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Appearances may be deceiving
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The patient

A 64-year-old white female presented with an asymptomatic
brown-to-black nodular lesion located on her back in prox-
imity (about 1.7 cm) to a surgical scar; indeed, the patient
had developed a melanoma in situ on her back in 2010.
She reported that the lesion had been present for two years
(Figure 1). Family history of melanoma or other skin cancers
were negative.

On dermatoscopy, the lesion showed an atypical starburst

Figure 1. Clinical aspect of the lesion. [Copyright: ©2016 Megna
etal.]

Quiz | Dermatol Pract Concept 2016;6(2):1

pattern, characterized by a blue-white veil and blue globules
in the center, and a peripheral polymorphous vascular pattern
showing the presence of dotted, linear and irregular vessels
(Figure 2). A milia-like cyst was also observed in the inferior
part of the lesion. An excisional biopsy was performed with 2
mm margins. The diagnosis proposed to the pathologist was
Spitz-Reed nevus or melanoma.

Histology revealed interconnected small nests of basaloid
cells attached to the epidermis, embedded in a fibrous stroma.

Focally, melanin pigment was seen in tumor nests (Figure 3).

Figure 2. Dermatoscopic examination of the lesion. [Copyright:
©2016 Megna et al.]
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Figure 3. Histological examination: hematoxylin and eosin, original magnification, x5 (a), x10 (b), x20 (c), x40 (d). [Copyright: ©2016

Megna et al.]

What is your diagnosis?

Answer

Basal cell carcinoma

Discussion

Basal cell carcinoma (BCC) is the most common skin cancer
[1]. Nevertheless, detailed information regarding its incidence
and prevalence are scarce since cancer registries usually do
not collect BCC data. A population-based study in Roch-
ester, Minnesota, USA, estimated the annual standardized
incidence in Caucasian subjects to be 146 cases per 100,000
persons [2]. Clinicopathologic appearances of BCCs are
various and include nodular, superficial, morphoeic, and
pigmented variants, making BCCs common stimulants of dif-
ferent cutaneous lesions [3,4]. Particularly, pigmented BCCs
can be a diagnostic challenge since they can demonstrate
dermatoscopic features suggestive of melanocytic lesions,
such as blue-white veil, brown to black dots and globules,
pseudopods, radial streaming, as well as polymorphous

vascular pattern [5]. Some of these features also character-

ized our case where the potential appearance of a pigmented
network did not allow us to follow the dermatoscopic model
for the diagnosis of the pigmented variant of BCC [6]. Hence,
considering patient’s medical history and both clinical and
dermatoscopic features of the lesion, a diagnosis of melanoma
or Spitz-Reed nevus was performed. A complete excision of
the lesion was performed. Histological examination showed
a proliferation of abnormal trichoblasts in continuity with
the surface and infundibular epidermis with cleft-like spaces
(stromal retraction) within a widened papillary dermis that
are responsible for the dermatoscopic structures observed in
the center of the lesion such as blue-white veil-like area and
blue globules. Small nests of growing basaloid cells attached
to the epidermis were seen in the periphery of the lesion that
are responsible for the dermatoscopic structures of multiple
maple leaf-like structures observed at lesions’ margins and
that had been erroneously interpreted as an atypical starburst
pattern previously. Melanin pigmentation of the epithelium
and in the histiocytes in the subjacent stroma was seen. The
diagnosis was superficial pigmented basal cell carcinoma.
This diagnostic pitfall results from the fact that BCC

may exhibit a large variety of clinical and dermatoscopic
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characteristics as a result of the wide range of combinations
of histopathological features [6]. Moreover, it should be
taken also into account that among pigmented BCCs, the
heavily pigmented variant represents the most difficult type
to differentiate from both melanocytic nevi and melanomas,
confirming that the global aspect should always be evaluated
in the dermatoscopic interpretation of the lesions [5]. There
are a few studies in the literature that describe BCCs simu-
lating melanoma [7,8], although we did not find any reports
depicting BCCs simulating atypical starburst pattern such as
in Spitz-Reed nevus.

We report this case to highlight the fact that BCCs may
simulate melanocytic lesions both clinically and dermatoscop-
ically, particularly when underlying the unusual Spitz-Reed

like presentation of our case.
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