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Introduction
Dermatoscopy	 or	 epiluminescence	
microscopy	 is	 a	 rapidly	 evolving	 imaging	
modality.	 Akin	 to	 a	 stethoscope	 to	 an	
internist,	 a	 dermatoscope	 has	 now	 become	
an	 integral	 part	 of	 dermatology	 practice.	
Its	 application	 has	 evolved	 from	 early	
diagnosis	 of	 melanoma	 and	 non‑melanoma	
skin	 cancers	 to	 inflammatory	 diseases,	
pigmentary	 diseases,	 infections,	 and	
infestations.[1]	 However,	 the	 knowledge	 of	
dermatoscopy	in	ethnic	skin	(Fitzpatrick	skin	
phototype	 IV–VI)	 is	 limited.[2]	 This	 section	
of	 the	symposium	deals	with	dermatoscopic	
features	of	pigmentary	diseases,	with	special	
emphasis	on	ethnic	skin.

Dermatoscopy of normal skin
Before	 discussing	 the	 dermatoscopic	
features	 of	 various	 dermatoses,	 it	 is	
essential	 to	 understand	 the	 dermatoscopic	
features	 of	 normal	 skin.	 Under	 a	
dermatoscope,	 ethnic	 glabrous	 non‑facial	
skin	shows	thin	lines	arranged	in	a	reticular	
pattern	 [Figure	 1a].[2]	 This	 represents	 the	
pigmented	 basal	 layer	 as	 seen	 through	 a	
horizontal	 section.	 Interspersed	 between	
these	reticular	 lines	are	pinpoint	white	dots	
representing	 the	 eccrine	 duct	 openings.	
Parallel	 brown	 lines	 representing	 skin	
folds	 can	 also	 be	 seen.	 Dermatoscopy	 of	
facial	 skin	 shows	 pseudo	 network	 pattern,	
which	 is	 caused	 due	 to	 the	 interruption	 of	
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Abstract
Dermatoscopy	 is	 a	 non‑invasive,	 handy	 tool,	 which	 is	 increasingly	 being	 used	 in	 diagnosis	 and	
prognostication	 of	 pigmentary	 dermatoses.	 Dermatoscopic	 changes	 in	 pigmentary	 pattern,	 scaling,	
and	 vasculature	 help	 us	 to	 differentiate	 among	 the	myriad	 of	 hypo	 and	 hyper	 pigmentary	 diseases.	
This	 review	gives	a	brief	overview	of	 the	dermatoscopic	 features	of	pigmentary	diseases,	which	are	
commonly	 encountered	 in	 clinical	 practice.	We	 also	provide	 a	 diagnostic	 approach	based	on	 salient	
dermatoscopic	features.
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the	 pigmented	 epidermis	 by	 appendageal	
openings	[Figure	1b].[2]

Dermatoscopy of hypopigmentary 
diseases

Vitiligo
Vitiligo	 is	 the	 most	 common	 acquired	
depigmentary	 disease	 with	 significant	
psychological	morbidity.[3]	Vitiligo	of	ethnic	
skin	 differs	 considerably	 from	 that	 in	 the	
lighter	 phototypes	 because	 of	 the	 contrast	
provided	 by	 darker	 skin	 tone	 and	 the	
associated	 stigma.	 Early	 vitiligo,	 especially	
in	 children	 is	 difficult	 to	 differentiate	 from	
pityriasis	 alba,	 indeterminate	 leprosy,	 and	
nevus	 depigmentosus	 (ND).	 Dermatoscopy	
is	 a	 non‑invasive	 imaging	 modality,	 which	
aids	 in	 establishing	 diagnosis	 in	 such	
situation.	The	salient	dermatoscopic	features	
of	 vitiligo	 include	 diffuse	 white	 glow,	
distorted	 pigment	 network	 (absent,	 broken,	
or	 reverse	 pigment	 network;	 residual	
pigmentation),	 perifollicular	 pigmentary	
changes	 (perifollicular	 depigmentation,	
perifollicular	 re‑pigmentation),	 leukotrichia,	
micro‑Koebnerisation,	 starburst	 appearance,	
and	tapioca	sago	appearance.[4,5]

Diffuse white glow

Diffuse	 white	 glow	 is	 the	 hallmark	
dermatoscopic	 feature	 of	 vitiligo	 wherein	
the	 lesion	 resembles	 glow	 from	 a	 full	
moon	 [Figure	 2a‑d].	 This	 is	 due	 to	 the	
complete	 reflection	 of	 the	 incident	 light	
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from	 the	 upper	 dermal	 collagen	 fibers,	 which	 otherwise	
would	 have	 been	 absorbed	 by	 the	 melanin	 in	 the	 basal	
layer.[6,7]	Diffuse	white	glow	can	 also	be	 seen	 in	 idiopathic	
guttate	hypomelanosis	(IGH)	and	piebaldism.

Distorted pigment network

Due	 to	 the	 loss	 of	melanocytes	 from	 the	 basal	 layer,	 the	
normal	 reticular	 pigmentary	 network	 seen	 in	 glabrous	
non‑facial	 skin	 is	 absent	 in	 vitiligo	 [Figure	 2b].	 The	
margins	 of	 evolving	 vitiligo	 show	 areas	 of	 broken	
pigmentary	network	with	 ill‑defined	margins	 [Figure	2c].	
Reverse	 pigmentary	 network	 is	 a	 peculiar	 phenomenon	
wherein	 reticular	 white	 lines,	 with	 central	 relatively	
more	 pigmented	 holes	 are	 seen	 [Figure	 2d].	 Reverse	
pigmentary	 network	 has	 also	 been	 reported	 in	malignant	
melanoma.

Perifollicular pigmentary changes

Perifollicular	 pigmentary	 changes	 are	 common	 in	
vitiligo.	 It	 is	 pertinent	 to	 understand	 that	 the	 use	 of	
terms	 perifollicular	 depigmentation	 or	 perifollicular	
re‑pigmentation	 should	 take	 into	 account	 the	 background	
pigmentation.	 Perifollicular	 depigmentation	 refers	 to	 loss	
of	 perifollicular	 pigment	 when	 interfollicular	 pigment	
network	 is	 preserved	 [Figure	 3a].	 It	 is	 one	 of	 the	markers	
of	disease	activity.[8]	Perifollicular	re‑pigmentation	refers	to	
the	 re‑occurrence	 of	 pigmentary	 network	 around	 the	 hair	
follicle	 in	 a	 lesion,	 which	 previously	 had	 a	 complete	 loss	
of	pigment	network.	It	 is	one	of	the	signs	of	re‑pigmenting	
vitiligo	 [Figure	 3b].	 Perifollicular	 repigmentation	 should	
be	 differentiated	 from	 perifollicular	 residual	 pigmentation,	
which	 is	 retention	 of	 pigment	 globules	 around	 the	 follicle	
with	 loss	 of	 pigment	 network	 in	 the	 interfollicular	
epidermis.	 Perifollicular	 repigmentation,	 which	 occurs	
spontaneously	 or	 upon	 treatment,	 also	 looks	 similar	 to	
residual	 pigmentation.[9]	 Both	 are	 indistinguishable	 on	
dermoscopy	 and	 can	 be	 assessed	 only	 by	 longitudinal	
evaluation.	 In	 this	 situation,	 history,	 clinical	 morphology	
and	 treatment	 history	 should	 be	 taken	 into	 consideration.	
Perifollicular	 pigmentary	 changes	 can	 also	 be	 associated	
with	leukotrichia.[4,9]

Dermatoscopic markers of disease activity in vitiligo

Certain	dermatoscopic	features	are	linked	with	disease	activity	
and	suggest	progressive	vitiligo.[4,5]	These	include	Ill‑defined	
margins	 with	 reduced	 pigment	 network	 (trichrome	 lesion),	
micro‑Koebnerisation,	peripheral	white	globules	 (Polka‑dot,	
tapioca	 sago)	 and	 star‑burst/feathery	 pattern.[4]	
Micro‑Koebnerisation	(also	known	as	comet‑tail	appearance)	
is	 among	 the	 well	 studied	 dermatoscopic	 features	
of	 vitiligo	 and	 appears	 as	 linearly	 arranged	 areas	 of	
depigmentation.	 They	 are	 generally	 not	 appreciated	
through	 naked	 eye	 examination	 [Figure	 4a].	 Multiple	
white	 globules	 surrounding	 a	 primary	 depigmented	macule	
is	 another	 marker	 of	 active	 vitiligo.	 It	 has	 been	 variously	
described	 metaphorically	 as	 polka‑dot/tapioca	 sago	

appearance	 [Figure	 4a].	 Starburst	 pattern	 is	 a	metaphorical	
description	 for	depigmented	 lines	extending	 radially	 from	a	
central	primary	lesion	[Figure	4b].

Dermatoscopic markers of stable disease in vitiligo

Dermatoscopic	 features	 of	 stable	 vitiligo	 include	

Figure 1: Dermatoscopic images of normal skin captured by dermlite DL4 
dermatoscope in polarized mode, 10× (a) Glabrous non-facial skin showing 
brownish thin lines arranged in a reticular pattern. The intervening white 
dots represent eccrine duct openings (circles). Parallel brown lines (arrow) 
represent skin folds. (b) Facial skin showing pseudo-reticular pattern, due 
to interruption of the pigment network by appendageal openings (arrows)
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Figure 2: Dermatoscopy images of vitiligo captured by dermlite DL4 
dermatoscope in polarized mode, 10× (a) Diffuse white glow due to 
complete loss of pigment network at places (b) Stable vitiligo patch showing 
complete loss of pigment network (star) and well defined hyperpigmented 
borders (arrows) (c) Progressive vitiligo showing areas of broken pigment 
network at the edge of the lesion (purple star). This can be contrasted with 
areas of absent pigment network (black star) and normal reticular pigment 
network (green star), the three different zones represent the dermatoscopic 
trichrome sign (d) Reverse pigmentary network (photo courtesy Dr Manoj 
Nayak, Department of Dermatology AIIMS Rishikesh)
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Figure 3: Perifollicular pigmentary changes in vitiligo (a) Perifollicular 
depigmentation (arrows) in a case of progressive vitiligo. The interfollicular 
pigment network is preserved. (b) Repigmenting vitiligo (arrows) showing 
perifollicular re-pigmentation. Dermlite DL4 dermatoscope in polarized 
mode, 10×
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complete	 absence	 of	 pigmentary	 network	 with	 or	 without	
island	 of	 pigment	 retention,	 sharp	 borders,	 perilesional	
hyperpigmentation	 [Figure	 2b]	 and	 leukotrichia.	
Repigmenting	 vitiligo	 shows	 reappearance	 of	 perifollicular	
pigment	network	[Figure	3b].[9]

Evidence for dermatoscopic markers of disease activity in 
vitiligo

The	evidence	for	dermatoscopic	markers	of	disease	activity	
in	 vitiligo	 is	 limited	 to	 case	 series	 and	 cross‑sectional	
observational	studies.	No	longitudinal	studies	 till	date	have	
assessed	 the	 dermatoscopic	 markers	 of	 disease	 activity.	
Chuh	 and	 Zawar	 reported	 a	 pattern	 of	 depigmentation	
in	 which	 residual	 reservoirs	 of	 perifollicular	 pigment	
signified	 focally	 active	 or	 repigmenting	 vitiligo.[10]	 Meng	
et al.[5]	 studied	 176	 patients	with	 hypopigmented	 disorders	
out	 of	 which	 97	 were	 diagnosed	 with	 vitiligo.	 Residual	
perifollicular	pigmentation	was	observed	in	91.94%	(57/62)	
of	patients	with	progressing	vitiligo	and	62.86%	(22/35)	of	
those	 with	 stable	 vitiligo.	 However,	 residual	 perifollicular	
pigmentation	was	absent	in	the	79	non‑vitiligo	depigmented	
cases.

In	 a	 study	 by	 Jha	 et al.	 follicular	 changes	 constituted	
the	 most	 consistent	 dermatoscopic	 features	 in	 vitiligo	
lesions.[5]	 While	 perifollicular	 pigmentation	 was	
predominantly	 observed	 in	 lesions	 of	 active/unstable	
vitiligo,	 perifollicular	 depigmentation	 was	 typically	
encountered	in	stable	vitiligo.	In	this	same	study,	there	was	
altered	 pigment	 network	 (which	 included	 absent	 pigment	
network,	 reduced	 pigment	 network,	 and	 reversed	 pigment	
network)	 in	 32	 cases	 (91.4%)	 of	 unstable	 vitiligo.	 Apart	
from	 these	 certain	 specific	 morphological	 appearances	
on	 dermatoscopy	 have	 been	 reported	 to	 be	 suggestive	 of	
unstable	 vitiligo,	 such	 as	 the	 starburst	 appearance,	 comet	
tail,	trichrome,	and	salt	and	pepper	patterns.

The	 readers	are	advised	caution	 in	attributing	perifollicular	
changes	to	disease	activity	since	these	changes	are	dynamic	
and	the	above‑mentioned	studies	have	assessed	the	changes	
in	 a	 cross‑sectional	 study	 design.	 Longitudinal	 studies	 are	
required	for	a	more	confirmative	answer.

Idiopathic guttate hypomelanosis
IGH	 is	 an	 acquired	 depigmentary	 disease	 predominantly	
affecting	 the	 photo‑damaged	 skin	 of	 the	 elderly.	 When	
noticed,	 it	 can	 be	 confused	 with	 vitiligo	 and	 can	 cause	
considerable	 distress	 to	 the	 patients.	 Similar	 to	 vitiligo,	
dermatoscopy	 of	 IGH	 shows	 loss	 of	 pigment	 network	 and	
diffuse	white	glow.	However,	the	dermatoscopic	appearance	
of	 margins	 are	 diagnostic	 with	 four	 characteristic	
morphological	 variants	 described;	 amoeboid,	 petaloid,	
feathery	 and	 nebuloid	 [Figure	 5a‑d].[11,12]	 The	 amoeboid	
pattern	 shows	 pseudopod	 like	 extensions	 at	 the	 periphery,	
petaloid	 shows	 leaf	 like	 extensions,	 feather	 like	 striations	
are	 seen	 in	 feathery,	 whereas	 the	margins	 are	 indistinct	 in	
nebuloid	form.

Lichen sclerosus et atrophicus
Extra	 genital	 lichen	 sclerosus	 et	 atrophicus	 (LSA)	 can	 be	
a	 diagnostic	 challenge	 wherein,	 it	 can	 be	 misdiagnosed	
as	guttate	vitiligo,	 IGH,	and	morphea.	The	dermatoscopic	
features	 are	 however	 typical	 in	 LSA	 and	 often	 helps	 in	
alleviating	 patient	 anxiety	 by	 differentiating	 it	 from	
vitiligo.	The	 early	 inflammatory	 phase	 shows	 background	

Figure 5: Dermatoscopy images of idiopathic guttate hypomelanosis 
showing well-defined margins and complete loss of pigment network 
(a) Amoeboid pattern with pseudopod like extensions at the margins 
(b) petaloid pattern with leaf-like extension at the margins (c) Feathery 
pattern with feather-like striations (d) Nebuloid pattern with indistinct 
margins. Dermlite photo pro dermatoscope in polarized mode, 10x
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Figure 6: Dermatoscopic images of lichen sclerosus et atrophicus (a) Early 
inflammatory phase characterized by background erythema, ill-focused 
vessels, and peppering of pigment dots (b) Late sclerotic stage characterized 
by structureless linear white strands representing upper dermal fibrotic 
bands and follicular plugs (circle). Dermlite DL4 dermatoscope in polarized 
mode, 10×

ba

Figure 4: Dermatoscopic markers of disease activity (a) multiple 
hypopigmented dots surrounding a primary lesion (polka-dot/tapioca-sago 
appearance, circle) and micro-Koebnerization (line), Dermlite DL4 
dermatoscope in polarized mode, 10× (b) Star burst pattern, multiple 
radiating white lines from a primary lesion, Dermlite photo pro 
dermatoscope in polarized mode, 10×
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misdiagnosed	 as	 pityriasis	 alba	 and	 early	 vitiligo	 and	
borderline	 lepromatous	 leprosy	can	be	confused	with	PMH	
and	 mycosis	 fungoides.	 Dermatoscopy	 of	 well‑established	
leprosy	 shows	 yellowish‑orange	 areas,	 white	 chrysalis	
structures	 with	 broken	 pigmentary	 network,	 and	 loss/
diminution	of	hair	follicle	and	appendages	[Figure	7d].[16]

Pityriasis alba
Pityriasis	 alba	 is	 a	 type	 of	 sub‑acute	 eczema	 affecting	
the	 head	 and	 neck	 area	 of	 children.	 Its	 clinical	
differentials	 include	 indeterminate	 leprosy	 and	 early	
vitiligo.	 Dermoscopy	 of	 pityriasis	 alba	 shows	 focal	 white	
areas	 with	 broken	 pigmentary	 network	 and	 diffuse	 fine	
scaling	[Figure	8a].[17]

Pityriasis versicolor
The	 dermatoscopic	 features	 of	 pityriasis	 versicolor	 are	
characteristic	 and	 shows	 faint	 pigment	 network	with	white	
scales.	 The	 scales	 are	 prominent	 in	 physiological	 skin	
lines	 and	 typically	 appear	 as	 double‑edged	 when	 lesion	
is	 stretched	 [Figure	 8b].	 Scales	 can	 also	 be	 diffuse	 and	
perifollicular.[18]

Epidermodysplasis verruciformis
Epidermodysplasia	 verruciformis	 (EDV)	 is	 a	
genodermatosis	 predisposing	 to	 cutaneous	 infection	
by	 certain	 human	 papilloma	 virus	 serotypes.	 Pityriasis	
versicolor	 like	 macules	 is	 one	 of	 the	 cutaneous	 features	
of	 this	 disease.	 Dermatoscopy	 of	 pityriasis	 versicolor	 like	
macules	 in	 EDV	 shows	 focal	 areas	 of	 broken	 pigmentary	
network,	 diffuse	 scaling,	 background	 erythema,	 and	

erythema,	 follicular	 keratinous	 plugs,	 and	 linear	
telangiectatic	 vessels	 [Figure	 6a].[13,14]	 The	 histological	
correlates	 of	 these	 findings	 are	 dermal	 inflammation,	
follicular	 plugging,	 and	 dilated	 upper	 dermal	 vessels.	
The	 late	 sclerotic	 phase	 shows	 loss	 of	 pigment	 network,	
linear	 fibrotic	 strands	 representing	 upper	 dermal	 fibrosis	
with	 or	 without	 follicular	 plugging	 [Figure	 6b].[13,14]	 LSA	
of	 ethnic	 skin	 in	 addition	 shows	 peppering	 of	 brown	 and	
blue‑gray	 pigment	 dots	 and	 globules	 [Figure	 6a].	 This	 is	
due	 to	 basal	 cell	 vacuolization	 and	 subsequent	 melanin	
incontinence.

Nevus depigmentosus

Nevus	 pigmentosus	 is	 a	 nevoid	 disorder	 caused	 due	
to	 defective	 transfer	 of	 melanosomes	 to	 epidermal	
keratinocytes.	 It	 is	 often	 first	 noticed	 in	 infancy	 and	
early	 childhood	 and	 can	 be	 confused	 with	 vitiligo,	
causing	 considerable	 apprehension.	 Dermatoscopy	 of	
nevus	 depigmentosus	 shows	 whitish	 area	 containing	
faint	 albeit	 uniform	 pigment	 network	 and	 feathery	
margins	 [Figure	 7a].[15]	 Leukotrichia	 is	 not	 seen.	
Unlike	 vitiligo,	 diffuse	 white	 glow	 is	 absent	 since	 the	
pigmentary	 network	 is	 disturbed,	 but	 not	 completely	 lost	
and	melanocytes	absorb	some	of	 the	incident	 light.

Nevus anemicus
Nevus	anemicus	is	a	rare	congenital	vascular	malformation	
caused	due	to	localized	sensitivity	of	cutaneous	vasculature	
to	 catecholamines.	 It	 presents	 as	 hypopigmented	 patches	
and	 can	 be	 confused	with	 segmental	 nevus	 depigmentosus	
and	 segmental	 vitiligo.	 The	 apparent	 hypopigmentation	
is	 not	 due	 to	 pigment	 loss,	 but	 paleness	 caused	 due	 to	
localized	 vasoconstriction.	 The	 dermatoscopy	 shows	 a	
preserved	 pigment	 network	 but	 an	 obvious	 paucity	 of	
vessels	 in	 the	 lesional	 skin	 [Figure	 7b]. At	 times	 there	
might	 be	 compensatory	 flare	 of	 cutaneous	 vasculature	 in	
the	surrounding	skin.

Progressive macular hypomelanosis
Progressive	 macular	 hypomelanosis	 (PMH)	 is	 an	 acquired	
hypopigmentary	 disease	 occurring	 over	 the	 seborrheic	
areas	 in	 middle‑aged	 women	 and	 men.	 The	 clinical	
differentials	 of	 PMH	 include	 pityriasis	 alba,	 early	 vitiligo,	
hypopigmented	 mycosis	 fungoides,	 and	 borderline	
lepromatous	 leprosy.	 Dermatoscopy	 of	 PMH	 shows	 focal	
white	areas	with	broken	pigmentary	network,	widened	skin	
lines	 and	 minimal,	 focal	 white	 scaling	 [Figure	 7c].[1]	 The	
diffuse	 white	 glow	 of	 vitiligo	 is	 absent;	 appendages	 are	
preserved	and	no	abnormal	vascular	structures	are	seen.

Leprosy
The	 lepromatous	 spectrum	 of	 leprosy	 often	 shows	
pigmentary	 disturbances,	 which	 can	 be	 striking	 in	
ethnic	 skin.	 Indeterminate	 leprosy	 over	 the	 face	 can	 be	

Figure 7: (a) Dermatoscopic image of nevus depigmentosus showing 
feathery margins and broken pigmentary network (circle). The diffuse 
white glow of vitiligo is characteristically missing. (b) Dermatoscopy 
of nevus anemicus showing focal areas of reduced/absent 
vasculature (arrows). (c) Dermatoscopic image of progressive macular 
hypomelanosis showing focal loss of pigment network (circle) and 
prominent skin markings. (d) Dermatoscopic images of borderline 
lepromatous leprosy showing focal areas of broken pigmentary network 
and white chrysalis like structures (arrow). Lesional paucity of appendageal 
openings and hair follicles can be appreciated. Dermlite DL4 dermatoscope 
in polarized mode, 10×
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Figure 10: (a) Dermatoscopy of melasma showing exaggerated 
pseudoreticular network in comparison to the normal pseudoreticular 
network in the left half of the image (b) Brownish dots and globules (circle). 
The appendageal openings are spared. Dermlite DL4 dermatoscope in 
polarized mode, 10×
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Figure 11: (a) A case of exogenous ochronosis (b) Dermatoscopic image 
showing arcuate and semicircular structures (circle). The appendageal 
openings are obliterated. Dermlite DL4 dermatoscope in polarized mode, 
10×

ba

ill‑focused	 dotted	 vessels.[19]	 There	 is	 no	 accentuation	 of	
scales	in	skin	creases	[Figure	8c].

Hypopigmented mycosis fungoides
Hypopigmented	 mycosis	 fungoides	 commonly	 affects	
adolescents	 and	 young	 adults	 of	Asian	 descent,	 with	 head	
and	 neck	 being	 the	 most	 common	 area	 of	 involvement.	
Dermatoscopy	of	hypopigmented	mycosis	fungoides	shows	
broken	 pigmentary	 network	 and	 spermatozoa	 like	 blood	
vessels	[Figure	8d].[20]

Figure 9: (a) Dermatoscopic evaluation of patch lesions of post kala-azar 
dermal leishmaniasis (PKDL) showing loss of pigmentary network and 
yellowish structureless area representing dermal granulomas (circle). 
Dermlite DL4 dermatoscope in polarized mode, 10× (b) Dermatoscopy of 
plaque lesions show yellowish-orange structureless areas and unfocussed 
vessels representing dermal granuloma, Dermlite DL4 dermatoscope 
in polarized mode, 10× (c) PKDL involving the muzzle area of the face 
and neck showing reddish-brown plaques (arrow) and hypopigmented 
patches (arrowhead)
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Figure 8: (a) Pityriasis alba showing focal areas of broken pigment network 
and diffuse fine scaling, Dermlite photo pro dermatoscope in polarized 
mode, 10×. (b) Pityriasis versicolor showing accentuated double-edged 
scales at skin creases, Dermlite photo pro dermatoscope in polarized mode, 
10×. (c) Epidermodysplasia verruciformis showing broken pigmentary 
network, background erythema and ill-focused dotted vessels (circle), Dermlite 
DL4 dermatoscope in polarized mode, 10× (d) Hypopigmented mycosis 
fungoides showing areas of broken pigmentary network and spermatozoa like 
vessels (arrow), Dermlite DL4 dermatoscope in polarized mode, 10×
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Figure 13: Dermatoscopic images of acquired dermal macular 
hyperpigmentation showing (a) Exaggerated pseudo network (b) Brown 
dots. Dermlite DL4 dermatoscope in polarized mode, 10×
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Figure 12: Dermatoscopic images of acquired dermal macular 
hyperpigmentation showing pigment dots and globules (a) Dotted 
pattern (circle), discrete black pigment dots sparing the skin creases over 
the abdomen (b) Arcuate pattern over face showing brownish broken 
lines (circle) (c) Complete reticular pattern showing brownish reticular 
rings (circle) (d) Diffuse involvement with sparing of the appendageal 
openings (arrow). Dermlite DL4 dermatoscope in polarized mode, 10×
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Post kala azar dermal leishmaniasis
Post	 kala	 azar	 dermal	 leishmaniasis	 (PKDL)	 presents	 as	
hypopigmented	macules,	 papules	 and	 plaques.	 Face,	 neck,	
proximal	extremities,	and	trunk	are	commonly	affected	and	
the	lesions	spread	in	a	descending	fashion.	The	muzzle	area	
of	 the	 face	 is	 typically	 involved.	 Dermatoscopy	 features	
vary	 depending	 on	 the	 type	 of	 lesion	 being	 evaluated.	
Patch	 lesions	 show	 focal	 areas	of	 loss	 of	 pigment	 network	
and	 yellowish	 structureless	 area	 representing	 dermal	
granulomas	 [Figure	 9a].	 Whereas	 plaque	 lesions	 show	
yellowish	 orange	 areas	 and	 unfocussed	 vessels	 akin	 to	
other	granulomatous	dermatoses	[Figure	9b	and	9c].

Dermatoscopy of Hyperpigmentary Diseases

Melasma
Melasma	 is	 a	 common	 hyperpigmentary	 disease	 seen	 in	
clinical	 practice.	 The	 diagnosis	 is	 often	 apparent	 on	 clinical	
examination;	 however,	 it	 can	 sometimes	 be	 mistaken	 for	
maturity‑onset	 pigmentation	 and	 lichen	 planus	 pigmentosus.	
The	 most	 common	 dermatoscopy	 pattern	 of	 melasma	 is	
exaggerated	 pseudo	 network	 [Figure	 10a].	 Other	 features	
include	brownish	dots	and	globules	[Figure	10b],	annular	and	
arcuate	structures,	and	telangiectasia.[2]	Typically	in	melasma,	
the	 pigmentation	 spares	 the	 follicular,	 and	 appendageal	
opening,	which	are	obliterated	in	exogenous	ochronosis

Exogenous ochronosis
Exogenous	 ochronosis	 is	 an	 iatrogenic	 dermatoses	 caused	
due	 to	 unsupervised	 topical	 use	 of	 hydroquinone.	 The	
histopathology	 of	 exogenous	 ochronosis	 classically	 shows	
banana	 bodies,	 which	 are	 exogenous	 yellow	 to	 brown	
material	 in	 the	 papillary	 and	 middle	 dermis,	 pigment	
incontinence,	and	collagen	degeneration.	The	dermatoscopic	
features	 include	 bluish‑gray	 pigment	 globules	 in	 arciform	
or	 annular	 patterns	 producing	 a	 curvilinear	 appearance.	
The	 appendageal	 openings	 are	 obliterated	 [Figure	 11a	 and	
11b].[21]	 Dermatoscopic	 features	 of	 background	 melasma	
can	be	apparent.

Figure 15: (a) Maturational pigmentation of dermatoscopy showing 
exaggerated pseudo network and prominent perifollicular accentuation 
of pigmentation appearing as brownish ring (circles) (Photo courtesy, 
Dr. Shekhar Neema, MD, FEBDV Armed Forces Medical College, 
Pune) (b) Exaggerated pseudo network in a case of pigmentary demarcation 
lines over upperlimb. The line demarcates the pigmentary demarcation line. 
Dermlite photo pro dermatoscope in polarized mode, 10×

ba

Figure 17: (a) Terra firma-forme dermatosis showing large brown polygonal 
scales arranged in cobblestone pattern on dermatoscopy, Dermlite 
DL4 dermatoscope in polarized mode, 10×. (b) Confluent and reticulate 
papillomatosis showing brownish homogenous polygonal scales separated 
by whitish/pale striae arranged in a cobblestone pattern. White fine scales 
over the surface can be appreciated, Dermlite DL4 dermatoscope in polarized 
mode, 10×. (c) Acanthosis nigricans shows multiple cristae and sulci. 
Pigment dots over cristae are characteristic of acanthosis nigricans (arrow), 
Dermlite photo pro dermatoscope in polarized mode, 10×. (d) Dermoscopy 
of seborrheic melanosis over nasal ala showing prominent pseudo 
network (star), ill-focussed vessels (arrow), prominent follicle openings and 
whitish-yellow excrescences of sebum coating the vellus hair shafts (circle), 
Dermlite photo pro dermatoscope in polarized mode, 10×

dc
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Figure 16: (a) Dermatoscopy of macular amyloidosis showing a central hub 
and radially arranged spokes (hub and spoke pattern, circles), Dermlite DL4 
dermatoscope in polarized mode, 10× (b) Frictional melanosis showing 
dispersed pigment dots, Dermlite photo pro dermatoscope in polarized 
mode, 10×

ba

Figure 14: (a) Nevus of Ota (b) Dermatoscopic image showing bluish-grey 
structureless area (Photo courtesy, Dr Payal Chauhan Assistant Professor, 
Himalayan Institute of Medical Sciences)

ba
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Acquired dermal macular hyperpigmentation
It	 is	 a	 hypernym,	 which	 includes	 diseases	 of	 dermal	
pigmentation	 lichen	 planus	 pigmentosus,	 pigmented	
cosmetic	 dermatitis,	 and	 erythema	 dyschromicum	
perstans.[22]

Dermatoscopy	 of	 ADMH	 shows	 pigment	 dots,	 globules,	
and	 blotches.[22,23]	 Depending	 on	 the	 disease	 severity,	
the	 pigment	 structures	 show	 various	 arrangements.	 They	
can	 be	 arranged	 in	 a	 dotted	 pattern,	 arcuate/Chinese	

Figure 18: Dermatoscopy of fixed drug eruption showing greyish pigment 
dots. Dermlite photo pro dermatoscope in polarized mode, 10×

letter	 pattern,	 hem‑like	 pattern,	 reticular	 pattern,	 and	
diffuse	 [Figure	 12a‑d].	 Dotted	 pattern	 [Figure	 12a]	
is	 commonly	 seen	 and	 better	 appreciated	 in	 lesions	
over	 neck	 and	 trunk.	 Arcuate/Chinese	 letter	 pattern	
is	 more	 apparent	 in	 facial	 lesions	 [Figure	 12b]	 and	
hem‑like	 pattern	 are	 seen	 in	 folded	 skin;	 with	 time,	
untreated	 patients	 progress	 to	 complete	 reticular	
pattern	 [Figure	 12c].	 In	 diffuse	 pattern,	 there	 is	 diffuse	
involvement	with	pigment	dots	and	globules,	sparing	only	
the	appendageal	openings	 [Figure	12d].	Akin	 to	melasma,	
the	 follicular	 and	 appendageal	 openings	 and	 skin	 creases	
are	 spared	 in	 ADMH.	 The	 other	 dermatoscopic	 features	
include	 exaggerated	 pseudo	 reticular	 pattern	 and	 brown	
dots	[Figure	13a	and	13b].

Nevus of Ota
Nevus	 of	 Ota,	 nevus	 of	 Ito,	 and	 Hori’s	 nevus	 are	
dermal	 melanocytosis	 characterized	 by	 bluish‑grey	
pigmentation.	 The	 dermatoscopic	 feature	 of	 nevus	 of	 Ota	
has	 been	 described	 in	 one	 case	 series,	 which	 includes	
a	 bluish	 structureless	 area	 and	 scattered	 brown‑grey	
dots	[Figure	14a	and	b].[24]

Maturational hyperpigmentation
Maturational	 hyperpigmentation	 is	 an	 evolving	 entity	
predominantly	 affecting	 south	 Asians	 and	 Africans.	 It	 is	
said	 to	 be	 a	 cutaneous	 marker	 of	 metabolic	 syndrome.	
Dermatoscopy	 of	 maturational	 hyperpigmentation	 shows	

Figure 19: Dermatoscopic approach to hypopigmentary diseases



Vinay and Ankad: Dermatoscopy of pigmentary diseases

31Indian Dermatology Online Journal | Volume 12 | Issue 1 | January-February 2021

exaggerated	 pseudo	 network	 and	 prominent	 perifollicular	
accentuation	 of	 pigmentation	 appearing	 as	 a	 brownish	
ring	[Figure	15a].[25]

Pigmentary demarcation lines
Pigmentary	 demarcation	 lines	 (PDL)	 are	 sites	 of	 transition	
from	hyperpigmentation	 to	hypopigmented	or	normal	 skin,	
which	 is	more	 prominent	 in	 darker	 skin	 phototypes.	 Eight	
groups	of	PDL	have	been	described.	Dermatoscopy	of	PDL	
shows	exaggerated	pseudo	network	[Figure	15b].[26]

Primary cutaneous amyloidosis
Macular	 and	 biphasic	 amyloidosis	 are	 common	 causes	 of	
pigmentation	 over	 upper	 back	 and	 extremities	 in	 ethnic	
skin.	Dermatoscopy	of	macular	amyloidosis	shows	a	central	
hub	surrounded	by	brownish	pigmentation.[27]	The	brownish	
pigmentation	 can	 be	 arranged	 radially	 or	 in	 a	 leaf‑like	
pattern	giving	a	“hub	and	spoke”	appearance	[Figure	16a].[27]	
In	 lichen/biphasic	 amyloidosis	 the	 central	 hub	 is	 replaced	
by	a	white	scar‑like	area.

Frictional melanosis
Frictional	 melanosis	 is	 not	 uncommon	 among	 Indians.	
The	use	of	bathing	stone	and	 loofah	has	been	 incriminated	

in	 its	 causation.	 When	 it	 occurs	 over	 the	 upper	 back,	 it	
can	 be	 confused	 with	 macular	 amyloidosis.	 However,	
dermatoscopy	 can	 differentiate	 both	 the	 conditions.	
Frictional	 melanosis	 shows	 fine	 brownish	 stippling	 in	 a	
rippled	 reticular	 pattern	 [Figure	 16b].[1,27]	 The	 central	 hub	
seen	 in	 macular	 amyloidosis	 is	 typically	 lacking.	 On	 the	
facial	 lesions,	 dermatoscopy	 shows	 a	 patchy	 arrangement	
of	 bluish‑gray	 pigment	 globules	 with	 dilated	 follicular	
openings.[28]

Terra firma‑forme dermatosis
Terra	 firma‑forme	 dermatosis	 is	 caused	 due	 to	 increased	
retention	 and	 delayed	 exfoliation	 of	 keratinocytes.	 Large	
brown	 polygonal	 scales	 arranged	 in	 a	 cobblestone	 pattern	
are	seen	on	dermatoscopy	[Figure	17a].[29]

Confluent and reticulated papillomatosis
Confluent	 and	 reticulated	 papillomatosis	 (CARP)	 is	
a	 Malassezia	 associated	 hyperproliferative	 disorder	
affecting	 the	 seborrheic	 distribution	 of	 young	 adults.	 Its	
dermatoscopic	 features	 include	 brownish	 homogenous	
polygonal	 scales	 separated	 by	 whitish/pale	 striae	
arranged	 in	 a	 cobblestone	 pattern,	 covered	 by	 white	 fine	
scales	[Figure	17b].[30]

Figure 20: Dermatoscopic approach to hyperpigmentary diseases. CARP, Confluent, and reticulated papillomatosis; TFFD, Terra firma-forme dermatosis
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Acanthosis nigricans
Acanthosis	 nigricans	 is	 a	 cutaneous	 marker	 of	 insulin	
resistance	and	metabolic	syndrome.	When	it	occurs	over	the	
face,	 it	 can	be	misdiagnosed	as	maturational	pigmentation,	
lichen	planus	pigmentosus,	and	melasma.	Dermatoscopy	of	
acanthosis	nigricans	shows	multiple	cristae	and	sulci,	which	
are	 better	 appreciated	 in	 non‑polarized	mode	 [Figure	 17c].	
Pigmented	dots	and	globules	are	specific	clues	 for	AN	and	
are	better	seen	in	polarized	mode.[31]

Seborrheic melanosis
Seborrheic	 melanosis	 or	 sebomelanosis	 is	 an	 ill‑defined	
entity	 reported	 among	 pigmented	 races.[32,33]	 It	 is	
considered	 to	 be	 post‑inflammatory	 sequelae	 of	 seborrheic	
dermatosis,	 unique	 to	 pigmented	 races.	 The	 described	
dermatoscopic	 features	 of	 sebomelanosis	 include	
prominent	 pseudonetwork,	 brown	 granular	 structures,	
ill‑focussed	 vessels,	 prominent	 follicle	 openings,	 and	
whitish‑yellow	 excrescences	 of	 sebum	 coating	 the	 vellus	
hair	shafts	[Figure	17d].[32]

Fixed drug eruption
The	 late	 phase	 of	 fixed	 drug	 eruption	 (FDE)	 can	 present	
with	 isolated	 pigmentation,	 which	 can	 clinically	 mimic	
erythema	 dyschromicum	 perstans	 and	 post‑inflammatory	
hyperpigmentation.	 Dermatoscopy	 in	 FDE	 shows	 pigment	
dots	and	globules	with	various	 shades	 ranging	 from	brown	
to	 grayish	 [Figure	 18].	 This	 depends	 on	 the	 location	 of	
melanin	in	the	dermis	due	to	pigment	incontinence.

Conclusion
Dermatoscopic	 knowledge	 of	 hypopigmentary	
and	 hyperpigmentary	 dermatosis	 helps	 in	 clinical	
diagnosis	 and	 differentiation	 from	 another	 dermatosis.	
Dermatoscopic	 approach	 to	 diagnosis	 of	 hypopigmentary	
and	 hyperpigmentary	 dermatoses	 is	 summarized	 in	 the	
flowcharts	Figure	19	and	20	respectively.
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