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ABSTRACT
Background: There is no data about melanocytic lesions in Turkish patients with melanoma. We aimed to investigate
number of melanocytic nevi in melanoma patients compared with control subjects. Methods: We performed a
retrospective study in 78 melanoma patients and 78 control subjects. Clinical data were recorded for all participants.
Results: As compared with control subjects, patients had more common nevi than control subjects on the legs. The
patients and control subjects had similar number of overall and dysplastic nevi. Conclusions: Furthermore, the number of
nevi is not a risk factor for our patients, and patients with few or no moles may develop MM, all patients need attention.
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INTRODUCTION
The dysplastic nevus was first described in the 1970s
in families prone to develop melanoma. It was believed
that these lesions had a higher risk of transformation to
melanoma than common nevi [1,2]. In 1992, Consensus
Conference at the National Institutes of Health (NIH)
described the criteria for dysplastic nevus [3]. Some of the
authors suggest that nevus known as dysplastic nevus are
actually congenital nevus. It is established that patients
with melanoma have more Dysplastic nevi and common
nevi than patients without melanoma [4-7]. We aimed
to determine the number of nevi in melanoma patients.

MATERIALS AND METHODS
We performed a retrospective study on patients
with malignant melanoma, who were recruited from
those consecutively attending the outpatient clinics
of department of dermatology at Bezmialem Vakif
University, during January 2005 through December
2016. Seventy eight melanoma patients and age-gender
matched 78 control subjects, were enrolled in the study.
The study was approved by the local ethics committee.
Informed consent was obtained from all participants,

and the study was conducted according to the
Declaration of Helsinki Principles. Patients and controls
fulfilled the following criteria: (1) no positive family
history of melanoma; (2) not referred for another skin
cancer; (3) no previous history of phototherapy or any
immunosupression therapy and; (4) no previous history
of malignancy (5) with a Fitzpatrick skin type 4 or 5.
For all participants, melanocytic nevi which have
atypical dermoscopic and clinical features at first visit
(from 5-15 mm in diameter, flatness, indistinct borders,
and color irregularity) followed up for 5 years and more
without melanoma development, and common nevi
(size >2 mm, sharp border, homogeneous light to dark
brown color) were counted on all body sites (including
palms, soles, scalp, and genital areas) and recorded
using categories (0; 0-10; 11-50; 51-100; >100).
Dermoscopic images of all the lesions were acquired at a
30 X magnification and were stored in a digital imaging
system (Fotofinder). All digital images were examined
by experted dermatologist in a blinded fashion and were
evaluated for global and local features.
All melanomas included in the analysis were; 3 (1.9%)
patients with lentigo maligna melanoma, 7 (4.5%)
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with acral lentiginous melanoma, 40 (25.6%) with
superficial spreading melanoma, 13 (8.3%) with
nodular melanoma, 3 (1.9%) patients with spitzoid
melanoma, 8 (5.1%) patients with in situ melanoma
and 4 (2.6%) with unknown origin.
Statistical Analysis
Continuous variables were compared using Student
t test and Mann-Whitney-U test. For categorical
variables, different groups were compared using
chi-square tests. All statistical tests were 2-tailed and
considered significant for P values of 0.05 or less. The
analysis was carried out using SPSS.

RESULTS
Characteristics of the Study Population
A total of 156 participants, 78 melanoma
patients [31 male and 47 female; median age:
55 years (range 16-89 years)] and 78 control subjects
[31 male and 47 female; median age: 50 years (range
16-74 years)] were included in the study (Table 1).
We found a wide variation in the total number of nevi
both in melanoma and control groups (from 0 to 226).
Melanoma patients had more nevi than control subjects,
both in the overall nevus count and in the number of
atypical nevi, but both of them were not statistically
significant (P:0.260 and P:0.382, respectively) (Table 1).
In detail, 1 of 78 (1.28 %) patients versus 1 of 78 (1.28%)
control subjects had no nevi, 26 of 78 (33.3 %) patients
versus 13 of 78 (16.7%) control subjects had 1 to 10
nevi, 30 of 78 (38.5%) patients versus 47 of 78 (60.3%)
control subjects had 11 to 50 nevi, 12 of 78 (15.4%)
patients versus 14 of 78 (17.9%) control subjects had
51 to 100 nevi, and 10 of 78 (12.8%) patients versus 4
of 78 (5.1%) control subjects had more than 100 nevi.
In melanoma patients, common nevi were more
prevalent on the legs than in control patients
(13 vs. 7). The common nevi count didn’t differ for
other sites between melanoma patients and controls.
For Dysplastic nevi, they were most often located on
trunk for both melanoma patients and controls, but
the nevi count on trunk, legs didn’t differ statistically
between the groups (P:0.420) (P:0.114).
Logistic regression analysis, showed no specific and
statistical significant feature for melanoma (Table 2).
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Table 1: Clinical features of patients and controls
Patients
Controls

P value

Age

55.50±12.91

49.30±15.21

0.062

Common nevi

40.96±37.81

36.66±28.56

0.260

Head and neck

9.62±8.37

7.25±5.29

0.115

Upper extremities

8.25±8.24

10.27±9.60

0.074

Trunk

9.73±9.31

11.94±9.28

0.084

13.36±11.89

7.2±4.39

0.035

3.37±4.77

1.85±1.68

0.382

Head and neck

0.64±1.72

0.36±0.62

0.075

Upper extremities

0.45±1.54

0.11±0.71

0.093

Trunk

2.08±1.10

1.01±0.13

0.420

Lower extremities

0.19±0.41

0.37±0.22

0.114

Lower extremities
Clark nevi

Table 2: Risk factors for Melanoma
P value
Odds ratio

95% confidence
interval

Age

0.53

0.962

0.938-0.987

Gender

0.806

0.917

0.461-1.826

Overall nevi count

0.376

1.006

0.993-1.018

Clark nevi count

0.054

0.799

0.643-0.994

DISCUSSION
Dysplastic nevus (DN) was defined as a clinical and
dermatopathological described lesion in melanomaprone families. B-K mole syndrome was defined as in
15 patients with melanoma, as having <10 to >100
nevi, with various sizes (from 5-15 mm in diameter),
irregular border, and multiple colors in Dysplastic
et al’s report [1]. On the other side, in their report
two individuals developed melanoma without having
atypical nevus.
The presence of a large number of nevi (>50)
with several, atypical clinical features was accepted
as a criteria of Familial Atypical Multiple Mole
Melanoma (FAMMM) syndrome or Dysplastic Nevus
Syndrome (DNS) in 1992 National Institutes of Health
Consensus [3]. Having more than 100 nevi with a
diameter of 2 mm or larger; more than 50 nevi if the
patient is younger than 20 years of age were scored as
one point according to the British group dysplastic
nevus syndrome score [8].
The Dutch Working Group, described the atypical
nevus as being >5 mm in size, or having a vague
border, asymmetric shape, irregular pigmentation, and
red hue [9].
Harada, Ackerman and Kittler were the first to indicate
the importance of congenital melanocytic nevus
(CMN), and proposed that these DN are actually
CMN, in 2007 [10,11]. It is accepted now, ‘dysplastic
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nevus,’ cannot be defined by clinical or dermoscopic
examination and therefore it is a histological term.
Therefore, we preferred to use the term ‘Dysplastic
nevus’ instead of ‘Dysplastic Nevus’ in this study.
While these hypotheses are still debated, we aimed to
investigate the association between nevus count (both
dysplastic and overall) and melanoma development.
There is sufficient clinical evidence indicating
that melanoma most commonly develops de novo,
infrequently melanoma arises from preexisting nevi,
which may be either common nevus or Dysplastic
nevus. According to the literature, it appears that 20%
to 30 % of melanomas appear to arise from nevi [12].
Based on current data, there is evidence that a high nevus
count correlates with a higher risk of melanoma [6]. In our
study of Turkish population, we didn’t find an elevated
melanoma risk in patients with high nevus counts. Our
results are in contrast with the results of several casecontrol studies showing that high total-body nevus
counts are the major risk factor for the development of
MM [6,7]. This result may be due to genetic factors,
Fitzpatrick skin type of Turkish population, and increased
sun exposure resulting from the geographic region of our
country. The populations in other studies mostly had
Fitzpatrick skin type 1, 2 or 3, whereas in our country,
Fitzpatrick skin type 4 and 5 are common in general
population. The habit of sunscreen usage are lower than
the individuals from Europe, the USA and Australia.
Two genetic variants, at 9p21 and 22q13, have recently
been identified by genome-wide association studies
(GWAS) to be associated with melanocytic nevi
development [13]. A recent GWAS identified a novel
susceptibility locus known as nidogen 1 (NID1) on 1q42
for nevus count and melanoma risk [14]. Results of the
study indicated that increased expression of nidogen
in one variant NID1 SNP (rs10754833 T allele) was
significantly associated with decreased melanoma risk
(OR, 0.86). Since these studies were carried out in Europe
and USA, these genetic mutations were not identified in
Asian patients. We propose that the similarity of nevus
count between patients and controls originate from
genetic alterations of different geographic regions.
In conclusion, our data show that (1) high counts of
common nevus on the legs in melanoma patients; (2)
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no difference for number of common nevus; (3) no
difference for number of Dysplastic nevi; (4) similar risk
of melanoma for individuals with few or more moles. All
the patients require a careful screening for melanoma.
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