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Abstract
Melanocytic lesion is defined as skin symptom due to proliferation of melanocytes. It may be considered 

benign, commonly diagnosed as melanocytic nevus (MN), or may also be malignant as malignant melanoma 
(MM). Publication of epidemiologic data about melanocytic lesion in Indonesia is limited. The aim of this study 
was to evaluate the epidemiologic findings of melanocytic lesion based on histopathology and clinical data. 
This descriptive study was done by collecting retrospective pigmented lesion from histopathology database at 
Department of Anatomical Pathology dr. Cipto Mangunkusumo National Hospital from 2014 - 2017. Retrieved 
data were analyzed descriptively for MN and MM include clinical diagnosis, age, sex, location, size and clinical 
working diagnosis. There were 121 cases of melanocytic lesions consisting of 87.6% MN. Females were more 
frequent for benign lesions. MN cases were mostly seen at the age below the fourth decade, while from 12 
cases of MM found above fourth decade. MN was located mostly on the head and neck, while MM mostly in 
the lower extremities and soles. There were 75 lesions size and 4 lesions location were unknown data missing. 
MM is still considered rare. Completing clinical finding in the histopathology request form by surgeons will aid 
in defining better characteristic of melanocytic lesion in our population.
Keyword: epidemiology, melanocytic lesion, nevus melanocytic, malignant melanoma.

Studi Retrospektif Lesi Melanositik dalam Tiga Tahun 
di RS Tersier: Perbandingan Data Jinak dan Ganas 

Abstrak
Lesi melanositik didefinisikan sebagai lesi kulit akibat proliferasi melanosit. Lesi melanositik dapat dianggap 

jinak, umumnya didiagnosis sebagai nevus melanositik (NM), atau merupakan ganas yaitu melanoma maligna 
(MM). Publikasi data epidemiologi tentang lesi melanositik di Indonesia masih terbatas. Tujuan dari penelitian 
ini adalah untuk melakukan evaluasi gambaran epidemiologis lesi melanositik berdasarkan data histopatologi 
dan klinis. Penelitian deskriptif ini dilakukan dengan mengumpulkan data retrospektif lesi berpigmen dari 
basis data histopatologi di Departemen Patologi Anatomi Rumah Sakit Nasional dr. Cipto Mangunkusumo 
dari tahun 2014 - 2017. Data dianalisis secara deskriptif untuk NM dan MM termasuk diagnosis kerja, usia, 
jenis kelamin, lokasi, ukuran, dan diagnosis klinis. Terdapat 121 kasus lesi melanositik yang terdiri atas 87,6% 
NM. Lesi jinak lebih banyak ditemukan pada wanita. Terdapat 75 dan 4 kasus dengan data ukuran lesi dan 
lokasi tidak tercantum. MM masih dianggap jarang. Kasus NM sebagian besar terlihat pada usia di bawah 
dekade keempat, sedangkan dari 12 kasus MM di atas dekade keempat. NM sebagian besar terletak di 
kepala dan leher, sedangkan MM ditemukan di ekstremitas bawah dan telapak kaki. Melengkapi temuan klinis 
dalam formulir permintaan histopatologi oleh dokter bedah akan membantu dalam menentukan karakteristik 
lesi melanositik lebih baik pada populasi ini.
Kata kunci: epidemiologi, lesi melanositik, nevus melanositik, melanoma maligna.
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Introduction
Melanocytic lesion is defined as skin symptom 

due to proliferation of melanocytes. Melanocytes 
are pigment-producing cells whose main function 
is to protect the skin from ultraviolet damage. 

Proliferation of melanocytes maybe considered 
benign, commonly diagnosed as melanocytic nevus 
(MN), or may also be malignant known as malignant 
melanoma (MM).1 Many MN may appear similar to 
MM;2 several variant of MN may progress to MM;3 
also increasing number and size of MN for certain 
individual may also increase their risk to develop 
into MM.4 This fact poses MN not just as differential 
diagnosis but also as a precursor for MM. 

MM incidence continues to rise and is one of 
the most aggressive and lethal form of skin cancer, 
most of them derived from white population.5 In the 
United State, the rate of new cases of MM was 22.7 
per 100,000 men and women per year, with the 
death rate 2.4 per 100,000 men and women per 
year. When detected early, MM have 99% five year-
survival rate.6 The need to detect MM at an early 
stage is crucial to reduce its morbidity and mortality.

MM is rare in people of color (POC), but most 
of them came in the later stage, which reduced their 
survival rate. POC have different clinical presentation 
of MM compared to the white population. In POC, 
MM is located in acral region, which suggests that 
sun exposure is not the causal risk factor. They 
have a significantly lower density of MN, which 
indicate a lack of correlation between nevi density 
and MM in POC.7 At present, the epidemiologic 
data about melanocytic lesion in Indonesian 
population is limited. Previous available studies are 
histopathologic study of malignant melanoma8 and 
nevus pigmentosus9 at Central General Hospital 
Dr. Mohammad Hoesin Palembang (2009-2013), 
and only one study comparing benign and malignant 
melanocytic lesion based on histopathology in 
Yogyakarta (1986-1989).10

This study aims to evaluate the clinical 
characteristics of melanocytic lesion based on 
histopathology data and medical record at Cipto 
Mangunkusumo National Hospital (CMNH).

Methods
This descriptive study was done by collecting 

retrospective data from histopathology database at 
Department of Anatomical Pathology CMNH from 
June 2014-June 2017. A lesion was considered 

melanocytic lesion if there was proliferation of 
melanocytes. Data for melanocytic lesion were 
collected with total sampling and classified into 
MN and MM. The characteristics of MN and MM 
included are age, sex, location, size, and clinical 
working diagnosis. Missing data were then added 
from the medical records if available. Retrieved 
data were analyzed descriptively using Microsoft 
Excel® for Mac 2011 version 14.3.0. This study has 
been approved by the Ethic Committee of Faculty 
of Medicine, Universitas Indonesia (0151/UN2.F1/
ETIK/2018).

Results
Figure 1 shows 121 cases of melanocytic 

lesions consisting of 15 lesions (12.3%) MM and 
106 lesions (87.7%) MN based on histopathology. 
Most patients in MM were above 40 years old (12 
lesions) and in MN the incidence was higher below 
40 years old (73 lesions). 

 
 

Figure 1. Distribution of Malignant Melanoma (MM) and Melanocytic Nevus (MN) According to 
Age Groups in Years (n=121 lesion) 

 
Most of melanocytic lesions predominantly in female population (86 lesions) 

(Table 1).  In MM most of frequent site was on lower extremities and soles (10 lesions). 
From four lesions of MM on the head and neck, two of them were periorbital region 
(ocular melanoma). For MN, the incidence was higher in head and neck (83 lesions). 
Sixty-two percent missing data about lesion diameter were found in this study. In MN 
most of lesion diameter were greater than 5 mm (35 lesions). 

 
Table 1. Frequency of Malignant Melanoma and Melanocytic  Nevus 

Based on Gender, Sites, and Size of Lesions 

Variable 
Malignant 
Melanoma 

Melanocytic 
Nevus Total % 

n=15 % n=106 % 
Gender       

Female 7 46.67 79 74.52 86 71.07 
Male 8 53.33 27 25.48 35 28.93 

Sites       
Head & neck 4 26.67 83 78.30 87 71.90 
Trunk 0 - 13 12.26 13 10.74 
Upper extremities 0 - 3 2.83 3 2.48 
Lower extremities 6 40.00 2 1.89 8 6.61 
Palms & soles 4 26.67 0 - 4 3.31 
Buttock & genitalia 0 - 2 1.89 2 1.65 
Not available 1 6.66 3 2.83 4 3.31 

Lesion Diameter       
Not available 11 73.33 64 60.38 75  62.00 
< 5 mm 0 - 7 6.60 7  5.77 
> 5 mm 4 26.67 35 33.02 39  32.23 

 
Most of the MN patients were female (79 lesions) and were located in the head 

and neck region (61 lesions) (Table 2).  
 
 

Figure 1. Distribution of Malignant Melanoma (MM) and 
Melanocytic Nevus (MN) According to Age 
Groups in Years (n=121 lesion)

Most of melanocytic lesions predominantly in 
female population (86 lesions) (Table 1).  In MM 
most of frequent site was on lower extremities and 
soles (10 lesions). From four lesions of MM on the 
head and neck, two of them were periorbital region 
(ocular melanoma). For MN, the incidence was 
higher in head and neck (83 lesions). Sixty-two 
percent missing data about lesion diameter were 
found in this study. In MN most of lesion diameter 
were greater than 5 mm (35 lesions).

Most of the MN patients were female (79 
lesions) and were located in the head and neck 
region (61 lesions) (Table 2). 
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Table 2. Sites of Melanocytic Nevus Based on Gender (n=106 lesion)

Sites Female Male
Head & neck 61 22
Non-head & neck 15  5
Not available  3  0
Total 79 27

Summary of various clinical working diagnosis 
for MM and MN were described in Table 3. Many 

Variable Malignant Melanoma Melanocytic Nevus Total %n=15 % n=106 %
Gender

Female 7 46.67 79 74.52 86 71.07
Male 8 53.33 27 25.48 35 28.93

Sites
Head & neck 4 26.67 83 78.30 87 71.90
Trunk 0 - 13 12.26 13 10.74
Upper extremities 0 - 3 2.83 3 2.48
Lower extremities 6 40.00 2 1.89 8 6.61
Palms & soles 4 26.67 0 - 4 3.31
Buttock & genitalia 0 - 2 1.89 2 1.65
Not available 1 6.66 3 2.83 4 3.31

Lesion Diameter
Not available 11 73.33 64 60.38 75 62.00
< 5 mm 0 - 7 6.60 7 5.77
> 5 mm 4 26.67 35 33.02 39 32.23

Table 1. Frequency of Malignant Melanoma and Melanocytic  Nevus Based on Gender, Sites, and Size of Lesions

surgeons wrote tumor or mass on certain region as 
the clinical diagnosis.

Melanocytic lesion Various Clinical Working Diagnosis
Malignant Melanoma Melanoma malignant

Epithelioid sarcoma
Hyperpigmented nodule
Mass
Tumor

Melanocytic Nevus Melanocytic nevus
Pigmented nevus
Miescher nevus
Split nevus
Nevus spilus
Giant congenital nevus
Amelanotic nevus
Atypical nevus
Hairy nevus
Becker nevus
Epidermal nevus
Sebaceous nevus
Seborrheic keratosis
Epidermal cyst
Cylindroma
Papilloma
Vascular malformation
Nevus
Mass
Tumor

Table 3. Various Clinical Working Diagnosis Sent According for Malignant Melanoma and Melanocytic
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Discussion
The development of melanocytic lesion is a 

multifactorial and heterogeneous biologic process. 
Like MM, genetic also plays role in the development 
of MN. Some external factors including ultraviolet 
exposure, trauma, and intrinsic factors such as 
hormonal and age may cause variation of the lesion 
development.11,12 These factors may contribute 
to the different epidemiologic manifestation of 
melanocytic lesion in a different population. 

Data in this study were collected from 
histopathology database, which consists of patients 
from Dermatology and Venereology Department, 
other Departments in CMNH, and referral from 
other hospital. The data therefore did not represent 
all of patients with melanocytic lesion who visited 
to the outpatient clinic of CMNH, which is a tertiary 
national hospital in Indonesia. This study found MN 
comprise of 87.7% (106 lesions) of all melanocytic 
lesion and only 15 lesions of MM in three years. 
The low incident of MM was accord in the similar 
study in 1994 from Yogyakarta. They found 78.8% 
(149 lesions) of pigmented nevus and 40 lesions of 
MM within 4 years.9 This finding in accordance with 
the study in Palembang, which found 30 lesions of 
MM in 4 years (2009-2013).8 In the same period 
also in Palembang, a study on pigmented nevus 
also revealed 151 lesions of MN, with the exclusion 
of 7 cases of flameus and sebaceous nevus.9

Figure 1 showed that most patients in MN were 
within age group below 40 years old. Meanwhile, 
in MM most patient were above 40 years old 
(12/15 lesions). The data from previous study in 
Yogyakarta10 and Palembang also showed the same 
characteristic.8,9 This finding is quite similar with the 
incidence of MM in white population, increased at 
the fourth decade and peaks at the sixth decade of 
life.6 While for MN in white population, the incidence 
significantly increased before and decreased after 
the fourth decade of life.13 This finding support the 
fact that new pigmented lesion appearing above 
fourth decade most likely are not MN, and needs 
further observation to ruled out MM.

MN was higher in females (74.52%) in this 
study. This finding also similar to the data from 
Yogyakarta and Palembang.9,10 Similar finding 
also acquired in the white population research 
which performed in clinical or hospital setting.13 We 
speculate the higher prevalence in female in these 
study was because female seek treatment for 
aesthetic purpose compared to male counterpart. 
This is in line with the data in this study that MN 
in the female patient were located in the head and 

neck area, which is considered an aesthetic region. 
Many epidemiologic studies confirmed that MN are 
more frequent in the white population compared to 
other ethnic groups.14 In those studies, the males 
had more nevus counts than females.14,15

MM male patient was relatively more prevalent 
in this study (8/15 lesions). This finding was 
contradictory from the previous study in the same 
hospital,16 Yogyakarta,10 and Palembang.8 Those 
study which found more female patients, had more 
MM patients compare to the present study might 
explain the different finding.8,10,16 The study from 
Yogyakarta speculate MM in female were more 
prevalent, because they found more MN in female.10 
In the United State and Australia, which showed high 
incidence of MM, it was more prevalent in males.6,17 
In Queensland, Australia, MM in male was equal to 
55.8/105/annum and 41.1/105/annum for females.17  

Most cases of MM performed biopsy in this 
study, were found in lower extremities and soles 
(10/15 lesions). Our finding was in accordance 
with acral lentiginous melanoma (ALM) which 
is more common in Asian population.7 A study 
from Japan in the aim to try find the relationship 
between ALM and MN, conclude that ALM is not 
correlated to high number of MN and having MN 
in the acral region.18 Study from Korea found high 
prevalence of ALM suggest that this type of MM 
might be correlated to mechanical stress, which 
different from the causative of MM in the white 
population.19 Our data also showed MM in head 
and neck consist of 4 cases among two of them 
are located in the periorbital region, categorized as 
ocular melanoma. Previous report from Yogyakarta 
found 55% of MM in the head and neck region.10 

Incidence rate of ocular melanoma is quite rare 
even in Asian population.20 

In this study MN was found higher incidence 
in head and neck (78%), similar finding with 
the histopathologic study in Yogyakarta10 and 
Palembang.9 Dermoscopy diagnosis MN study 
in this same hospital (without histopathologic 
examination), also found that the most common 
sites for MN were on head and neck (43%).21 This 
is contradictory compared to the study in Spanish 
children population MN were more prevalent in the 
trunk area compared to head and neck.22 Other 
study from Japan found more MN in the head 
and neck compared to other body site.18 Anatomic 
distribution of MN might be different between races, 
a bigger scale epidemiologic study is needed to 
determine the distribution characteristic in our 
population.
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     Having a single melanocytic lesion larger than 5 
mm increased the risk of having MM.23 So we seek 
to find whether size may predict the diagnosis of 
MM in our population. Unfortunately, in this study 
62% data were missing for lesion diameter. Among 
the melanocytic lesions under study, 35 lesions 
were greater than 5 mm in diameter. All available 
data found for MM (4/15) the size was more than 5 
mm. And thus, we cannot make statistical analysis 
for this parameter. People who had increased 
number of large nevi also increased their risk to 
MM,23 so the size of a lesion is a compulsory data 
to be registered in deciding the diagnosis. Various 
clinical working diagnosis sent by the surgeon to 
aid the pathologist in deciding the final diagnosis. 
Many working diagnoses left blank or still shown 
as a morphologic description such as tumor, mass, 
and hyperpigmented nodule. Sufficient clinical data 
is needed to make a histopathologic correlation. A 
complete written histopathologic form will determine 
more correct and fast histopathologic diagnosis.24 

Conclusion
Malignant melanoma is still considered rare and 

mostly located on lower extremities and soles, also 
mostly seen above the fourth decade. Melanocytic 
nevi were mostly located in head and neck, with 
high incidence below the fourth decade. There were 
many missing data from histopathology request 
form, especially in size and location. Completing 
histopathology request form by surgeons is needed 
to establish national data especially of malignant 
lesion in Indonesia.
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