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• Université Claude Bernard Lyon 1 et Hospices Civils de Lyon

• Ligue contre le cancer du Rhône and de l’Ain

• Association Vaincre le Mélanome

• Fonds gérés direction de la recherche clinique des Hospices Civils de 
Lyon (sous contrôle de la cour des comptes)
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Toutes les images présentées appartiennent à la collection de 

l’Université Claude Bernard – Lyon 1

Les images empruntées, s’il y en a, font mention de leur auteur sur 

le diaporama

Tous les patients ont donné leur consentement pour l’usage des ces 

photos pour l’enseignement et la recherche

La reproduction, la diffusion de ces images, y compris sur 

l’internet,  est formellement interdite



























≥ 20 mm

Cancer : ± 50 %





Mélanome : ± 1/ 2 000 000
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Mélanome
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She was followed by a woman 

in-patient wearing a grey 

dressing-gown, with a little 

sherical pigmented tumour on 

the sole of her foot (…  …), 

she was talking merrily away 

to the nurse, little realizing 

that this tiny ball, no more 

than a centimetre wide was the 

very queen of malignant 

tumours :  a melanoma
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Pronostic

        
           Survie à 10 ans

Mélanome stade local (AJCC I et II)

 Toutes épaisseurs confondues :    91 %

 in situ                      100%

 < 0,75 mm :     96 %

 0,76 - 1,49 mm :     87 %

 1,5 - 2,49 mm:     75 %

 2,5 - 3,99 mm:     66 %

 > 4 mm :      47 %

Mélanome Stade régional (AJCC III) :                36 à 41 %

Mélanome Stade métastatique (AJCC IV) :                             < 5 % (5 ans)
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Cutaneous melanoma

• 1940 : 40% 5 year-survival

• 1971 : 68% 5 year-survival

• 2002 : 92% 10 year-survival

    Hu S. et al Arch Dermatol 2009 145, 12 1369-1374
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The dermatoscope should be in every primary- care practitioner's 

kit
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In their elegantly designed and executed study on training 

for skin tumour triage for primary- care physicians (PCPs),1 

Harkemanne et al. highlight what is arguably obvious: Any 

structured training in dermatoscopy for PCPs is likely to be 

beneficial.

This study, involving 216 PCPs, 40% trainees, 87% 

younger than 46 years and 73% female, was adequately pow-

ered, rendering statistically significant findings. The train-

ing methods were based on a course previously designed for 

non- experts,2 notably with an initial emphasis on recogniz-

ing the dermatoscopic patterns of benign lesions, before con-

sidering dermatoscopic features pointing to malignancy. The 

methodology of assessment, presenting standardized sets of 

images from selected benign and malignant categories, was 

consistent with other studies of dermatoscopic diagnostic 

accuracy, including methods employed in the assessment 

of both machine and human diagnostic performance.3 The 

authors concluded that a short online dermatoscopic train-

ing session of 4 h was non- inferior to a longer 12- h training 

suite, which included the content of the first session. PCPs 

who completed all of four, monthly, 30- min refresher train-

ing sessions showed the best overall final tested performance 

(p < 0.001).1

It is one thing to demonstrate the benefit of skin lesion 

triage in a controlled online academic environment, but 

what about in the workplace? Some insights can be gleaned 

by considering the situation in Australia, where with a high 

prevalence of skin cancer, coupled with a shortage of der-

matologists, PCPs have responded to the point where they 

now manage most skin malignancies, including melano-

mas.4,5 In response, various educational programmes for 

PCPs have been developed, including a Masters' degree at the 

University of Queensland,6 for which alumni now approxi-

mate the number of practising dermatologists in the coun-

try. Consequently, there is a cohort of highly educated PCPs 

working alongside generalists, with a recent suggestion that 

every PCP in Australia should be educated to confidence in 

skin cancer and melanoma diagnosis.6 In addition to educa-

tion, work experience including familiarity with dermatos-

copy can impact diagnostic performance in this context. In a 

study on data from 2008 to 2010 involving 193 Australasian 

PCPs, it was found that the number needed to treat (NNT; 

the number of lesions excised to exclude melanoma, for every 

melanoma discovered), was 17 for generalist PCPs, but half 

of that (8.5), for PCPs who worked exclusively in the field 

of skin cancer, who also had a much higher use of derma-

toscopy (p < 0.0001).7 For a cohort of 21 of these PCPs who 

were also involved in a later study, their NNT fell from 10.78 

to 5.56 between the 2008– 2010 and 2013 study (p = 0.0037).8

Skin malignancy, including melanoma, is not as prevalent 

outside Australasia, but the finding of the current study, that 

85% of participating PCPs from Belgium and Luxembourg 

‘always felt uncomfortable’ when faced with a suspicious 

skin lesion,1 begs a response. The dermatoscope is relevant 

to any assessment of skin lesions, both inf lammatory and 

neoplastic, and with the prevalence of dermatological condi-

tions in primary care throughout the world, there are many 

reasons why its use should be taught in all medical schools, 

along with that of instruments such as the stethoscope.9,10 In 

that context, there is good reason that familiarity with the 

common benign skin lesions (nevus, seborrheic keratosis, 

dermatofibroma, angioma and sebaceous hyperplasia) could 
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La dermoscopie c’est quoi ?



Δέρματοσκοπεῖν ???Dermatoscopie ???





Ce n’est pas …



Ce n’est pas …



Image clinique dermoscopie









Dermoscopie double mode



Immersion Polarisation



Lumière polarisée non-contact

Lumière non polarisée contactLumière polarisée contact

Lumière non polarisée non-contact



Couleurs naturelles

Mélanine / hémoglobine (séchée)

(Oxy)hémoglobine  (intra-cellulaire)

Kératine (non oxydée)

Kératine (oxydée) / sébum / sérum (séché)

Carboxyhémoglobine







Avec la permission de S. Puig and J. Malvehy





Structures



La dermoscopie reflète l’anatomie

Avec la permission de S. Puig and J. Malvehy







Méthodes



C = 4

A = 2

B = 3

D = 4

TDS = (2 x 1,3) + (3 x 0,1) + (4 x 0,5) + (4 x 0,5) = 6,9 

TDS > 5.45 Mélanome

Algorithmes



Patrons dermoscopiques



Patron réticulaire



Patron globulaire 
(et pavimenteux)



Patron sans structure
(ou homogène)



Patron étoilé



1
2
3

Patron multicomposé et asymétrique





Patron nodulaire



Carcinome basocellulaire



Kératose séborrhéique



Dermatofibrome



Hémangiome thrombosé



Complexité



Exceptions topographiques

Visage Paumes 

& plantes

Ongles

Muqueuses

Cicatrices



Visage



Paumes et plantes



Ongles



Exceptions sémiologiques



Bowen 
(carcinome spinocellulaire in situ)



Carcinome spinocellulaire



Mélanome







Psoriasis

Lichen planEczema

Courtesy : Aimilios Lallas Courtesy : Aimilios Lallas

Courtesy : Aimilios Lallas

Gale



Temps

Dermoscopie dynamique
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Mélanome, II, 0,2 mm pT1 N0 M0
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87.5 %













Machine vision in melanoma















Conclusions 1

• La prise en charge du dépistage précoce des cancers de la peau 

est l’affaire de tous

• La dermoscopie renforce l’acuité diagnostique dans le difficile 

diagnostic différentiel des lésion pigmentées

• Sa pratique pourrait se développer en médecine de proximité

– Médecine Générale

– Médecine du travail

– Pédiatrie …



Conclusions 2

• La plupart des très nombreuses lésions bénignes de la peau sont 

faciles à reconnaitre en dermoscopie ce qui permet de rassurer 

immédiatement les patients

• La pratique de la dermoscopie dans certaines topographies 

(face, extrémités, muqueuses, cicatrices) et des lésions non 

pigmentées requiert une expertise supplémentaire

• La pratique de la dermoscopie dynamique requiert également 

une expertise supplémentaire



Conclusions 3

• Des formations de qualité en dermoscopie destinées à la 

médecine de proximité sont disponibles 

• La pratique de la photodermoscopie est facile, ne requiert pas 

d’équipement supplémentaire et permet d’accéder à la 

téléexpertise

• Le développement des applications en I.A. permettra 

probablement un premier tri des lésions à considérer. Toutefois 

l’exhaustivité de l’examen cutané et la prise de décision 

nécessitera encore longtemps une « intelligence » naturelle…
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