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A change in birth mark
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A 29-year-old man presented with change in his truncal
“birthmark”. He had a giant coat-like, well-defined,
cobble stone, hairy congenital melanocytic nevus occu-
pying the whole chest, upper abdomen, left arm, and neck
with multiple satellite nevi scattered on other parts of
body (Fig. 1a, b). The lesion and several nodules all over
the nevus were present with no significant alteration from
childhood until the week before, when he had noticed a
change in consistency and color of a tiny focus of the
main part of the nevus on his left hemithorax. The general
physical examination was normal including skeletal
examination. Biopsy of the focus was done that showed
benign congenital nevomelanocytic proliferation with
deep malignant melanoma transformation. On further
investigation, there was a nodule in the lung. A biopsy
from the lung lesion was performed that revealed meta-
static melanoma. The patient was referred to the medical
oncology unit for treatment.

Giant congenital nevi (GCN) are often defined as nevi
that are greater than 20 cm in the greatest dimension [1],
or nevi that occupy 30 % or more of the body surface area
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[2]. These GCN may be encountered in 1 out of 500,000
live births [3]. Dermal nodules are considered benign in
GCN that are present at birth, or which develop during
childhood [3]. Skeletal developmental abnormalities have
been reported to be associated with congenital nevi,
especially GCN [4]. The risk of malignant change is
probably the most contentious issue in their management.
There is a consensus that GCN are pre-malignant, but the
lifetime risk of this ominous transformation is purported
to be 3.1 % [5]. It is generally accepted that a complete
excision in early childhood decreases the risk of malig-
nancy. Another option (in cases with extensive dermal
involvement) is a close monitoring by physical exami-
nation, including lymph node palpation and dermoscopy,
with periodic follow-up and prompt excision if the lesion
presents variations [6].
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Fig. 1 Giant, cobblestone,
hairy congenital melanocytic
nevus occupying the whole
chest, upper abdomen, left arm,
and neck with multiple satellite
nevi scattered on other parts of
body
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