with current recommendations, including
adequate re-excision margins and sentinel lymph
node biopsy. This step was essential for correct
staging and for avoiding undertreatment.

Another potential moment of overstaging
was the interpretation of findings at the sentinel
lymph node level. Subcapsular melanocytic
proliferations may represent a diagnostic pitfall,
sometimes difficult to differentiate from mela-
noma micrometastases. It has been demonstrated
that up to 20% of biopsied lymph nodes may
contain benign nevic remnants (nodal nevi) [10],
most likely resulting from arrest of neural crest
cells during embryogenesis. These cells
preferentially localize in the lymph node capsule
and trabeculae. Confusion with melanoma
micrometastases (which predominantly disse-




localizeaza preferential in capsula si trabeculele
ganglionare. Confuzia cu micrometastazele de
melanom (care disemineaza preponderent in
sinusul subcapsular) este frecventd pe coloratiile
uzuale. Utilizarea anticorpilor pentru 5100,
Melan-A (pozitivi in ambele) si HMB-45 (de
reguld negativ in nevii capsulari) [14], aldturi de
un indice de proliferare Ki-67 extrem de redus,
salveaza pacientul de la o suprastadializare la
stadiul IIIC, mentindndu-1 in stadiul IB, pre-
venind astfel instituirea unui tratament sistemic
complet inutil si grevat de toxicitate consi-
derabila.

In plus, profilul molecular negativ pentru
mutatia BRAF defineste un subset tumoral care
nu ar beneficia de terapie tintitd cu inhibitori
BRAF/MEK, informatie relevantd in eventua-
litatea unei recurente sau progresii viitoare [11].

Concluzii

Acest caz aduce in discutie relevanta
diagnostica si terapeuticd asociatd coexistentei
unor neoplazii cutanate primare distincte din
punct de vedere histogenetic, respectiv dermato-
fibrosarcom protuberans cu transformare fibro-
sarcomatoasa si melanoame cutanate multiple
metacrone. Asocierea acestora la acelasi pacient
subliniazd importanta recunoasterii unei posibile
susceptibilitdti individuale crescute la dezvol-
tarea neoplaziilor cutanate, determinata de
interactiunea complexd dintre factori genetici,
imunologici si de mediu.

Cazul evidentiazd rolul esential al evaluarii
histopatologice specializate, In special in con-
textul leziunilor melanocitare cu caracteristici
borderline, precum tumorile melanocitare cu
potential malign incert (MELTUMP). Reeva-
luarea histopatologica intr-un centru cu expertiza
a permis stabilirea diagnosticului definitiv de
melanom cutanat primar, facilitind aplicarea
unei conduite terapeutice adecvate si prevenind
riscul de subtratament, cu potential impact
negativ asupra prognosticului pacientului.

Asocierea neoplaziilor cutanate derivate din
linii celulare diferite (DFSP si melanoame
multiple) necesita un algoritm terapeutic riguros
si strict individualizat. Monitorizarea atenta pe
termen lung este indispensabila la acesti pacienti,
avand in vedere riscul crescut de aparitie a unor

DermatoVenerol. (Buc.), 71(2): 87-95

minate within the subcapsular sinus) is common
on routine staining. The use of antibodies for
5100 and Melan-A (positive in both), HMB-45
(generally negative in capsular nevi) [14],
together with an extremely low Ki-67 proli-
feration index, spares the patient from over-
staging to stage IIIC, maintaining stage IB
and thus preventing completely unnecessary
systemic treatment associated with considerable
toxicity.

Furthermore, the negative molecular profile
for BRAF mutation defines a tumor subset that
would not benefit from targeted therapy with
BRAF/MEK inhibitors, information relevant in
the event of future recurrence or progression [11].

Conclusions

This case highlights the diagnostic and
therapeutic relevance of the coexistence of
distinct histogenetically primary cutaneous
neoplasms, namely dermatofibrosarcoma pro-
tuberans with fibrosarcomatous transformation
and metachronous multiple cutaneous
melanomas. Their association in the same patient
underscores the importance of recognizing a
possible increased individual susceptibility to
cutaneous neoplasms, determined by complex
interactions among genetic, immunologic, and
environmental factors.

The case emphasizes the essential role of
specialized histopathological evaluation, parti-
cularly in borderline melanocytic lesions such as
melanocytic tumors of uncertain malignant
potential (MELTUMP). Histopathological re-
assessment in an expert center allowed
establishment of the definitive diagnosis of
primary cutaneous melanoma, facilitating ap-
propriate  therapeutic ~management and
preventing undertreatment with potential
negative prognostic impact.

The coexistence of cutaneous neoplasms
derived from different cellular lineages (DFSP
and multiple melanomas) requires a rigorous and
strictly individualized therapeutic algorithm.
Long-term careful monitoring is indispensable in
these patients, given the increased risk of
multiple cutaneous neoplasms and the hetero-
geneous biological behavior of each entity. Early
identification and appropriate management of
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neoplazii cutanate multiple si comportamentul
biologic heterogen al acestora. Identificarea
precoce si managementul adecvat al fiecarei
leziuni sunt determinante pentru optimizarea
prognosticului.

Acest caz subliniazd importanta unei abor-
dari multidisciplinare, a reevaludrii histopato-
logice In centre cu expertiza si a utilizarii corecte
a tehnicilor imunohistochimice pentru evitarea
atat a subdiagnosticdrii, cat si a supratrata-
mentului. Complexitatea evolutiva a pacientului
impune o monitorizare dermatologicd si onco-
logica atente, avand in vedere istoricul de
neoplazii cutanate multiple si comportamentul
biologic distinct al fiecdrei entitati tumorale.

each lesion are essential for
prognosis.

This case underscores the importance of a
multidisciplinary approach, histopathological
reassessment in expert centers, and appropriate
use of immunohistochemical techniques to avoid
both underdiagnosis and overtreatment. The
patient’s complex clinical course requires careful
dermatologic and oncologic follow-up, con-
sidering the history of multiple primary
cutaneous neoplasms and the distinct biological
behavior of each tumor entity.

optimizing
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