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Expert: Color IDs Skin
Ca Better Than Diameter

B Y  K E R R I  WA C H T E R

B O S T O N —  Lesion darkness would
make a better criterion for identifying
early melanomas than the 6-mm diam-
eter cutoff in the ABCDE criteria cur-
rently used by physicians and patients,
said Dr. Stuart Goldsmith.

“It’s recognized that all melanomas

start as a single cell or a few cells. So mi-
croscopically, they’re already cancer, but
we’re not even telling patients to look for
small lesions,” he said.

“If we were doing okay [in terms of
mortality], then it wouldn’t matter. The
fact is that we are not doing as well as we
want to for our patients,” said Dr. Gold-
smith, a practicing dermatologist in Al-C
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bany, Ga. “More than 8,000 Americans
die every year of melanoma—most from
cutaneous lesions, lesions on the skin
that could have been removed when
smaller than 6 mm and in time to save
the patient’s life,” Dr. Goldsmith noted
at the American Academy of Dermatol-
ogy’s Academy 2009 meeting.

Although the ABCDE criteria are in-
tended to enhance the diagnosis of ear-
ly melanoma, Dr. Goldsmith related that
some dermatologists suggest that elim-
ination of the diameter criterion would
lead to too many biopsies. “In other
words, it’s become a cost issue,” he said.

“I’m not saying that saving money
shouldn’t be a priority. It just shouldn’t
be a priority of these criteria,” he said. 

Dr. Goldsmith contends that the con-
cerns about cost are unjustified. He used
data from his own practice (Medicare
rates for 2009, Albany, Ga.) to develop a
specific cost model to assess the argu-
ment that excision and pathology for
smaller suspect lesions would increase
costs. “Assuming our society’s accepted
cost of $50,000 per quality-adjusted life-
year saved, and rounding up to $200 per
excision, if 1 in 250 excisions saved 1 year
of one person’s life, the cost would be

justified,” he said. Given that the average
life-years lost per fatal melanoma is 18.6
(based on Surveillance, Epidemiology
and End Results data), the cost would be
justified if 1 in every 4,650 small-diame-
ter lesions excised would have prevent-
ed a death from melanoma. “This cost
justification is valid even if there would
be no costs savings,” he said.

Models to decrease the cost of
melanoma have emphasized the need to
diagnose earlier invasive and in situ dis-
ease. The estimated treatment of stage
III and IV disease accounted for 90% of
costs from melanoma. Disease caught

earlier could avoid much of this cost ( J.
Am. Acad. Dermatol. 1998;38:669-80).

In terms of cost alone, an increase in
small-diameter biopsies would not lead
to unacceptable costs and may even re-
sult in cost savings, he said.

A cost analysis must also include a dis-
cussion of the number of lesions need-
ed to excise, or biopsy, (NNE) to diag-
nose one melanoma. NNE should only
be discussed in the context of sensitivi-
ty of melanoma diagnosis. 

Dr. Goldsmith highlighted two arti-
cles from 2008. In the first study, the
NNE for small-diameter lesions (those 6
mm and smaller) was 1 in 24, while the
NNE for larger lesions was approxi-
mately 1 in 8 (Arch. Dermatol.
2008;144:469-74). The authors conclud-
ed that the 6-mm criterion remains use-
ful and that their biopsy rate for small-
er lesions was appropriate.

In the second article, however, the
study’s group of expert dermoscopists
would not only have misdiagnosed but
would have totally missed—would not
have biopsied—29% of small-diameter
melanomas. Lesions were evaluated us-
ing dermoscopic images with informa-
tion given about the patient’s age, sex,
and lesion location (Arch. Dermatol.
2008;144:476-82).

Studies show that patients find their
melanomas more often than physicians
do. Unfortunately, the lesions found by
patients are likely to be deeper or more
advanced than those that physicians
find. “The fact that patients would mon-
itor for smaller lesions and start the
process of getting in to see the doctor to
get a lesion checked as early as possible
could hopefully avoid what could end up
being a critical delay in the recognition
of a melanoma,” he said.

“The single criterion that seems to
have the most impact on recognition of
the smallest melanomas is the criterion
of darkness,” he said.

The singular importance of darkness
for the diagnosis of small-diameter
melanomas has been described in sever-
al series (Tumori 2004;90:128-31; J. Eur.
Acad. Dermatol. Venereol. 2007;21:929-
34; and Arch. Dermatol. 1998;134:103-4).
These reports suggest that, “when eval-
uating a lesion of unknown history, an 8-
mm lightly pigmented macule with sym-
metric variation in pigmentation—two
of the four current ABCD features—is of
less concern than a 3-mm, circular, even-
ly pigmented black macule or papule
with none of the four current ABCD cri-
teria,” he said.

In other words, the criterion of dark-
ness is a stand-alone, nonredundant fea-
ture to help recognize melanomas. “It
just doesn’t make sense that darkness is
currently not even one of four objective
criteria used in educational strategies re-
lated to melanoma recognition,” he said.

Increased emphasis on the criterion of
darkness enhances other strategies to di-
agnose melanomas, he said, including
early recognition of asymmetry in
melanomas (Arch. Dermatol.
1994;130:1013-7), recognition of change
in melanomas (Br. J. Dermatol.
1999;141:783-7), and identifying small
“ugly ducklings” that are melanomas
(Arch. Dermatol. 1998;134:103-4). ■




