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IN THIS ARTICLE

dot sign.”1,2 Dermoscopists are familiar 
with patterns of pigmentation associ-
ated with BCCs, and introductory der-
moscopy texts contain pictures of these 
patterns (blue/blue-gray blotches, maple 
leaf structures, and spoke-wheel struc-
tures).3,4 What is less well known is that 
this pigmentation may be visible on rou-
tine skin examination as “dark dots”—
blue, gray, black, or a combination 
thereof, such as blue-gray. When visible 
clinically, these dark dots may bolster 
one’s confi dence in the diagnosis—or, in 
my experience, occasionally even be the 
best visible hint for a tentative diagnosis 
of BCC.

Case in point. During a routine skin 
examination of a patient’s back, I identi-
fi ed an asymptomatic lesion the patient 
was unaware of, exhibiting no bleeding 
or crusting. It drew attention because it 
was different from surrounding lesions 
(FIGURE 2A), which has been called the 
“ugly duckling sign.”5 On closer examina-
tion, I noted the lesion had a pearly sheen, 
telangiectasias, and a plethora of dark 
dots (FIGURE 2B)—the poster child for the 
“dark dot sign.” Unlike this profound ex-
ample, most lesions that have dark dots 
have just one or a few visible dots.

Now review FIGURE 1A again careful-
ly. Above the lesion’s central crater there 
is an arcuate hemorrhagic crust, and, be-
tween the 12 and 1 o’clock positions, a 
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Basal cell carcinoma (BCC) is the 
most common skin malignancy, 
but it can still be a tricky and dif-

fi cult diagnosis even in the most experi-
enced hands. Many BCCs exhibit only 
some of the defi ning clinical character-
istics, and even when these fi ndings are 
present, they can be hard to detect with-
out excellent background and oblique 
lighting and handheld magnifi cation that 
is 5-power or greater.

Most clinicians are familiar with 
classic BCC characteristics of pearliness, 
rolled edges, telangiectasia, bleeding, and 
crusting. However, the telangiectasias 
may be so fi ne that they are diffi cult or 
impossible to see, even with excellent 
lighting and magnifi cation. FIGURE 1A 
illustrates a histologically verifi ed nodu-
lar BCC with telangiectasias that are not 
readily visible, even with camera macro 
magnifi cation.

Some BCC papules or plaques lack 
the classic rolled edges, even when viewed 
with oblique lighting and magnifi cation. 
Some lesions may be more scaly than 
pearly, and others do not bleed and crust 
until later in their clinical course. With 
such variation in clinical presentation, all 
possible clues to BCC are welcome.

Dark dots: Connecting them to BCC

One underappreciated sign that may help 
with the diagnosis of BCC is the “dark 
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CASE #2

FIGURE 2C

A dermoscopic view of the lesion in FIGURE 2B adds 

little to what was well visualized clinically.

FIGURE 2A

Ugly duckling sign. The circled lesion on this patient’s back 

wasn’t crusty or bleeding, but it drew attention because it was 

different from surrounding lesions. This has been called the 

“ugly duckling sign.”

FIGURE 2B

Dark dots. A closer look at the lesion on the patient’s back 

revealed multiple dark dots and telangiectasias, virtually di-

agnostic of basal cell carcinoma.

A dermoscopic view of the BCC in FIGURE 1A clearly 

shows telangiectasias and a dark dot.

FIGURE 1A

FIGURE 1B

CASE #1

Basal cell carcinoma. Even with photography, which is 

often clearer than magnifi ed clinical inspection, telangi-

ectasias are not well seen in this basal cell carcinoma. A 

dark dot, however, is visible between the 12 and 1 o’clock 

positions.
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Two cases demonstrate usefulness 
of dark dot sign
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small dark dot, which helps corroborate 
the clinical impression of BCC. FIGURE 1B 
is a dermoscopic image of the same le-
sion. It shows the dark dot well and illus-
trates the ease with which telangiectasias 
are seen on dermoscopy, lending a high 
degree of certainty to the diagnosis of 
BCC.

Dermoscopy (FIGURE 2C) for the le-
sion on the patient’s back in FIGURE 2B, 
however, adds nothing (beyond magnifi -
cation) because telangiectasias and dark 
dots were visible clinically. 

Caution: Context is critical

Because dots or blotches of pigment 
may occur in squamous cell carcinoma, 
pigmented actinic keratoses, sebor-
rheic keratoses, and hypomelanotic or 
“amelanotic” melanoma, it is not pos-
sible clinically to confi rm a diagnosis of 
BCC solely on the basis of dark dots. 
(In fact, even in the absence of pigment, 
any “red and white” lesion could be an 
amelanotic melanoma.) However, when 
added to other fi ndings, such as a fi rm, 
pearly papule, the fi nding increases the 
likelihood of BCC.

How to proceed to biopsy

Lesions such as the ones I’ve shown 
should never be treated without preserv-
ing a specimen for pathology examina-
tion (eg, directly frozen). That said, there 
is no one right biopsy technique. The 
choice will depend on your clinical sus-
picion and perhaps other factors in your 
patient’s circumstance.

If you believe the lesion could be a 
cutaneous melanoma, the ideal option 
is full excision (to reduce sampling error 
pathologically), with a narrow margin 
(to preserve lymphatics, should sentinel 
node biopsy be considered later) and full 
thickness (to subcutaneous fat for prog-
nostic staging; remember the dermis on 
the back is very thick). If you are confi -
dent the lesion is BCC, an initial shave 
biopsy preserves the option for treatment 
via curettage should the histology reveal 
superfi cial or nodular BCC. Pathology 

fi ndings that indicate infi ltrative, mor-
pheaform, or micronodular BCC require 
excision; curettage is not adequate treat-
ment for these lesions.

Treating the 2 patients

The patient in FIGURE 1A had no symp-
toms and no history of skin cancer. Be-
cause he was skeptical of the diagnosis, I 
performed a shave biopsy for histologic 
verifi cation. The pathology report con-
fi rmed nodular BCC. We discussed op-
tions, and the patient elected excision.

In the case of the second lesion 
(FIGURE 2B), the diagnosis of BCC was 
fairly certain. Because of the patient’s 
advanced age, declining health, and diffi -
culty arranging transportation, we decid-
ed to perform a primary excision at the 
outset. Had histology shown BCC with 
micronodular architecture or infi ltrative 
features, a shave biopsy for diagnosis, 
plus curettage, would not have been ideal 
treatment. Histology showed a nodular 
BCC. ■
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Dark dots may, 
on occasion, be 
the best visible 
hint for a tentative 
diagnosis of BCC.
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