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Short communication

The Dermoscopy of Pigmented Basal Cell Carcinoma
Boina Kinnera, Vukkadala N. Devi, Vella V. V. Satyanarayana

Department of DVL, Rangaraya Medical College, Kakinada, Andhra Pradesh, India

Dear Editor

The pigmented basal cell carcinoma (BCC) is not 
uncommon in brown skin, and dermatoscopy has been 
shown to enhance BCC detection, by facilitating its 
discrimination from other skin tumors and inflammatory 
skin diseases. Pigmentation is present in more than 50% of 
the BCC in skin of color, whereas less than 10% of BCCs 
in fair-skinned individuals are pigmented.[1]

A 50-year-old woman presented with single asymptomatic 
dark-colored lesion over left cheek since 2 years. The lesion 
started as small pinhead-sized lesion, which gradually 
progressed to attain present size. Examination revealed 
single, well-defined, hyperpigmented, and firm plaque of 
size 4 cm × 2 cm with ulceration [Figure 1]. Dermoscopy 
(DermLite DL4, magnification ×10, and polarized light) 
revealed absence of pigmentary network, peripheral 
maple leaf–like structures, blue-gray structureless areas, 
multiple spoke wheel–like structures, blue-white veil, 
adherent fabric fibers, brown dots, erosions, and adherent 
and shiny white chrysalis-like structures [Figure 2]. 
Histopathology showed multiple islands of basaloid cells 
with peripheral palisading and melanin clumps [Figures 3 
and  4]. The diagnosis of pigmented BCC was made on 
clinical, dermoscopic, and histopathological findings.

BCC is the most common type of skin cancer in the world. 
Although mortality related to BCC is negligible, BCCs 
can be associated with significant morbidity, especially 
if  left untreated and/or if  discovered when they have 
attained relatively large diameters. Clinically, BCC can 
present with a variety of morphologies, ranging from 
erythematous patches to ulcerated nodules. There are 
multiple histopathologic subtypes of BCC. It has been 
shown that dermoscopy improves the diagnostic accuracy 
of BCC, with a sensitivity of 98.6% and diagnostic 
probability of 99%.[2]

According to the model designed by Altamura et al.,[3] 
the diagnosis of  pigmented BCC by dermoscopy is 
based on the absence of  pigment network and the 
detection of  one of  the six positive criteria: arborizing 
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Figure 1: Asymptomatic plaque on left cheek
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vessels, ulceration, large blue-gray ovoid nests, maple 
leaf–like areas, spoke wheel areas, or multiple blue-gray 
dots/globules.

Maple leaf–like areas correspond to multifocal tumor 
nests containing pigment aggregates, connected to 
each other by lobular extensions. Blue-gray globules 
correspond to small basal cell tumor islands in the 
dermis. Spoke wheel areas are due to tumor nests 
arising and connected to the epidermis.[2] Chrysalis-like 
structures are shiny, white, orthogonal linear streaks, 
which are prominent under polarized dermoscopy.[4] 
White streaks are formed due to the presence of 
collagenous stroma and fibrosis in the dermis.[3] The 
vascular structures such as arborizing vessels and short 
fine telangiectasias are less common in pigmented 
BCCs than those in nonpigmented BCCs. The brown 
dots correspond to free pigment deposition along the 
dermoepidermal junction and/or melanophages and/or 
small aggregates of  pigmented neoplastic cells in the 
papillary and reticular dermis.[2]

The diagnosis of BCC should not be based on a single 
feature but on a set of dermoscopic features in combination 

Figure 3: Histopathology showing basaloid islands in dermis and 
retraction clefts

Figure 4: Histopathology showing palisading basaloid cells and 
retraction clefts

Figure 2: Dermoscopy showing the absence of pigmentary network, 
peripheral maple leaf–like structures (yellow square), blue-gray 
structureless areas (red circle), multiple spoke wheel–like structures 
(yellow circles), blue-white veil (green circle), adherent fabric fibers 
(green arrow), brown dots (purple circle), erosions (red arrow), and 
adherent and shiny white chrysalis-like structures (purple arrow)
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with the clinical context. Histopathology is often essential, 
and produces the final and decisive diagnosis.
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