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ABSTRACT

Background/Objectives: The management of
dysplastic naevi based on histopathological grading
is a contentious issue. Comprehensive management
guidelines are lacking and the approach taken varies
between clinicians. The authors sought to under-
stand how Australian dermatologists approach the
management of biopsy-proven dysplastic naevi, and
the impact of grading of dysplasia upon this manage-
ment.

Methods: In total, 547 Fellows of the Australasian
College of Dermatologists were surveyed and 218
responses were collected (40% response rate).
Results: Although all dermatologists surveyed
would re-excise an incompletely removed severely
dysplastic naevus, opinion was divided over whether
to treat such a lesion as an in sifu melanoma or a
dysplastic naevus, with 55% of respondents using a
5-mm margin and the remainder opting for narrow
margin re-excision. When the same lesion was
reported to be clear of margins by 1 mm after biopsy
and the clinical suspicion for melanoma was high,
44% would re-excise with a 5-mm margin.
Conclusions: The approach of Australian derma-
tologists to the management of dysplastic naevi var-
ies between clinicians, reflecting the problems
raised by the validity of histopathological grading.
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WHAT THIS RESEARCH ADDS

» Australian dermatologists vary in their approach to
the management of dysplastic naevi.

INTRODUCTION

Controversy and conjecture surround the entity of the dys-
plastic naevus. Ever since it first was identified in the
1970s' much has been published in the literature on its
merits as a diagnostic entity, the validity of histopathologi-
cal diagnosis and its management.>* Despite the conjec-
ture, the entity of the dysplastic naevus is largely accepted
into clinical practice.’

There has been much debate in recent years over the
management of mildly and moderately dysplastic naevi.> 8
Notably in 2015, Kim and colleagues® published the Pig-
mented Lesion Subcommittee Consensus Statement, which
made recommendations on the management of selected
mildly and moderately dysplastic naevi based on the cur-
rent evidence. The optimal management of severely dys-
plastic naevi remains to be determined.

Some authors have suggested that severely dysplastic
naevi should be re-excised due to the risk of a histopatho-
logical under-diagnosis or the progression to melanoma of
residual lesion.” However, the exact recommendation as to
whether these lesions should be re-excised, and if so, with
what surgical margin, has remained unspecific.

The authors sought to understand how Australian der-
matologists approach the management of biopsy-proven
dysplastic naevi, and the impact of grading dysplasia upon
their management.

MATERIALS AND METHODS

A five-question, multiple-choice survey was distributed via
e-mail to all Fellows of the Australasian College of Derma-
tologists in September 2015. A follow-up email was sent in
October 2015 to maximise the response rate. The survey
featured questions (see Table 1) on the management of
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mildly, moderately and severely dysplastic naevi. Respon-
dents were asked to consider a clinical scenario where
they biopsied a lesion they suspected was a dysplastic nae-
vus and wished to exclude the diagnosis of melanoma.

RESULTS

Of the 547 Fellows of the Australasian College of Derma-
tologists 218 responses were collected (40% response
rate). The variation of management approaches used is
evident in the data collected. Of all respondents, 49%
would choose to re-excise a mildly dysplastic naevus
involving the margin, while 41% would not. When the
lesion was graded as moderately dysplastic 81% of respon-
dents would now choose to re-excise it. When the lesion
was graded as severely dysplastic and involving margins
62% would choose re-excision with the aim of complete
removal, and 37% would re-excise it utilizing a 5-mm clin-
ical margin. Once the issue of a high clinical suspicion for
melanoma was introduced 55% would choose to re-excise
with a 5-mm clinical margin. Interestingly, once the lesion

Table 1 Summary of survey results

had been reported as clear of margins by 1-mm the rate of
respondents now wishing to re-excise with a 5-mm margin
dropped to 44%.

DISCUSSION

The variation of management approaches seen in these
Australian survey results is largely consistent with previ-
ously published surveys.®'? In common with their Ameri-
can and Canadian counterparts, most Australian
dermatologists would choose to re-excise a moderately or
severely dysplastic naevus with involved margins. Interest-
ingly, the lack of consensus around the management of
severely dysplastic naevi that are clear of margins is also
evident in these previous surveys.”'? In contrast to previ-
ous data, however, Australian dermatologists are signifi-
cantly more likely to re-excise a mildly dysplastic naevus
involving margins than their American and Canadian
counterparts. Thus, 49% of Australian clinicians choose
this option in comparison with 5-12% in previous Ameri-
can and Canadian surveys® '? (Table 2).

Percentage of responses Number of responses

Question 1

The excisional biopsy confirms a mildly dysplastic naevus. This lesion is not clear of margins. Which of the following is your preferred

management?

No further management is necessary as the lesion is mildly dysplastic

I would excise the lesion to ensure the lesion is completely excised
I would only excise any clinically visible residual pigmentation
I would excise this lesion with a 5-mm clinical margin
Total responses
Question 2

40 89
49 106
10 21
1 2
218

The excisional biopsy confirms a moderately dysplastic naevus. This lesion is not clear of margins. Which of the following is your

preferred management?
No further management is necessary

I would excise this lesion to ensure the lesion is completely excised

I would only excise any clinically visible residual pigmentation
I would excise this lesion with a 5-mm clinical margin
Total responses

Question 3

11 25
81 176
5 10
3 7
216

The excisional biopsy confirms a severely dysplastic naevus. This lesion is not clear of margins. Which of the following your preferred

management?
No further management is necessary

I would excise this lesion to ensure the lesion is completely excised

I would only excise any clinically visible residual pigmentation
I would excise this lesion with a 5-mm clinical margin
Total responses

Question 4

0 1
62 134
1 3
36 79
217

The excisional biopsy confirms a severely dysplastic naevus. Clinically you had been concerned the lesion was a melanoma. The lesion is
not completely excised. Which of the following would be your preferred management?

No further management is necessary
I would excise the lesion to ensure the lesion is completely excised
I would only excise any clinically visible residual pigmentation
I would excise this lesion with a 5-mm clinical margin
Total responses
Question 5

0 1
45 98
0 0
55 119
218

The excisional biopsy confirms a severely dysplastic naevus. You had been concerned the lesion was a melanoma. It is clear of the
margins by 1 mm. Which of the following is your preferred management?

No further management is necessary
I would re-excise this lesion with a 5-mm clinical margin
Total responses

56 122
44 95
217
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Table 2 Comparison of results with previously published surveys; percentage of respondents who would opt to excise the lesion in question

Australian Canadian New England
dermatologists U.S. dermatologists dermatologists dermatologists Chicago Dermatologic
2015 (N =218)  2015' (N = 703) 2015'2 (N=179)  2014'' (W =213)  Society 2009° (N = 101)
Mildly dysplastic naevus 49 12 18.9 5 21
involving margins
Moderately dysplastic naevus 81 67 30 61 81
involving margins
Severely dysplastic naevus 98 98 86 100 95
involving margins
Severely dysplastic naevus 44 49 65 i 55

clear of margins

Not surveyed.

Table 53 Studies reporting the incidence of melanoma following re-excision or observation of previously biopsied dysplastic naevi

Dysplastic naevi (n) with involved margins

Study observed or excised

Degree of dysplasia on biopsy Incidence of melanoma

Kmetz et al. (2009)%°
Goodson et al. (2009)%°
Hocker et al. (2013)°
Reddy et al. (2013)7

26 observed for a mean of 6.1 years
69 observed for 2 years

115 observed for a mean of 17.4 years
127 re-excised

Abello-Poblete et al. (2013)®
Strazzula et al. (2014)'8

91 re-excised
495 re-excised

Lozeau et al. (2016)*° 623 re-excised

Fleming et al. (2016)"° 191 re-excised; 399 observed

for a mean of 5.5 years

Not stated 0
Mild 65, moderate 4 0
Mild 66, moderate 42, severe 7 0

Mild 2, mild-moderate 9, moderate 2 melanoma in situ

52, moderate-severe 55, severe 9

Moderate 75, severe 16 0
Mild 16, mild-moderate 137, 0
moderate 342
Not stated 10 melanoma in situ

3 invasive melanomas
6 melanoma in situ
1 invasive melanoma

Mild 93, mild-moderate 160,
moderate 129, moderate-
severe 5, severe 3,

While most Australian dermatologists agree that severely
dysplastic naevi involving margins should be re-excised,
the view as to whether lesions completely excised on
biopsy require re-excision with a surgical margin varies
between clinicians. In this survey 44% of Australian der-
matologists would re-excise a severely dysplastic naevus
that was clear of margins with a 5-mm surgical margin.

The argument for re-excision is driven by diagnostic
uncertainty; to which there are several contributing fac-
tors. The first is poor inter-observer reliability between
dermatopathologists, a well-documented phenomenon, as
the histopathological grading of dysplastic naevi is hard to
reproduce.’>'® Limited sectioning (bread loafing) influ-
ences diagnostic accuracy.!” Partially biopsied lesions may
not be accurately representative of the whole lesion
histopathologically.!®2° There is a possibility that a resid-
ual lesion, not always clinically visible, will transform into
a melanoma or is already a melanoma, as demonstrated
by studies where, on complete excision, the diagnosis was
upgraded to that of melanoma.”?°2? Finally, there is the
possible impact of a field change associated with mela-
noma, whereby atypical cells may be found extending
beyond the clinically apparent lesion.?>>*

Collectively the above factors may contribute to under-
diagnosis or overdiagnosis. Table 3 summarises the

recent literature on reported rates of melanoma diagnosis
in the context of biopsied dysplastic naevi with involved
margins. These rates vary from 0-2%. Some authors have
suggested that 2% is an acceptable incidence of under-
diagnosis.?’

As medical practitioners we should firstly seek to do no
harm, and in opposition to arguments for re-excision, larger
and more numerous re-excisions are a potential source of
increased patient morbidity. At present there is basically no
data available on the impact on the patient’s survival of re-
excision of these dysplastic naevi that could justify this
potential morbidity. Re-excisions also increase the financial
burden to the healthcare system.

Where diagnostic uncertainty contributes to the impetus
to re-excise these lesions, clinicians can reduce this uncer-
tainty by correlating clinical, dermoscopic and pathological
evidence, and combine this with immunohistochemical
and molecular testing, where applicable.?” Advances in
these modalities may enhance diagnostic accuracy in years
to come.

This survey has provided insight into the current practices
of Australian dermatologists in the management of dysplastic
naevi. This issue is both complex and contentious and the
optimal approach to the management of these entities
remains to be resolved.
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