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- Take picture of anything that you refer or excise, so you can
match it up with the outcome.
- Always use contact fluid for photo's, even with polarised light.
- Removes light scatter from any flakes or scales at the surface.
- You can do this by wiping the skin with an alcohol wipe and
then put the dermoscope onto the lesion.
- Most areas can use alcohol gel, KY jelly, ultrasound jelly.
- Nails = use ultrasound jelly as very viscous so won't fall off
nail. Don't shake it up as get bubbles.
- Vascular = KY jelly as viscous enough to keep contact with
skin without you having to apply too much pressure.
- Sensitive areas (mucosal, periocular, genital areas) use an
KY jelly. Similarly if broken skin.
- If you take the dermoscope off the lesion, wipe off the fluid and
reapply it, else get bubbles which mimic white circles of SCC. If
still seen, move dermoscope around slightly to see if white circles
or just bubbles.
- Better to zoom in with the camera before taking the picture cf to
zoomed out picture which you then crop (as better resolution).
- Can store photo's in powerpoint and date if you are monitoring
a lesion.
- Take a distant macro, then a close up macro, then a dermoscopic
photo.
- Pressing too hard will flatten vessels.
- With hybrid dermatoscope, take polarised and non polarised
photo's to see if show's different structures.

- If oozing skin lesions can use cling film.

Photography Hygiene

- This single lesion (1) is photographed in 3 ways.
- Polarised dermoscopy with and without contact fluid.
- Non-polarised dermoscopy which of course relies on contact fluid.
- This nicely shows that you can't just use liquid in polarised mode to get the best of both
worlds.#
- You do actually have to switch off the polarised light in order to get the full effect of the
shining milia like cysts.
- Note that the comedo like openings are a bit easier to see when you add the fluid in
polarised mode, but the milia like cysts are not.
- Also there was less scatter from the surface when using fluid with polarised dermoscopy.

Polarised vs non-polarised

Globular congenital naevus:
- Slightly mamillated surface, and demonstrates the wobble sign.
- Cobblestone appearance of aggregated globules.
- The key thing here is that these naevi become raised over time,
usually in childhood, which is normal.
- Reassure. This does not need removal, and removal will cause scarring.

- Only for lesions which are NOT palpable.
- Follow up at 3/12 - this is long enough to see change but not to change the prognosis.
- But warn patients that if it becomes palpable or visible change occurs in the meantime they
must come back; take pics through dermoscope and clinically on patients phone at first
presentation; have systems in place to chase up non-attenders.
- You must continue to f/u for 2 yr's.
Exceptions:
- Nails - linear streaks in nails may need 3/12 follow up then annually.
- Possible inflamed or irritated seb k's and naevi - a bit of topical steroid or emollient and
then follow up in 2/52 is fine - but must make sure they attend.
- Palpable lesions are excluded because if it's a melanoma and you can feel it, it means
it is quite thick already and you are just worsening prognosis if delay referral.
- For a non-palpable lesion, even if it's a melanoma (i.e. you messed up) the delay will
not affect the prognosis.
- So, if it is palpable you need to make your mind up there and then (or review in 2/52 for
a traumatised lesion). If in doubt, refer or cut it out.

Dermoscopy follow up:

It is a very irregular looking pigmented lesion on the arm of a caucasian adult woman. It has 2 shades of brown,
and a reticular pattern predominantly, which looks rather atypical (holes smaller than lines) in several areas.
 
However, it is longstanding and unchanged and impalpable.
 
So we elected to monitor it - initially at 3 months as per protocol (no changes) and I have looked at it again
on several occasions since then, over the last few years. It has remained unchanged.
 
The reason this was OK to monitor was because it was impalpable.

Melanocytic lesion

A caucasian adult male with an ulcerated pink nodule on his anterior chest, with an asymmetrical area of pigment adjacent to it in the
4 to 6 o'clock position. Macro is very suspicious of a melanoma.
 
Dermoscopy confirms the pink nodule with irregular pigment.
 
The brown area does have melanocytic criteria - namely streaks, but the nodule does not have global features of melanoma. However,
it doesn't have global features of any other type of lesion, so it becomes melanocytic by default, and is asymmetrical enough to be a
melanoma if this is the case.
 
This is the logic I'd expect a beginner to have at this stage of the course.
 
It does have some other clues, namely the dotted and linear irregular vessels seen
in the central ulcerated area of the lesion.
 
This was an ulcerated melanoma of 2.37mm Breslow thickness, with high mitotic index, and a 3.6mm wide in situ component 
aterally.

Melanocytic lesion

- Right temple of a caucasian adult man, with two nodules - both have pigment in them
but the darker one is lateral and a paler one is medial. THE SKIN IN BETWEEN THE TWO NODULES LOOKS
PALE - indeed, maybe even paler than the surrounding skin.
Looking at the lateral nodule first, this is melanocytic by default really. It has blue white veil, dotted and linear
irregular vessels, gross asymmetry of colour, and is clearly a melanoma.
The other nodule, and the first thing to ask yourself is whether this could all be one lesion?
Second nodule is asymmetrical too, with brown pigment at the upper pole, and looks more white at the lower pole
(this may be partially a compression effect).
But the pigment is brown not blue-grey as you would expect in a BCC,
and whilst the vessels are branching, they aren't sharply focussed on the surface (though this is difficult to tell).
If you look carefully at the top part of the picture, ask yourself where the edge of the lesion is - can you see the edge?
There are some dotted vessels and brown pigment remnants at the top and you can't really see a definite edge to normal skin.
So... this is actually all one lesion - it is a very large melanoma, with regression in between the two nodules. In fact
the whole lesion is much larger than just the two nodules and the area in between - go back to the macro and now
you know the area in between the nodules is abnormal you should be able to see that the area around them is also
abnormal for quite a distance. This one needs Mohs.
The moral of the story is - if you think you may have a collision lesion, you must always ask yourself carefully if it
could actually all be explained by a single pathology. Of course you will see collision lesions too, but don't get caught
out by ones like this - and this is dangerous because if you excised it so it had regression at all the peripheries of the
sample then you could be misled into thinking it was an adequate excision. (Although you would also need to excise the
thing you thought was a BCC too, of course)

- In melanoma these 4 qualities are irregular in
quality and irregular in distribution.

- Melanocytic naevus.
- Most appear between 8 - 30y, but can keep getting moles until 50y age.
- If evolving in standard way, then leave. i,e symentrical globular morphology at edge.
will grow. relax. few months later will change and evolve in symetrical manner, and
no worrying features.
can lose globules due to hair follicle.
globular homogenous lesions are fine. leave alone.
if over 50y think twice about being reassured.
- Pt's with many naevi have a typical pattern for their
naevi which is called their 'signature naevus pattern'.
- Lesions that deviate from the signature pattern 'ugly
duckling lesions', should be viewed closely.
- Skin Type and age can determine the signature
pattern (see left).
- Number of naevi increase until 50y, then decline.
- Common naevi described below.

- Peripheral globules and streaks are a sign of growth, and are a
normal finding until 4th decade of life.
- If occuring after 60y age, rasies suspicion of melanoma.

- RULE:
- Excise all lesions showing signs of growth ≥ 60y.

- RULE:
- Irrespective of age, excise all lesions showing signs of growth
AND
signs of regression

- Melanocytes can get destroyed in naevi, which produces a halo effect.
- This is known as regression.
- However, a single lesion should not be showing signs of growth and
regression, and is highly suspicious.

- RULE:
- Think melanoma if >40y and flat brown-grey network.

- Naevi on the face are flat in young pts, and nodular in adults.
- <40y= Brown-grey network pattern, and glubules.
- >40y= Structureless, flesh coloured, irregularly distributed
shades of brown or grey, with comma blood vessels.

- Structureless blue pigmentation can be blue naevi or
highly aggressive nodular melanoma.
- Hx of growth and change is key to differentiate.
- Once developed, a blue naevi is highly stable.
- Nodular melanoma is rapidly growing.
- Nodular melanoma may also have irregularly distributed
and irregularly sized black dots and blotches.

- RULE:
- Structureless blue pigmentation with Hx of change or
an unreliable Hx must be excised immediately.

- RULE:
- Nodular lesions with unspecific pattern must be excised
immediately.

- Nodular melanoma can also lack specific patterns of melanocytic
or non-melanocytic tumours.

- Blue white structures = any blue, grey or white in the lesion.

Regression:
- Flat area of lesion.
- White scar like area and blue-grey peppering.
- The white due to regression is always lighter than
the surrounding skin, compared to the white of
hypopigmentation (the white is the same or more
tanned than the surrounding skin).

Blue white veil:
- Raised area of lesion.
- Structureless blue or structureless white areas.

Naevi Thin melanoma Blue naevi Thick nodular melanoma

- RULE:
- Since impossible to differentiate naevi regression from
melanoma regression, excise if >10% of lesion surface.

- Small amounts of blue and grey in the absence of white,
are common in naevi, and can be followed up to reassure
there is no change.

- RULE:
- All new diagnoses of spitz naevi after puberty should be excised.

- Starburst pattern is typical of a Spitz naevi.
- i.e. peripheral streaks.
- However, rarely melanoma also shows the same pattern.
- Risk of it being a melanoma increases exponentially with age.
- Refer or cut it out.
- They are dynamic, will keep growing.

There are three steps to assessing blood vessels: 1) Morphology of blood vessels. 2) Distribution within the lesion. 3) Additional criteria.

Comma:
- Comma shaped.
- If two together looks like 3 or w.

Dotted

Linear irregular

Hairpin

Glomerular

Arborising

Crown vessels

Strawberry pattern

Milky red areas or globules

- Hallmark of dermal naevi or congenital naevi.
- Other features which you may see:
- Terminal hairs.
- Milia like cysts and comedo like openings.
- Residual brown grey globules.

- Seen in Spitz naevi and amelantic melanoma.
- No way to differentiate dermoscopically.

- RULE:
- All non-pigmented spitzoid lesions should be excised.

- Different vessels will appear as the melanoma
gets thicker and thicker.
- Thin melanomas show regular dotted vessels.
- Thicker melanoma have scattered dotted vessels
and linear irregular and hairpin vessels.
- Associated features of melanoma include chrysalis
structures (short, shiny white orthogonal lines).

- Pinky and white areas like a strawberry milkshake.
- Typical of amelanotic melanoma.

- Radial arrangement that never cross the centre.
- Sebacous hyperplasia.

- Only one exception to this rule = clear cell acanthoma.
- Instead of regular dotted vessels, the dotted vessels
in clear cell acanthoma are are arranged in string or
reticular patterns.

- Bowens disease shows dotted vessels and glomerular
vessels.
- Associated features include halo around vessels and
surface scales.

- Pink red psuedonetwork around hair follicles (which
are filled with white keratin plugs)
- Resembles strawberry.
- Facial actinic keratosis.

- Seborrhoeic keratosis and SCC.
- Seborrhoeic keratosis the vessels are regularly distributed and
generally monomorphous. Keratinisation and white halo occur
around the vessels.
- SCC the vessels are elongated and radially distributed. May
also show dotted and hairpin vessels. Central white yellow
keratin crust.

- Superficial BCC has short and smaller calibre arborisng
vessels.
- Nodular and cytic have classical larger and multipel branched
arborising vessles which are in sharp focus.

Congenital melanocytic naeviAcquired naeviBlue naeviSpitz naevi

In children:
- Brown, flat or slightly raised, symetrical and usually < 15mm.
- Globular pattern, especially at periphery, but will be symmetrical
which indicates activity i.e. evolving naevus.
- Hypopigmentation or structureless brown pigmentation.
- Can lighten or darken over time.
- May acquire terminal hair.
- Rarely melanoma can develop inside it. Usually >40y.
 
- Small = <1.5cm
- Intermediate = 1.5-20cm
- Large = > 20cm

- Reticular pattern.
- Starburst pattern is typical of a Spitz naevi.
- i.e. peripheral streaks.
- However, rarely melanoma also shows the same pattern.
- Risk of it being a melanoma increases exponentially with age.

- Young adults.
- Usually a single firm macule, papule or nodule.
- Usually < 1 cm (ones on the wrist and buttock can be larger).
- Blue-grey or blue-brown colour, of variable size.
- Homogenous structureless blue colouration.
 
Blue-white homogeneous pattern:
- Sclerotic or desmoplastic-type blue naevi.
 
Blue-brown pattern:
- Combined blue naevi.
- Two different naevus cell populations within the same lesion.
- The blue naevus can be seen in association with an IDN,
junctional neavus, Clark�s naevus, or Spitz naevus.
- Because of the presence of two different naevus cell
populations, combined nevi usually manifest a play of colors
and structures.
Classically, they present as brownish lesions with a bluish hue.
Dermoscopically they may present with homogeneous blue
pigmentation together with pigment network, blotch, and/or
globules. 
 
Blue-black pattern:
- Compound blue naevi.
 
Polychromatic pattern:
- Deep penetrating blue naevi.
- Impossible to differentiate from melanoma without a biopsy. 

Site related naevi Naevi with special features

Acral Facial

- Benign 
- Young adults
- Autoimmune reaction against the naevi. 
- Unkown why it occurs. 
- Inflammatory infiltrate causes a zone of depigmentation 
- Naevi gradually disappear 

Combined Halo Irritated Recurrent

- Present at birth or before puberty.

In adults:
- More elevated, pappilomatous surface (cobblestone appearance).

In adults:
- Fried egg pattern.
- Elevated central area = globules/papillomatous pattern or
structureless brown/pale.
- Flat peripheral area = regular pigment network.

- Late acquired.
- Usually < 15mm.
- Flat/slighlty elevated, brown/black pattern.
- Usually symetrical until 6mm, but more irregular in
shape when larger.
- Regress and finally disappear by 70-90y.

1) Atypical network
2) Regression structures
3) Blue-white veil
4) Irregular streaks
5) Irregular dots/globules
6) Irregular blotches
7) Atypical vessels
- - - - - -
8) Special sites

- Use the 7 point checklist to determine if need to
excise a lesion.
- If at least one clear feature, consider excision.
- Special sites have extra considerations.

1) Atypical network:
- More than one type of network.

- RULE:
- A single lesion with a clear cut atypical network
must be excised.
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2) Regression:
- White scar like area.
- The area is usually whiter than the surrounding area.
- Usually corresponds to the flat portion of the lesion.

- RULE:
- A single lesion with clear cut regression
must be excised.

4) Irregular streaks:
- Peripheral pigmented linear/bulbous projections (psudopods).
- A sign of lesion growth.
- Seen in melanoma (asymmetric distribution around the lesion, left image) and
Spitz naevi (symetric distribution, right image).

- RULE:
- A lesion with clear cut streaks in adults must be excised.

5) Irregular dots/globules:
- Dots and globules are found in both melanoma and naevi.
- In naevi they are in a symetrical distribution (right image).
- In melanoma they are distributed assymmetrically and have
differing sizes and colours (left image).

- RULE:
- A single lesion with clear cut irregular dots and globules
must be excised.

6) Irregular blotches:
- Areas of structureless pigmentation of brown to black colour.
- In naevi they are usually located in the centre.
- In melanoma they are distributed asymmetrically.

7) Atypical vessels:
- Dotted or iregular linear vessels are seen in melanoma.
- More easily seen in hypomelanotic and amelanotic melanoma.

3) Blue-white veil:
- Usually elevated portion of the lesion i.e. palpable.
- Associated with thick melanoma.

- Trying to cover everything you might see under a dermatoscope
is a huge task.
- Hence, the reason this chart is huge.
- Don't get overwhelmed. Use it a few times and you will then
remember where different topics are laid out.
- There's lot's of algorithms for classifying skin lesions.
- I've shown the TWO STEP METHOD and the REVISED
PATTERN ANALYSIS (this one is not fully complete yet ! ).

- RULE:
- If can't classify as either
melanocytic or non-melanocytic,
it must be excised, because
occasionally melanoma can be
devoid of any features.

Level 1: Melanocytic structures

Melanocytic Non-melanocytic

Naevi (moles)

Melanoma

- Usually have 2 or more colours (poly chromatic).
- Usually have 2 or more patterns (multicomponent pattern).
- Asymmeterical arrangement of above.

Subcorneal haemorrhage:
- Black centre can be worrying, but the periphery will show
sharply demarcated red black blood spots which are not
connected to the main lesion _left image).
- Sometimes it has a parallel distribution instead. Notice the
well demarcated border (right image). Scraping with a
scalpel will remove the haemorrhage.

Subungual haemorrhage:
- Red black with peripheral blood spots.

- RULE:
- All suspected pyogenic granuloma must be excised.

Pyogenic granuloma:
- Can mimic amelanocytic melanoma.

??? differentiate between the two???

Sebacious adenoma = in younger pt think lynch syndrome. so ask if bowel ca or bowel polys FHx.
have miltiple agregates.
good idea to have removed.
 
 
Ruptured follicle = a spot which pops into the skin rather than out, and hence granuloma reaction.
orangey erythema, telangiectasia.
cf bcc pink homogenous, homogenous
if orrange erythema = ruptured follicle.
bcc knowt out follicular units.
If you leave them they get ebtter, so have to hold there nerve.
 
 
melanocytic patterns with two zones is alarm bells +++
 
 
 
recurrent naevus.. an occur after removal. can look nasty.
 
 
If start to look at idivisuadal lines then will never get to a diagnosis. put into context. 
 
 
yogenic granuloma should be vascular but not polymoprhic vesells.
 
Early features of melanoma.
-ve netwrk, atypical network, irregular dots and globules, glovular reticular network. regression 
structures (immune system wiping out the whiteboard, so if you wait t all regresses.), irregular streaks.
 
nifrom globular reticular is ok, but if eccentric globular reticular be suspiciois
 
very typical to have no Hx in early MM
dont wait for it to become thick or ulcerated or bleeding. pick it up early.
 
look for a beaded network.
 
-ve netwrok is white pattern between tumour agregates.
 
Hypopigmented Melanoma is  pink patch. does nto have to be pigmented. If you have fair 
skin you will prodice ?eumamin and phymelanonin.???
If pink = think MM
 
Solitary pink macules with tan pigmentation. dermoscopy does nto help much. this is why 
it gets missed, because your expecting more features.

Black

Brown

Grey

Blue

- Colour of melanin alters with depth of skin.

Superficial epidermis

Epidermis

Papillary dermis

Reticular dermis

Seborrhoeic keratosis

BCC SCC

Malignant Benign

Dermatofibroma

Haemangioma, angiokeratoma, lymphangioma

- Has eight levels of assessment.
- Each level has to be done in sequential order.
- If lesion is level 1, 7 or 8 positive, it put's it in the melanocytic
category. This will then trigger step 2.
- If not, then diagnose the non-melanocytic lesion if able.
- Note: Most lesions with features listed in level 1 are either
naevi or melanoma. However, most in level 7 and 8 will
actually be non-melanocytic tumors if biopsied but might
still be melanoma, hence, just o be on safe side they are
included as needing step 2. 
- If does not fit either category...

Naevi MelanomaSuspicious

Step 1

Step 2

Step 1

- Pigment network (dermatofibroma, solar lentigo, seborrhoeic
keratosis are all exceptions to this rule i.e. have network pattern
but are non-melanocytic).
- Negative network.
- Angulated lines.
- Streaks (i.e. pseudopods and radial streaming).
- Aggregated (three or more).
- Peripheral rim of globules.
- Homogeneous blue pigmentation.

- Comma vessels.
- Dotted vessels.
- Serpentine vessels (also known as linear irregular).
- Corkscrew vessels.
- Polymorphous vessels (two or more morphologies within the same lesion).
- Milky-red areas or globules.

Level 7: Blood vessels in
melanocytic tumours

- None of the structures from levels 1 to 7 are seen.
- i.e. Does not reveal any structures that can assist in differentiating
melanocytic from non-melanocytic lesions.

Level 8: Non-specific structures

* See separate BCC algorithm.
-  Arborizing vessels.
-  Spoke wheel-like structures/concentric structures.
-  Leaf-like areas.
-  Large blue-gray ovoid nests .
-  Multiple blue-gray non-aggregated globules (includes blue-gray
dots in a buckshot distribution pattern).
- Ulceration or multiple small erosions .
- Blotches and strands.

Level 2: BCC

* See separate SCC algorithm.
- Glomerular vessels present focally, diffusely or arranged linearly.
- White circles.
- Rosettes.
- White/yellow scale crust.
- Brown circles.
- Brown dots/globules aligned radially.

Level 3: SCC

* See separate seborrhoeic keratosis algorithm.
- Multiple (>2) milia-like cysts
- Comedo-like opening
- Gyri and sulci (ridges and fissures)
- Fingerprint-like structures.
- Moth-eaten borders.
- Additional features: sharp demarcation;  negative wobble sign: The lesion
does not  wobble but instead slides back and forth en-bloc.

Level 4: Seborrhoeic keratosis

* See separate haemangioma algorithm.
- Red/maroon lacunae.
- Bluish lacunae.
- Black lacunae.

Level 5: Hemangioma/
angiokeratoma/lymphangioma

Morphology:
- Arborizing
- Glomerular
- Hairpin/looped with white halo 
 
Arrangement:
- Crown (sebaceous hyperplasia and molluscum contagiosum).
- Serpiginous or string of pearls (CCA).
- Strawberry pattern (actinic keratosis).
- Focally clustered (SCC).
 
Distribution:
- Focal.
- Diffuse.
- Central.
- Peripheral.
- Random.

Level 6: Blood vessels in
non-melanocytic tumours

Clear cell acanthoma

Sebaceous hyperplasia

- If you are dealing with a melanocytic lesion, you have to
decide which of the three categories it falls into.
- Ask 2 questions to determine the category.

Step 2

- Do not be reassured by hairs growing out of a lesion.
- A melanoma has to be quite invasive to invade a hair
follicle enough to destroy the hair.

???atypical reticular pattern (holes smaller than lines)???

- Q1) Does it have one of the 10 benign patterns of a naevi?

Reticular diffuse

- Q2) Does it have any of the 10 melanoma-specific structures?

- Diffuse network composed of lines and holes with minimal
variability in colour and thickness/size.
- Network evenly distributed and usually fades at periphery.
- Usually varying shades of brown.
- Commonly seen in junctional neavi, superficial congenital neavi. 

- Network is in focal patches distributed symmetrically and
separated by homogeneous structureless areas.
- Structureless areas have the same colour or are slightly
darker compared to background skin and distributed
symmetrically.
- Commonly seen in acquired melanocytic neavi and
superficial congenital neavi on the lower extremities.

Reticular patchy

Peripheral reticular with
central hypopigmentation

- Uniform network at periphery.
- Central homogeneous and hypopigmented structureless area.
- Structureless area has same colour, or slightly darker, than
background skin.
- Commonly seen in acquired melanocytic neavi, especially in fair skin. 

Peripheral reticular with
central hyperpigmentation

- Uniform network at periphery.
- Central homogeneous and hyperpigmented structureless area (blotch).
- Commonly seen in acquired melanocytic nevi, especially in darker skin. 

Homogeneous pattern
- Diffuse homogeneous structureless pattern.
- Grey-blue in blue neavi, brown in congenital neavi, or tan-pink in acquired
neavi in fair skin. 

- Uniform network at periphery.
- Central globules.
- Commonly in small congenital nevi. 

Peripheral reticular with central globules

Peripheral globules with central network
or homogeneous area, or starburst pattern

- Central component usually reticular or homogeneous pattern.
-Peripheral component one of three:
- 1) Single row of globules as seen in actively growing Clark�s nevi
- 2) More than one row of globules (i.e, tiered globules) creating a
starburst pattern, seen in nevi with a spitzoid morphology.
- 3) Streaks (classic starburst pattern) giving the appearance of an
exploding star as seen in Spitz/Reed nevi.

- Multiple globules of similar shape, size and color distributed
throughout lesion.
- Globules may be large and angulated, creating a cobblestone-
like pattern as seen in some congenital nevi. 

Globular pattern

- Combination of two patterns.
- Half lesion manifesting one benign pattern and other half
displaying a different benign pattern.
- Commonly a reticulo-globular pattern. 

Two-component pattern

- Combination of three or more patterns/structures distributed
symmetrically in at least one axis.
- Seen in congenital nevi and in some atypical nevi. 

Multi-component pattern

Naevi MelanomaSuspicious

- Shows one of the 10 benign patterns, and
none of the melanoma-specific structures. 

- Has a benign pattern but also reveals a melanoma-specific
structure
OR
- Does not have any melanoma-specific structures and does
not adhere to one of the benign patterns. 

- Deviates from the benign patterns and has at
least one of the 10 melanoma-specific structures.

- Can biopsy, refer to 2o care for further evaluation or
do short-term monitoring as long as they are not palpable
i.e. not raised or nodular.

- Increased variability in width of network lines, hole sizes, 
and colour.
- Grey colored lines or angulated lines.

Atypical network, including angulated lines

- Serpiginous interconnecting hypopigmented lines that
surround irregularly shaped pigmented structures
resembling elongated, curvilinear globules. 

Negative network

- Irregularly distributed or asymmetrically located off
center or focally at periphery.
- Not associated with the pigment network. 

Atypical dots and/or globules  

- Radial projections at periphery.
- May present as pseudopods or radial streaming. 

Streaks

- Shiny, white linear streaks, often oriented parallel or
orthogonally to each other. 

Shiny white lines
(Crystalline structures)

- Off-center homogeneous dark brown or black area.
- Cannot see any other structure in the area.

Off-centre blotch

- Hazy confluent blue white color devoid of structures.
- Blue-white veil overlies palpable portions of the lesion.

Blue-white veil

- Structureless areas at periphery and least 10% of
the surface area.

Peripheral tan structureless
area

- Scar-like depigmentation: Well defined areas with irregularly
shaped borders and white color. The scar-like area of pure
regression is devoid of crystalline structures and blood
vessels.
- Peppering (also known as granularity): Tiny grey or
blue-grey dots/granules.
- Gives appearance of a blue-white, blue-grey or grey-white
colour over flat and non-palpable areas.

Regression structures i.e. scar-like
areas, and peppering or granularity

- Dotted vessels: Red dots of 0.01 - 0.02 mm.
- Serpentine vessels: Linear irregular or undulating short
vessels.
- Polymorphous vessels: Combination of two or more
vessel morphologies.
- Corkscrew vessels: Coiled, tortuous vessels.
- Milky-red globules/vascular blush: Ill-defined globules
of milky red colour and ill-defined areas of milky-red colour. 

Atypical vascular structures

Intradermal naevi

- Brown to skin-colored, sessile to pedunculated papules
with a smooth or mammillated/papillomatous surface.

Unna�s naevus

- Brown to skin-coloured, dome-shaped, smooth,
roundish papules.
- They are commonly located on the face.

Miescher�s naevus: 

- Milia-like cysts.
- Crypts.
- Multifocal hypo/ hyperpigmentation.
- Globules.
- Cobblestone.
- Comma vessels in and out of focus.
- Golden brown halo and terminal hairs.

- Homogeneous blue to steel-blue pigmentation occupying the
entire surface area of the lesion.
- Sensitivity of 48.4%, specificity 96%.

- Note : Special areas have different criteria due to different
anatomy e.g. the face has a flatter dermo-epidermal
junction.

Face:
- There are no rete ridges so hair and follicular openings are used to
orient.
- Pseudonetwork = homogenous pigmentation which is interrupted
by hair follicles.
- Hence, any kind of lesion on the face can produce a pseudonetwork
appearance (whereas on the trunk and limbs a network pattern
indicates a melanocytic lesion).
- See features of melanoma and differentials below.

- RULE:
- Brown colour = benign.
- Grey colour = melanoma.

Acral (foot and hand):
- Parallel furrow pattern (thin lines of pigmentation) = benign.
- Furrows are Fine.
 
- Parallel ridge pattern (thick lines of pigmentation) = melanoma.
- Ridges are wRong.
- The furrow melanin creeps onto the ridge.
 
- Fibrillar pattern occurs on pressure points on feet.
- The haematoma creeps up the ecrine duct area as weak
point and creeps up and so ends up in the ridge.

- RULE:
- Parallel ridge pattern must be excised.

- Annular-granular pattem, formed by slate grey
dots/granules surrounding pilosebaceous or adnexal
openings.
- Asymmetric pigment (usually grey) around follicular
ostia.
- Concentric isobar pattern (aka circle within a circle).
- Obvious pigment around hair follicles forming a clear
ring around hair follicle.
- Angulated lines forming a zig-zag pattem and coa-
lescing into polygons (e.g. rhomboidal structures).
- Homogeneous pigmented areas that obscure the
visualization of ostial openings.

Melanoma

- None of these have above features.
- Solar lentigo.
- Flat SK.
- Pigmented actinic keratosis.
- Lichen planus-like keratosis.

Differentials

Naevi

- Usually they are:
- Hypomelanotic or amelanotic intradermal naevi.
- Globular.
- Comma or arborising vessels.
- Patches of pigment.

Slate grey granules surrounding adnexal
openings, assymetric pigment arround
follicular openings, and circle within circle.

Angulated line pattern

- Shape and size do NOT matter.
- Content is key, with the dermatoscope.
- The colour helps you try to figure out the dermal
depth that is affected.
- Thick tumours are useless and irrelevant for
dermatoscope(histology is key).
- Extremely rare in kids. Do not send 2ww.

Tips

blue naevus = leave alone

- He personally takes them all out.
- Doesn't watch and wait.
- The dermal component can spread.
- Can be cancer.

Pink spitz naevi = dotted vessels in a spitzoid tumour.
= take it out.

Nail
- Benign naevus pattern is uniform parellel pigmentation, can be darker, and
no nail destruction.
- Melanoma in nail is non parallel irregular pigmentation. Nail dystrophy and
triangle shape.
- Pretty much has to have nail matrix involved, so pigment will go all the way
to the base of the nail. It does not skip.
- Solitary nail dystrophy = think amelnocytic melanoma.
 
- Finger nails grow 3mm/month.
- Toe nails grow 1mm/month.
- Takes 6/12 for the nail to come out to tip. This is good evidence that its benign.

FACIAL LESIONS
more homogenous rather than reticular. more folicular units. so things have to work arond the vertical columns of hair.
 
Lentigo maligna = stolz model of progression.
 
Pigment has no where else to go so appears rhomboidal. 
 
He has a low threshold to cut out blue naevus on scalp. tend to have more prominent blood vessels.and variable pigmentation.
 
If multiple scalp pink tumours, just get histology of one as might be lymphoma.
 
Scalp Cylindromas are benign. look like BCC. Brooke-spoelger syndrome.
 
lentigo maligna on scalp. polygonal structeless areas.
 
SK should be balanced, not chaotic.

Neither !

- Two greatest risk factors:
- PMH or FHx of melanoma.
- > 6 moles on face, > 20 on one limb or > 50 all over.
- > 5 atypical moles.
 
- < 1/3 arise from existing mole.
- GP should expect to see one every 2 years.

- Two main types of melanoma are:
- Eumelanin = brown/black.
- Phaeomelanin = pink (often called amelanin)

Pigmented network

Negative network

Angulated lines

Streaks

Agregated

Peripheral rim globules

Homogenous blue pigmentation

Tips
- Soft wobbly lesions are always benign.
- If melanoma and elevated raised lesion then already
has vertical growth into the skin.

Junctional naevi Compound naevi

- Flat, brown. - Sticky out, brown moles.

HIGH RISK

Tips

Tips

- This describes structures seen under the dermatoscope using
just five descriptors i.e. no metaphorical terms used.
- If there is nothing, then it's 'structureless'.
- If one of the five structures is repeated over at least 20%
of the lesion then it is classed as a pattern.
- They dislike the TWO STEP METHOD because the first step
is not looking for melanocytic criteria, it is actually looking for
melanotic criteria, which can occur in any pigmented lesion
whether it is due to melanocytes or not.

TWO STEP METHODREVISED PATTERN ANALYSIS

Yellow Orange White- Colour of keratin

Red Blue Purple- Colour of blood Black

White- Colour of collagen

REVISED PATTERN ANALYSIS

- Step 1 = Is it melanocytic OR non-melanocytic.
- Step 2 = If it's melanocytic, is it a melanoma OR naevi.

Pattern

Colours

ONE PATTERN > ONE PATTERN

ONE COLOUR > ONE COLOUR

Clues

COLOURS
SYMMETRICAL

COLOURS
ASYMMETRICAL

PATTERNS
SYMMETRICAL*

PATTERNS
ASYMMETRICAL

General rule: If blue, purple or black are seen
with brown, then they should be interpreted as
colours of melanin rather than blood.
 
General rule: White structures have the same
significance as pigmented structures.

- Polarising-specific (i.e. only seen with polarising light)
white lines which are at right angles to each other and
do not cross each other are seen in:
- Malignancies = Melanoma and BCC, sometimes SCC.
- Benign = Dermatofibroma and Spitz naevi, sometimes
Lichenplanus like keratosis and scar tissue.
 
- Non-polarising specific (i.e. seen with both polarising
and non-polarising light) are seen in:
- Malignancies = Melanoma.

White lines

see
examples


