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Abstract

Introduction. Dysplastic nevi (DN) are the subject of debates between clinicians and pathologists. There
is no standard diagnostic and treatment approach, which causes many disagreements. At the same time,
the increase in the incidence of malignant skin tumors is intensifying interest in DN.

Aim. There is a need to study the dermatoscopic features of DN and further elucidate the pathogenetic
mechanisms of this melanocytic dermatosis that may affect the course of DN.

Materials and methods. We observed 70 cases of clinically atypical melanocytic tumors in adult
patients 18-65 years old. The selection parameters were dermatoscopic criteria of «atypical nevi». We
determined 13 dermatoscopic features that accompany DN: structureless areas, irregular globules,
atypical pigment network, gray dots, blotches (hyperpigmentation), blue-white veil, negative pigment
network, polymorphous vessels, «starburst» pattern, angulated lines, multiple colors, regression
structures, pseudopods. The dermatoscopy with photographic recording was performed using devices
Heine delta 20 plus, Dermlite Fotofinder handyscope, Illuco IDS 1100, Xiaomi M2003J6B2G, Canon EOS
1100D.

Results. We obtained this frequency of distribution of dermatoscopic signs: structureless areas - 77,1%
(n=54/70), irregular globules - 51,4% (n=36/70), atypical pigment network - 40% (n=28/70), gray
dots - 37,1% (n=26/70), blotches - 31,4% (n=22/70), blue-white veil - 30% (n=21/70), negative pigment
network - 17,1% (n=12/70), polymorphous vessels - 14,3% (n=10/70), «starburst» pattern - 12,8%
(n=9/70), angulated lines - 12,8% (n=9/70), multiple colors - 8,6% (n=6/70), regression structures -
8,6% (n=6/70), pseudopods - 7,1% (n=5/70). The study shows that the most common criterion is the
structureless area, which is present in the majority of lesions.

Conclusions. The most common dermatoscopic feature was structureless areas. Generally, they were
combined with another mentioned signs. Although the research is still ongoing and we hope to find
correlations that will help in the early diagnosis of melanoma, it is definitely possible to trace their
connection with DN. Dermatoscopy plays an important role both in the primary diagnosis of pigmentary
neoplasms and in the dynamic observation of DN and is an integral tool in the routine practice of
a dermatologist.
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INTRODUCTION

Since the second half of 20" century the diagnostic
and treatment of dysplastic nevi (DN) have been the
subject of controversy in the field of dermatology and
dermatopathology. Diagnostic changeability and lack of
standardized nomenclature continue to cause unsureness
among clinicians, dermatopathologists and patients [1].
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Most of the world’s leading dermatologists consider DN
a precancerous melanocytic dermatosis but in recent
years there have been attempts to revise these scientific
ideas according to which DN is considered melanoma
in situ [2]. It is alarming that in 15 years in Ukraine the
incidence rate of melanoma has increased by 70% and the
mortality rate has increased by 15.3%. The main increase
in morbidity is observed at the expense of older age
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groups as well as an increase in the diagnosis of localized
forms of this pathology. Therefore, there is a need to
study both the pathomorphological features of DN and
further disclosure of the pathogenetic mechanisms of this
melanocytic dermatosis which can affect the course of
DN [3]. Ethyology and pathogenesis of dysplastic nevi
are controversial [4]. DN are thought to be most prevalent
in young adults but can appear or regress at any age [1].
They may be found on any anatomic surface, including
sun-protected areas. Large series with epidemiological
data about them are needed.

AIM

There is a need to study the dermatoscopic features
of DN and further reveal the pathogenetic mechanisms
of this melanocytic dermatosis that can affect the course
of DN.

MATERIALS AND METHODS

We observed 70 cases of clinically atypical
melanocytic tumors in adult patients 18-65 years
old that had been dermatoscopically recorded and
exited. We observed 70 cases of clinically atypical
melanocytic tumors in adult patients aged 18 to 65
years, which has been dermatoscopically recorded and
excised. Histological reports showed various degrees of
dysplasia. All studied skin lesions belonged to acquired
pigmented formations, had a distinctive picture from
the existing lesions on the skin of patients, therefore
showed clinical «atypia» [2]. The selection parameters
were dermatoscopic criteria of «atypical nevi» which
are described in the literature [2]. We determined and
collected 13 dermatoscopic criteria which accompany DN:
structureless areas, irregular globules, atypical pigment
network, gray dots, blotches (hyperpigmentation), blue-
white veil, negative pigment network, polymorphous
vessels, «starbursty pattern, angulated lines, multiple
colors, regression structures, pseudopods. All of the
studied cases had a combination of the listed signs (Fig.1).
We note that degree of expressions of dermatoscopic
features can relate with the level of dysplasia. Below are
the definitions of the criteria presented. Structureless areas
are those within a lesion that are devoid of any structures.
The size should be at least 10% of the lesion’s total
surface area. Irregular globules vary in size, shape and
color, and can be frequently found focally and irregularly
at the periphery of the lesion. The atypical pigment
network is irregularly cancellated with lines that vary in
width and degree of pigmentation and with «holes» that
are heterogeneous in area and shape. An atypical network
presents foci with wider and darker pigmented lines;
the network often ends sharply at the lesion’s periphery
[1, 5, 7]. An atypical network within a lesion may also
appear disheveled and broken up, a finding referred to
as «branched streaks» [1, 5, 6]. Gray dots (also called
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granules or peppering) are due to fine melanin particles
within melanophages or as extracellular «dust» in
the superficial dermis; this feature is associated with
regression [5, 7]. A blotch is defined as an area with a size
that is at least 10% of the lesion’s surface area and is
heavily pigmented [5, 7]. In a blotch, the melanin pigment
is often present throughout the skin, including stratum
corneum, epidermis, and the dermis [5, 8]. Blue-white
veil is confluent blue pigmentation with an overlying
white «ground-glass» haze [5, 9]. The negative pigmented
network consists of relatively lighter areas comprising the
apparent grid of the network and relatively darker areas
filling the apparent «holes» [5, 6]. Polymorphous vessels
are used to describe the vasculature of lesions in which
two or more types of vessel morphologies are detected [5,
10]. «Starburst» pattern is typified by multiple streaks of
pigmentation or large globules arranged symmetrically at
the periphery of the lesion in a radiating pattern like that
of a star [5, 11]. In dermatoscopy, angulated lines are
straight lines that meet at angles larger than 90 degrees but
do not intersect [5, 12]. They can form complete or partial
polygonal shapes. They are also known as polygons,
zigzag or rhomboids pattern [5, 13]. Histological nature
of these lines is still unknown, but there is opinion that
they correspond to proliferation of atypical melanocytes at
the dermoepidermal junction (DEJ) together with a local
accumulation of melanophages [13]. Multiple colors are
connected to different shades in lesion and appears as
additional sign in pigmented lesions [14]. Regression
structures appear dermatoscopically as white scar-
like depigmentation or «peppering» (speckled multiple
blue-gray granules) [15]. Pseudopods are bulbous and
often kinked projections seen at the lesion edge [16],
either directly associated with a network or solid tumor
border [17].

The dermatoscopy with photographic recording
was performed using devices Heine delta 20 plus,
Dermlite Fotofinder handyscope, Illuco IDS 1100, Xiaomi
M2003J6B2G, Canon EOS 1100D.

RESULTS

All of studied lesions had a combination of
the presented criteria. We obtained this frequency of
distribution of dermatoscopic signs: structureless areas —
77,1% (n=54/70), irregular globules — 51,4% (n=36/70),
atypical pigment network — 40% (n=28/70), gray dots —
37,1% (n=26/70), blotches — 31,4% (n=22/70), blue-white
veil —30% (n=21/70), negative pigment network — 17,1%
(n=12/70), polymorphous vessels — 14,3% (n=10/70),
«starbursty  pattern — 12,8% (n=9/70), angulated
lines — 12,8% (n=9/70), multiple colors — 8,6% (n=6/70),
regression structures — 8,6% (n=6/70), pseudopods —7,1%
(n=5/70). The study shows that most common criterion
is structureless area that presented in majority lesion
(Tab. 1).
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Figure 1. A — structureless areas, irregular globules, angulated lines, regression structures, blue-white veil; B — structureless areas, irregular
globules; C — structureless areas, irregular globules, blotches, negative pigment network; D — structureless areas, irregular globules, atypical
pigment network; E — blotches, structureless areas, irregular globules, pseudopods; F — atypical pigment network, multiple colors, blotches,
regression structures; G — atypical pigment network, irregular globules; H — «starburst» pattern, gray dots, blotches; I — atypical pigment
network, structureless areas, irregular globules; J — polymorphous vessels, blotches, structureless areas.

Table 1
Percentage and quantitative distribution of dermatoscopic features according to the results
Dermatoscopic feature Frequency of occurrence, % Quantity of cases
Structureless areas 77,1 54
Irregular globules 51,4 36
Atypical pigmented network 40 28
Gray dots 37,1 26
Blotches 314 22
Blue-white veil 30 21
Negative pigment network 17,1 12
Polymorphous vessels 14,3 10
«Starburst» pattern 12,8 9
Angulated lines 12,8 9
Multiple colors 8,6 6
Regression structures 8,6 6
Pseudopods 7,1 5
DISCUSSION and melanoma in situ? The study of the problem is still

The study is currently ongoing and we are planning
to find correlations between dermatoscopic criteria
and immunohistochemistry, nevertheless often DN
and melanomas show common dermoscopic features.
We are expecting that intensity level of these features
correlate with histopathology and will help to build
a diagnostic protocol. Different reviews show lack of
clinical diagnostic of dysplastic nevi [19]. Mnemonic
ABCD’e used as clinician rule for melanoma diagnosis is
incorrect and leads to diagnostic bias in 2 from 3 cases
also lack of standardized nomenclature continues to cause
uncertainty among clinicians and dermatopathologists.
At the same time, dermatoscopy should be used for
the clinical diagnosis of all pigmented lesions. Do we
need to rethink the diagnoses severely dysplastic nevus
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ongoing but there are some evidences to reject or support
diagnostic thresholds. First was proof on the natural
origin of these lesions, which we found was occasional
as both severely dysplastic nevus and melanoma in situ
are commonly managed with excision. According to
the data of the one statistic model study only 3,5% of
lentigo maligna (a subtype of melanoma in situ) could
evolve into lentigo maligna melanoma (a subtype of
invasive melanoma) [19]. Second was evidence of the
solidity of diagnostic criteria for the two types of lesions.
One of the studies — by Elmore et al., [20] detected bad
reproducibility for diagnoses of severely dysplastic nevus
and melanoma in situ. Third was a clue to diagnostic
displacement in the diagnostic threshold over time, such
that a more ‘malignant’ diagnostic label would now be
applied, even though the same melanocytic tumor was
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previously recognized as benign. We found two studies
affording evidence of diagnostic displacement, both at
high risk of bias. These studies both propose an implicit
lowering of the diagnostic thresholds for melanoma
and severely dysplastic nevi over time, causing an
extension of the disease determination [19]. Thereby,
occasional natural origin evidence affords indefinite
but likely low risk of evolving from melanoma in situ to
invasive melanoma, and insignificant risk of evolving
from severely dysplastic nevus to invasive melanoma.
These types of lesions may be better conceptualized
as risk factors for, rather than obligate precursors to,
invasive melanoma. There is strong evidence of low
reproducibility for diagnosis of both types of lesions, and
some evidence that disease definitions have expanded
over time. There is a need for robust discussion, both in
the clinical and pathology communities, on the benefits
and weaknesses of changing diagnostic thresholds and/
or terminology to address potential overdiagnosis. Such
discussions could be alleviated through an international
summit on the topic, which would inform the next steps
towards achieving change in policy and practice for
pathology diagnosis.

CONCLUSIONS

The most common dermatoscopic feature was
structureless areas. Generally, they were combined
with another mentioned signs. Although the research is
still ongoing and we hope to find correlations that will
help in the early diagnosis of melanoma, it is definitely

possible to trace their connection with DN. Dermatoscopy
plays an important role both in the primary diagnosis of
pigmentary neoplasms and in the dynamic observation
of DN and is an integral tool in the routine practice of
a dermatologist.

Perspectives of further research. All histopathological
materials we subject to immunohistochemistry with the
study of Ki-67, SOX10, PTEN. Literature analysis shows
perspective using of PTEN as a predictor of malignancy
[18]. We are planning to find and implement the pathway
of melanoma prediction and model of prevention.
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Pe3rome

OEPMATOCKOMNIYHI OCOBNUBOCTI AUCNNACTUYHUX HEBYCIB
Angpin B. MNpoxay', TetsiHa B. CBAiTeHko', Bagum A. M'ypToBUit?

1[IHINPOBCbKMIA fiepaBHUIA MeauyHUA yHiBepeuTeT, kadeapa LUKIPHIUX Ta BEHEpUYHUX XBopo6, M. [IHiNpo, YkpaiHa
2[HinpoBCbka Micbka kniHiyHa nikapHst Ne 4, MopdhoLieHTp, M. [Hinpo, YkpaiHa

Beryn. [JucniactuyHi HeBycu ([H) € mpeameroMm cymepedyok MidK KJiHinMcTaMu Ta mnatoJsoramMu. He icHye
CTaH/JApPTHOrO MiJX0AY [0 iX AlaTHOCTHKU Ta JIiKyBaHHS, 1110 BUKJMKaE 6araTo po3bixkHocTel. BogHOYac 3pocTaHHsA
3aXBOPIOBAHOCTI Ha 3/I0AKICHI MyXJIMHU LIKipY OCUJIIOE iHTepec Ao JH.

MeTa. BuHuk/iIa HeOOGXiHICTb BHBYEHHS [JepMaTOCKONIYHMX oco6suBocted [JH 1 mopanbuioro BUSIBIEHHS
NaTOreHeTUYHUX MeXaHi3MiB IbOro MeJJaHOLUTAPHOTO AepMaTo3y, AKi MOXyTb BIUIMBATH Ha nepe6ir JH.
Marepianu Ta MeTogu. Mu cnocrepiranu 70 BUnajKiB KJIiHIYHO aTUNOBUX MeJAHOLMTAPHUX MYXJUH y AOPOCIUX
nanieHTiB 18-65 pokiB. [lapameTpaMu Bif6opy OysiM [JepMaTOCKONiYHI KpuTepii «aTHUNOBUX HeBYyCiB». Mu
BU3HAYMIU 13 epMaTOCKOMIYHUX KPUTEPIiB, ki cynpoBomxyoTh JAH: 6e3CTpyKTypHi JiJsIHKH, aTUNOBI IJ106yIH,
aTUIIOBA MIrMeHTHaA CiTKa, Cipi Kpanky, msMU (riepnirMeHTanisl), CHHbO-6i/1a Byasib, HeraTUBHA MirMeHTHA CiTKa,
nosiiMmopoHi cyauHM, maTepH «starburst», KyToBi JiiHil, 6araToKoJbOPOBICTb, CTPYKTYPU pErpecy, MCeBJOMOAiI.
Jlepmartockomnito 3 ¢poTo3HOMKOI0 NMpoBoAuin Ha anapaTtax Heine delta 20 plus, Handyscope Dermlite Fotofinder,
[lluco IDS 1100, Xiaomi M2003]J6B2G, Canon EOS 1100D.

Pe3ynbraTi. MU OTpUMa/IU TaKy YacTOTY PO3MOAINTY AepMaTOCKOMIYHUX O3HAK: 6e3CTPYKTYpHi AinsaHku - 77,1%
(n=54/70), atunosi rno6yau - 51,4% (n=36/70), aTunoBa nirmeHTHa ciTka - 40% (n=28). /70), cipi Touku - 37,1%
(n=26/70), naamu - 31,4% (n=22/70), cuHbo-6isa Byanb - 30% (n=21/70), HeraTuBHa nirMeHTHa Mepexa - 17,1%
(n=12/70), nonimopoHi cynuuu - 14,3% (n=10/70), matepH «starburst» - 12,8% (n=9/70), kyToBi xinii - 12,8%
(n=9/70), MHOXHMHHI KosbopH - 8,6% (n=6/70), cTpykTypu perpecy - 8,6% (n=6/70), nceBnomnozii - 7,1% (n=5/70).
JocnipKeHHS MOKA3Ye, 110 HAaWMOMKMPEHIITUM KPUTEPIEM € 6e3CTPYKTYypHA Ai/IHKa, iIKa Ipe/cTaB/IeHa B GiabIIOCTi
BUIIAJKIB.

BucHoBKHU. HailinomupeHimow /JepMaTOCKONIYHOKW O3HAKOW Oy/Iu OEe3CTPYKTYpHI AiNSAHKHU. SIK MpaBUJIO, BOHU
MOEAHYBAJINCA 3 iHIIMMM 3TaflaHUMHM O3HaKaMM. Xoua JOCJiJ)KeHHs ILe TPUBAaITh, i MU CIOAIBAEMOCA 3HAHUTHU
KopeJislii, siki AONOMOXYTb y paHHIA JiarHOCTHII MeJaHOMH, OZHO3HAYHO MOXKHA MHPOCTEXUTH iX 3B’A30K
3 [JH. JlepMaTockonif Bifirpae BaXJIUBY pOJib K y NEPBUHHIA JAiarHOCTHLI NirMEHTHHX HOBOYTBOPEHb, TaK
i B suHaMiyHOMYy cnioctepexeHHi /IH i1 € HeBi'EMHUM iHCTPYMEHTOM Yy NOBCAK/AEHHIM MpaKTHULi JiKaps-AepMaToJiora.

Kawuosi caoea: mes1laHOBMTapHi yTBOPEHHsA, aTUIOBiI HEBYCH, AepPMAaTOCKOINisA Me/JIaHOIUMTAPHHUX ypaKeHb,
npo¢isakTHKa MeJIAaHOMH, MeJIaHOLUTapHa AU CIIa3isi, HOBOyTBOpPEeHHA IKiPH, MATOJIOTisA, iMyHOricToXiMisa

Received: 23 August 2024
Accepted: 3 December 2024

30

KniniyHa Ta npodinakTuuna MmegunuHa, Ne 1(39)/2025



