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The management of melanocytic nevi has always relied junction, and the papillary dermis which are not visible to
on a solid diagnosis. The well-known "ABCD" algorithm the naked eye. These structures are specifically correlated to
is a good method for clinicians both to teach patients histologic features. The identification of specific diagnostic

and to use while doing full body mole checks. "A" stands for patterns related to the distribution of colors and dermoscopy
"asymmetry" ofthe lesions (does one side look like the other in a structures can better suggest a malignant or benign pigmented
mirror-like image?);"B" stands ~ - --- -- - -- --- - m__ - --- - - -I skin lesion.
for "border" (irregularity r 'I Dermoscopy increases
in the delineation between I ..... there is a significantly increased number of the clinician's diagnostic
the nevus and normal changing moles in children and adolescents compared i accuracy by as much as 30%
'""0" nding skin) ;"C" sta nds i with middle:aged adult" however these changes are I over unaid ed visua I 01; nica I
for "color" (1 to 2 colors with L likely to be mnocent...... inspection as an in vivo bridge
eccentric pigmentation is------------------------------------------ between clinical morphology
allowable; more than 2 is suspicious for malignancy); and,"D" and hlstopathologv.' This has been confirmed in three
stands for diameter (less than 6 mm is usually a benign nevus, separate-based publications using a rneta-analvsis.t-"
but not always). The clinician must first determine if they are looking

We have to take a history of the lesions: Is there any at a melanocytic lesion as substantiated by the presence of
recent change in size, color or shape? Is there presence of reticulate pigment network on dermoscopy. A diagnostic
bleeding, itching or pain? Was the lesion present at birth algorithm like the three-point checklist (asymmetry, atypical
or early childhood? Is there a personal or family history of network and blue white structures), Menzies method or
melanoma? Is there a history of non-melanoma skin cancers ABCD method can be used to assess whether the lesion is
like basal or squamous cell carcinoma? Does the patient benign or malignant. The dermatologist should then identify
have significant risk factors for melanoma e.g. Fitzpatrick dermoscopic features suspicious for melanoma (atypical
skin phototype I or II, history of sunburns, living in a tropical pigment network, dots and globules, streaks, blotches and
area, chronic sun exposure, or presence of multiple dysplastic pseudopods, blue white veil). If a clinical threshold is reached,
nevi? Does the patient have a medium to large size congenital the dermatologist may then decide that the melanocytic
nevus? Does the patient havexerodermapimentosa or other lesion is suspicious enough to warrant a biopsy. At any rate,
immunsuppressive diseases? The dermatologist must then as the saying goes, "if in doubt, cut it out!",' The impact of a
do a thorough physical examination, using either a lighted melanoma diagnosis on a patient's life is high enough that NOT
magnifying lamp or head magnifier, or use a dermoscope that missing an early melanoma becomes the top priority.
will yield higher magnification to lOx.

CLINICAL CAVEATS IN THE MANAGEMENT OF MELANOCYTIC

~~~~~~~~~~~~~~~~~~~--~-.-~-~-q LESIONS

De r m 0 s cop y 0 r ..... moles in young people are characterized by a I With regards to the

epiluminescence microscopy predominantly globular dermoscopic pattern in I management of melanocytic

is a bridge between the L_~dults~~~~ereticu~~~r~~ticu~~~~_~~Obu/~~patt~~~~=---J IbeasliaOnncSe'ttwheOCgIOinailcsi:atnoheaxscl.tsoe
clinician's naked clinical eye

and histopathologic examination through skin biopsy. It is an all lesions that could be melanoma and yet minimize the
expanding subspecialty on its own with a high learning curve number of unnecessary excisions of benign nevi. Clinicians
and need for continuous study and practice. Dermoscopy is a need to be aware of several caveats.
noninvasive method that allows the in vivo evaluation of colors
and microstructures of the epidermis, the dermoepidermal

ROLE OF DERMOSCOPY

Avoiding unnecessary biopsies in young people
Youth and adolescence are times of rapid growth and

development and, therefore, changes in nevi are expected.
There is a significantly increased number of changing moles
in children and adolescents compared with middle-aged
adults, however these changes are likely to be innocent. The
ABCD criteria for moles and melanomas may not be helpful
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When the clinician decides that a nevus if suspicious
enough to warrant biopsy, he/she should understand that
the standard of care is surgical excision with adequate
margins that allows for histopathologic examination of the
specimen and exclusion of cellular atypia". They should
start by palpating the specimen to exclude underlying
desmoplastic melanoma. Sufficient tissue should be
obtained to increase chance of a correct diagnosis and
avoid a "second" biopsy. One of four biopsy techniques
may be employed: a) shave biopsy (which often yields a
partial specimen); b) saucerization (with a goal of complete
removal); c) punch biopsy (which usually results in partial
removal); and, d) total excision with a trephine punch (for
small lesions) or scalpel excision (for larger lesions).

A caveat is, if a melanoma is suspected, DO NOT perform
a shave biopsy, as a partially removed melanoma cannot
be properly staged in terms of depth and Breslow level.
Above all, do not destroy suspicious pigmented lesions with
cryotherapy or electrocautery. Without a histopathologic
examination, one never knows when a potential melanoma
has been destroyed. Large suspicious pigmented lesions
require excision biopsy to fat for proper staging (final
tumor margins are determined by depth of invasion). Ifthe
clinician does not feel comfortable, we suggest referral to an

~~~~~~~~~~~!!!!!!!!~~~-~!!'!-~-.~-~!!!!!!!!!!!!!~ experienced dermatologist
or surgeon."

in identifying melanomas in patients younger than 18 years
old. Using change as a sole criterion for excising nevi in young
people may be unreliable and may lead to unnecessary
biopsies. Therefore, accurate identification of characteristic
morphologic clinical and dermoscopic patterns and changes
is important for management of pediatric patients. Overall,
melanoma is still rare in prepubescent children, and rarely
arise in banal or atypical pigmented nevi. However, there is a
subpopulation of children with multiple atypical moles who
are at increased risk of developing melanoma as adults and
should therefore be closely monitored."

Moles in young people are characterized by a
predominantly globular dermoscopic pattern. The most
common pattern of nevi in adults is the reticular or reticular-
globular pattern. The nevus life cycle shows a peripheral
globular pattern in a reticular or complex nevi followed by
the final disappearance of these globules indicating that the
nevus has stabilized its growth. The decline in number of
acquired nevi after the fifth decade of life can be explained
by a progressive involution, regression, or apoptosis of these
nevi. Therefore, if this globular nevus pattern is found in older
people, it is considered abnormal and should be an indicator
for biopsy of the melanocytic lesion.'

Emphasizing the relatively low risk of melanoma in young
QgQQlg

Tsao et.al." emphasized that the presence of multiple
moles in a single patient was associated with a greater
risk of melanoma, with a direct relationship between the
number of moles present and risk of melanoma (increased
number of moles increases melanoma risk by 2-4 fold).
Therefore, efforts to increase early diagonsis of melanoma
center on detection of these early changes in melanocytic
nevi. The same study found that the risk for transformation

of any single mole into
melanoma in a year ranges
from 0.0005% (1 in 200,000)
in both sexes younger than
40 years of age, to 0.003%
(1 in 33,000) for men
older than 60 years. For a
20-year-old individual, the
lifetime risk of any selected
mole transforming into melanoma by age 80 years is
approximately 0.03% (1 in 3164) for men and 0.009% (1
in 10800) for women", In general, however, the risk of any
particular mole becoming melanoma is low, especially in
younger individuals. However, since moles are expected to
disappear over time, the lesions that persist into old age
have an increased risk of malignant degeneration. For young
people with innumerable moles and no other associated
risk factors, systematic excision of benign appearing lesions
would be of limited benefit.

development. How should we then deal with these
dysplastic nevi? The clinician should understand that most
individuals have a predominant nevus pattern, and that
any melanocytic lesion that deviates from this is the "ugly
duckling". The "ugly duckling sign" is defined as any lesion
deviating from the individual's prevailing benign nevus
pattern'. Biopsy is then warranted for these lesions.

APPROACH TO BIOPSY OF MELANOCYTIC LESIONS

.....one of four biopsy techniques may be employed:
a) shave biopsy (which often yields a partial specimen);
b) saucerization (with a goal of complete removal); c)
punch biopsy (which usually results in partial removal);
and, d) total excision with a trephine punch (for small
lesions) or scalpel excision (for larger lesions) ....

Identifying the ugly duckling sign
Patients with multiple dysplastic nevi with atypical

clinical features are at increased risk for melanoma

The shave biopsy of
a melanocytic nevus may
result in either partial
or complete removal.
Ferr andlze t.af ;" reported
that the cosmetic result of

shave excision was fairly acceptable in60% of cases and
excellent in 30% of cases, while only 10% of cases yielded
a poor cosmetic result. They also reported a 20% probability
of producing a recurrence with the shave biopsy technique.
Breuningeret.al.'! performed excision of 268 nevi and
compared this to shave excisions of 403 nevi with regards to
recurrence, color, depth, surface, smoothness of scars, and
healing process. The lesions that underwent shave excisions
were judged to have fewer complications, but more frequent
recurrence 18% for shave biopsy versus excision, which
only yielded a 6% recurrence rate. In summary, small nevi
without suspicion for melanoma can be removed with shave
biopsy with good results, however we must inform patients
about the higher rate of recurrences.
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I
Current recommendations for excising dysplastic I
nevi: I
• If dysplastic nevi with severe atypia, 5mm margins

recommended when re-excising.

• If dysplastic nevi with moderate atypia, recommend
complete removal.

MANAGEMENT OF DYSPLASTIC NEVI

If a melanocytic lesion was diagnosed histopathologically
to be a dysplastic nevus (nevus with architectural disorder
and no significant cytologicatypia), complete removal is highly
recommended of an incompletely excised dysplastic nevus.
This is done to prevent recurrence, to minimize difficulty
in interpreting recurrent nevi, and to avoid misdiagnosis.
Complete conservative re-excision of a dysplastic nevus is
done not to prevent evolution into melanoma, but to avoid
legal issues in some patients.

LASER THERAPY OF ACQUIRED MELANOCYTIC NEVI

Currently, the most controversial issue in the
management of melanocytic nevi is the use of pigment-
specific lasers for treatment of congenital and acquired
nevomelanocytic nevi. Some nevi occur in cosmetically or
functionally sensitive areas where surgical excision is difficult
to perform or may leave noticeable or disfiguring scars.
Over time, many lasers have been tried as an alternative for
removal of melanocytic nevi.

Response of nevi to different laser treatments
Continuous wave lasers such as the argon and C02 lasers

have resulted in significant removal but some scarring. Pulsed
red and infrared short pulsed lasers result in non-scarring
mole removal. Studies using Q-switched ruby lasers for small
to medium congenital nevi result in clinical improvement after
several sessions. Normal mode ruby lasers used for removal
of congenital melanocytic nevi showed on histopathology:
residual nevus cells in the dermis lmm below skin surface,
and above this, a zone of fibroplasia. The seemingly normal
papillary dermis hides underlying residual nevomelanocytes
acting as a microscoping scar. Q-switched alexandrite and
Q-switched

Nd:YAG lasers result
in significant lightening of
treated nevi and partial
reduction of nevus
cells histologically. The
incomplete response to
Q-switched laser therapy
is due to the short pulse
duration and lack of sufficient
thermal energy to destroy
all nevomelanocytes. Long
pulsed lasers, usually used
for hair removal are now
a new alternative for nevi
removal by lasers.

For most laser removal
of moles, residual nevus
cells persist in unaffected deeper dermal regions despite
a reduction of nevus cells in papillary dermis, thereby
explaining the only partial effectiveness of laser therapy of
moles and recurrence.

Risk of malignant transformation associated with laser
treatment of nevi

Stratigos et.al.? have concluded that to date, there is no
clinical or histologic evidence of malignant degeneration up
to 8 years after laser treatment for most studies done on laser
removal of nevi. No melanocytic lesion had complete histologic
response to laser therapy, however no malignant or atypical
changes were observed microscopically. It is still unclear
whether thermal damage has long-term harmful effects on
nevus cells. For thick dermal nevi and congenital nevi, one
theory holds that removing superficial part of nevus with
laser decreased risk of malignant degeneration by removing
the bulk of nevus cells with intrinsic potential for malignant
transformation. The flip side to this is the theory that laser
treatment of nevi increases risk of malignancy by eliminating
a significant portion of protective pigment and making the
remaining cells more vulnerable to damaging effects of UV
radiation and eventual transformation to melanoma. The only
report of melanoma arising from a laser treated melanocytic
lesion was a lentigo maligna mealnoma arising from an
atypical appearing solar lentigo treated with QSRL. Due to a
lack of long-term studies, the role of lasers in nevi treatment
remains unclear.

Flat small nevi may be completely removed by laser
therapy, however compound and congenital nevi will usually
NOT be completely removed and are prone to frequent
recurrences. Ultimately, there is an unknown malignant
transformation potential with any destructive method like
laser, electrocautery or curettage.

Therefore, laser therapy of melanocytic nevi should only
be performed in selected cases in which surgical excision
cannot be performed because of cosmetic or other reasons.
I DO NOT recommend treating nevi in patients with a familial
or personal history of melanoma or treating dysplastic nevi
using laser technology. If necessary, it is better to obtain a skin
biopsy specimen prior to laser treatment of nevi, especially

congenital melanocytic nevi,
to assess depth of nevus cells
and predict effectiveness of
laser in completely removing
the lesions. Likewise, patients
undergoing laser removal
of nevi should be closely
observed. Any signs of
recurrence after laser should
be approached cautiously
by performing a biopsy or
total excision of the recurrent
lesion.

• In dysplastic nevi with no significant cytologic atypia,
there is low risk that dysplastic nevi will evolve
to melanoma (there is a 1:10,000 risk),prophylactic
removal is not recommended.

Risk of pseudomelanoma
associated with incompletely
removed melanocytic nevi

Incomplete nevus removal or destruction with either
laser therapy or surgery commonly results in nevus recurrence.
In some treated nevi, repigmentation associated with atypical
cells on histology occurs. These recurrent nevi have resembled

• The degree of cytologic atypia does not necessarily
correlate with risk of melanoma.
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melanomas histologically
and are therefore termed
"pseudomelanoma".
Without accurate patient
clinical history, these give
dermatopathologists a very
difficult time in discerning
between a benign or
malignant lesion, and are
often mistaken for in situ
or superficial spreading
melanomas.'

Zuttet.al." described a
treated nevus which recurred
four months after a C02 laser
therapy in a 45-year-old
male patient. Melanocytes
reappeared in the epidermis
and dermoepidermal
junction above a fibrotic zone
which were recruited from
remaining melanocytic nevus
cells from melanocytes of
adnexal structures.

[

LASER TREATMENT FOR MELANOCYTIC NEVI -
OPTIONS AND RESULTS:

Argon/C02 lasers: significant removal; i+) scarring
Pulsed red and infrared short pulsed lasers: non-
scarring mole removal

Q-switched ruby lasers for small to medium
congenital nevi: clinical improvement after several
sessions

Normal mode ruby lasers: residual nevus cells in the
dermis 1mm below skin surface on histopathology

Q-switched alexandrite/Q-switched Nd:YAG lasers: I

significant lightening of treated nevi & partial
reduction of nevus cells histologically

Long pulsed lasers: new alternative for nevi removal
Risk of malignant transformation associated with
laser treatment of nevi

MY TIPS IN THE MANAGEMENT OF MELANOCYTIC NEVI:

If there is even a small suspicious or doubt about a
pigmented lesion, do not use destructive methods!
BIOPSY using punch, shave or excision.

•

If it's a young person with multiple nevi, if you are super
sure the lesion is benign, you can just observe and not
biopsy.

•

• Small flat clinically
benign junctional nevi or
nevi in difficult to excise
areas can be treated
with lasers effectively,
however observe closely
for recurrence. Compound
or congenital nevi will likely
be only partially treated and
are at high risk for recurrence.

• Enlarging nevi with
globular dermoscopic
pattern in young person <
20 years old is okay to leave
alone; if the patient has a
globular nevus pattern and
> 20 years old, this will
usually demonstrate
histologicatypiaand biopsy
or excision is warranted.

• Recurrence with

incomplete removal using any modality is a problem. When
recurrence is noted, suggest complete excision of the lesion
and send for histopathologic assessment, warning the
dermatopathologist that this was a previously treated mole,
and may therefore be a recurrent nevus or pseudomelanoma .
Histopathologically and clinically, these recurrrent nevi can
appear like melanomas and cause diagnostic difficulty.

You never know when you are destroying a small early
melanoma. Be careful! •
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