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ABSTRACT 

Objective: To evaluate the effectiveness of fusiform surgical excision of intradermal melanocytic nevus and to document the 
aesthetic outcome of post-excisional surgical scar. 
Study Design: Prospective longitudinal study. 
Place and Duration of Study: Tertiary Care Hospital, Gujranwala Pakistan, from Apr to Oct 2021. 
Methodology: Patients with intradermal melanocytic nevus were enrolled after informed consent. Close-up photographs of 
the nevus and the site post-excision were taken. Local anaesthesia was injected with 2% Lignocaine with Adrenaline under 
aseptic measures. An elliptical incision with scalpel blade-15 was made around the nevus. The length of the incision was 
almost three times its width. Nevus and the involved tissue were removed to its full depth. A visual analogue scale was used 
to assess the scar cosmesis. 
Results: A total of 37 intradermal melanocytic nevi, were included in the study. The size of the intradermal melanocytic    
nevus ranged from 0.5-2cm with a duration of 3-10 years. The mean visual analogue scar scale on day 5 of surgical excision 
was 7.23±1.423, and on day seven was 5.37±0.575. Surgical sutures were removed on day 5 in 13(35.1%) cases and day-7 in 
24(64.9%) cases. 
Conclusion: Surgical excision is an effective treatment modality for intradermal melanocytic nevus. 
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INTRODUCTION 

Acquired melanocytic nevi develop from 
melanocytes. They are benign and biologically stable 
lesions. They are categorized into junctional, com-
pound or intradermal melanocytic nevi (IMN).1 Intra-
dermal Melanocytic Nevus has clusters of nevus cells 
located in the dermis with the minimal possible 
proliferation of melanocytes in the epidermis.2 Nevus 
cells found in the dermis have neuroid or fibroblastic 
morphology. Diagnosis of IMN is clinical, and the risk 
for malignant transformation is low. They are most 
commonly found on the face. Other associated clinical 
features of IMN are telangiectasia and terminal hair.3  

Laser therapy and surgical excision are among the 
most commonly practised techniques for treatment.4 
The removal of nevus by laser therapy is debatable 
since there is no specimen for tissue diagnosis and 
histopathology. Furthermore, laser therapy has a 
chance of recurrence, and its complete removal is quite 
difficult. Radiofrequency and electrocautery are other 
techniques employed to remove the nevus.5 These 
techniques lead to thermal damage, and their aesthetic 

outcomes are not satisfactory, which is the funda-
mental concern of patients.6  

Surgical excision remains the most extensively 
used and one of the finest methods. Multiple surgical 
techniques are in practice for IMN removal, such as 
deep excision, shave, round, and punch excision.7 Re-
moval of IMN by shave excision has a potential disad-
vantage of post-surgical permanent scar formation, 
and there are chances of recurrence. Punch excision 
may lead to post-surgical dog ears formation.8  

Additionally, the excised specimen can be histo-
logically examined.9 At present, there is no consensus 
on the surgical excision technique of intradermal 
melanocytic nevi, and the choice lies with the derma-
tologist.10 There is a dearth of locally published litera-
ture on the excision of IMN and aesthetic outcomes. 
The present study aims to evaluate the effectiveness of 
fusiform surgical excision of intradermal melanocytic 
nevus. It will document the aesthetic outcome of post-
excisional surgical scar. The study would benefit the 
choice of practice to address this common aesthetic 
concern. 

METHODOLOGY 

The prospective longitudinal study was conduc-
ted at the Department of Dermatology, Tertiary Care 
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Hospital, Gujranwala from April to October 2021. 
Hospital Ethical Review Board approved  the study 
(ERB 01/2021). A total of 37 clinically diagnosed IMNs, 
after informed consent, were included during the 
study duration by consecutive sampling technique. 

Inclusion Criteria: All patients aged more than 15 
years, of either gender, with a clinical diagnosis of 
intradermal melanocytic nevi were induced in the 
study. 

Exclusion Criteria: Patients with bleeding disorders; 
those on anti-coagulant therapy; previous history of 
keloids; collagen vascular disease; immunosuppressed 
patients, were excluded. 

 Patents’ demographics and IMN characteristics 
like size, colour and hair growth were recorded. Close-
up photographs of IMN before and after surgical 
excision were taken. For surgical excision skin of IMN 
and its surrounding area was cleaned with Povidone-
Iodine and then with 75% Methylated Alcohol. Local 
anaesthesia with given with an injection 2% Ligno-
caine. An incision was made in an elliptical pattern 
around the nevus using a scalpel blade-15. The incision 
was almost three times in its length than in width. 
Incisions were always made along the relaxed skin 
creases cautiously. Nevus was removed up to mid-
subcutaneous tissue depth. Interrupted sutures were 
employed for wound closure using non-absorbable 
Polypropylene monofilament (Proline 5-0), and wound 
edges were undermined. Sterile gauze packs were 
used for wound dressing. Histopathological exami-
nation of obtained specimen was advised in all cases. 
Removal of sutures was done on the 5th-07th post-
operative day. Scar assessment was done by the visual 
analogue scale of scar scoring, which is a reliable, 
practicable and validated tool for scar scoring.11 Scar 
was assessed by another dermatologist working in the 
same department.  

Statistical Package for Social Sciences (SPSS) ver-
sion 25.0 was used for the data analysis. Quantitative 
variables were expressed as Mean±SD and qualitative 
variables were expressed as frequency and percen-
tages. The Independent sample t-test was employed 
for the visual analogue scar scale and duration of the 
stitch assessment. The p-value lower than or up to 0.05 
was considered as significant. 

RESULTS 

A total of 37 clinically diagnosed IMNs were 
included in the study. The size of IMN was from 0.5-
2cm with a duration of 3 to 10 years. All excised IMN 

were sent for Histopathological examination, which 
confirmed the diagnosis. The distribution of IMN is 
shown in Table-I. The mean visual analogue scar scale 
on day 5 was 7.15±1.405, and on day-7 was 5.38±0.576. 
Sutures were removed on day-5 in 13(35.1%) cases and 
on day-7 in 24(64.9%) cases. 

Table-I: Distribution of Intradermal Melanocytic Nevus (n=37) 

Distribution n(%)                                               

Cheek  18(48.6%) 

Forehead 8(21.6%) 

Nose 2(5.4%) 

Chin 5(13.5%) 

Anterior chest 2(5.4%) 

Arm 1(2.7%) 

Ear 1(2.7%) 

Surgical scar assessment on a visual analogue scar 
scale relative to the duration of surgical sutures sho-
wed a statistically significant difference in scar 
cosmesis in relation to the duration of stitch, as shown 
in Table-II. 

Table-II: Visual Analogue Scar Scale with respect to Duration of 
Sutures (n=37) 

Scar scale 

Duration of 
Sutures                     
Group-1 

n=13 

Duration of 
Sutures 

 Group-2 
n=24 

p- 
value 

Visual Analogue Scar Scale  7.15±1.405 5.38±0.576 0.001 

Figures 1, 2 & 3 show the intradermal melanocytic 
nevus, before and after surgical removal. 

 

Figure-1: a; Intradermal Melanocytic Nevus Chin, b; Surgical 
Site  at day-5 

 
Figure-2: a; Intradermal Melanocytic Nevus Forehead , b ; 
Surgical Site  at day-7  
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Figure-3: a; Intradermal Melanocytic Nevus on Lateral 
Forehead , b:Surgical Site  day-7 

 

DISCUSSION 

Melanocytic lesions are common aesthetic con-
cerns that dermatologists encounter in their daily 
practice. Melanocytic nevi may be congenital, but the 
majority of nevi that occur in childhood or adolescence 
are acquired melanocytic nevi. Treatment choices for 
IMN must be effectual, safe and with the least un-
favourable consequences.12 

We have done surgical excisions of IMN located 
mostly on exposed parts with excellent cosmetic 
results, as Tursen et al. in Turkey recommended that 
surgical excision is the most acceptable and widely 
used treatment modality for IMN with appreciable 
cosmetic outcomes.13 Lee et al.however in their study 
on 24 Korean patients found combined treatment of Er: 
YAG laser and long-pulsed alexandrite laser as an 
effective treatment modality for small benign 
melanocytic nevi with least untoward effects and low 
recurrence rate.14 Similar findings were reported by 
Hang Li et al.in China, where most nevi consultation 
was by females.15 Camini et al., in a randomized 
clinical trial, documented 86.7% female consultations 
for IMN removal.16 Intradermal Melanocytic Nevus is 
an aesthetic concern for females. 

The colour of nevi was predominantly brown and 
black, which is commensurate with the findings of 
Wang et al.in Singapore.17 Treatment of IMN is mainly 
aesthetic; its risk of malignant transformation is rare. 
Ponomarev et al. found that surgical methods are 
associated with a risk of scarring, whereas laser re-
moval can additionally cause skin discolouration. They 
described dual-wavelength copper vapour laser (CVL) 
as a safe and effective modality for dermatologists and 
cosmetologists in treating IMN.18  Surgical excision 
offers definite outcomes, histopathological examina-
tion, and the least risk of recurrence compared to other 
treatment modalities. There is a marked risk of 

recurrence, and long-term follow-up is required in 
other treatment options, as Suzuki et al. reported in 
Japan.19 Cosmetic goals can be attained with clinical 
assessment of size, location and incision design of nevi. 

Many adults desire to maintain a clean, youthful 
skin appearance. With the betterment of living stan-
dards, investment in aesthetics has increased. Because 
of growing aesthetic concerns, surgical excision re-
mains an excellent technique for removing melanocytic 
nevi with appreciable outcomes and patient satisfac-
tion in resource-limited setups. 

LIMITATIONS OF STUDY 

Follow-up of the scar till surgical suture removal; recur-
rence, scar size, hypertrophy or keloid formation, could not 
be evaluated. Scar cosmesis is expected to improve further 
with time, which was not considered in the current study. 
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