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INTRODUCTION 
Miescher’s nevus (MN) is the major subtype of dermal 
melanocytic nevus that occurs most commonly on the 
head and neck. It usually presents as a light brown or 
skin colored, smooth, dome-shaped papulonodular 
lesion (1). In a study about histopathologic evaluation 
of 458 dermal melanocytic nevi, it was reported that 
83% of the nevi on head and neck were dermal nevi 
and almost every dermal melanocytic nevus on the 
face (94%) were Miescher nevi (MNs) (2). MN occurs 
generally among persons who are older than 30 years 

and clinically it may be confused with other 
papulonodular lesions such as neurofibroma, fibrosis 
nodularis nasi and nodular basal cell carcinoma 
(BCC) (1, 3).  
Although histopathology is the gold standart in the 
diagnosis of melanocytic and non-melanocytic skin 
tumors, this method cannot be used in the diagnosis 
of all benign lesions that are not routinely excised (4). 
Dermoscopy is a non-invasive technique that is useful 
for the diagnosis of certain benign and malignant 
melanocytic and non-melanocytic lesions (5). It is 
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reported that the most common dermoscopic pattern 
associated with MNs is the homogeneous globular 
pattern with focal and symmetric arrangement of dots 
and globules arranged in cobblestone distribution, 
and the globules can have light to dark brown and 
occasionally blue colors (3). Unna nevus (UN), the 
other major subtype of dermal melanocytic nevus, is 
a polypoid or sessile, usually papillomatous light to 
dark-brown lesion frequently located on the trunk, 
arms and neck (1). The distinctions between MN and 
UN have been emphasized insufficiently (3). 
Dermoscopically, UN reveals a globular pattern 
composed of numerous tan to dark-brown, round to 
oval globules distributed regularly or cobblestone 
pattern. Densely packed and irregularly separated 
exophytic papillary structures and black comedo-like 
openings can also be seen (6). In hypopigmented or 
depigmented lesions, distinctive dermoscopic 
patterns formed by blood vessels can be identified 
and may serve as important clues to the specific 
diagnosis (5). It is suggested that comma vessels are 
the key dermoscopic findings for the diagnosis of 
dermal melanocytic nevi. They are thick, slightly 
curved, barely branching vessels that vary 
enormously in size and caliber, and are generally 
evenly distributed throughout the tumor (7-8). Comma 
vessels are said to be more polymorphic in MNs (8). 
It is also reported that irritated dermal melanocytic 
nevi occasionally may have arborizing vessels 
although they are the most characteristic vascular 
pattern of nodular BCC on dermoscopy (9). 
Arborizing vessels in BCC have stem vessels of large 
diameter which branch irregularly into the finest 
terminal capillaries. The sensitivity of arborizing 
vessels for BCC has been determined as 96.1% in a 
previous study (10). 
Even though it is very common in general population, 
dermoscopic features and vascular patterns of MNs 
have been widely ignored in literature. It may be 
confusing to differentiate a MN from other 
papulonodular lesions, especially from a nodular 
BCC; because dermoscopy can reveal arborizing and 
comma vessels in both lesions and they are both 
commonly seen on the head and neck. This study 
was designed to determine the dermoscopic features 
of MNs on the head and neck. 
 
MATERIAL AND METHODS 
This was a descriptive cross-sectional study 
conducted in the Department of Dermatology at 
Dokuz Eylul University Faculty of Medicine between 

May 2011 and January 2013. The study was 
approved by the Dokuz Eylul University Non-
Interventional Research Ethics Committee (Date: 
21.04.2011, No: 2011/13-01), and we obtained 
informed patient consent prior to inclusion. Inclusion 
criteria for the study were adults aged ≥40 years with 
dome-shaped, smooth, skin-colored to brown 
papulonodular lesions on the head and neck. The 
head and neck were examined and clinically 
diagnosed MNs (defined according to Ackerman et 
al.) were evaluated by dermoscopy (1). Duration, 
localization, morphological changes and size of the 
lesions were recorded. The lesions with a suspicion 
of nodular BCC under dermoscopy underwent 
histopathological confirmation and then excluded 
from the study. Except for those with high clinical 
suspicion for BCC or other atypical lesions, only a few 
MNs from voluntary patients were evaluated 
histopathologically due to the ethic and cosmetic 
reasons.  
The lesions on the head and neck were evaluated by 
using polarized light dermoscopy (MoleMax II, Derma 
Instruments, Vienna, Austria). Ultrasound gel was 
used as an immersion fluid and the lesions were 
analysed with 30x or 40x magnification based on their 
size. Statistical analysis was performed using 
Statistical Package for Social Sciences for Windows 
15.0. Frequencies of dermoscopic findings in MNs 
were determined. 
 
RESULTS 
We selected 107 patients who had dome-shaped, 
smooth, skin-colored to brown papulonodular lesions 
on the head and neck. After excluding 
histopathologically confirmed nodular BCCs (13 
patients with 15 nodular BCCs), we finally selected 94 
patients. A total of 170 MNs in 94 patients (22 male, 
72 female) who ranged from 40 to 91 years of age 
(mean: 56.6 years) were evaluated in this study. The 
durations of the MNs were between one year and 85 
years (mean: 38 years). When the patients were 
asked whether there is any change in morphological 
features of their MNs, 30.7% of them described 
increase in elevation, 12.4% defined increase in 
nevus size and 4.2% stated that their MNs got lighter 
color in long duration. None of the patients indicated 
a sign of growing for more than a month and there 
were no weeping, ulceration, bleeding or tenderness 
clinically. Mean size of MNs was 5.0 mm x 4.6 mm. 
90.6% of them were localized on the head and 9.4% 
were on the neck area. The localization of MNs were 
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buccal (28.2%), oral (16.5%), orbital (9.4%), nasal 
(8.8%), mental (8.2%), frontal (5.9%), zygomatic 
(5.9%), temporal (5.3%), infraorbital (1.8%) and 
occipital areas (0.6%) on the head. The most 
common cervical localization area was regio 
cervicalis posterior (3.5%). 
The most frequently detected dermoscopic pattern in 
MNs was globular pattern (64.5%), less often 
homogeneous (32.4%) or cobblestone pattern 
(2.9%). Lesions were often skin colored (43.5%) and 
they frequently had both skin-colored (87.1%) and 
light-brown (49.4%) homogeneous structureless 
areas. Globules were observed in 75.3% of MNs and 
dots were seen in 12.4%. The other determined 
dermoscopic features were vellus hairs, milia-like 
cysts and pseudonetworks (Table 1). 
The most common vascular pattern was elongated 
comma vessels (47.1%) (Fig. 1-2), but comma 
vessels (33.5%) (Fig. 3) and linear vessels (4.7%) 
(Fig. 4) were also seen in MNs. Vessels which 
showed regular ‘tristar like branching’ in the distal part 
of the vessel were seen in 11.2% of MNs and this new 
vessel pattern was named as ‘tristar vessel’ by Prof. 

Dr. Ali Tahsin Güneş, MD, (Fig. 4-6) in our study 
(Table 2). 
 
DISCUSSION 
This study investigates the dermoscopic findings of 
MNs on the head and neck for diagnosis and 
differential diagnosis of dome-shaped, smooth, skin-
colored to brown papulonodular lesions on the similar 
areas. A recent study evaluating the relation of BCCs 
(n:118) and dermal nevi (n:77) to various localizations 
on face, demonstrated that the distribution of these 
two groups of lesions were significantly different 
(p=0.001). BCCs were more likely to be located on 
the lateral part of the forehead (12.7%), nasal dorsum 
(10.2%) and nasal ala (9.3%) while dermal nevi were 
frequently located on buccal area (11.8%), scalp 
(11.8%), oral (10.8%) and infraorbital (9.7%) regions 
(11). Although in that study, it was not specified which 
subtype of dermal nevi were evaluated, these findings 
were generally consistent with our results that the 
most common localization of MNs on face were 
buccal, oral and orbital areas in the present study. 

Table 1. Dermoscopic features in Miescher’s nevi 

Frequency of dermoscopic features in Miescher’s Nevi  Number of 
lesions % 

Color 
Skin-color 74 43.5 
Light-brown 65 38.2 
Dark-brown 31 18.2 

Skin-colored structureless areas 148 87.1 
Light-brown structureless areas 84 49.4 
Pseudonetwork 8 4.7 

Globules + 128 75.3 
- 42 24.7 

Dots - 149 87.6 
+ 21 12.4 

Dermoscopic Pattern 
Globular pattern 110 64.5 
Homogeneous pattern 55 32.4 
Cobblestone pattern 5 2.9 

Milia-like cysts 15 8.8 

Hair  69 40.8 

 
 Table 2. Frequency of dermoscopic vascular features in Miescher’s Nevi 

Vascular features  Number of 
lesions % 

Elongated comma vessels 80 47.1 
Comma vessels 57 33.5 
‘Tristar vessels’ 19 11.2 
Linear vessels 8 4.7 
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Greco et al. described the features of 202 
histopathologically confirmed dermal nevi, 55 of 
which were MNs. They showed that 20% of MNs 
revealed dotted/globular pattern, followed by 
cobblestone (9.1%) and homogeneous (7.3%) 
pattern. Brown pigment was present in 36.4% of MNs 
and structureless areas in 1.8%, hypopigmented 
areas in 10.9% and white areas in 23.6% of them. 
Hair, pseudonetwork pattern and milia were the other 
dermoscopic findings determined in MNs (40%, 9.1% 
and 3.6%, respectively) (12). Similarly, in the present 
study, the majority of the lesions were dark or light 
brown, while the rest of them were skin-colored and 
they frequently had skin-colored or light-brown 
homogeneous structureless areas. Compatible with 
the Greco et al.’s findings, the most frequently 
detected dermoscopic pattern in MNs was globular 
pattern and less often homogeneous or cobblestone 
pattern. As observed in the aforementioned study, 
pseudonetwork, milia-like cysts and vellus hairs were 
also observed in the present study. Pseudonetwork, 
which can be observed in MNs, was described as 

round, equally sized meshes corresponding to pre-
existing follicular openings (13). In a previous study 
of digital polarized light dermoscopy of clinically 
nonpigmented dermal nevi (n=32), which were 
located commonly on face and ear (56%), Suwattee 
et al. demonstrated that the most common features 
were brown pigment (78%), white areas (53%) hair 
(47%) and comedo-like openings (22%) (14). While 
skin-colored structureless areas (87.1%) were the 
most common dermoscopic finding, the frequencies 
of hair, comedo-like openings, light and dark brown 
pigmentation were less in the present study. The 
smaller sample size in the mentioned previous study 
(14) can explain the differences between these 
results. In another study evaluating the dermoscopic 
features of 52 biopsy-proven 
amelanotic/hypomelanotic benign melanocytic 
lesions (included 17 dermal nevi), hypopigmentation 
was the most common dermoscopic feature (55%), 
and irregular dots and globules were present in 
34.6%, regression structures in 26.9%, irregular 
pigmentation in 11.5% and atypical pigment network 

Table 3. Comparison of vascular features of MN, BCCs and dermal/congenital nevi in literature 
Vascular structures 
(%) 

MN, 
our 
study 
(n=170) 

Conforti 
et al.11, 
Dermal 
nevi 
(n=77) 

Greco 
et 
al.12,  
MN 
(n=55) 

Suwattee et 
al., 
Nonpigmented 
dermal nevi 14 

(n=32) 

Argenziano et al., 
Dermal/Congenital 
nevi 16 

(n=95) 

Argenziano 
et al., 
BCCs 16 

(n=117) 

Caccavale S. 
et al.17, 
Dermal nevi 
(n=141) 

Arborizing vessels - - Ñ - 3.2% 82.1% - 

Tristar vessels* 11.2% - - - - - - 

Dotted vessels - 9% - 19% 14.7% 0.9% 4% 

Linear irregular 
vessels 

4.7% - 8% - 1.1% 5.1% 50.3% 

Comma vessels 33.5% 66.7% 33% 50% 66.3% - 39.% 

Elongated comma 
vessels 

47.1% - - - - - - 

Polymorphous/atypical 
vessels 

- - 60% - 3.2% 5.1%  

Hairpin vessels - 25.64% 4% 22% 1.1% 2.6% 3% 

Crown vessels - - - - 1.1% -  

Short telangiectasias - - - - - -  

Glomerular vessels - - - - - - 2% 

* Tristar vessels are called firstly in our study.  
Ñ In combination with comma (50%) and linear (4%) vessels 
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in 11.5% (15). A correct comparison with our study 
could not be made because 
amelanotic/hypomelanotic benign melanocytic 
lesions such as compound nevi, Spitz nevi, 
congenital nevi and combined nevi were also 
included in that study.  

In hypopigmented or depigmented skin lesions, 
dermoscopic visualization and identification of 
vessels with a characteristic morphology may serve 

 
Figure 1. Dermoscopy showing elongated comma 
vessels in Miescher’s Nevus 

 
Figure 2. Dermoscopy showing elongated comma 
vessels in Miescher’s Nevus 

 
Figure 3. Dermoscopy showing comma vessels in 
Miescher’s Nevus 

 
Figure 4. Dermoscopy of tristar vessels (blue asteriks) 
in Miescher’s Nevus showing tristar like ramifications in 
the distal part of the vessel 

 
Figure 5. Dermoscopy of tristar vessels (blue asteriks) 
in Miescher’s Nevus showing tristar like ramifications in 
the distal part of the vessel 

 
Figure 6. Dermoscopy of tristar vessels (blue asteriks) 
in Miescher’s Nevus showing tristar like ramifications in 
the distal part of the vessel 
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as important clues to specific diagnosis. Comma 
vessels are said to be the dermoscopic hallmark of 
dermal nevi and show a positive predictive value of 
94%. These are coarse vessels that are slightly 
curved and barely branched but can be highly 
variable in both size and caliber. Comma vessels 
have been said to be more polymorphic and 
elongated in MNs (8). ‘Polymorphic elongated comma 
vessels’ were the most common vascular pattern 
observed in approximately half of the MNs in our 
study. Classical comma vessels were seen in 33.5% 
of MNs. In the study by Conforti et al., comma vessels 
were observed in 66.7% of dermal nevi (11). 
Similarly, Suwattee et al. found comma vessels as the 
most common vascular feature (50%) of clinically 
nonpigmented dermal nevi (14). As distinct from our 
study, hairpin vessels and dotted vessels were also 
observed in both studies (11, 14.). The comma vessel 
pattern was seen in 32.5% of MNs in the study by 
Greco et al. They also observed a polymorphous 
pattern, often (50%) manifested as a combination of 
comma and arborizing vessels. Linear and comma 
vessels combination was the other polymorphous 
pattern that was seen in 13% of MNs (12). In another 
study evaluating 52 amelanotic/hypomelanotic 
benign melanocytic lesions in which 17 of them were 
dermal nevi, dotted vessels were detected in 32.7%, 
comma vessels in 23.1%, arborizing vessels in 1.9% 
and hairpin vessels in 1.9%. There were no linear 
irregular vessels observed in any of those 
amelanotic/hypomelanotic benign melanocytic 
lesions (15). Linear vessels (4.7%) were the other 
vascular pattern seen in the present study. The 
frequency of linear irregular vessels was reported to 
be 1.1% in the dermal/congenital nevi in another 
study (16). As distinct from these findings, in a 
retrospective morphological study evaluating the 
vascular structures in a total of 141 dermal nevi 
(including both MN and UN), linear vessel pattern was 
the most common vascular structure (50.3%) (17). 
In a previous report examining non-pigmented BCCs, 
arborizing vessels (83.7%) have been determined as 
the most common dermoscopic feature, followed by 
ulceration (48.9%), non-arborizing vessels (12%), 
short telangiectasias (14.1%) and small erosions 
(7.6%) (18). This vascular pattern is reported to be a 
specific finding of nodular and scleroderma-like BCCs 
(sensitivity of 96.1% and specificity of 90.9%) (10, 
19). Menzies et al. reported that arborizing vessels 
were observed in 52% of pigmented BCCs (9). 
Although arborizing vessels were suggested to be a 

clue to diagnose the non-pigmented variant of BCC, 
they have also been recently observed in eccrine 
spiradenoma, neurothekeoma, hydradenoma, 
intraepidermal poroma and apocrine hydrocystomas 
(18, 20-24). Furthermore, it was reported that those 
vessels may be occasionally seen in irritated dermal 
nevi but there is no detailed data in the literature (9). 
In a previous report, Rubegni et al. defined the 
vessels in MNs as linear irregular vessels. These 
authors may have been indicating the ‘vessels in 
tristar pattern’ in their report while they didn’t use this 
term (25). Greco et al. also have been noticed that the 
arborizing vessels in MNs always have the same 
dermoscopic characteristic, y-shaped branching and 
usually symmetrical. They named these vessels as ‘y-
vessel’ (12). However, our study period was 
completed earlier (between May 2011 and January 
2013) than the study by Greco et al. (between 
September 2003 and August 2018). Tristar vessels, 
which were called firstly in our study and seen in 
11.2% of MN, showed regular ‘tristar like 
ramifications’ in the distal part of the vessel unlike the 
vessels in BCCs which branched irregularly into finest 
terminal capillaries. In a study evaluating the clinical 
and epidemiological aspects of subtypes of 
melanocytic nevi (flat nevi, MN and UN) in 400 
patients (5-88 years of age), MNs were represented 
5.84% of all nevi and predominantly found in head 
and neck region (26). In a subsequent study, Piliouras 
et al. recorded total nevus count and morphological 
nevus types with respect to age, sex and anatomical 
location in total of 59 patients (60-89 years of age) 
with 203 nevi. Of those, 23 were MNs that increased 
in 6th and 7th decade, and were mostly located on 
the head, neck and trunk (27). Based on this, if we 
think that the rate of MNs is higher than nodular BCCs 
on the head and neck, it is possible to see these tristar 
vessels more frequently in daily clinical practice. 
Table 3 presents a comparison of the dermoscopic 
vascular features obtained in the present study and 
the other reports (11,12,14,16,17). ‘Tristar vessel’ in 
the table is determined as a new dermoscopic feature 
in our study distinct from those of prior studies which 
used ‘arborizing vessel’ term. 
As previously described, Cameron et al. have 
classified vessels into three main morphological 
groups on dermoscopy as dots, clods and lines (linear 
vessels). Linear vessels are further subdivided into 
six subcategories including linear straight, linear 
looped, linear curved, linear serpentine, linear helical 
and linear coiled (5). Subsequently, Zalaudek et al. 
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have identified six main morphologies among a broad 
spectrum of different vascular patterns. These are 
comma like, dotted, linear irregular, hairpin, 
glomerular and arborizing vessels. They have also 
differentiated three specific global features; crown 
vessels, strawberry pattern and milky red 
areas/globules (8). In addition, ‘spermatozoa like’ 
vessels in early stage of mycosis fungoides, ‘chalice-
form’ and ‘cherry-blossom’ vessels in eccrine 
poromas, and ‘flower pattern’ in molluscum 
contagiosum have been reported in recent years 
(28,30). As far as we know, ‘tristar vessels’ have not 
been previously described in dermatology literature. 
Similar with nodular BCC, it is also possible that 
amelanotic/hypomelanotic melanomas can mimic the 
other nodular, benign or malignant variants of both 
melanocytic and non-melanocytic lesions (15). In a 
study of patients’ perceptions on presenting 
symptoms and signs of nodular melanoma, it was 
found that nodular melanomas were tended to be 
more symmetric, unicoloured and amelanotic (31). In 
2003, Kelly et al. suggested ‘EFG rule’ for 
distinguishing features of nodular melanoma 
clinically. According to this rule; lesions that are 
elevated (E), firm (F) and persistantly growing (G) for 
more than a month should be considered suspicious 
for nodular melanoma and require an urgent 
response (32). When the MNs in our study were 
evaluated according to the EFG rule, none of the 
patients indicated a sign of growing for more than a 
month.  
The major limitation of the present study is the lack of 
histopathological confirmation of MNs due to the ethic 
and cosmetic reasons. Further studies with a larger 
sample size including other papulonodular lesions 
(e.g., nodular BCC, nodular melanoma and adnexial 
tumors) with histopathological confirmations are 
needed to compare these dermoscopic vascular 
findings and to identify the sensitivity of tristar vessel 
pattern. 
 
CONCLUSION 
As a result, globular pattern was the most common 
dermoscopic pattern in MNs. The most common 
vascular pattern was elongated comma vessels. 
Elongated comma vessels have been previously 
defined in literature but there is no detailed data about 
their frequencies in MNs. ‘Tristar vessels’, seen in 
11.2% of MNs and showed regular ‘tristar like 
ramifications’ in the distal part of the vessels, are 
firstly identified in the present study. We suggest that 

the “tristar vessels” seem to be a characteristic 
dermoscopic feature that can help to differentiate a 
MN from other dome-shaped, smooth, skin-colored to 
brown papulonodular lesions on the head and neck. 
It is also important that the dermoscopic evaluation 
should be integrated with the patient’s clinical 
informations such as the patient age, lesion duration 
and any described morphological changes for the true 
diagnosis. 
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