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differs from acquired common nevus9. The term ‘atypi-
cal’ nevus is noteworthy to mention that it refers to the 
clinical features of the pigmented lesion, in discrepancy 
to the term ‘dysplastic’ nevus, which describes its histo-
logical features. It is established knowledge that lesions 
without atypical clinical features may reveal, however, 
histopathological dysplasia10. The presence of dysplastic 
nevi is associated with an increased risk for sporadic mel-
anoma, which illustrates the necessity for improvement 
of distinction between the clinical designation of atypical 
nevi and the definite histological diagnosis11. 

Clinical evaluation of melanocytic lesions via the 
naked eye examination utilizing the ABCD rule as in-
troduced by Kopf et al12 is founded on recognizing the 
following features of melanomas: Asymmetry, Border 
irregularity, Color variation, and Diameter (>6 mm)12. 
Although this diagnostic modality is one of the most 
widely employed methods to distinguish malignant from 
benign lesions, it has proven less accurate, particularly 
for detecting de novo arising melanomas that are usually 
smaller than six mm12. Additionally, it lacks specificity as 
the mentioned acronym may also be exhibited in benign 
lesions13.

Dermoscopy is a practical, auxiliary, easy, and non-
invasive modality. With its introduction to clinical prac-
tice, clinicians can visualize morphological features and 
patterns not visible to the naked eye, thus improving the 
diagnostic accuracy of evaluating melanocytic lesions14. 
Kittler et al15 showed that dermoscopy enhances diagnos-
tic accuracy by 49 %, with an increase of 6 and 19 % in 
specificity and sensitivity, respectively. In contrast, Carli 
et al16 demonstrated in a randomized study that utilizing 
dermoscopy to evaluate pigmented lesions significantly 
reduces unnecessary biopsies16.

Vestergaard et al17, in a meta-analysis that included 
only prospective studies, with 8,487 non-melanocytic 
and melanocytic lesions, documented the diagnostic odds 
ratio for dermoscopy 15.6 times higher than visual in-

Table 3: Sensitivity, specificity, positive predictive value, negative predictive value, positive likelihood ratio, and negative 
likelihood ratio for both diagnostic methods (naked-eye examination and dermoscopy).

Sensitivity
TP/(TP +FN)

Specificity
TN/(TN+FP)

PPV
TP/(TP+FP)

NPV
TN/(FN+TN)

LR+
sensitivity/
1-specificity

LR-
1-sensitivity/

specificity

Naked-eye 
examination

43/55 x100 %
= 78.2 %

45/63 x100 %
=  71.4 %

43/61 x100 %
= 70.5 %

45/57 x100 %
= 78.9%

0.782/(1-0.714)
= 2.7

(1-0.782)/0.714
= 0.3

Dermoscopy
49/55 x100 %

= 89.1 %
59/63 x100 %

=  93.7 %
49/53 x100 %

= 92.5 %
59/65 x100 %

=  90.8 %
0.891/(1-0.937)

= 14.1
(1-0.891)/0.937

= 0.12

Figure 1: Clinical image demonstrating a false positive di-
agnosis regarding a lesion in the patient’s right sole that was 
classified as an atypical lesion according to the ABCD rule but 
received the histopathological diagnosis of compound nevus. 

Figure 2: Dermoscopic image of the same lesion as in 
Figure 1 illustrating the parallel ridge pattern commonly 
associated with acral melanoma.


