ISSN 2306-4269. Lviv Clinical Culletin. 2017, 2(18)-3(19): 21-24

https://doi.org/10.25040/1kv2017.023.021

VK 616.5-006.31:611.97/.98]-07-08

T. Shulaia?, N. Kiladze!?, A. Bulinska?®,

IL. Abrahamovych* |

'"Thilisi State Medical University, Dermato-venerology
department;

?Medical Center "Marjani", Thilisi, Georgia;
*School of Medicine, The University of Queensland, Brisbane,
*Danylo Halytsky Lviv National Medical University

Acral nevi: dermatoscopic features and key points

Introduction. The need for research of acral melano-
cytic tumors of the skin is primarily concerned with the
study of acral lentiginous melanoma which has variable
frequency in different populations worldwide. Structur-
ally accounting is not more than 10.0 % of all forms of
skin cancer, melanoma causes 80.0 % of deaths attribut-
able to this group of tumors [1]. The lack of alertness in
identifying of the background for the development of
melanoma as well as late detection of its early stages of
development in most cases leads to its late diagnosis and
high mortality of patients. The accuracy of visual diag-
nosis of melanocytic tumors of the skin depends on the
specialization of doctors and the frequency of occurrence
of these tumors in their daily practice. However, current-
ly in the literature there is fairly complete information
on different properties of melanoma, as well as tumors
of similar histogenesis such as nevi, still are not resolved
some issues of the histogenesis, classification and termi-
nology of these tumors; unknown are details of their
biological essence that determines the diversity in the
clinical and morphological manifestations, there is no
clear differential criteria for the diagnosis of precursors
of melanoma [2]. It is well known that some varieties of
nevi may be related to the group of precursors of mela-
noma, therefore, require careful and in-depth study as a
background of the disease threatening for the occurrence
of malignant melanoma.

Acral nevi represent melanocytic proliferation in the
palms and soles. They are found in approximately 4.0 %
of people with white skin, more often may be found in
coloured skin, and represent as a striped broun spot on
the slin of palm and soles or under the nail plate. The
term sometimes is discussable because some authors
refer to acral nevi lesion on both volar and dorsal surfac-
es, the other ones limit this term only to acral volar sur-
faces. In highly pigmented acral nevi the pigment mela-
nin is often observed in the stratum corneum of the
epidermis in the form of stripe-like extracellular structures
between horny scales, which tend to exfoliate with them.
These characteristics should not be considered as a man-
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ifestation of the malignant properties of tumors, as atyp-
ical melanocytes are not detected and acral nevi are benign
structures, but their location in frequently traumatized
areas require attention, thus it is estimated that acral len-
tigious melanoma in white population represents about
10.0 % of all cutaneous melanomas, being the most prev-
alent form of this tumor in non-caucatian population [8].
Pigmented acral lesions often represent a diagnostic chal-
lenge, in which dermoscopy carries an important role as
it allows the identification of specific patterns of benig-
nancy or malignancy. Dermatoscopic diagnosis of acral
tumors is based on the same principles as in other local-
izations but has its own characteristic features associated
with structural features of smooth skin (the linearity of
the skin pattern, the abundance of sweat glands and ab-
sence of hair follicles).

Purpose of the study. The primary aim of our study
was to investigate the dermoscopic features of 306 acral
melanocytic nevi, to determine the most common patterns
and to trace their connection with development of acral
lentiginous melanoma.

Materials and methods. We retrieved digital images
of 306 acral melanocytic lesions in 117 patients (45 males
and 72 females; age from 4 up to 82 years), among them
were detected 5 acral melanomas in 5 patients (2 males
and 3 females; mean age 65 years). All studied patient
were Caucasians. Other demographic indexes such as
Fitzpatrick skin type, number and site of acral nevi were
collected for each patient. For each patient was collect-
ed data of the predominant body pattern of the nevi, the
number of volar lesions, the location and diameter of
each volar lesion and dermoscopic patterns. Lesions
located on dorsal areas were excluded. Locations on the
palms and soles were schematically divided into the fol-
lowing categories: thenar eminence, hypothenar eminence,
volar aspect of digits, and rest of the palm and subungual
location. Digital dermoscopic images were captured with
a Sumsung Galaxy S4 digital camera equipped with a
Dermlite DL3 dermoscope. All the images were jointly
evaluated by the group of dermatologists (authors). The
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patterns were classified according to the Harald Kittler’s
pattern analysis [5].

The specificity of this algorithm is based on 5 simple
geometric structures, colors and their combinations, giv-
ing a system of clear criteria for evaluating of different
types of pigmented skin tumors, including melanoma.

The majority of patients represented the 2" skin type
(62.0 %), 1* type — 32.0 % and only few cases (6.0 %)
— 3" skin type.

Benign lesions were located on the thumb eminence
(12.0 %), hypothenar eminence (9.0 %), volar aspect of
digits (12.0 %), rest of the soles (63.0 %) and subungual
location (4.0 %).

Clinically the majority of lesions were small (less than
7 mm in diameter), flat, with brown or dark brown col-
oration and usually well demarcated, those slightly ele-
vated or bigger in size had a darkerly colorated or a bit
bluish center. According to the types of nevi in acral
location in this study we noted practically all types. Among
them only in one case was Clark nevus located on the
base of a big toe.

The dermatoscopic diagnosis of acral lesions is based
on the same principles as those at other locations, but
because the different structure of epidermis in these two
anatomical areas some dermoscopic aspects of lesions
located on volar skin differ from those located on non-
glabrous skin sites [3]. According to the literature the
dominant dermatoscopic patterns of acral nevi are par-
allel lines located in the furrows [6, 7].

Results of the investigation ant their discussion. In
our study the pattern of parallel lides located in the furrows
was fixed in the majority of cases (84.0 %) and they were
typical. Parallel lines were seen in furrows and in some
cases on the ridges. Those, located on ridges were sym-
metrical and ranked. In some cases (14.0 %) located in
furrows parallel lines were connected with crossing lines,
giving the impression of reticular. Such "crossing pattern”
was most common in the areas that are subjected to pres-
sure. As a rule in each furrow was one pigmented line,
in some cases there were two, but usually these lines were
composed from dots and they were not continual. Except
the parallel lines where were noted other patterns. Dots,
clods and the structureless pattern were seen frequently,
reticular lines less often, radial lines rarely. As to distri-
bution of dermoscopic patterns according to the anatom-
ical site of the lesions — parallel, reticular lines and struc-
tureless pattern were more often in the nevi located on
the soles in comparison with those on the fingers or vo-
lar area.
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Fig. 1, 2, 3, 4. Acral nevi, dermatoscopic picture: parallel lines
in the furrows are the typical pattern of acral nevi.
Fig. 3, 4. The parallel lines in the furrows are connected
by crosswise lines, giving an impression of reticular lines.
Fig. 2 structureless pattern.

Dermatoscopy of nails pigmentation was provided
with ultrasound gel for dermatoscopy. All studied nails
were with longitudinal melanonychia running continuously
from the lunula to the free end of the nail plate. In majority
of cases were fixed light brown and grey parallel lines,
they were of the similar color, located on the equal distance
from each other. These lines were extending the whole
length of the nail plate. Only in two cases we found
structureless pattern and clods together with parallel lines,
but both these cases were connected with trauma and
bleeding.

The 5 acral melanomas, which were all located on the
soles, were from 5 patients with skin types I (= 1) and
II (n=4). No one of these patients recalled trauma history
and noone of them could not recall whether any other
lesion had been diagnosed at the site of the melanoma.
One of patient did not know anything about pigment
lesion and applied with claims of dryness of the skin and
itching. Lesions on the skin initially appeared as a pigmented
macule, then progressed to a rapidly expanding plaque
with irregular, notched borders and darkly pigmented.
In one case the clinical picture was described as an elevated
nodular lesion located on the heel.

Fig. 5. In some cases the clinical picture is so specific
that it does not need the dermatoscopy.
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Fig. 6. Acral Melanoma. Clinical left column, dermatoscopy
right column. An acral melanoma with a structureless pattern
and variegate pigmentation. More than one pattern, clods and
gray clods are a clue to melanoma. Histopathological diagnosis:
Melanoma (>1 mm).

The main dermatoscopic feature in all cases were parallel
lines on the ridges, which in all described in the literature
cases are the key sign for acral melanoma [3], especially
for non-invasive ones. In all our cases as a rule these
parallel lines were chaotic, asymmetrically located, their
colors varied from light brown to dark, grey and black.
Together with parallel lines were fixed such characteristics
as the existence of more than one pattern, structureless
areas with non-central location, black and grey clods
distrubuted asymmetrically. All lesions were with few
colors, but brownish-black and grey or grayish were the
main. Only in one case with only parallel lines on the
ridges, suspicious because of their gray-brown color, the
pigmented lesion was removed and histologically was
confirmed melanoma in situ.

According to the statistic data each year in the world
are detected about 2 million patients with cancer of the
skin, among them cases of melanoma account about 3.0-
4.0 %, but it is one of the most aggressive tumors. The
incidence of melanoma is constantly increasing among
all races, and its early diagnosis is one of the most important
issues in dermatooncology. Especially difficult for early
diagnosis is acral melanoma - primary melanoma developed
on the skin of the fingers, interdigital spaces, soles, palms,
nail plates. Until now, doctors have difficulties in the
differential diagnosis of melanoma, premilinary tumors
and benign nevi, as there are no clear algorithms for
clinical diagnosis of these groups of tumors and evaluation
of the contribution of individual characteristics in making
diagnostic hypotheses. Our physicians, unfortunately,
still rarely use for diagnostic so powerful, simple and
non-invasive method as dermatoscopy, giving a possibility
for accurate and reliable determination of tumor’s parameters.
In all our benign cases of acral nevi highly specific signs
were parallel structures — pigmented parallel lines located
in the furrows in some cases making the reticular net.
Such pattern is typical for benign lesions and was described
as typical in the literature [4]. For malignant pigmented
lesions typical are lines located on the ridges, to distinguish
the ridges from the furrows allows the presence on top
of them the outlets of the sweat glands which have the
appearance of a whitish, fuzzy-edged spots, arranged in
the form of a chain.

Conclusions. Thus, each nosological unit of acral nevi
has its particular dermatoscopic pattern that helps to
differentiate between malignant and benign proliferation.
Specific dermatoscopic sign of acral melanoma is the
pattern of parallel ridges, while for nevi typical pattern
is parallel furrows. The widespread introduction of
dermoscopy into practice will enable dermatologists to
diagnose melanoma in its early stages of development
and to avoid unjustified removal of benign tumors.
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Acral Nevi: Dermatoscopic Features and Key Points

T. Shulaia, N. Kiladze, A. Bulinska,|L. Abrahamovych |

Introduction. Acral nevus is a benign melanocytic proliferation at the palms and soles, which occurs in approximately
4.0 % of people with white skin. Sometimes the differentiation of acral nevi and acral lentigious melanoma can be
difficult, and in these cases the correct interpretation of dermatoscopic picture can be crucial.

Aim. To investigate the dermoscopic features of 306 acral melanocytic nevi, to determine the most common
patterns and to trace their connection with development of acral lentiginous melanoma.

Materials and methods. The article presents the results of a dermatoscopy examination of 306 acral melanocytic
nevi in 117 Caucasian patients with I-1I skin type. For each patient was collected data of the predominant body
pattern of the nevi, the number of volar lesions, the location and diameter of each volar lesion and dermoscopic
patterns. Lesions located on dorsal areas were excluded. Digital dermoscopic images were captured with a Sumsung
Galaxy S4 digital camera equipped with a Dermlite DL3 dermoscope.

Results. In 84.0 % of cases the typical dermatoscopic pattern for acral nevi were parallel lines located in the
furrows. In 14.0 % parallel lines in the furrows were connected with crossing lines, giving the impression of retic-
ular. As a rule, in each furrow was one pigmented line, in some cases there were two, but usually these lines were
composed from dots and they were not continual. Among other elements dots, clods and structureless area were
seen frequently, reticular lines less often, radial lines rarely.

Among observed in 5 patients were detected 5 acral melanomas. Each nosological unit of acral lesion has its
particular dermatoscopic pattern that helps to differentiate between malignant and benign proliferation. Specific
dermatoscopic pattern of acral melanoma are structures of parallel line on the ridges, while for nevi typical patter
are parallel lines in the furrows.

Conclusions. The widespread introduction of dermoscopy into clinical practice will enable dermatologists to
diagnose melanoma in its early stages and to avoid unjustified removal of benign tumors.

Keywords: dermoscopy, acral melanocytic nevi, melanoma, dermoscopic patterns.

AKpaJIbHI HEBYCH: 1ePMATOJIOIiYHI MOKA3HUKU Ta KJIIOYO0BI MO3MLil

T. Ilynaia, H. Kinanze, A. Byaincbka,|JI. AGparamMoBuy |

Beryn. AxpanbHuit HeByC — MOOpOsKiCHA MeJTaHOITUTapHa MpoJTidepartis B TUISHIT JOJIOHb 1 CTIM, SKa TPAIUIIE€Th-
cst mpubimzHo B 4,0 % mroneit i3 6ioro miKiporo. [HKoIw Bakko ArepeHItitoBaTy akpalbHUI HEBYC 1 aKpaibHy JICH-
TUTIHO3HY MenanoMy. Tofi mpaBMITbHA IHTEPIPETAITis IePMATOCKOITIYHIX O3HAK MOJKE MAaTH BUPIIIATEHE 3HAYCHHS.

Mera. [IpoanamizyBatu JepMaTOJIOTiuHI MOKAa3HUKU 306 akpalbHUX MEIAHOIUTAPHUX HEBYCIB y OLIOMIKIpHUX
nartieHTiB i3 | 1 Il ThmaMu mkipy # 3°scyBaTtH iX 3B’30K 13 BHHUKHCHHAM aKpaJIbHOI JICHTUTIHO3HOI MEJTaHOMH.

Martepianu i metonu. [Ipencrasneni pe3ynpraru AepMaTocKonigHOro oocTesxkeHHS 306 akpaIbHUX METaHOIH-
TapHUX HeByCiB y 117 6imomkipux mamienTis i3 I 1 I Tumamu mikipw. i1 koxKHOTO TaIlieHTa 3i0pano iHpopMaIlito
PO KUTBKICTh BOJIIPHHUX HEBYCIB, iX JIOKaJi3allifo, AiaMeTp 1 XapaKkTep JepMaTOCKOIIIYHIX MOKa3HUKiB. HeBycH,
pO3TaImIoBaHi Ha JOPCANbHIA MOBEPXHi KiHIIBOK, HE Opamu 1m0 yBaru. Lludposi 300paskeHHs HEBYCIB OyiH 3HATI
uppooto hoTokameporo S 4 Sumsung Galaxy, ocrameHor nepmarockonoMm Dermlite DL3. Yci 300paxkenHs
KJIacH(iKOBAaHO 32 AITOPUTMIYHIM MeToaoM Xapanbaa KiTtiepa, sKuil IpyHTY€EThCS Ha aHalli3i Bi3epyHKa.

PesyabraTu. Y 84,0 % BUNaakiB TUIIOBUM Bi3€PYHKOM y BHIIQIKaX NOOPOSKICHUX aKpaJbHUX HEBYCIB Oyau
TapalelnbHi JiHii, po3TamoBadi B 0opo3eHkax. Y 14,0 % BumaaxiB mapanenbHi JiHil B 60po3eHKax Oy MepeKpuTi
IHIIIMMU, CTBOPIOIOYH Bi3epyHOK PETHKYIISIPHUX. 3a3BUYail y KOXKHii 60po3eHIli Oyina oHa MirMeHTOBaHA Iapaieib-
Ha JiHis, cOpMOBaHa 3a paXyHOK KpanmKoBUX erneMeHTiB. Cepell iHINX eJIeMEHTIB Bi3epyHKa JOCHUTH 4acTo Tpa-
TUBSUTACS KPAKH, TPYIOYKH Ta O€3CTPYKTYPHI NIJITHKH, Pillie pEeTUKYISPHI JiHIT i 30BCiM piAKo pamianpHi. Y
I’ SITH TTAIi€HTIB BUSBJICHO I SITh aKpalbHUX MeTaHoM. CriennpigHIM AepMaTOCKOIIYHUM Bi3epYHKOM TSI aKPallb-
HUX MEJIaHOM € CTPYKTYpH THapajelbHUX TpeOiHIiB, TOAI K IS JOOPOSKICHUX aKpalbHUX HEBYCIB XapaKTEpHi
mmapayesbHi OOpO3EHKH.

BucnoBku. KoxHiil HO30II0T14HIM OMWHUII aKpalbHUX HEBYCIiB BiAMOBiNalOTh CHEMU(iYHI [epPMaTOCKOIIYHI
MTOKa3HUKH, 10 JAa€ 3MOTY AuQepeHIliIoBaTh 3II0SIKICHY Ta 1oOposikicHy npodridepamniro. CrnenudigHoro gepmaro-
CKOITIYHOK) O3HAKOK aKpaJbhbHOI MEIaHOMH € Bi3€pYHOK IMapayebHUX JiHii Ha TpeOiHIAX, TOMl SIK IJIs HEBYCiB
XapaKTepHa JIOKai3allis MrMeHTHHUX MMapaliebHuX JiHiH y Oopo3eHkax. [1Ipoke BpoBakeHHS 1EpMaTOCKOITIi B
KITIHIYHIA MTPAKTHIII JOTTOMOKE JIEPMATOIOTaM J1iaTHOCTYBaTH MEJIAaHOMY Ha PaHHIN CTafil i yHUKHYTH HEOOTpYH-
TOBAHOTO BHJIAJICHHS JOOPOSKICHUX MTyXJIMH.

Kuro4oBi cjioBa: nepMaToCKoITist, akpallbHI MeIaHOIIUTAPHI HEBYCH, METIaHOMA, JepPMaTOCKOTIIYHAN Bi3epYHOK.
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