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My approach to atypical melanocytic lesions

It is our policy to recommend a re-excision for lesions
present at margins, as would be appropriate for a dysplastic
naevus with a similar degree of atypia.

Atypical acral naevi
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Figure 11 (A) Dusty pigment is a
typical feature of a dysplastic naevus.
(B) Mmild cKto|ogicc|| atypia showing
enlarged hyperchromatic nuclei. (C)
Moderate cytological atypia with focal
upward migration in a dysplastic
naevus. (D) A dysplastic naevus
demonstrating severe cytological atypia
and prominent nucleoli.

Atypical acral naevi are characterised by an abnormal
architecture and cytological atypia and may be confused

Table 2 Grading of dysplastic naevi

Parameter

Mild

Moderate

Severe

Nuclear size

Nuclear pleomorphism
Chromatin
Nucleolus
Cytoplasm

Approximate size of kerafinocyte
nucleus

Mild

Hyperchromatic

Absent or small

Usually litfle but sometimes abundant
with dusty pigmentation

1-26 keratinocyte nucleus

Moderate

Hyperchromatic or vesicular

Absent or small

Usually little but sometimes abundant
with dusty pigmentation

26 or greater than keratinocyte nucleus

Severe

Vesicular

Prominent and enlarged
Often abundant

Modified from Weinstock et al.*”
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Figure 12 Atypical genital naevus showing papillomatosis and large
junctional nests with a distinct retraction artifact.

with dysplastic naevi. They commonly show a junctional
shoulder and nests are often situated within the suprapapil-
lary plates, in addition to the sides of the rete, giving the
lesion a disorganised appearance. The eccrine sweat ducts are
also frequently involved. Cytological atypia is a common
feature and, in many naevi, central pagetoid spread is
present. A useful histological clue is the presence of large,
oval, vertically orientated junctional nests surrounded by a
retraction artifact (figs 14 and 15). The lentiginous archi-
tecture of dysplastic naevi is absent, as are lymphocytic
infiltration, pigment incontinence, and dermal fibrosis.

Distinction from melanoma can be difficult in some cases,
particularly in the older age groups. In general, however, the
epidermis often shows irregular acanthosis in melanoma and
the degree of atypia is much more pronounced. In acral
atypical naevi, pagetoid spread is limited to the central part of
the naevus, and dermal atypia and significant mitotic activity
is not a feature. If there is any doubt, a re-excision to ensure
complete removal is prudent.

Neonatal naevi

Neonatal naevi and naevi in children can also be problema-
tical, particularly if the age of the patient is not known.
Pagetoid spread and cytological atypia are common and
occasional dermal mitoses may be seen. Childhood mela-
noma, although rare, is occasionally encountered. In our
experience based on a large referral series, the diagnosis of
melanoma in children is rarely challenging; these lesions
usually display features similar to melanoma in adults. When
compared with neonatal or childhood naevi, pleomorphism is
generally more pronounced, mitoses are often conspicuous
and present throughout the full thickness of the tumour, and
an expansile growth pattern is a common finding. Similarly,
maturation with depth is seriously impaired and necrosis
may be present.

Melanocytic proliferations with pagetoid spread
The use of the term ‘“pagetoid” to describe scatter of
melanocytes throughout all levels of the epidermis originally
derived from Paget’s disease of the nipple, and was
subsequently applied to superficial spreading melanoma.
This pattern has a considerable number of non-melanocytic
mimics (table 3). Each of the non-melanocytic entities can
often be distinguished by morphology, but immunohisto-
chemistry is sometimes necessary for definitive diagnosis. In
addition, the presence of pagetoid cells should prompt a
careful search for an adjacent dermal carcinoma or more
distant tumour of origin.

Many benign melanocytic lesions may have focal upward
migration of melanocytes within the epidermis, and care
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Figure 14  Atypical acral naevus showing large expansile oval
junctional nests.

should be taken that they are not automatically classified as
melanoma based on this feature alone. Melanocytic lesions
that may exhibit suprabasal positioning of melanocytes
include congenital naevi, Spitz naevi,” acral naevi,* genital
naevi, and dysplastic naevi.”’ Recurrent naevi and those naevi
with recent exposure to ultraviolet irradiation exhibit reactive
melanocytes with atypical cytology.”” In these last two
situations, accurate and complete clinical information is of
the utmost importance. In benign naevi with intraepidermal
spread of melanocytes the cells are primarily localised to the
basal and spinous layers in the central portion of the lesion,
and are cytologically benign.

We commonly encounter junctional melanocytic prolifera-
tive lesions without an associated naevus or a significant
nested component. These lesions have been termed ““de novo
intraepidermal epithelioid melanocytic dysplasia” by Mihm
and co-workers.” They consist of an ill defined lentiginous
proliferation of epithelioid melanocytes of varying sizes and
variable pagetoid spread (fig 16). They lack the cellular
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density and atypia that would be expected from a fully
evolved in situ melanoma. Nevertheless, we regard these as
potential precursor lesions that may represent evolving
melanoma in situ, and recommend their complete removal.

Clinical considerations including treatment aspects

Several important clinical features must be considered before
rendering a diagnosis of either naevus or melanoma:
duration of the lesion, previous biopsy/trauma (such as
excoriation) at that site, recent sunburn/sun exposure,
personal history of previous melanoma, family history of
melanoma, and age of the patient. Site is also an important
consideration. An atypical lesion on the back of a man or the
calf of a woman should always be viewed as potential
melanoma until confirmed otherwise. Unfortunately, the
clinical information provided is often limited to “lesion on
the leg”. When confronted with an atypical lesion a phone
call to the clinician is warranted to clarify the clinical context.

“An atypical lesion on the back of a man or the calf of a
woman should always be viewed as potential melanoma
until confirmed otherwise’”

The age of the patient is of particular importance. The
analysis by Geller and colleagues of the 2002 data released

Table 3 Non-melanocytic causes of pagetoid spread in
the epidermis

Paget's disease

Extramammary Paget's disease

Squamous cell carcinoma in situ (Bowen’s disease, bowenoid papulosis)
Pagetoid actinic keratosis™

Langerhans cell histiocytosis*

Eccrine porocarcinoma®

Sebaceous carcinoma

Cutaneous T cell lymphoma/pagetoid reficulosis
Intraepidermal Merkel cell carcinoma/Merkel cell carcinoma
Intraepidermal mononuclear cells/Langerhans cell microabscess
Metastatic carcinoma from a distant primary

Clear cell papulosis®®

36 37

1129

Figure 15 Atypical acral naevus. (A)
High power view showing retraction
artifact. (B) Note the cyfo?ogicd atypia
and pagetoid spread.

from the US National Center for Health Statistics indicates
that men and women age 45 and older continue to have
increasing melanoma incidence and mortality*. At particular
risk are men aged 65 years and older; this group had a 157%
increase in melanoma mortality and a fivefold increase in
melanoma incidence from 1969 to 1999. Although the
incidence of melanoma increased in both sexes in all age
groups, there was a lower rate of increase in men and women
aged 20—44 years, and the mortality in the same time period
actually decreased in this age group.

The duration of the lesion and its stability of size, shape,
and colour should be communicated to the pathologist. Most
melanomas arise de novo, whereas only 25% develop in
association with a pre-existing naevus.” A new melanocytic
lesion is a worrying development in a 60 year old, but is not
likely to be so in a 6 year old. Recent sun exposure (suntan/
sunburn in the area of the naevus biopsied) may affect the
“activity”” and onset of new naevi.*

Knowledge of previous biopsy or trauma to a naevus is also
important in distinguishing a recurrent naevus phenomenon

Figure 16 De novo dysplasia showing atypical epithelioid melanocytes
with very occasional suE:Itrabasd forms. This is an important precursor

lesion and should be fully excised.
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from melanoma. Review of the previous pathology is always
helpful in challenging cases. Even minor trauma such as
from excoriation may induce cytological and dermal changes
that could mimic melanoma, or regression.

With greater emphasis being given to cosmetic results and
because of an ever increasing workload, a number of “faster
and less traumatising” techniques have been introduced in
the treatment and diagnosis of atypical naevi, including
punch, shave, and ““scoop shave” biopsies. A major limitation
to these alternatives is that often only part of the lesion is
available for histological assessment, precluding definitive
evaluation (fig 17). Cohen et al found residual naevus in
24.9% of re-excisions of atypical melanocytic naevi that were
initially biopsied with either the shave or punch technique.”
A particularly vexing limitation with shave and punch
biopsies is that they frequently contain only the central
portion of the lesion and the area of interface between the
melanocytic lesion and normal skin is absent. This is
problematic because confident evaluation of architecture
(the presence or absence of circumscription and symmetry) is
not possible. Shave biopsies that sample only the superficial
aspect of the lesion do not allow for evaluation of maturation.

Superficial shave biopsies frequently preclude the accurate
assessment of Clark’s level and tumour thickness of
melanomas; this uncertainty may result in recommendation
for sentinel lymph node biopsy.

Complete scalpel excision of all clinically atypical naevi
permits the histological assessment of the entire lesion and
for most specimens spares the patient the need for further
surgical intervention. If we could persuade our clinical
colleagues to excise clinically atypical naevi completely,
patient care could be improved and many of our diagnostic
problems would become largely academic.

The best and most practical illustration of the necessity for
achieving 2 mm clinically clear margins is the dysplastic
naevus. In compound dysplastic naevi, the junctional
component often extends beyond the underlying dermal
component (the “shoulder”), and trails off over several rete
ridges. This corresponds to the clinical appearance of a
central papule with fading edges that merge with the normal
skin. To ensure complete removal, these lesions should be
excised with 2 mm clinically clear margins to ensure that the
tapering junctional component is completely excised. In the
Cohen study, residual naevus was more often associated with
punch than with shave biopsies, probably because the
“shoulder” is more efficiently excised by shave biopsies. In
addition, a recent study by Barr and colleagues documented
that 35.9% of atypical naevi show variations in the degree of
atypia from one area to another.”’ Thus, the clinician who

Figure 17 Dysplastic naevus showing atypia of junctional and dermal
components involving an inked margin.
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incompletely samples a dysplastic naevus with mild atypia
that extends to margins cannot be reassured that the residual
lesion is not of higher grade. In the paper by Cohen ef al, one
lesion (in an older patient) had melanoma in the re-excision
specimen. It would appear reasonable that the standard of
care should be shifted to achieving 2 mm clear clinical
margins for any naevus designated clinically atypical.
Complete initial excision spares patients from a re-excision
procedure and also reduces the risk of recurrence. We find
that scalpel excisional biopsy is by far the best approach
when dealing with clinically atypical/dysplastic naevi.

""Complete scalpel excision of all clinically atypical naevi
permits the histological assessment of the entire lesion and
for most specimens spares the patient the need for further
surgical infervention”

Lentigo maligna is a notable exception to recommending
initial complete excision because the clinical size and
anatomical location often prohibit excisional biopsy. In such
cases, multiple punch biopsies of different regions or,
alternatively, a fusiform incisional biopsy are warranted,
because a solitary biopsy may not represent the worst area of
the lesion in up to 40% of cases.*®

In addition to the potential risk that partial biopsy poses to
the patient, the possibility of litigation is also worth bearing
in mind. When we receive partial biopsies of dysplastic naevi,
we are generally fairly blunt in our recommendation for a
complete and adequate re-excision, and often specify the
precise margin in millimetres. Some dermatologists feel that
we are tying their hands unnecessarily; we take the opposite
view because we are the ones who will ultimately receive the
blame when things go wrong!

In conclusion, beware of atypical naevi; they may harbour
a melanoma. When reporting naevi, do not ignore the one
that looks slightly odd or catches your eye. It may be trying to
tell you something! Don’t report melanocytic lesions late in
the day, stick to seborrheic keratoses and epidermoid cysts.
Lastly, a second pair of eyes or even a third will sometimes
save the day.
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