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A collision tumour of basal cell carcinoma and melanocytic 
nevus mimicking a melanoma — a case report  
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ABSTRACT
A collision tumour is characterized by the presence of at least two different skin neoplasms in the same lesion. Collision skin tumours de-
velop quite rarely. The case presents a 58-year-old woman in whom an asymmetric skin lesion of undetermined duration was noted during 
routine dermoscopy. The skin lesion consisted of two clinically distinct components. The patient remained under a 4-month follow-up. 
At the next visit, a change in the appearance of the previously present lesion was observed. The lesion was excised and submitted for 
histopathological examination, which was consistent with the diagnosis of a collision tumour composed of dysplastic nevus and basal cell 
carcinoma. This article discusses the characteristics and diagnostic difficulties in the diagnosis of collision tumours based on the available 
English literature. Furthermore, highlighted is the value of a non-invasive imaging modality which is dermoscopy in diagnosing not only 
melanoma and non-melanoma skin cancer but also complex lesions such as collision tumours.
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CASE REPORT
A 58-year-old Caucasian male, with a negative family  

history of melanoma, was referred to the Dermatology 
Clinic in March 2021 for a routine nevi check-up. Under 
dermoscopy, attention was drawn to an asymmetric lesion 
of unknown duration located in the lumbar region. The le-
sion consisted of two components — the left part showing 
under dermoscopy typical brown pigment network, and 
the right part composed of an unspecific pink structureless 
area (Fig. 1A). The patient was invited for a follow-up visit in 
July 2021 (Fig. 1B). Digital dermoscopy showed growth of 
the pink structureless area and development of punctate 
erosions (Fig. 1C). In addition, short fine serpentine vessels 
became apparent (Fig. 1D). The collision lesion was not 
taken into consideration, and malignant melanoma was 
the main suspicion. The whole lesion was surgically excised 
with a 3-mm margin. Histopathology was consistent with 
the diagnosis of a collision tumour composed of dysplastic 

nevus with cytologic low-grade atypia (left part) and basal 
cell carcinoma (right part) — Figure 2.

DISCUSSION
Collision skin tumours develop quite rarely, and largely 

because of that, pose a diagnostic challenge. Thus, only 
a small number of descriptions of them can be found in the 
English-language literature [1–15]. They are characterized 
by the presence of at least two different skin neoplasms 
in the same lesion [1]. They were found to be histopatho-
logically diagnosed and not suspected based on clinical 
examination in 51.2% of cases [1]. A collision tumour may 
be composed of benign associations, malignant associa-
tions, or benign-malignant associations. The confusing 
terminology that has been present in the literature so far 
was finally systematized by Satter et al. [2], who distinguish 
four types of lesions: collision tumours (composed of origi-
nally separate neoplasms with a tendency for merging), 
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combined tumours (composed of intimately admixing  
cell populations), colonized tumours (composed of one cell 
population has a tendency for colonizing an underlying  
second cell population), and biphenotypic tumours (com-
posed of cell populations arising from a common pre-
cursor but undergoing divergent differentiation) [3]. If 

a malignant component is present, correct diagnosis is 
crucial for proper management [1].

In the study of 41 collision tumours by Fikrle et al. [1],  
over half of the lesions were misdiagnosed clinically and 
dermoscopically. Twenty-eight out of 41 collision le-
sions consisted of at least one malignant component. 
However, only 3 cases were a collision of two malignant 
tumours. Melanoma was found to collide most frequently 
with seborrheic keratosis [1]. Therefore, older patients with 
multiple seborrheic keratosis undoubtedly require thorough 
dermoscopic examination in order not to miss melanoma.

Basal cell carcinoma (BCC) was also found to frequently 
collide with seborrheic keratosis [1]. In the study by Zaballos 
et al. [4], a collision of BCC and seborrheic keratosis constituted  
37.9% of histopathologically proven malignant collision 
tumours. In the same study, collision tumours composed of 
BCC and melanocytic nevus accounted for 19.9% of cases [4]. 
In the study by Fikrle et al. [1], collision tumours composed 
of BCC were predominantly located on the head and neck 
area (58.3%).

Three larger histopathological studies on collision tu-
mours have been published to date, all showing a very low 
rate of collision tumours among biopsied lesions [3, 13, 14].  
In the study by Boyd and Rapini, the collision of BCC and 
melanocytic nevus was found to be predominant [3].

It should be taken into consideration that collision le-
sions, consisting of benign components in particular, are 
encountered in daily clinical practice much more frequently 
than estimated. Most of these lesions, such as a collision 
of seborrheic keratosis and cherry angioma, are easy to 
diagnose with the naked eye and they are never biopsied. 
Therefore, a thorough examination, including dermoscopy, 
is so important in order not to miss the malignant compo-
nent, which may be overshadowed by the dominant benign 
part of the collision lesion.

Dermoscopy facilitates the detection of collision tu-
mours [4, 6, 11]. In the study by Fikrle et al. [1], dermoscopic 
structures corresponding to the histopathological diag-
nosis were present in all 41 cases of collision tumours [1].  
Therefore, routine use of dermoscopy for evaluation of all 
skin tumours and close examination of all quadrants of 
the lesion in order not to miss a minor colliding tumour is 
recommended [1]. Reflectance confocal microscopy (RCM) 
has also proved to be of help in the early recognition of 
collision tumours [15]. Cooperation with histopathologists 
is crucial. In the above-mentioned study by Fikrle et al. [1], 
six collisions were initially missed in histopathology. Enough 
clinical and dermoscopic information should be provided 
to the pathologist to avoid even a minor element of the 
collision tumour being unrecognized.
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Figure 2. Histopathological examination showing both features  
of (A, C) melanocytic nevus (left part of the collision lesion) and  
(B, D) basal cell carcinoma (right part of the collision lesion); 
lentiginous hyperplasia and irregular nests of melanocytes with 
cytologic low-grade atypia (haematoxylin & eosin, ×100) (A); positive 
SOX10 staining (SOX10, ×100) (B); basaloid lobules projecting 
from the lower margin of the epidermis with peripheral palisading 
(haematoxylin & eosin, ×40) (C); basaloid lobules with peripheral 
palisading (haematoxylin & eosin, ×100) (D)
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Figure 1. Dermoscopy of the lesion at initial consultation showing 
regular brown pigment network on the left and pink structureless  
area with single fine linear vessels on the right (A); clinical presentation  
of the lesion at follow-up visit after 4 months — peripheral spreading of  
the right component and single crusted erosions were present (B); 
dermoscopy at the follow-up visit showed evident erosions and linear 
vessels on pink background (C); video dermoscopy (×30) showing 
multiple linear vessels (yellow arrows) and crusted erosions (red 
arrows) (D)
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CONCLUSIONS
In conclusion, thorough physical examination, detailed 

dermoscopic analysis of all four quadrants of the lesion, RCM 
in case of equivocal lesions, and good cooperation with the 
dermatopathologist are necessary to increase early clinical 
diagnosis of collision tumours.

Article information and declarations
Acknowledgements

We would like to thank the patient for her involvement.
Author contributions

All named authors meet the International Committee of 
Medical Journal Editors (ICMJE) criteria for authorship for this ar-
ticle, take responsibility for the integrality of the work as a whole, 
and have given their approval for this version to be published.
Conflict of interest

The authors of this publication declare no conflicts of 
interest.
Ethics statement

Informed consent was obtained from the patient for 
participation in the study and publication of the article, 
including publication of clinical photographs.
Funding

No funding was received for the publication of this article.
Supplementary material

None.

REFERENCES
1. Fikrle T, Divisova B, Pizinger K. Clinical-dermoscopic-histopathological 

correlations in collision skin tumours. Indian J Dermatol. 2021; 66(6): 
577–582, doi: 10.4103/ijd.ijd_938_20, indexed in Pubmed: 35283495.

2. Satter EK, Metcalf J, Lountzis N, et al. Tumors composed of malignant 
epithelial and melanocytic populations: a case series and review of the 
literature. J Cutan Pathol. 2009; 36(2): 211–219, doi: 10.1111/j.1600-
-0560.2008.01000.x, indexed in Pubmed: 18727668.

3. Boyd AS, Rapini RP. Cutaneous collision tumors. An analysis of 69 cases 
and review of the literature. Am J Dermatopathol. 1994; 16(3): 253–257, 
indexed in Pubmed: 7943631.

4. Zaballos P, Álvarez Salafranca M, Medina C, et al. The usefulness of 
dermoscopy for the recognition of malignant collision tumors. Der-
matology. 2022; 238(1): 132–139, doi: 10.1159/000514583, indexed 
in Pubmed: 33789291.

5. El Gaitibi FA, Khallaayoune M, Hamich S, et al. Dermoscopy of col-
lision tumor arising in nevus sebaceus of Jadassohn. JAAD Case 
Reports. 2021; 8: 74–76, doi:  10.1016/j.jdcr.2020.12.016, indexed in 
Pubmed: 33532530.

6. Tognetti L, Cinotti E, Perrot JL, et al. Benign and malignant collision 
tumors of melanocytic skin lesions with hemangioma: dermo-
scopic and reflectance confocal microscopy features. Skin Res 
Technol. 2018; 24(2): 313–317, doi:  10.1111/srt.12432, indexed in 
Pubmed: 29388348.

7. Blum A, Siggs G, Marghoob AA, et al. Collision skin lesions-results of 
a multicenter study of the International Dermoscopy Society (IDS). 
Dermatol Pract Concept. 2017; 7(4): 51–62, doi: 10.5826/dpc.0704a12, 
indexed in Pubmed: 29230351.

8. Ansai SI, Ogita A, Matsuda H, et al. Collision of basal cell carcinoma 
and melanocytic nevus with unique dermoscopic findings. J Derma-
tol. 2016; 43(5): 584–585, doi: 10.1111/1346-8138.13242, indexed in 
Pubmed: 26704855.

9. Salerni G, Lovatto L, Carrera C, et al. Correlation among dermoscopy, 
confocal reflectance microscopy, and histologic features of melano-
ma and basal cell carcinoma collision tumor. Dermatol Surg. 2011; 
37(2): 275–279, doi:  10.1111/j.1524-4725.2010.01871.x, indexed in 
Pubmed: 21281387.

10. Birnie AJ, Varma S. A dermatoscopically diagnosed collision tumour: 
malignant melanoma arising within a seborrhoeic keratosis. Clin Exp 
Dermatol. 2008; 33(4): 512–513, doi: 10.1111/j.1365-2230.2008.02715.x, 
indexed in Pubmed: 18462448.

11. Zaballos P, Llambrich A, Puig S, et al. Dermoscopy is useful for the 
recognition of benign-malignant compound tumours. Br J Dermatol. 
2005; 153(3): 653–656, doi: 10.1111/j.1365-2133.2005.06717.x, indexed 
in Pubmed: 16120160.

12. Cornejo KM, Deng AC. Malignant melanoma within squamous cell car-
cinoma and basal cell carcinoma: is it a combined or collision tumor? —  
a case report and review of the literature. Am J Dermatopathol. 2013; 
35(2): 226–234, doi:  10.1097/DAD.0b013e3182545e27, indexed in 
Pubmed: 22588546.

13. Cascajo CD, Reichel M, Sánchez JL. Malignant neoplasms associated 
with seborrheic keratoses. An analysis of 54 cases. Am J Dermatopa-
thol. 1996; 18(3): 278–282, doi: 10.1097/00000372-199606000-00007, 
indexed in Pubmed: 8806962.

14. Piérard GE, Fazaa B, Henry F, et al. Collision of primary malignant 
neoplasms on the skin: the connection between malignant melano-
ma and basal cell carcinoma. Dermatology. 1997; 194(4): 378–379, 
doi: 10.1159/000246154, indexed in Pubmed: 9252769.

15. Moscarella E, Rabinovitz H, Oliviero MC, et al. The role of reflectance 
confocal microscopy as an aid in the diagnosis of collision tumors. Der-
matology. 2013; 227(2): 109–117, doi: 10.1159/000351771, indexed in 
Pubmed: 24080548.

http://dx.doi.org/10.4103/ijd.ijd_938_20
https://www.ncbi.nlm.nih.gov/pubmed/35283495
http://dx.doi.org/10.1111/j.1600-0560.2008.01000.x
http://dx.doi.org/10.1111/j.1600-0560.2008.01000.x
https://www.ncbi.nlm.nih.gov/pubmed/18727668
https://www.ncbi.nlm.nih.gov/pubmed/7943631
http://dx.doi.org/10.1159/000514583
https://www.ncbi.nlm.nih.gov/pubmed/33789291
http://dx.doi.org/10.1016/j.jdcr.2020.12.016
https://www.ncbi.nlm.nih.gov/pubmed/33532530
http://dx.doi.org/10.1111/srt.12432
https://www.ncbi.nlm.nih.gov/pubmed/29388348
http://dx.doi.org/10.5826/dpc.0704a12
https://www.ncbi.nlm.nih.gov/pubmed/29230351
http://dx.doi.org/10.1111/1346-8138.13242
https://www.ncbi.nlm.nih.gov/pubmed/26704855
http://dx.doi.org/10.1111/j.1524-4725.2010.01871.x
https://www.ncbi.nlm.nih.gov/pubmed/21281387
http://dx.doi.org/10.1111/j.1365-2230.2008.02715.x
https://www.ncbi.nlm.nih.gov/pubmed/18462448
http://dx.doi.org/10.1111/j.1365-2133.2005.06717.x
https://www.ncbi.nlm.nih.gov/pubmed/16120160
http://dx.doi.org/10.1097/DAD.0b013e3182545e27
https://www.ncbi.nlm.nih.gov/pubmed/22588546
http://dx.doi.org/10.1097/00000372-199606000-00007
https://www.ncbi.nlm.nih.gov/pubmed/8806962
http://dx.doi.org/10.1159/000246154
https://www.ncbi.nlm.nih.gov/pubmed/9252769
http://dx.doi.org/10.1159/000351771
https://www.ncbi.nlm.nih.gov/pubmed/24080548

