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MMoolleess  aanndd  MMee llaannoommaass  ––  aa  ssttrraatteeggyy  ttoo  iinnffoorrmm  tthhoossee  aatt  hhiigghh  rriisskk  
  
 
 
 
 
 
 
 
 
 
 
1. Moles - acquired melanocytic naevi 
 
These are very common.  On average, a white skinned young adult will have between 

10 and 40 acquired melanotytic naevi.  Many appear in infancy with a marked 

increase in the teenage years.  New melanocytic naevi seldom develop after early 

adulthood.  Although their appearance may alter throughout life, there is a tendency 

towards spontaneous regression in old age.  Acquired naevi are rarely seen in the very 

elderly. 
 
 
Extract from “Pocket Guide to  
Malignant Melanoma” 
by 
John Buchan & Dafydd Roberts 

 
 
 
There are three main groups of acquired melanocytic naevi which represent the 

different stages of the same maturation process.  As a naevus moves from junctional 

through compound to intradermal there is a migration of the proliferating 

melanocytes from the dermo-epidermal junction to within the dermis.  These 

proliferating cells push up the overlying dermis. 

 
a) Junctional naevus 
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Junctional naevus of 
< leg in 32 year old 
female  
            and of back> 
 in 44 year old male  
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b) Compound melanocytic naevi 
 
 
 
 
 
 
 
 
 
This is the commonest type in early to mid adult life.  These lesions are raised, a little 

larger and usually darker than junctional naevi.  They feel a little firmer than the 

surrounding skin.  The slow process of development from junctional to compound is 

normal and does not represent malignant change.  The pigment is evenly distributed 

and the lesions are usually smooth.   

 
 
 
 
 
 
 
 
 
c) Intradermal naevi 
 
 
 
 
 
 
 
 
 
 

These are the commonest naevi or moles found in children.  The lesions are 

usually flat, oval and light brown although there may be some variation in colour 

even with a single lesion.  Size varies from 1mm to 1cm or more.  They feel like 

normal skin but many progress with time into compound naevi. 

 

 

  Compound naevus of 
<face in 36 year old male  
 
                   and of back >       
in 32 year old female  

Intradermal Naevus of 
< face in 68 year old    
 male 
               and of cheek > 
  in 56 year old female 
 

 

 

< Compound naevus of breast in 36 year    
   old female at 28 weeks gestation. 
 
These lesions may appear to become more 
noticeable in pregnancy  

 



These are usually found in older patients commonly occur on the face.  They tend to 

be raised and less pigmented than compound naevi and are often pink or flesh 

coloured.  Tiny blood vessels may be visible on the surface along with a few coarse 

hairs.  They are easily palpable. 

 

2. Dysplatic naevi 
 
 
 
 
 
 
 
 
 
 
 
 
Some naevi have unusual features on clinical grounds that make them very difficult 

to differentiate from early melanoma.  These dysplastic naevi are often larger (>1 cm 

in diamete r) and have an irregular border.  They may be inflamed or have an area on 

inflammation around them. 

 
The trunk is the most common site and the lesions may be single or multiple.  

Histological confirmation is usually necessary.  It is important when assessing 

patients with dysplastic naevi to ascertain whether there is a personal or family 

history of melanoma or relatives with multiple naevi - see below 

 

 

 

 

 

Dysplastic naevi are at greater risk of developing into melanoma but the majority are 

stable and the relative risk depends on the classification in terms of personal and 

family history of melanoma and family history of multiple naevi.  Patients should be 

encouraged to report any changes immediately and be particularly careful regarding 

sun exposure. 

 

<  Dysplastic naevi  > 
          of back. 
 
Note:  larger size of 
mole with irregularity 
of shape and of colour  

 

Suspicious mole of back 
 
Excision biopsy with 1-2 
mm lateral clear margin 

 



3. Malignant Melanoma 
 

Superficial spreading malignant melanoma (SSMM) 

50 - 55% of cutaneous melanoma are of this type.  More frequently found in women 

than men, the commonest site being the lower legs in women and the back in men. 

 
 
 
 
 
 
 
 
 
 
 
 

Nodular malignant melanoma  

Represent 20 –25% of melanoma and are more common in men. 
 

 

 
 
 
 
 
 
 
 
 
Lentigo maligna melanoma (LMM) 

Represent about 15% of melanoma.  Mainly found in over 60 year olds with 

background of chronic sun exposure and extensive sun damage.  Most frequently 

found on the face.  Often start as a simple lentigo, followed very slow lateral growth 

and with a long pre -invasive phase – lentigo maliga before vertical growth and 

invasion of basement to become a lentigo maligna melanoma with serious capacity 

for systemic spread. 

Two superficial 
spreading malignant 
melanoma.  Dark, 
growing moles with 
recent change and 
variation in colour 
and irregular edge 

  

 

Nodular melanoma  
< of back in 42 year  
   old male  
         and  
          of lower leg > 
in 74 year old male 

 



 

 
 
 
 
 
 
 
 
Acral lentiginous malignant melanoma  
 
Comprise about 10% of melanomas and found on the soles, palms and around the nail 

bed, usually of the big toe.  

 

 

 

 
 
 
 
 
Facts about Malignant Melanoma 

Malignant melanoma is relatively uncommon.  However, it is ten times more 

common today than 60 years ago.  Male incidence (in Scotland in 1998) 7.8 per 

100,000 and female incidence 12.3 per 100,000.  The disease has a disproportionate 

impact on young adults – 18% of melanoma cases occur in white people between  

15 – 39 years compared with 4% of all malignant neoplasms in this age group.  

Malignant melanoma is the second commonest cancer in women aged 20-35 years. 

 

The prognosis for malignant melanoma depends on the Breslow Thickness – the 

measurement in mm from the granular layer to the deepest abnormal tumour cell at 

the time of treatment.  Surgical excision remains the only form of treatment.  

 

Lentigo maligna 
melanoma of face 
            in 
< 74 year old male  
            and  
90 year old female > 
  

 <Acral lentiginous   
   melanoma of sole in   
   54 year old male 
             and 
 Subungual melanoma  
 in 52 year old female > 



4. Breslow thickness and early signs 

 

Breslow Thickness  

         (mm)                    

Survival 

5-year (%) 
 

  Intradermal 

  < 0.75 

  0.75 – 1.5 

  1.50 – 4.0 

  > 4.00  

 

  100 

   98 

   85 

   70 

   45 

 

In trying to decide whether a pre-existing mole has become a malignant melanoma or 

a new pigmented skin lesion is a melanoma, a diagnostic aid, referred to as 

“MacKie’s seven point check list” is currently in common use.  These seven features 

are divided into three major signs and four minor signs as listed below: 

 

 

 

 
 
 
 
 
 
 
 
Attitudes to moles, sun and preventive behaviour 

• Knowledge and behaviour play an important part  in the early detection of skin 

cancer 

• Can we assess knowledge, risk perception and intended behaviour related to 

cutaneous melanoma compared with actual risk status and can we relate the 

outcome to gender, age and socio-economic status 

• If so, we may be able to improve primary and secondary prevention for a high risk 

group. 

 

Minor features 

• Diameter equal or more than 7mm 

• Sensory changes such as itching 

• Oozing/crusting/bleeding 

• Inflammation 

Major features 
 

• Change in size 

• Change in colour 

• Change in shape  



 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
  5. Risk Factors for Cutaneous Melanoma  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

    Primary prevention 
 

• Avoid exposure to mid-day sun 

• Seek natural shade (trees) or create shade (sun umbrellas) 

• Use of sunhats and T-shirts as comfortable protective clothing 

• Use high- SPF suncreams to reduce risk of sun damage  

• Protect the skin of children at all times 

 

    Secondary prevention 
 

• Early detection of and treatment of malignant melanomas. 

 

 
 
 
 

 

a) Relative Risk Factors 
 
• Fitpatrick Skin Types 
 
    Type 1 – White skin, never tans, always burns 

    Type 2 – White skin, burns at first, tans with difficulty 

    Type 3 - White skin, tans easily, burns rarely  

    Type 4 - White skin, never burns, always tans (Mediterranean) 

    Type 5 - Brown skin 

    Type 6 - Black skin  
 

• Hair colour 
 

     Fair or red  
 



b) Independent Risk Factors 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 

• History of bad 
sunburn  

   - causing blistering 

 

 

• Presence of freckling  
     or tendency  tendency  
     to freckling 

 
• Presence of moles 

 

 
• Presence of larger mole(s) 

with irregular edge or 
colour 

  - dysplastic naevi 

 



6. Family history of moles and melanomas and personal history 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

Classification of patients with multiple dysplastic naevi 
- Patients classified as type C and D are best kept under regular review 
 
 
 
 

 

 

< 12 year old female referred with mole in axilla 
Histologically, compound naevus with 
underlying giant cell reaction.  Patient more 
concerned about intradermal naevus below bra 
strap.  Both lesions completely excised.  Also 
“dysplastic” naevus on back - observed 

 

12 year old above 
< Intradermal naevus 
shoulder and 
“Dysplastic naevus > 
of upper back 

 

15 year old brother with  
< multiple moles of face 
18 year old brother with 
compound naevus of back > 
NB. No family history of 
malignant melanoma  

 Personal history 
of melanoma 

Family history of 
multiple naevi 

Family history 
of melanoma 

Increased risk 
of melanoma 

A No No No X 4 
B No Yes No X 8 
C Yes No No X 100s 
D Yes Yes Yes X 100s 

• Previous Family History of malignant melanoma alone increases risk by 2.24 
• Previous Personal history of malignant melanoma alone increases risk by 500 

 

Dysplastic naevi are at greater risk of 
developing into melanoma but the majority 
are stable and the relative risk depends on 
the classification of the patient 
 
       Patient with multiple dysplastic naevi > 



 
77..  SSttuuddyy  ttoo   ddeetteerrmmiinnee   tthhoossee   aatt  hhiigghheess tt  rriisskk  ffrroo mm  MMaalliiggnnaanntt  MMeellaannoo mmaa  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Risk grouping using MacKie’s four independent risk factors for MM 
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A prospective questionnaire study survey of 3,105 surgery attenders (60% 
response rate) aged 16 years and over from 16 random group practices in two 
Health districts in the UK 
 

Questions included: 
Individual risk factors in terms of skin type, hair colour, presence of freckles or 
moles, episodes of severe sunburn, personal and family history of malignant 
melanoma and occupation 
 

Knowledge in terms of commonest site for melanoma, the early clinical signs, 
its serious nature and what makes people more likely to have one  
 

Peoples’ attitude (preventive behaviour) in terms of skin examination, protection 
from sun exposure, and the action taken in the event of finding a mole with or 
without various changes 
 
References 
1.  Can primary prevention or selective screen for melanoma be more precisely targete d 

through general practice? A prospective study to validate a self administered risk score. 
Arthur Jackson, Clare Wilkinson, Margaret Ranger, Roisin Pill, Paul August.BMJ 1998; 
316: 34-39 

2.  Moles and melanomas  who’s at risk, who knows and who cares? A strategy to inform 
those at high risk. Arthur Jackson, Clare Wilkinson, Roisin Pill. BrJGP,1999,49,199-203 

Yes 
No 
 
 
None 
Up to 20 
More than 20 
 
 
Yes 
No 
 
 
Never 
1 or 2 
3+ 

Does your skin have freckles 
or tendency to freckling? 
 
 
Does your skin have moles? 
 
 
 
Does your skin have any 
large moles with irregular 
edge or colour? 
 
 
How many times in your life 
have you had bad sunburn?  



Risk grouping as per MacKie  
 
Risk Group Value Frequency Percent Valid % 
Marginally increased 1 1529 49.2 58.2 
Increased risk 2 827 26.6 31.5 
Very increased risk 3 136 4.4 5.2  
Worryingly high risk 4 134 4.3 5.1  
Missed data  479 15.4  
 Total 3105 100.0  100 % 
 
Risk Group 1 – 4 allocated according to MacKie’s risk factor chart 
 
Risk grouping – Males v Females 
 
Risk Group Value MALE FEMALE Total Valid % 
Marginally increased 1 613 916 1,529 58.2 
Increased risk 2 159 668 827 31.5 
Very increased risk 3 107  29 136 5.2 
Worryingly high risk 4 17 117 134 5.1 
  896 1,730 2,626  
Missing data    479  
Total    3,105  
 
Note: Group 4 contained mostly females whilst Group 3 contained mostly males. 
This was explained by the fact that a statistically significant number of females, when 
compared with males, had skin type 1 and 2, fair or red hair, freckles and more than 
20 moles 
 

Hence Patients at HIGH RISK for melanoma were taken as Group 4 + Group 5 
This reflects a 10 percent proportion of the total general population 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Other findings: 

 

8.  Results and Conclusions  

• A 10% HIGH RISK GROUP was identified when all 3,105 

respondents were scored using MacKie’s risk flow chart 

• When the self-reported independent risk factors – freckles, 

moles and atypical naevi, were compared with skin examination, 

good correlation (kappa values) was found 

• This raised the possibility of more cost-effective targeting of 

primary and secondary prevention for malignant melanoma 

 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Differences in knowledge, attitude and behaviour between 
Males and Females (statistically significant in each case) 

 

Positive factor             Gender difference  
           

   Do more to protect skin from sun   F > M 
   More regular mole checkers    F > M 
   More likely to seek medical advice           F > M 
   More knowledge about melanoma          F > M 
   and non-melanoma skin cancers  
   More knowledge and concern about       F > M 
   early malignant changes in moles 
 
  Negative factor                              
                                                      
  Greater day-time exposure                  M > F  
  Greater desire for suntan                     F > M 
  Greater use of sun bed                        F= 2M 
  More likely to ignore moles                M >  F 
  More likely to delay seeking               M > F  
  advice   
  
  

Differences in Age Groups (based on Chi-squared values) 

16-24 year olds, when compared with older age groups:  

ä had the highest sun exposure and desire for suntan 

ä took the most frequent sunny holidays 

ä were the least knowledgeable about skin cancer 

ä contained the lowest percentage of mole checkers 

ä contained the lowest percentage who knew the major clinical 

signs of early melanoma  



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Facts about Professional Class 

  Knowledge 

  Second only to manual workers in knowing the significance of  

  change in shape and colour in a mole 

  Attitudes 

  Greatest desire for a suntan but least likely group (equal to    

  semi and unskilled workers) to check moles 

  Behaviour 

  Spent greater part of working day indoors but took most   

  holidays abroad 
  Least likely group to seek medical advice  

  Socio-economic groups included - Professional, Semi-  

  professional, Non-manual,  Manual, Semi-skilled & Unskilled 

Additional facts 
  
• Only 21% of the sample population knew that the 

commonest site for a malignant melanoma in the male is the 
back. 

 
• Only 8% of the sample population knew that the commonest 

site for a malignant melanoma in the female is the leg. 
 
• The commonest sources of information about skin cancer are 

TV (42%), newspapers and magazines (41%). 
 
• Only 7% had learned about skin cancer from their GP or 

specialist.  
 



9. Key message - knowledge 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
10. Key message - behaviour 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Emphasise early 
clinical signs of 
malignant mela noma 

 

“Be a molewatcher for life” 
leaflet - available through 
Cancer Research UK. 
Tel: 0800-226237 
       
• Highlight greatly 

increased risk with 
family history or 
previous history of 
cutaneous malignant 
melanoma 

Major clinical signs 
• Increase in size 
• Change in shape 
• Change in colour 

 

• Confirm risk and danger of 
sunbed use especially in  

     high risk individuals 
 
• Advise the need to check the 

legs and partner to check back 

• Focus primary and secondary prevention on 
youth and the professionals 

• Encourage mole  checking and early medical 
advice in high risk individuals 
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