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Acquired Melanocytic Nevi

Acquired melanocytic nevi (moles) are benign proliferations of nevus cells that cluster within the lower
epidermis or dermis.  The lesions may appear at any time after birth but usually appear after the first 6
months of life.  Very few acquired melanocytic nevi are present in early childhood.  They tend to
appear after 6 months of age and increase in number during childhood.  The number increases sharply
through adolescence and more slowly in early adulthood.  It reaches a plateau in number in the third
decade and then slowly regress with age.  These nevi are slightly more common in
women.  Individuals with lightly pigmented skin have more melanocytic nevi than those with darker
complexions.  The number of acquired melanocytic nevi is 15 to 30 and 5 to 10 among White children
and Black children, respectively, by the end of the first decade of life.  Other risk factors for the
development of acquired melanocytic nevi include chronic intensive sun exposure, intensive neonatal
phototherapy, high propensity to sunburn, medications (e.g., encorafenib, chemotherapeutics,
immunosuppressants), lichen sclerosus, blistering disorders, obesity, trauma, and genetic
predisposition.

Generally, acquired melanocytic nevi are well-circumscribed, round or oval, with a homogenous
surface, even pigmentation, and are less than 8 mm in diameter. Sites of predilection include the sun-
exposed areas of the trunk, and upper and lower extremities although acquired melanocytic nevi can
appear anywhere on the body.  Acquired melanocytic nevi on the palms and soles are more commonly
observed in individuals with a darker skin complexion.

Junctional nevi (Figure 1) are usually macular (flat) or minimally raised, brown to black in color, and
often hairless.
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Fig. 1 Junctional nevi are usually flat or minimally raised.

Compound nevi (Figure 2) are raised and show lighter shades of brown than do junctional nevi.

Fig. 2 Compound nevi are shown.

Intradermal nevi are usually more elevated, dome-shaped, or pedunculated and show lighter shades of
brown compared with compound nevi (Figure 3) and can be skin colored (Figure 4); the texture is soft
and rubbery.  Compared with junctional nevi, compound nevi and intradermal nevi are more likely to
contain hair. 
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Fig. 3. The texture of intradermal nevi is generally soft and rubbery.

Fig. 4. Intradermal nevi are generally more elevated and show lighter shades of brown compared with
compound nevi.

The diagnosis is mainly clinical based on the morphologic appearance. Typical dermoscopic features of
acquired melanocytic nevi include a globular pattern (more common in lesions on the head, neck, and
upper trunk) and a reticular pattern (more common in lesions on the extremities and children with darker
skin complexion).  Dermoscopy provides a powerful tool in the evaluation of atypical melanocytic nev
to determine the need for biopsy or excision of the lesion.

Acquired melanocytic nevi are usually benign.  Occasionally, regression of acquired melanocytic nevi vi
the halo phenomenon (a depigmented halo around a central melanocytic nevus) (Figure 5) may occur.
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Fig. 5. A depigmented halo around a central melanocytic nevus is shown.

Halo eczema or halo dermatitis around acquired melanocytic nevi (Meyerson phenomenon) has also been
described.  A very small percentage of acquired melanocytic nevi may undergo malignant
transformation.  Risk factors for the development of melanoma include the presence of numerous
melanocytic nevi, the presence of dysplastic nevi, a freckling tendency, intensive sun exposure (e.g.,
sunburns), family history of melanoma, and pale skin.
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