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Malignant neoplasms of the skin are quite common tumors in the world population among the population of
Ukraine. Biopsy remains the main and definitive method of diagnosing such tumors. It is, actually, biopsy that makes
it possible to establish a diagnosis in the early stages and provides a favorable prognosis for the survival of patients.

Today, the most common biopsy methods are: punch biopsy, shave biopsy, excisional and incisional biopsy. Most
guidelines recommend full-thickness excisional biopsy as the preferred procedure for suspected melanoma. To this
day, there is no unification in the types of biopsy given the clinical diversity of benign melanocytic skin formations,
non-melanoma malignant skin tumors and melanoma.

The most inaccurate method turned out to be the punch biopsy method, which is associated with an increased
risk of a low level of melanoma diagnosis. Excisional complete biopsy is the most justified in most cases of diagnosis.
But definitely a skin biopsy remains the first step to establish a final diagnosis. Rational biopsy technique remains an

issue that needs further study.
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Connection of the publication with planned re-
search works.

The work is a part of the research work “Develop-
ment of modern methods of diagnostic and treatment
of purulent-septic complications in managing surgical
trauma” (state registration number 0120U101834).

Introduction.

Although skin biopsy is simple and easy to perform,
it is a significantly important clinical method of diagnos-
ing most lesions and neoplasms in the practice of a GP,
dermatologist and oncologist [1]. Due to the widespread
prevalence of the malignant neoplasms of the skin and
other skin diseases in the general population, the ques-
tion of choosing a skin biopsy method is gaining more
and more popularity. The punch biopsy, shave biopsy,
excisional and the incisional biopsies are considered to
be most frequently used today [2]. The choice of biopsy
method depends on the prognosis of the pathology and
the location of the lesion which is of great importance in
the diagnosis of malignant neoplasms of the skin.

Biopsy can be a quick and comfortable method of
diagnosis, as well as provide the necessary level of diag-
nostic information, provided that it is adequately used,
which allows for the formation of the further treatment
tactics. The question of the best «ideal» method of the
skin biopsy for the differentiation of the malignant neo-
plasms is still debatable, which on the one hand ensures
the accuracy of the diagnosis and adequate therapy
for the patient, and on the other - should be the least
traumatic procedure, taking into account the risk of the
tumor spread and the absence of complications consid-
ering the economic factor [3]. Modernity offers us many
new methods of melanoma diagnosis, even with the in-
volvement of artificial intelligence, with fairly high and
accurate visualization [4-6]. However, it is the skin bi-
opsy that occupies the central place in the diagnosis and
treatment of the malignant neoplasms of the skin [7-9].

The aim of the work.

To review modern sources on the biopsy technique
in the rational diagnosis of malignant skin neoplasms
with the involvement of electronic databases MEDLINE/
PubMed, EMBASE/Excerpta Medica, Cochrane Library,
PubMed and Google Scholar. 48 publications were ana-
lyzed over the past 10 years and included in our review.

Main part.

Technical aspects of performing a biopsy are de-
scribed in detail in many clinical guidelines and recom-
mendations [1, 2, 10]. Nevertheless, some other aspects
of this method are no less important and quite contro-
versial. Timely diagnosis and treatment of melanoma is
of crucial importance and are the most important fac-
tors that increase the patient’s survival rate [11]. Ac-
cording to the statement of the majority of authors in
2022, the indication for referral to a specialist was un-
certainty in the choice of the biopsy method [2].

The purpose of our work on the biopsy method in
the rational diagnosis of malignant skin neoplasms was
a review of modern literary sources with the involve-
ment of electronic databases. We built the following
literature search strategy: the search was conducted
in MEDLINE/PubMed, EMBASE/Excerpta Medica, Co-
chrane Library, PubMed and Google Scholar bibliomet-
ric data using such keywords as: skin biopsy, malignant
skin neoplasms, melanoma, complications. The search
depth was 10 years, preference was given to Scopus and
Web of Science indexed sources. Exclusion criteria were:
works without statistical analysis, descriptions of indi-
vidual cases, articles without conclusions, sources with
duplicate results.

In our review, 48 publications that met our declared
criteria over the past 10 years were used.

The use of the adequate skin biopsy techniques min-
imizes diagnostic error with serious medical and legal
consequences. It is a well-known fact that the major-
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ity of errors occur when biopsies are not performed on
time, rather than when unnecessary biopsies are per-
formed [12]. On the one hand, biopsy is indicated for
all suspicious neoplasms, but on the other hand, a large
percentage of suspicious pigmented skin formations
sent for research turn out to be benign [13]. Accurate
histological examination is the next stage in case of con-
firmation of malignancy of the process. It is, actually,
this kind of examination that provides full verification of
the diagnosis and is the basis for carrying out appropri-
ate and the adequate therapy [14].

The implementation of urgent excisional biopsy to
a sufficient depth when a malignant melanoma is sus-
pected is considered to be a classic approach [15], which
allows histological assessment of the Breslau tumor
thickness. But in the cases of an acral melanoma or the
location of the tumor on the face, it is recommended
to use an incisional biopsy or a punch biopsy. Though,
performing a shave biopsy is not recommended in such
cases due to the impossibility of determining the stage
of the pathology, namely the Breslau thickness. Failure
to comply with such requirements can lead to a delay
in diagnosis, incorrect subsequent treatment tactics and
negatively affects the prognosis of the course of the dis-
ease. In addition, the difference in results depending on
what doctor performs the biopsy - a general practitio-
ner, a dermatologist or an oncologist - turned out to be
insignificant [15].

A number of publications over the next 10 years con-
tain conflicting data regarding the type of biopsies used
in the diagnosis of the melanoma.

In the studies reflected in the 2022 UK national
guidelines for the treatment of melanoma, it was found
that incisional biopsy is not indicated in the diagnosis
of the malignant melanoma [16]. Although, partial bi-
opsy can sometimes be used for the diagnosis of the
melanoma, as noted by the most authors in order to
save time and money compared to the excisional biopsy
technique. At the same time, as the authors suggested,
the impact on further treatment of melanoma remained
unpredictable, which negatively affected the prognosis.

As shown by the results of the other retrospective
studies, [17] in 2020, using the Victorian Cancer Regis-
try, those diagnosed with melanoma in 2005, 2010 and
2015, the preference for partial biopsy over excisional
biopsy was not influenced by diagnostic suspicion. The
use of partial biopsy in patients older than 50 years ex-
ceeded the use of excisional biopsy compared with pa-
tients younger than 50 years old. Tumors diagnosed by
the punch biopsy and shave biopsy had ratios of 34%
and 17%, respectively, and required three procedures
instead of two for definitive removal, compared with
5% of the excisional biopsies. It was emphasized that
when using a partial biopsy, patients more often needed
an additional stage of removal. Based on the results of
these studies, it was concluded that the use of partial
biopsy in the diagnosis of melanoma often requires an
additional procedure for definitive treatment compared
to the excisional biopsy. In addition, a partial biopsy was
unreasonable in a third of patients.

An additional systematic review [18] examining the
relationship between the types of biopsy used in the
diagnosis of cutaneous melanoma and four clinically
important outcomes: melanoma mortality, all-cause
mortality, Breslau tumor thickness as well as melanoma

recurrence had similar results as found in the punch bi-
opsy group (risk ratio [RR], 1.520; P=0.02), according to
the aggregated data, significantly higher mortality due
to other causes is shown. A similar high rate of mortal-
ity due to melanoma (HR, 1.96; P=0.22) and melanoma
recurrence (HR, 1.20; P=0.186) was also found in the
punch biopsy group. However, these studies had limited
evidence of differences in clinically important outcomes
across the spectrum of the most common methods
used by physicians in their clinical practice for the pri-
mary diagnosis of the cutaneous melanoma. The small
but significant increase (P=0.02) in other-cause mortal-
ity observed in the punch biopsy group was not support-
ed by the other outcomes, so the authors attributed this
fact to the small sample size.

The work that was devoted to the study of the influ-
ence of the shave biopsy on the stage of the tumor also
attracts attention, especially in terms of further recom-
mendations for treatment and prognosis [19]. It is em-
phasized that there is a high heterogeneity of all results
in the cited and analyzed studies. Four studies reported
survival: while none found a significant difference in
complication-free or comorbidity-free survival or over-
all survival between shave biopsy and the other biopsy
methods. The conclusion appeared naturally: slightly
more than 40% of the melanomas diagnosed during a
shave biopsy have sufficient thickness. This approach
changed tumor stage in 7.7% of patients and treatment
recommendations in a relatively small cohort of patients
—2.3%, respectively. However, this did not affect relapse
or survival [19].

Next, the results of the analysis of the diagnosis of
pigment formations by the method of the shave biopsy
in the order to exclude malignant neoplasms of the skin
[20] are given. Only neoplasms excised by the method
of shave biopsy with complete removal of the lesion
were included. A total of 349 pigmented tumors were
included, 50 (14%) of which were melanomas, and none
of them had lesions at the deep margin of resection,
while 13 (26%) had lesions at the lateral margin [20].

In particular, another retrospective study [21] es-
tablished the high diagnostic value of the subtotal diag-
nostic biopsy, which allowed to identify melanoma with
an increased risk of progression with such clinicopatho-
logical characteristics as an anatomical location on the
head, neck, arms, feet, genitals, or pretibial area of the
leg. Cross-sectional study of 1332 cases of melanoma in
situ to stage T4a, which were treated by the method of
wide local excision proved that preoperative diagnostic
biopsies (OR 1.89, P=0.004) increase the risk of mela-
noma progression.

However, there are studies that do not support the
effect of the melanoma biopsy technique on the overall
survival. Thus, in one retrospective study [22] regarding
the diagnosis and treatment of melanoma from 2004 to
2016, there were 42,272 cases of melanoma, of which
27,899 (66%) were diagnosed by the shave biopsy meth-
od, 8,823 (20.9%) by the method punch biopsies and
5,550 (13.1%) using the excisional biopsy method. The
researchers concluded that incisional biopsy was highly
likely to result in a decrease in overall 5-year survival,
but no difference was observed between the shave bi-
opsy and punch biopsy cohorts. It also turned out that
their results confirm already existing recommendations
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regarding the diagnosis and treatment of melanoma
[22].

The results of the analysis of the complications’ in-
dicators and residual diseases after the use of a partial
biopsy and the level of subsequent survival are the ad-
dition to the aforementioned material [23]. Comparing
the period from 1994 to 2014, 3,939 patients were in-
cluded in these studies and 874 (22%) were diagnosed
using partial biopsy methods. The following clinico-
pathologic features were generated: melanoma-specific
survival, distant disease-free survival, and disease-free
survival in patients with residual invasive melanoma and
those without residual melanoma. In conclusion, the
authors note that the survival rate of patients with pri-
mary melanoma is not worse or lower in cases where a
partial biopsy is performed and residual invasive tumor
is later found in the excised skin sample.

Regarding the issue of melanoma diagnosis by the
shave biopsy method it should be stated that this is a
rather controversial procedure. On the one hand, it is
affordable and cost-effective for the diagnosis of various
skin lesions. But on the other hand, there remains the
risk of incomplete diagnosis and further rapid spread
of the tumor. This is shown by one prospective study in
which the use of this technique was shown in 26% of
patients with melanoma and where signs of incomplete
diagnosis were reliably established [24]. On the other
hand, there is a statement that the use of the shave
biopsy contributes to the earlier detection of atypical
manifestations of melanoma [25].

Another retrospective study [26] assessed the im-
pact of the initial biopsy technique and the provision of
adequate and complete clinical information to patholo-
gists on the accuracy of the histopathological diagnosis
of the melanoma and its subsequent progression. It was
found that partial shave biopsy had more false-negative
results (OR 5.19, 95% Cl 2.89-9.32; P<0.001) and, as a
result, false-positive diagnosis of (OR 1.95, 95% Cl 1.45-
2.63; P<0.001) melanoma, compared with classic ellipti-
cal excisional biopsy. Odds ratios were compared with
those found in puncture biopsy. Accordingly, the re-
searchers concluded that the correct and accurate histo-
pathological diagnosis of melanoma of the skin depends
on the choice of the initial biopsy technique and the
provision of complete and adequate clinical information
to pathologists, and therefore significantly prevents the
further progression of the disease.

Modern recommendations emphasize [27] that in
the vast majority of cases it is possible to use an exci-
sional biopsy of a neoplasm with minimal clear edges.
Therefore, punch biopsy may be an option only in cases
of large neoplasms located in important functional or
certain cosmetic areas, such as the face, limbs or geni-
tals, which is associated with a high risk of developing a
cosmetic defect. In particular, the American Joint Com-
mission on Oncology (AJCC), according to the most re-
cent revision of the staging system, recommends sen-
tinel lymph node biopsy (SNB), but only in the case of
a primary lesion > 0.8 mm thick or for thinner, high-risk
lesions. Sentinel node (SN) score is commonly used to
determine tumor stage but it does not affect survival.

As reported by the results of the meta-analysis, the
choice of the biopsy technique showed no difference
between the risk of death from melanoma, the rate of
survival and the absence of recurrence (RFS) related

to melanoma (MRS). However, the current trend is in
favor of excisional biopsy in terms of reducing the risk
of recurrence (P=0.09) [28]. A partial biopsy can be per-
formed in special situations, such as the large size of the
primary tumor, the location in surgically inconvenient
areas, without changing the long-term consequences,
according to the conclusions of some researchers. But
other studies [29] found that in most cases, a correctly
performed partial biopsy (especially a shave biopsy) can
provide enough information to further plan the neces-
sary surgical treatment of melanoma. While therapy
planning it should be taken into account that puncture
and incisional biopsies have an equally high rate of stag-
ing. Desmoplastic and acral lentiginous melanomas
have a high tendency to progress, especially after par-
tial biopsy, so they should be completely excised before
definitive treatment. In addition, it has been reported
[30] that the use of excisional biopsy is the gold stan-
dard even in cases of the premelanoma conditions, such
as dysplastic nevi with positive histological margins. This
approach prevents the potential development of the
melanoma.

Summarizing all the above facts about the use of the
shave biopsy, we can draw the conclusions. The positive
effect, which is based on economic benefit, is overshad-
owed by higher costs for additional procedures carried
out to verify the diagnosis. Regarding the impact on the
survival rate, an important point is the timely establish-
ment of the correct stage for the further appointment of
the adequate therapy, which in turn ensures a high sur-
vival rate. However, the diagnosis of the pathology can
be difficult and this should be taken into consideration,
especially since up to 9.2% of the biopsies of the mela-
nocytic formations are not verified. The choice of the
initial biopsy technique and the provision of adequate
and sufficient clinical information to pathologists are es-
sential and important for the correct histopathological
diagnosis of melanoma of the skin, which allows timely
prevention of further progression of the disease [31].

In comparison with the use of a partial biopsy, the
adverse consequences and the probability of a false
diagnosis with a complete excisional biopsy are signifi-
cantly reduced. It has been suggested [32] that there
is a direct relationship between the increase in the use
of the shave biopsy as well as the increase in adverse
effects directly related to this technique. When consid-
ered at the population level, this technique does not
have sufficient efficiency in the diagnostic biopsy of
invasive melanoma. The accuracy of the pathological
diagnosis and the adequate assessment of the tumor
thickness are the two most important goals that are en-
sured by a complete excisional biopsy [32].

While summarizing, we should note that most der-
mato-oncologists support the general opinion that mel-
anoma should not be diagnosed by taking part of the
sample but by complete excision.

Though, the shave biopsy is a quick, simple and af-
fordable procedure that can be achieved with minimal
conditions and equipment [33]. And because it is consid-
ered a one-day procedure, liability issues are minimized.
In addition, there is no need for a second visit for moni-
toring the scar and removal of the sutures and it also
gives quite acceptable and good functional and the cos-
metic results. But despite the fact that the risk of local
recurrence or metastasis is minimized, giving prefer-
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ence to the shave biopsy method is a controversial fact,
since studies show a high frequency of an excision of
the base even in superficial (34% >0.5 mm) melanomas
[34]. However, according to some retrospective studies,
the probability of base excision in eligible neoplasms is
extremely low for lesions that do not show clear signs of
deeper invasion (pale blue veil, ulceration, nodules), are
large (>1 cm), or are not amenable to shave biopsy (not
on the face). The shave biopsy may be the first choice
and should be used for less risky lesions because it is
safer and more cost-effective [34].

Today, the search for new biopsy methods is under-
way based on the principles of minimal invasiveness and
reduction of trauma having the main goal of high di-
agnostic value of the obtained materials. Consequently,
it is proposed to improve the punch biopsy, which has
an advantage among other methods in obtaining skin
samples for the entire thickness. In addition, the post-
biopsy wound heals with primary or repeated tension
much faster, especially in conditions of location in hard-
to-reach parts of the body [35]. Also presented [36] is
the technique of precision biopsy, which is currently a
new method that facilitates direct histopathological cor-
relation of a dermoscopy with signs of the melanoma.
Its principle is based on minimally invasive excision of
the tissue under the control of the optical imaging de-
vices, which achieves high accuracy of the diagnosis.

It was concluded that the biopsy technique is more
important for the timely diagnosis of melanoma than
the time between the initial diagnosis and the radical
treatment followed by the removal of sentinel lymph
nodes. No study found a difference in melanoma-spe-
cific survival or disease-free survival even after a delay
of more than 30 days and those patients who received
early or delayed therapy [37].

There are also significant issues considering the lim-
its of removal, which is actually a sensitive technical
point when conducting a biopsy. For thin, low-risk mela-
nomas, there is absolutely no benefit or rationale for
wide local excision. One study evaluated morbidity after
wide local excision. The results showed [38] a significant
increase in morbidity due to local excision with a width
of 1,0 cm, which clearly affects the physical, psychologi-
cal and social well-being of the patients. Therefore, the
need for repeat 1-cm-wide local excision procedures
for thin melanomas should be reassessed since this
technique does not provide a survival advantage and
margins are increasingly reduced in cosmetically sensi-
tive areas. This is especially true in cases where 95% of
malignant melanomas have been removed with the pri-
mary biopsy alone.

National recommendations established the size of
the margins during wide excision surgery for invasive
treatment of melanoma. However, the recommenda-
tions of some specialists for wider excision margins than
it is recommended are still quite often observed. Thus,
in an analysis of 26,440 patients, it was established [39]
that wider excision margins were used for the localiza-
tion of the melanoma on the trunk in certain groups
with Breslau tumor thickness (p<0.05). However, the
practice of applying wider limits than recommended
was not associated with improved survival.

The New Zealand guidelines for the treatment of
the cutaneous melanoma require the excisional biop-
sy specimens of the suspicious lesions to be 2 mm in

horizontal and deep margin in the upper subcutaneous
compartment. Although a diagnostic review [40] in New
Zealand of deep margin biopsy is not subjected to sig-
nificant audit and adherence to horizontal margin size
recommendations was low. However, the clinical signifi-
cance of this remains unclear.

Last but not least, thare is still the question of choos-
ing a doctor and medical institution where the biopsy
should be performed. Taking into account the steady
increase in the incidence of skin cancer over the past
decades and the search and implementation of modern
diagnostic tools and innovative therapies, skin cancer
incidence and mortality still remain a major burden on
society [41]. Today, dermatologists play a central role in
improving diagnostics and approaches to modern treat-
ment. When it comes to conducting an adequate biopsy,
dermato-oncology should be considered as a separate
specialization of the dermatovenerology. Especially con-
sidering the knowledge and experience of the derma-
tologists, new diagnostic approaches and the methods
of the treatment of the skin cancer in early and later
stages, as well as taking into account the wide range of
different skills that are required to treat this heteroge-
neous group of diseases [42].

The choice of biopsy method in the issue of mela-
noma diagnosis is also influenced not only by the type of
medical institution but also by such demographic indica-
tors as the patient’s age and race [43]. The use of a par-
tial excisional biopsy ratio was higher in patients older
than 50 years than in patients younger than 50 years
[relative risk ratio (RRR) 1.5; 95% CI from 1.0 to 2.2;
P=0.03]. Tumors diagnosed by punch biopsy and shave
biopsy required three procedures instead of two for
definitive removal in 34% and 17%, respectively, com-
pared with 5% of the excisional biopsies. But when par-
tial biopsy was used, there was a greater risk of needing
three-stage excision after adjusting for age, anatomic
location, melanoma subtype, and thickness (RRR 6.7;
95% Cl 4.4-10.1; P<0.001). The use of the partial biopsy
for the diagnosis of melanoma often requires an addi-
tional procedure for definitive treatment compared to
excisional biopsy [17].

In the biopsy technique, an important issue is the
choice of the operator. A biopsy should be performed
by a primary care physician or a dermatologist or on-
cologist. There is debate as to whether diagnostic exci-
sion of melanoma in primary care is safe and informa-
tive. For example, the European guidelines do not make
any recommendations on this, and the United Kingdom
guidelines for melanoma require that all suspicious skin
neoplasms have to be treated in secondary care from
the outset, as there is a lack of evidence that excision
in primary care is high-quality or low-quality treatment
[44, 45]. A presented Scottish population-based study
suggests that patients undergoing melanoma excision in
primary care do not have reduced survival or increased
morbidity compared with those initially diagnosed and
treated in secondary care [44]. However, there are no
randomized controlled trials on this issue.

Currently, there are works assessing whether the
length of training of a clinician or the type of internship
affects the average size of the biopsy and the adequacy
of the sample [46]. Differences in biopsy size between
training levels were found to be statistically significant,
despite qualitatively similar biopsy sites and categories
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of final diagnosis for each clinician training group. A
greater number of inadequate and poor-quality samples
concerned the group of clinicians with the least experi-
ence in dermatology. Therefore, according to the results
of this study, a connection between the reduction in the
size of the biopsy and the increase in the training experi-
ence of dermatologists was established [47]. Although

Regarding the neoplasms in cosmetically sensitive
areas or their large size, preference should be given to
incisional biopsy.

The other methods, such as punch-biopsy and
shave-biopsy, are rather inaccurate methods of diagno-
sis, although they do not affect the spread of the tumor
or deterioration of the results of therapy.

there is no evidence that this trend is now threatening
the quality and adequacy of samples.

Concluding our review, we note that we deliber-
ately conducted research excluding, in general, national
guidelines and protocols, as they are duplicative of in-
ternational recommendations [48, 49] and did not meet
the purpose of the work. Also, the heterogeneity of the
populations in the above-mentioned sources does not
allow to conduct a full-fledged meta-analysis regarding
the rational method of biopsy.

Conclusions.

An excisional biopsy is the best way to get complete
information about a skin lesion.

The experience of the operating physician and the
choice of medical institution have little influence on the
choice of technique and the quality of diagnosis. How-
ever, priority should be given to an examination by a
dermatologist for a more rational diagnosis and treat-
ment.

Prospects for further research.

A clear definition of the biopsy technique, its tech-
nique (excision depth and edges) for the diagnosis of
malignant skin neoplasms requires further clarification,
comprehensive approach following modern world con-
cepts and standards.
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METOAMKA IOEANBHOI BIONCIT ANA AIATHOCTUKU 3N0AKICHUX MENAHOLUMUTAPHUX HOBOYTBOPEHb
LLUKIPU (OrNAag NITEPATYPU)

domiHa /1. B., AcnhansH C. A., fymeHiok K. B., ®omiH O. O., TpyTak I. P.

Pestome. OCHOBHUM METOAOM [iarHOCTUKM 3/10AKICHUX HOBOYTBOPEHD LLUKIpK, 30KpEMA MEeTaHOMM, B¥XKe JaBHO
3a/MwaceTbea bioncis Wwkipy. CydyacHi HayKOBi NOLYKM NPUCBAYEHO aKTyasbHill Npobiemi KNiHiYHOT JepMaTo-0HKO-
Norii — nowyKy Hanbinbw onTMManbHUX MeToAiB MopdonoriyHoi BepudikaL,ii 310AKiCHUX NyxAuH Wwkipn. Ocobanso
aKTyaNbHOM 3a/MWAETbCA Npobiema BU3HaYeHHA Be3nevyHnx Ta edpeKTUBHUX MeTois bBioncii menaHoMM B KOH-
TEKCTi A0Ka30BOi meamumHn. Halibinblu nonyaspHMMM MEeTOAaMM Ha CbOTOAHI € eKcUM3iliHa Ta iHuM3iliHa bioncis,
weiB-6ioncis (shave-biopsy) Ta naH4-6ioncia. binbwicTb HACTaHOB PEKOMEHAYHOTb MPOBOAUTU EKCLM3iiHY Bioncito
Ha BClO TOBLUMHY, AK BaaHy npoueaypy npu nigo3pi Ha menaHomy, O4HaK BCe YacTille 3yCTpiyaloTbca BUNAAKN B
AKMX NPOBEAEHHSN eKCLUM3iMHOI BioNCii € HEMOXANBUM. Y3roAMKEeHU KOHCEHCYC LWOAO HAaMKpPaLLoi MeToanKKu bio-
NCii WKipn B AjarHOCTULI MenaHOMM, Ha CbOroAHI He icHye. BinbluicTio nybaikauin 6yno 3pobaeHO BUCHOBOK, LLO
HenpaBW/ibHe BU3HAYEHHA AOCTAaTHLOI IMUOUHWU Ta TOBLLMHM METAHOMM 3 BUCOKOK MMOBIPHICTIO NPU3BOAUTL A0
HeaZleKBaTHOI Tepanii, afe oCHOBHa Hebe3neKa NonsArae B HenpaBWAbHIN NOCTaHOBL, AiarHo3y. HalKkpaumii Ta Ha-
AiiHniA cnocib ana oTpMmaHHA iHGopMaLLi NPO ypaXKeHHA LWKIpU 3a/UWaETbCA ekcum3inHa bioncia. Mepesara y
Bnbopi MeToAy, NPV HasiBHUX HOBOYTBOPEHHAX B KOCMETMYHO YYT/IMBUX AiNSHKAX abo npu iX BEAMKOMY pO3Mmipi,
CXWUNIAETBCA A0 iHUM3iHOI Bioncii. IHWi MeToaMKK, TaKi AK naH4y-6ioncia 4ym welB-6ioncia, BU3HaHi 6inbl Hebes-
NEeYHUMM LWOA0 HETOYHOCTI AiarHOCTMKM, afe Npu LbOMYy He CNPUAOTb MOLWMWPEHHIO NyxaAnHKU. [locsig, nikapis Ta
BMbip NiKyBaNbHOro 3aKnaay He Manu byab-AKoro BNAnBY Ha BUBIp METOAMKK Ta AKICTb AiarHOCTUKKM, OAHaK BYacHa
KOHCyNbTaLii Nikapa-gepmatosiora BUABMAACL Bifbll paLioOHAbHOK A1 CBOEYACHOI AiarHOCTMKM Ta NOAa/bLLIOrO

HOBOYTBOPEHb LLUKIpK NOTPEBYIOTb NOAANbLIOTO YTOYHEHHS.
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KnrouoBsi cnoBa: 6ioncia wkKipn, HEBYCU, MeNaHOUUTAPHI YTBOPEHHS LWKipU, 3/10AKiCHi HOBOYTBOPEHHS LLKipH,
MeslaHOMa, MeTOAMKa, YCKNALHEHHSA, AePMATOOHKONOTIS.

PERFECT BIOPSY METHODS FOR THE DIAGNOSIS OF MALIGNANT MELANOCYTIC SKIN NEOPLASMS (A LITERA-
TURE REVIEW)

Fomina L. V., Aslanyan S. A., Gumeniuk K. V., Fomin O. O., Trutyak I.R.

Abstract. Skin biopsy has long been the main method of diagnosing malignant skin neoplasms, particularly
melanoma. The modern scientific research is devoted to the actual problem of the clinical dermato-oncology — the
search for the most optimal methods of morphological verification of the malignant skin tumors. The problem of the
determining safe and effective melanoma biopsy methods in the context of the evidence-based medicine remains
particularly relevant. The most popular methods today are excisional and incisional biopsy, shave biopsy and punch
biopsy. The most guidelines recommend full-thickness excisional biopsy as the preferred procedure for suspected
melanoma, but there are increasing cases where excisional biopsy is not possible. There is currently no consensus
on the best technique for skin biopsy in the diagnosis of melanoma. Most publications concluded that misdiagnosis
of sufficient depth and thickness of melanoma is likely to lead to inadequate therapy, but the main danger lies in
misdiagnosis. Excisional biopsy remains the best and most reliable way to obtain information about skin lesions.
The advantage in the choice of the method, in the presence of neoplasms in cosmetically sensitive areas or their
large size, is inclined to incisional biopsy. Other techniques, such as punch biopsy or shave biopsy, are recognized
as more dangerous in terms of diagnostic inaccuracy, but at the same time do not contribute to the spread of the
tumor. The experience of doctors and the choice of medical institution did not have any influence on the choice
of methodology and the quality of diagnosis, however, timely consultation of a dermatologist proved to be more
rational for timely diagnosis and further treatment. The correct choice of the biopsy method, its technique (depth
and edges of excision) for the diagnosis of malignant neoplasms of the skin require further clarification.

Key words: skin biopsy, nevus, melanocytic skin neoplasms, malignant neoplasms of the skin, melanoma,
technique, complications, dermato-oncology.
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