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ABSTRACT 

The male and female external genital regions are anatomical areas in which various types of 

skin disorders may occur. Although most of these conditions can be diagnosed by means of clinical 

examination accurate and medical history, in most cases further investigations with time consuming 

and/or invasive procedures are needed in order to reach the correct diagnosis. Dermoscopy, as a 

modern non-invasive tool, is able to better diagnose pigmented and non-pigmented skin tumours 

along with various inflammatory and infectious skin and appendage disorders. The aim of this paper 

is to provide a review of the use of dermoscopy in genital disorders based on published data and to 

include personal experience gained from real life, focusing on any possible gender difference and 

whether disease mucosal/semimucosal dermoscopy features may differ from those observed on the 

skin. In conclusion, genital dermoscopy should always be considered during clinical inspection in 

order to enhance the diagnosis or to rule out those conditions that may look similar but that show a 

different dermoscopy pattern thus narrowing down the differential diagnoses and avoiding 

unnecessary invasive investigations.  
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INTRODUCTION 

The male and female external genital regions (i.e. the penis, the glans and the scrotum in the 

male, and the vulva in the female) are anatomical areas in which various types of skin disorders 

may occur. Although most of these conditions can be diagnosed by clinical examination and an 

accurate medical history review, in most cases further time consuming and/or invasive procedures 

such as skin biopsy are needed in order to reach a correct diagnosis. Dermoscopy represents a 

modern non-invasive tool able to improve the diagnosis of pigmented and non-pigmented skin 

tumours along with various inflammatory and infectious skin and appendage disorders[1-3]. It may 

also be useful for prognostic assessment and treatment monitoring[4].  

Although dermoscopy is currently used for a variety of genital disorders both in males and 

females, specific literature on this field is limited. The aim of this paper is to provide a review based 

on published data, also focusing on any possible gender difference and whether disease 

mucosal/semimucosal dermoscopy features may differ from those observed on the skin.  

 

MATERIALS AND METHODS 

All the studies evaluating dermatoscopy of genital disorders published in the English 

literature were analyzed. An electronic search from January 1995 to January 2020 was performed 

using PubMed database with the following keywords: (dermatoscopy [Mesh] OR dermoscopy 

[Mesh]) AND (genital [Mesh] OR genitalia [Mesh] OR penis [Mesh] OR penile [Mesh] OR glans 

[Mesh] OR scrotum [Mesh] OR vulva [Mesh] OR vulvar [Mesh] OR labia [Mesh]). In addition, 

pertinent references not identified by search engines and retrieved from articles/books were also 

considered. All studies identified as relevant, including controlled studies, case series, case reports, 

and reviews were analyzed.  
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RESULTS 

PHYSIOLOGIC CHANGES 

Pearly penile papules and vestibular papillae  

Pearly penile papules and vestibular papillae represent common anatomical variants of the normal 

epithelium of respectively the glans and the vestibular mucosa[5]. Although poorly reported on, 

dermoscopy features of both conditions are quite typical[6-10], showing in males uniformly sized 

whitish-pink small projections, regular in morphology, with cobblestone or grape-like aggregation. 

Delicate vascular structures may be visible within the projections[6-8] (Figure 1). Similarly, in 

females, dermoscopy reveals a regular, linear and usually symmetrical array of uniform-sized 

whitish-pink papillae, which have separate bases[9-10]. Subtle linear vessels may be observed within 

the papillae. 

 

Fordyce’s spots 

Fordyce’s spots are ectopic visible sebaceous glands that may be located either on the penis or the 

vulva[11]. Dermoscopy has been reported in males only, where in the penile shaft a typical vascular 

garland-like aspect is revealed, whose bows seem to wind around yellowish bunch-like lobules 

without crossing them[8]. These yellowish lobules histopathologically correlate with the sebaceous 

structures located in the dermis or submucosa. In the prepuce, Fordyce’s spots have been described 

as swallow’s nests or bottle-like formations containing a milky-white ovoid material and surrounded 

by non-arborizing vessels[12].  

 

BENIGN LESIONS 

Seborrheic keratosis  

Seborrheic keratosis is unusual in the genital area, and dermoscopy has been reported both in males 

and females[13-20] showing the presence of the following features that, if combined, strongly suggest 

such a diagnosis: fissures and ridges (which typically give a cerebriform appearance), comedo-like 
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openings (roundish clefts generally dark brown, gray or black), milia-like cysts (round, brilliant, 

whitish structures), hairpin or looped vessels, and brownish, diffuse pigmentation, with demarcated 

borders, sometimes with a moth-eaten appearance (Figure 2). Comedo-like openings may not be 

visible in the vulvar areas, due to friction[14]. In non-pigmented lesions, dermoscopy shows 

elongated papillary structures containing hairpin or looped vessels, which may be similar to genital 

warts (see below). 

 

Angiokeratoma 

Angiokeratoma of the scrotum is quite common and its incidence increases with age. Vulvar 

involvement is rare and sometimes may be mistaken for other benign and malignant lesions[21]. 

Dermoscopy, that has been reported in both sexes[8,16,18,22-24], typically reveals: well-demarcated 

red/dark lacunae, which correspond to wide dilated vascular spaces located in the dermis and that 

may be partially or completely thrombosed; whitish veil, corresponding to hyperkeratosis and 

acanthosis; erythema and hemorrhagic crusts. 

 

Syringoma 

Syringoma is a fairly common benign adnexal neoplasm with mainly ductal differentiation that 

usually involves the eyelid and the upper cheek, and rarely the genitalia[25]. Dermoscopy of genital 

syringoma has been described in the vulva only, showing glittering, round-shaped or oval, yellow-

whitish structures over a fading pink background, that histopathologically corresponded to small 

colloid material-containing cystic ducts. Dotted and short linear vessels have also been detected[26].  

 

Melanocytic naevi 

Genital melanocytic naevi are mostly diagnosed during childhood and in younger adults with a 

prevalence of 3.5%, and a M:F ratio of 1.3:1[27]. Several dermoscopy studies have been reported 

both in males and females[16-20,27-35], showing characteristics similar to naevi on other parts of the 
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body. Most naevi have a single dermatoscopic pattern (reticular, clod or structureless) or two 

patterns, but unusual-looking naevi may have three patterns (multicomponent)[16,19].  

 

INFECTIOUS DISORDERS 

Genital warts 

Genital warts are a highly contagious sexually transmitted disease caused by human 

papillomaviruses. Their dermoscopy features have been extensively described in both sexes[7-8,36-43]. 

Small, papular lesions usually show a mosaic pattern, consisting of a whitish reticular network 

surrounding unaffected areas centered by dotted vessels. On the other hand, typical cauliflower-like 

lesions reveal multiple, irregular projections, often arising from a common base (fingerlike pattern), 

with different sizes, shapes and colors, ranging from light pink to grey-whitish to brownish (Figure 

3). Linear, elongated vessels that may be outlined by a whitish halo are generally detected within 

the projections; they correspond to the proliferation of capillaries in the papillary dermis, and 

appear coarser in shape and size in genital warts than in pearly penile papules and vestibular 

papillae[43]. Haemorrhagic splits can be observed inside the lesions[39-40]. Other described 

dermoscopic patterns include knob-like, brain-like and unspecific, which in many cases can be 

combined[38].  

 

Molluscum contagiosum 

Molluscum contagiosum, an infection due to a Molluscipox virus that in young adults usually 

affects the genital area. Dermoscopy aspect of genital lesions has been reported both in males and 

females[8,37,44], showing polylobular, white-yellowish, amorphous structures and a pore/orifice that 

can either have a central or eccentric position. The polylobular structures histopathologically 

correspond to lobulated, endophytic epidermal hyperplasia with intracytoplasmic inclusion bodies, 

separated by fine septae of compressed dermis[45]. Vessels are generally visible with different 

arrangements, namely crown, radial and/or dotted patterns. In some cases, the polylobular 
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structures, the orifice or the vascular component may be absent, making the diagnosis more 

difficult[44].  

 

Candidiasis 

The genital region is naturally an area which is affected by Candida spp. infection. In a case series, 

dermoscopy showed two main dermoscopic features: cottage cheese-like structures (sparse white 

coating) that correspond to the presence of Candida yeast colonies growth, and blurry linear vessels, 

due to dilation of subpapillary vessels[46]. 

 

Scabies 

The genital area is frequently involved during scabies infestation, and dermoscopy is a common 

diagnostic practice in many dermatologic centers. Compared to standardized skin scraping, 

dermoscopy is more sensitive, fast and well accepted by patients[47].  Only one study specifically 

reported on dermoscopy of genital scabies (the gender was not specified)[48], but dermoscopy 

features are typical. At low magnification (X10), it shows a small dark brown triangular structure 

located at the end of a subtle linear segment, resembling a delta wing jet with contrail; these 

structures correspond to the pigmented anterior part of the mite and the burrow, respectively[47]. 

Higher magnifications (>X100) allow a clear visualization of the oval, translucent body of the mite 

and its legs, rostrum, eggs and feces[47,49-50].  

 

INFLAMMATORY DISEASES 

Lichen sclerosus 

Genital lichen sclerosus is a chronic inflammatory, immune-mediated disease which is a recognized 

precursor of genital cancer[51-53]. Dermoscopy has been reported extensively in both sexes[22,54-60].  

Whitish background and patchy structureless areas, varying in colour from white-yellowish to 

milky-pinkish, are the most prevalent dermoscopic features (Figure 4). They correspond to dermal 
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sclerosis and hyalinization, which represent the main histopathological changes. A marked decrease 

in vessel concentration, configuring a sort of vascular desertification, has also been described. The 

remaining vessels are polymorphic.  

Other possible dermoscopic features include red to purpuric, structureless, well circumscribed dots, 

globules or blotches corresponding to blood spots and mainly due to scratching, and grey-blue dots 

corresponding to post-inflammatory accumulation of melanophages in the dermis. They are 

unspecific, being also observed in other chronic genital inflammatory diseases, such as lichen 

planus[61]. Finally, yellow comedo-like openings, which histologically correspond to dilated 

infundibula with follicular cornified plugging, that are a constant finding in extragenital sites[62], can 

be observed on the involved vulvar skin[54].  

 

Lichen planus 

Genital lichen planus is a chronic muco-cutaneous inflammatory disease quite common in males 

and females[63] whose dermoscopy has been reported in females only[61] with quite typical, linear 

pearly-whitish structures (Wickham striae) arranged in a reticular, annular, dotted/starry sky or 

rounded/globular configuration (Fig. 5). Wickham striae, that histopathologically correspond to 

hypergranulosis[64], may occur in some cases as blue-white or grey-white areas, similar to a veil[61]. 

Thick, linear irregular vessels and an intense reddish background are generally observed. Finally, 

grey-blue dots with a characteristic peppered arrangement may be observed in vulvar lichen planus 

due to the underlying inflammatory process.  

 

Psoriasis 

Genital psoriasis affects 30–60% of patients with an exclusive involvement in 2–5%[65]. 

Dermoscopy has been reported in several cases both in males and females[46,57,66-67], showing at low 

magnification (X10) a constant aspect consisting of dotted vessels and at high magnification 

(>X100) of dilated, tortuous, ‘‘bushy’’ capillaries, regularly distributed over a pale red background 
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(Fig. 6). This vascular pattern histologically corresponds to dilated, elongated, and tortuous 

capillary loops in the papillary dermis[68-70]. Genital psoriasis is easily recognizable because of the 

lack of white scales typically observed in cutaneous plaque psoriasis that may hamper a correct 

visualization. 

 

Zoon’s plasma cell mucositis 

Zoon’s plasma cell mucositis is a benign inflammatory process that may involve external genitalia 

with a chronic-relapsing course. Moreover, a clinical and histopathological “zoonoid inflammation” 

is frequently encountered in genital dermatology as a corollary/consequence of other disorders such 

as lichen sclerosus, lichen planus, genital penile intraepithelial neoplasia and squamous cell 

carcinoma[71]. Zoon’s plasma cell mucositis and zoonoid inflammation share the same dermoscopic 

features, i.e. the presence of a focal/diffuse orange-yellowish structureless area, related to the 

hemosiderin deposition, and fairly focused curved vessels[57,66,72-75] (Fig. 7). These vessels may 

show a serpentine, spermatozoa-like, convoluted, and chalice-shaped configuration. The easy 

detection of the vascular pattern is probably related to the epidermal thinning which makes dermal 

vessels closer to the surface.  

 

Lichen simplex chronicus 

Genital lichen simplex chronicus is common in females, especially in mid-to-late adult life[76]. 

Dermoscopy has been described in vulvar localization only, as a pinkish-whitish background topped 

with white-greyish structureless patches, varying in size, with a tendency to coalesce[77]. These 

patches likely correspond to the orthokeratotic epidermal hyperplasia found on histopathology. In 

cases of noticeable lichenification, a surface showing a pattern of gyri and sulci can be observed. 

The pinkish-whitish background is characterized by a dense vascularization, mainly composed of 

linear, serpentine and dotted vessels, diffusely arranged within the affected surfaces. 
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HYPERPIGMENTATIONS 

Melanosis 

Genital melanosis involving the semimucosa may clinically mimic melanoma thus creating concern 

in both patients and physicians. Dermoscopy of genital melanosis has been extensively reported in 

both sexes[17-18,20,78-86], showing a parallel (linear and curved streaks/lines/globules running parallel 

that may have a fingerprint-like aspect), globular (round-to-oval globules), reticular (ovoid- or 

round-shaped honeycomb disposition), or ring-like (multiple round-to-ovoid structures, sometimes 

arranged in a grape-like manner) pigmentation pattern with well-defined borders (Fig. 8). 

Homogeneous brown to gray-blue structureless areas may also be detected, especially in large 

lesions.  

 

MALIGNANT NEOPLASMS 

Melanoma 

Vulvar melanoma is the second most common vulvar malignancy, accounting for 2.4–10% of all 

vulvar tumors, that in about 20% of cases may develop as a multifocal neoplasia[86], while primary 

penile melanoma is very rare[88]. A few cases of dermoscopy of male and female genital melanoma 

have been described[16-18,29,35,83,89-98]. Overall, the dermoscopic patterns do not differ from 

melanomas at other body sites including: asymmetry of structure, multiple colours, blue-grey or 

white structures, structureless areas, multicomponent patterns and polymorphous vessels. Abrupt 

cut-offs, reticular depigmentation, atypical network or streaks, multisided black dots and ulceration 

represent further dermoscopic features[18,99]. To date, the real impact of dermoscopy on early 

diagnosis of genital melanoma has yet to be defined[93].  

 

Intraepithelial neoplasia 

Genital intraepithelial neoplasia is widely accepted as the precursor lesion of invasive squamous 

cell carcinoma in both males and females[100-101]. The terms Bowen’s disease, erythroplasia of 
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Queyrat and bowenoid papulosis are still used to indicate its clinical variants. Dermoscopy has been 

described in both sexes revealing structureless areas varying in colour from dull pink to bright red 

to whitish, and dotted, glomerular and/or linear vessels with variable size and irregular or patchy 

distributions[16-18,29,66,102-112]. White scales, due to parakeratosis, may be observed. The pigmented 

variant of genital intraepithelial neoplasia generally reveals gray-brownish dots, diffusely arranged 

with either irregular or parallel distribution and corresponding to the presence of melanophages in 

the papillary dermis[113-114].  

 

Basal cell carcinoma 

Vulvar basal cell carcinoma represents 1-5% of all vulvar cancers[115], while penile and scrotal basal 

cell carcinoma is even more rare, accounting for less than 0.03% of all BCCs in men[116-117]. 

Dermoscopy features have been described for vulvar basal cell carcinoma only, revealing fine, 

reddish, well-focused arborizing or linear vessels[18,118-120]. The presence of blue ovoid nests is a 

further aid in arriving at a correct diagnosis. Homogeneous whitish shiny areas, which may 

correspond to peritumoral fibrosis, can provide an additional clue indicating vulvar basal cell 

carcinoma.  

 

OTHER DISORDERS 

Sporadic reports describe the dermoscopy features of other genital disorders in both sexes, 

such as clear cell acanthoma[121], eruptive vellus hair cysts[122], lichen aureus[123], median raphe 

cyst[124], metastasis[29], Mondor's disease[125], neutrophilic sebaceous adenitis[126], Paget disease[127], 

porokeratosis ptychotropica[128], post-inflammatory pigmentation[16-17], pseudoxanthomatous 

mastocytosis[129], purpura[16], tick bite[130-131], and verruciform xanthoma[132-134].  
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DISCUSSION 

In the last years, the use of dermoscopy beyond pigmented lesions has undergone a 

tremendous expansion in different fields of dermatology including genital disorders[2,77,99,135-137]. 

Recognition of specific dermoscopy patterns may increase diagnostic accuracy and improve 

differential diagnosis and patients affected by external genital disorders have a greater possibility to 

be diagnosed “non-invasively”. Major criteria to be addressed in the dermoscopic assessment of 

genital conditions generally include vascular pattern evaluation (vessel morphology and 

arrangement) and the presence of extra-vascular components singularly or in mutual combination 

that can be highlighted also in case of early, minimal or non-specific clinical presentation. As 

regards equipment, we suggest the use of polarized, non-contact dermoscopy in order to prevent the 

transmission of infectious diseases. In addition, the use of a videodermatoscope that avoids close 

proximity between the examiner’s head and the genitalia, is recommended. 

In our review, we have found several genital dermatoses showing a peculiar dermoscopic 

pattern with no gender difference. Although dermoscopy of Fordyce’s spots has been described in 

males only and lichen planus, lichen simplex chronicus, syringomas and basal cell carcinoma in 

females, the dermoscopic aspects in different gender is similar, in our opinion. 

We also explored a possible difference between the dermoscopic aspects observed in the 

genital area compared to extragenital skin. Again, we found no major differences, except for 

psoriasis and lichen sclerosus of the genital semimucosa; in psoriasis there was no evidence of 

white scales (because of the lack of hyperkeratosis) and in lichen sclerosus there was a lack of 

comedo-like openings (due to the absence of hair follicles). Therefore, we believe that expertise in 

dermoscopy of the skin can be generalized to genital lesions. Although most dermoscopy studies do 

not clearly report the specific localization of the lesions within the external genital area (mucosa vs 

semimucosa vs skin) overall, we expect to find no substantial differences.  

In conclusion, dermoscopy of the genital area should be considered during clinical inspection 

especially in the presence of non-diagnostic lesions. It may also help to rule out those conditions 
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that may appear similar but that show a different dermoscopy pattern (Table I) thus narrowing 

down the differential diagnoses and avoiding unnecessary invasive procedures.  

  

Acknowledgment:  

The patients in this manuscript have given written informed consent to the publication of their case details.  

The study was supported by the University of Catania, Department of General Surgery and Medical-Surgical 

Specialities - Research Program 2016-2018, P.I. Prof. Giuseppe Micali. 

 

References 

1. Micali G, Lacarrubba F, Massimino D, Schwartz RA. Dermatoscopy: alternative uses in daily 

clinical practice. J Am Acad Dermatol. 2011;64(6):1135-46. 

2. Micali G, Verzì AE, Lacarrubba F. Alternative uses of dermoscopy in daily clinical practice: 

An update. J Am Acad Dermato. 2018;79(6):1117-1132.e1 

3. Bleicher B, Levine A, Schwartz M, Markowitz O. A review through the looking glass: new 

advances in dermoscopy. G Ital Dermatol Venereol 2018;153(1):43-55. 

4. Lacarrubba F, D’Amico V, Nasca MR, Dinotta F, Micali G. Use of dermatoscopy and 

videodermatoscopy in therapeutic follow-up: a review. Int J Dermatol 2010;49(8):866-73.  

5. Aldahan AS, Brah TK, Nouri K. Diagnosis and management of pearly penile papules. Am J 

Mens Health 2018;12(3):624-627. 

6. Ozeki M, Saito R, Tanaka M. Dermoscopic features of pearly penile papules. Dermatology 

2008;217(1):21-2. 

7. Watanabe T, Yoshida Y, Yamamoto O. Differential diagnosis of pearly penile papules and 

penile condyloma acuminatum by dermoscopy. Eur J Dermatol 2010;20(3):414-5. 

8. Micali G, Lacarrubba F. Augmented diagnostic capability using videodermatoscopy on selected 

infectious and non-infectious penile growths. Int J Dermatol 2011;50(12):1501-5. 

9. Kim SH, Seo SH, Ko HC, Kwon KS, Kim MB. The use of dermatoscopy to differentiate 

vestibular papillae, a normal variant of the female external genitalia, from condyloma 

acuminata. J Am Acad Dermatol 2009;60(2):353-5. 

10. Ozkur E, Falay T, Turgut Erdemir AV, Gurel MS, Leblebici C. Vestibular papillomatosis: An 

important differential diagnosis of vulvar papillomas. Dermatol Online J 2016;22(3). 

11. Paolino G, Muscardin LM, Panetta C, Donati M, Donati P. Linear ectopic sebaceous 

hyperplasia of the penis: the last memory of Tyson's glands. G Ital Dermatol Venereol 

2018;153(3):429-431. 

12. Ena P, Origa D, Massarelli G. Sebaceous gland hyperplasia of the foreskin. Clin Exp Dermatol 

2009;34(3):372-4. 

13. Wollina U, Chokoeva A, Tchernev G, Heinig B, Schönlebe J. Anogenital giant seborrheic 

keratosis. G Ital Dermatol Venereol 2017;152(4):383-386. 

14. de Giorgi V, Massi D, Salvini C, Mannone F, Carli P. Pigmented seborrheic keratoses of the 

vulva clinically mimicking a malignant melanoma: a clinical, dermoscopic-pathologic case 

study. Clin Exp Dermatol 2005;30(1):17-9. 

15. Nath AK, Kumari R, Rajesh G, Thappa DM, Basu D. Giant seborrheic keratosis of the 

genitalia. Indian J Dermatol 2012;57(4):310-2. 

16. Oakley A. Dermatoscopic features of vulval lesions in 97 women. Australas J Dermatol 

2016;57(1):48-53. 

17. Ronger-Savle S, Julien V, Duru G, et al. Features of pigmented vulval lesions on dermoscopy. 

Br J Dermatol 2011;164(1):54-61. 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved 

18. Ferrari A, Zalaudek I, Argenziano G, et al. Dermoscopy of pigmented lesions of the vulva: a 

retrospective morphological study. Dermatology 2011;222(2):157-66. 

19. Virgili A, Zampino MR, Marzola A, Corazza M. Vulvar melanocytic nevi: a dermoscopic 

investigation. Dermatology 2010;221(1):55-62. 

20. Cengiz FP, Emiroglu N, Wellenhof RH. Dermoscopic and clinical features of pigmented skin 

lesions of the genital area. An Bras Dermatol 2015;90(2):178-83. 

21. Fogagnolo L, Cintra ML, Velho PE. Angiokeratoma of the vulva. An Bras Dermatol 

2011;86(2):333-5. 

22. Lacarrubba F, Dinotta F, Nasca MR, et al. Localized vascular lesions of the glans in patients 

with lichen sclerosus diagnosed by dermatoscopy. G Ital Dermatol Venereol 2012;147(5):510-

1 

23. Ramot Y, Tetro T, Soteriou L, et al. Solitary angiokeratoma of the vulva mimicking malignant 

melanoma. Cutis 2018;101(5):E6-E7. 

24. Jha AK, Sonthalia S, Jakhar D. Dermoscopy of angiokeratoma. Indian Dermatol Online J. 

2018;9(2):141-142. 

25. Miranda JJ, Shahabi S, Salih S, Bahtiyar OM. Vulvar syringoma, report of a case and review of 

the literature. Yale J Biol Med 2002;75(4):207-10. 

26. Corazza M, Borghi A, Minghetti S, et al. Dermoscopy of isolated syringoma of the vulva. J Am 

Acad Dermatol 2017;76(2S1):S37-S39. 

27. Hunt RD, Orlow SJ, Schaffer JV. Genital melanocytic nevi in children: Experience in a 

pediatric dermatology practice. J Am Acad Dermatol 2014;70(3):429-34. 

28. Armengot-Carbó M, Rodrigo-Nicolás B, Botella-Estrada R. Divided or kissing nevus of the 

penis: A new case with dermoscopic findings. Pediatr Dermatol 2018;35(5):e321-e324. 

29. Blum A, Simionescu O, Argenziano G, et al. Dermoscopy of pigmented lesions of the mucosa 

and the mucocutaneous junction: results of a multicenter study by the International 

Dermoscopy Society (IDS). Arch Dermatol 2011;147(10):1181-7 

30. Cinotti E, Couzan C, Perrot JL, et al. Reflectance confocal microscopy for the diagnosis of 

vulvar naevi: six cases. J Eur Acad Dermatol Venereol 2016;30(1):30-5. 

31. de Giorgi V, Massi D, Brunasso G, et al. Eruptive multiple blue nevi of the penis: a clinical 

dermoscopic pathologic case study. J Cutan Pathol 2004;31(2):185-8. 

32. Godinho N, Nai GA, Schaefer ALF, Schaefer LV. Kissing nevus of the penis: a case report and 

dermatoscopic findings. An Bras Dermatol 2017;92(5 Suppl 1):95-97. 

33. Lebeau S, Braun RP, Masouyé I, et al. Acquired melanocytic naevus in childhood vulval 

pemphigoid. Dermatology 2006;213(2):159-62. 

34. Collgros H, Vicente A, Díaz AM, et al. Agminated cellular blue naevi of the penis: 

dermoscopic, confocal and histopathological correlation of two cases. Clin Exp Dermatol 

2016;41(5):490-4. 

35. Verzi AE, Quan VL, Walton KE, et al. The diagnostic value and histologic correlate of distinct 

patterns of shiny white streaks for the diagnosis of melanoma: A retrospective, case-control 

study. J Am Acad Dermatol 2018;78(5):913-919. 

36. Campos MA, Sousa A, Lage G, et al. Blue-gray plaque of the penis. JAAD Case Rep 

2018;4(6):531-533. 

37. Chuh A, Zawar V, Ooi C, Lee A. A Case-Control Study in Primary Care Settings on the Roles 

of Dermatoscopy in Infectious Diseases Affecting the Skin, Part 1: Viral and Bacterial 

Infections. Skinmed 2018;16(4):247-254. eCollection 2018. 

38. Dong H, Shu D, Campbell TM, et al. Dermatoscopy of genital warts. J Am Acad Dermatol 

2011;64(5):859-64. 

39. Lacarrubba F, Dinotta F, Nasca MR, Micali G. Enhanced diagnosis of genital warts with 

videodermatoscopy: histopatologic correlation. G Ital Dermatol Venereol 2012;147(2):215-6. 

40. Ozdemir F, Kilinc-Karaarslan I, Akalin T. A pigmented, hemorrhagic genital wart: clinical, 

dermoscopic, and histopathologic features. Arch Dermatol 2008;144(8):1072-3. 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved 

41. Veasey JV, Framil VM, Nadal SR, et al. Genital warts: comparing clinical findings to 

dermatoscopic aspects, in vivo reflectance confocal features and histopathologic exam. An Bras 

Dermatol 2014;89(1):137-40. 

42. Jiang S, Zhang Y, Zou X. Condyloma acuminata at urethral orifice complicated with 

hemophilia A. An Bras Dermatol 2017;92(2):289-290. 

43. Zhang Y, Jiang S, Lin H, et al. Application of dermoscopy image analysis technique in 

diagnosing urethral condylomata acuminata. An Bras Dermatol 2018;93:67-71. 

44. Zhuang K, Ran Y, Xu F, Lama J. Atypical infantile genital Molluscum contagiosum. An Bras 

Dermatol 2015;90:403-5. 

45. Lacarrubba F, Verzì AE, Ardigò M, Micali G. Handheld reflectance confocal microscopy for 

the diagnosis of molluscum contagiosum: Histopathology and dermoscopy correlation. 

Australas J Dermatol 2017;58(3):e123-e125. 

46. Errichetti E, Lallas A, Di Stefani A, et al. Accuracy of dermoscopy in distinguishing 

erythroplasia of Queyrat from common forms of chronic balanitis: results from a multicentric 

observational study. J Eur Acad Dermatol Venereol 2019;33(5):966-972.  

47. Micali G, Lacarrubba F, Verzì AE, et al. Scabies: advances in noninvasive diagnosis. PLoS 

Negl Trop Dis 2016;10(6):e0004691. 

48. Suh KS, Han SH, Lee KH, et al. Mites and burrows are frequently found in nodular scabies by 

dermoscopy and histopathology. J Am Acad Dermatol 2014;71(5):1022-3. 

49. Lacarrubba F, Micali G. Videodermatoscopy and scabies. J Pediatr 2013;163(4):1227-1227.e1. 

50. Micali G, Lacarrubba F, Verzì AE, Nasca MR. Low-cost equipment for diagnosis and 

management of endemic scabies outbreaks in underserved populations. Clin Infect Dis 

2015;60(2):327-9. 

51. Bleeker MC, Visser PJ, Overbeek LI, et al. Lichen sclerosus: incidence and risk of vulvar 

squamous cell carcinoma. Cancer Epidemiol Biomarkers Prev 2016;25(8):1224-30. 

52. Virgili A, Borghi A, Toni G, et al. Prospective clinical and epidemiologic study of vulvar 

lichen sclerosus: analysis of prevalence and severity of clinical features, together with historical 

and demographic associations. Dermatology 2014;228:145-51. 

53. Cazzaniga S, Naldi L, Virgili A, et al. An original exploration of genital lichen sclerosus: the 

semantic connectivity map. J Eur Acad Dermatol Venereol. 2019;33(2):e59-e62. 

54. Borghi A, Corazza M, Minghetti S, et al. Dermoscopic features of vulvar lichen sclerosus in the 

setting of a prospective cohort of patients: new observations. Dermatology. 2016;232(1):71-7. 

55. Borghi A, Corazza M, Minghetti S, et al. Clinical and dermoscopic changes of vulvar lichen 

sclerosus after topical corticosteroid treatment. J Dermatol. 2016;43(9):1078-82. 

56. Corazza M, Maietti E, Toni G, et al. Combining topical tretinoin with mometasone furoate in 

the treatment of vulvar lichen sclerosus: Results of dermoscopic assessment. Dermatol Ther. 

2018;31(6):e12735 

57. Lacarrubba F, Verzì AE, Ardigò M, Micali G. Handheld reflectance confocal microscopy, 

dermatoscopy and histopathological correlation of common inflammatory balanitis. Skin Res 

Technol. 2018;24(3):499-503. 

58. Larre Borges A, Tiodorovic-Zivkovic D, Lallas A, et al. Clinical, dermoscopic and 

histopathologic features of genital and extragenital lichen sclerosus. J Eur Acad Dermatol 

Venereol. 2013;27(11):1433-9. 

59. Shim WH, Jwa SW, Song M, et al. Diagnostic usefulness of dermatoscopy in differentiating 

lichen sclerous et atrophicus from morphea. J Am Acad Dermatol. 2012;66(4):690-1. 

60. Sollena P, Caldarola G, Di Stefani A, et al. Lichen sclerosus of the glans simulating melanoma. 

J Am Acad Dermatol. 2017;76(2S1):S49-S51 

61. Borghi A, Corazza M, Minghetti S, Virgili A. Preliminary study on dermoscopic features of 

vulvar lichen planus: new insights for diagnosis. J Eur Acad Dermatol Venereol. 

2016;30(6):1063-5. 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved 

62. Lacarrubba F, Pellacani G, Verzì AE, et al. Extragenital lichen sclerosus: clinical, dermoscopic, 

confocal microscopy and histologic correlations. J Am Acad Dermatol 2015;72:S50–S52. 

63. Fahy CMR, Torgerson RR, Davis MDP. Lichen planus affecting the female genitalia: A 

retrospective review of patients at Mayo Clinic. J Am Acad Dermatol 2017;77:1053-9. 

64. Lacarrubba F, Ardigò M, Di Stefani A, et al. Dermatoscopy and reflectance confocal 

microscopy correlations in nonmelanocytic disorders. Dermatol Clin. 2018;36(4):487-501.  

65. Meeuwis KA, de Hullu JA, Massuger LF, et al. Genital psoriasis: A systematic literature 

review on this hidden skin disease. Acta Derm Venereol 2011;91:5-11.  

66. Lacarrubba F, Nasca MR, Micali G. Videodermatoscopy enhances diagnostic capability in 

psoriatic balanitis. J Am Acad Dermatol 2009;61:1084-6.  

67. Lallas A, Apalla Z, Argenziano G, et al.  Dermoscopic pattern of psoriatic lesions on specific 

body sites. Dermatology. 2014;228(3):250-4. 

68. Errichetti E, Stinco G. Dermoscopy in general dermatology: a practical overview. Dermatol 

Ther (Heidelb). 2016;6(4):471-507. 

69. Lacarrubba F, Pellacani G, Gurgone S, et al. Advances in non-invasive techniques as aids to the 

diagnosis and monitoring of therapeutic response in plaque psoriasis: a review. Int J Dermatol. 

2015;54(6):626-34. 

70. Musumeci ML, Lacarrubba F, Verzì AE, Micali G. Evaluation of the vascular pattern in 

psoriatic plaques in children using videodermatoscopy: an open comparative study. Pediatr 

Dermatol. 2014;31(5):570-4. 

71. Bunker CB. Zoon balanitis-does it exist? J Eur Acad Dermatol Venereol. 2020;34(3):e116-

e117. 

72. Chessa MA, Sechi A, Baraldi C, et al. Zoon's plasma cell balanitis: clinical and dermoscopic 

features in pediatric patients. Int J Dermatol. 2018;57(11):e142-e144. 

73. Corazza M, Toni G, Virgili A, Borghi A. Plasma cell vulvitis: further confirmation of the 

diagnostic utility of dermoscopy. Int J Dermatol. 2018;57(12):e164-e165 

74. Errichetti E, Lacarrubba F, Micali G, Stinco G. Dermoscopy of Zoon's plasma cell balanitis. J 

Eur Acad Dermatol Venereol. 2016;30(12):e209-e210. 

75. Marasca C, Annunziata MC, Cacciapuoti S, Donnarumma M, Ferrara G, Maisto E, Fabbrocini 

G. Zoon Balanitis in an immune-competent teenager. G Ital Dermatol Venereol 

2019;154(2):221-223. 

76. Lynch PJ. Lichen simplex chronicus (atopic/neurodermatitis) of the anogenital region. 

Dermatol Ther 2004;17:8-19. 

77. Borghi A, Virgili A, Corazza M. Dermoscopy of Inflammatory Genital Diseases: Practical 

Insights. Dermatol Clin 2018;36(4):451-461. 

78. Cinotti E, Couzan C, Perrot JL, et al. In vivo confocal microscopic substrate of grey colour in 

melanosis. J Eur Acad Dermatol Venereol 2015;29(12):2458-62. 

79. García-Rodiño S, Rosón E, Suárez-Peñaranda JM, Vázquez-Veiga H. Vulvar and areolar 

melanosis: a case report and review of the literature. J Dtsch Dermatol Ges 2016;14(8):832-5. 

80. Ferrari A, Buccini P, Covello R, et al. The ringlike pattern in vulvar melanosis: a new 

dermoscopic clue for diagnosis. Arch Dermatol 2008;144(8):1030-4. 

81. Ferrari A, Agozzino M, Ardigò M, et al. Dermoscopic and confocal microscopy patterns of 

vulvar mucosal melanotic macules. J Am Acad Dermatol 2014;70(4):e81-e82. 

82. Gencoglan G, Gerceker-Turk B, Kilinc-Karaarslan I, et al. Dermoscopic findings in Laugier-

Hunziker syndrome. Arch Dermatol 2007;143(5):631-3. 

83. Lin J, Koga H, Takata M, Saida T. Dermoscopy of pigmented lesions on mucocutaneous 

junction and mucous membrane. Br J Dermatol 2009;161(6):1255-61. 

84. Mannone F, De Giorgi V, Cattaneo A, et al. Dermoscopic features of mucosal melanosis. 

Dermatol Surg 2004;30(8):1118-23. 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved 

85. Theillac C, Cinotti E, Malvehy J, et al. Evaluation of large clinically atypical vulvar 

pigmentation with RCM: atypical melanosis or early melanoma? J Eur Acad Dermatol 

Venereol 2019;33(1):84-92. 

86. Tosti G, Corazza M, Pirola S, et al. A dermatoscopic portrait of morphological changes of 

vulvar melanosis over time. J Dtsch Dermatol Ges 2018;16(11):1372-1375. 

87. Gadducci, Tcheung WJ, Selim MA, Herndon JE 2nd, Abernethy AP, Nelson KC. 

Clinicopathologic study of 85 cases of melanoma of the female genitalia. J Am Acad Dermatol 

2012;67(4):598-605. 

88. Batsakis JG, Suarez P: Mucosal melanomas: a review. Adv Anat Pathol 2000;7:167-80. 

89. Betti R, Menni S, Crosti C. Melanoma of the glans penis. Eur J Dermatol 2005;15(2):113-5. 

90. de Giorgi V, Massi D, Salvini C, et al. Thin melanoma of the vulva: a clinical, dermoscopic-

pathologic case study. Arch Dermatol 2005;141(8):1046-7.  

91. de Giorgi V, Grazzini M, Massi D, et al. Melanoma of the penis: a clinical dermoscopic case 

study. Acta Derm Venereol 2010;90(1):87-8. 

92. Dobrosavljevic D, Brasanac D, Lukic S, et al. Ringlike pattern as a dermatoscopy sign for 

vulvar melanosis does not preclude synchronous existence of vulvar melanoma. J Eur Acad 

Dermatol Venereol 2019;33(9):e312-e315. 

93. Manganoni AM, Pavoni L, Gualdi G, Calzavara-Pinton P. In-transit melanoma metastases of 

the scrotum with unusual clinical-dermoscopic features. G Ital Dermatol Venereol 

2016;151(3):322-3. 

94. Resende FS, Conforti C, Giuffrida R, et al. Raised vulvar lesions: be aware! Dermatol Pract 

Concept. 2018;8(2):158-161. 

95. Rogers T, Pulitzer M, Marino ML, et al. Early diagnosis of genital mucosal melanoma: how 

good are our dermoscopic criteria? Dermatol Pract Concept 2016;6(4):43-46. 

96. Scalvenzi M, Palmisano F, Russo D, et al. Melanoma of the glans penis successfully treated 

with topical imiquimod: dermoscopy usefulness in clinical monitoring and review of the 

literature. G Ital Dermatol Venereol 2017;152(6):663-668. 

97. Virgili A, Zampino MR, Corazza M. Primary vulvar melanoma with satellite metastasis: 

dermoscopic findings. Dermatology 2004;208(2):145-8. 

98. Vaccari S, Barisani A, Salvini C, Pirola S, Preti EP, Pennacchioli E, Iacobone AD, Patrizi A, 

Tosti G. Thin vulvar melanoma: a challenging diagnosis. Dermoscopic features of a case series. 

Clin Exp Dermatol 2020;45(2):187-193. 

99. Paštar Z, Lipozenčić J. Significance of dermatoscopy in genital dermatoses. Clin Dermatol 

2014;32(2):315-8.  

100. Oertell J, Caballero C, Iglesias M, et al. Differentiated precursor lesions and low-grade variants 

of squamous cell carcinomas are frequent findings in foreskins of patients from a region of high 

penile cancer incidence. Histopathology 2011;58;925–33. 

101. Bornstein J, Bogliatto F, Haefner HK, et al. The 2015 International Society for the Study of 

Vulvovaginal Disease (ISSVD) Terminology of Vulvar Squamous Intraepithelial Lesions.  J 

Low Genit Tract Dis 2016;20:11-4. 

102. Chan SL, Watchorn RE, Panagou E, et al. Dermatoscopic findings of penile intraepithelial 

neoplasia: bowenoid papulosis, bowen disease and erythroplasia of Queyrat. Australas J 

Dermatol 2019;60(3):e201-e207. 

103. Giuffrida R, Conforti C, Resende FSS, et al. Clinical and dermoscopic features of genital 

pigmented Bowen disease. Clin Exp Dermato. 2018;43(7):813-816. 

104. Ishioka P, Yamada S, Michalany NS, Hirata SH. Dermoscopy of Bowen's disease: pigmented 

variant on the penis. An Bras Dermatol 2012;87(3):482-4. 

105. Lazaridou E, Fotiadou C, Giannopoulou C, Ioannides D. Persistent erythematous lesion of the 

vulva: a diagnostic and treatment challenge. J Drugs Dermatol 2012;11(1):110-2. 

106. Marcucci C, Sabban EC, Friedman P, et al. Dermoscopic findings in bowenoid papulosis: 

report of two cases. Dermatol Pract Concept 2014;4(4):61-3. 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved 

107. Mun JH, Park JM, Song M, et al. The use of dermatoscopy to monitor therapeutic response of 

Bowen disease: a dermatoscopic pathological study. Br J Dermatol 2012;167(6):1382-5. 

108. Zaouak A, Benmously R, Koubaa W, et al. Multicentric anogenital Bowen's disease treated 

with imiquimod and CO2 laser. Skinmed. 2018;16(5):333-335. 

109. Barisani A, Dika E, Fanti PA, et al. Dermoscopic findings of vulvar intraepithelial neoplasia: a 

series of four cases. Br J Dermatol 2017;176(1):227-230. 

110. Friedman BJ, Kohen LL. A case of pigmented penile intraepithelial neoplasia: dermoscopic and 

clinicohistopathologic analysis. J Am Acad Dermatol 2015;72(1 Suppl):S71-2. 

111. Maione V, Errichetti E, Dehen L, et al. Usual-type vulvar intraepithelial neoplasia: report of a 

case and its dermoscopic features. Int J Dermatol 2016;55(12):e621-e623. 

112. Vaccari S, Barisani A, Preti EP, et al. Dermoscopic features of pigmented vulvar intraepithelial 

neoplasia. Clin Exp Dermatol 2018;43(1):63-65. 

113. Vaccari S, Barisani A, Dika E, Fanti PA, D'antuono A, Gaspari V, Tosti G, Patrizi A. Genital 

bowenoid papulosis: the variegated dermoscopic features. G Ital Dermatol Venereol. 2018 

Aug;153(4):595-597. 

114. Narahira A, Yanagi T, Kitamura S, Hata H, Shimizu H. Dermoscopic features of genital 

pigmented Bowen's disease: Report of a case and review of the published work. J Dermatol 

2019;46(10):e390-e391.  

115. de Giorgi V, Salvini C, Massi D, et al. Vulvar basal cell carcinoma: retrospective study and 

review of literature. Gynecol Oncol 2005;97:192–4. 

116. Roewe RJ, Uhlman MA, Bockholt NA, Gupta A. Basal cell carcinoma of the penis: a case 

report and review of the literature. Case Rep Urol 2014;2014:173076.  

117. Di Meo N, Conforti C, Vezzoni R, Retrosi C, Longone M, Fadel M, Zalaudek I. Basal cell 

carcinomas are not only UV-related. G Ital Dermatol Venereol. 2020 Feb 5. doi: 

10.23736/S0392-0488.20.06357-9. [Epub ahead of print] 

118. Cinotti E, Tonini G, Perrot JL, et al. Dermoscopic and reflectance confocal microscopy features 

of two cases of vulvar basal cell carcinoma. Dermatol Pract Concept 2018;8(1):68-71. 

119. de Giorgi V, Massi D, Mannone F, Checcucci V, De Magnis A, Sestini S, Papi F, Lotti T. 

Dermoscopy in vulvar basal cell carcinoma. Arch Dermatol 2007;143(3):426-7. 

120. Dobrosavljevic Vukojevic D, Djurisic I, Lukic S, Kastratovic-Kotlica B, Vukicevic J. 

Dermatoscopy in vulvar basal cell carcinoma. J Eur Acad Dermatol Venereol 2017;31(4):e180-

e181  

121. Betti R, Menni S, Cerri A, Crosti C. A reddish papular lesion on the scrotum: a quiz. Acta 

Derm Venereol 2011;91(2):211-2. 

122. Oiso N, Matsuda H, Kawada A. Eruptive vellus hair cysts of the labia majora: detection of 

openings of the cysts to the epidermis by dermoscopy. Eur J Dermatol 2013;23(3):417-8. 

123. Saito Y, Shimomura Y, Orime M, et al. Segmental lichen aureus in infancy. Clin Exp Dermatol 

2017;42(2):215-217 

124. Lacarrubba F, Tedeschi A, Francesconi L, Micali G. Canal versus cysts of the penile median 

raphe: advancing diagnostic methods using videodermatoscopy. Pediatr Dermatol 

2010;27(6):667-9. 

125. Ito T, Yoshida Y, Goto H, et al. Unique dermoscopic findings of penile Mondor's disease. Eur 

J Dermatol 2013;23(3):422-3. 

126. Tohyama M, Matsumoto K, Sayama K. Two cases of genital neutrophilic sebaceous adenitis. J 

Dermatol 2016;43(10):1221-1223. 

127. Coras-Stepanek B, von Portatius A, Dyall-Smith D, Stolz W. Dermatoscopy of pigmented 

extramammary Paget disease simulating melanoma. J Am Acad Dermatol 2012;67(4):e144-6 

128. Cabete J, Fidalgo A, Lencastre A, et al. Porokeratosis ptychotropica of the scrotum: 

dermoscopic evaluation of an atypical presentation. An Bras Dermatol 2015;90(3 Suppl 1):191-

3. 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved 

129. Li Q, Zeng K, Peng X, Wang F. Dermoscopic findings of pseudoxanthomatous mastocytosis 

localized on vulva. An Bras Dermatol 2018;93(6):940-941. 

130. Ramot Y, Zlotogorski A, Mumcuoglu KY. Brown dog tick (Rhipicephalus sanguineus) 

infestation of the penis detected by dermoscopy. Int J Dermatol 2012;51(11):1402-3. 

131. Suh KS, Park JB, Han SH, et al. Tick bite on glans penis: the role of dermoscopy. Ann 

Dermatol 2013;25(4):528-30. 

132. Arzberger E, Oliveira A, Hofmann-Wellenhof R, et al. Dermoscopy and reflectance confocal 

microscopy in verruciform xanthoma of the glans penis. J Am Acad Dermatol 2015;72(6):e147-

9. 

133. Ogata D, Tsuchida T. Characteristic dermoscopic features of verruciform xanthoma: Report of 

three cases. J Dermatol 2015;42(11):1103-4. 

134. Ohnishi T, Shiraishi H, Fukaya S, et al. Verruciform xanthoma: report of three patients with 

comparative dermoscopic study. Clin Exp Dermatol 2015;40(2):156-9. 

135. Lacarrubba F, Verzì AE, Dinotta F, et al. Dermatoscopy in inflammatory and infectious skin 

disorders. G Ital Dermatol Venereol 2015;150(5):521-31. 

136. Verzì AE, Lacarrubba F, Dinotta F, Micali G. Dermatoscopy of parasitic and infectious 

disorders. Dermatol Clin 2018;36(4):349-358. 

137. Conforti C, Giuffrida R, Di Meo N, et al. Benign dermatoses of the male genital areas: a review 

of the literature. Dermatol Ther 2020 Apr 2:e13355. doi: 10.1111/dth.13355. [Epub ahead of 

print] 

 

 

FIGURE LEGENDS 

 

Figure 1 - Pearly penile papules: multiple small papules of the corona glandis appearing at 

dermoscopy (x10) as small, regular, uniformly sized projections. 

 

Figure 2 - Seborrheic keratosis of the vulva: brown, roundish patch showing at dermoscopy (x10) a 

well-demarcated, brownish, diffuse pigmentation, comedo-like openings (arrow) and milia-like 

cysts (arrowhead) 

 

Figure 3 - Genital wart of the frenulum: cauliflower-like lesion showing at dermoscopy (x10) 

multiple, whitish-pink, irregular projections of different size, containing linear, elongated vessels  

 

Figure 4 - Penile lichen sclerosus: whitish patches of the glans and inner prepuce showing at 

dermoscopy (x10) milky-pinkish, structureless areas and polymorphic vessels.  

 

Figure 5 - Vulvar lichen planus: small whitish lesions revealing at dermoscopy (x10) linear pearly-

whitish structures (Wickham striae) arranged in a reticular configuration.  

 

Figure 6 - Psoriasis of the glans penis: minimal erythematous lesions showing at dermoscopy (x10) 

regularly distributed dotted vessels over a pale red background. 

 

Figure 7 – Zoonoid inflammation: non-specific erythematous patch on the glans and inner prepuce 

showing at dermoscopy (x10) diffuse orange-yellowish structureless areas and fairly focused curved 

vessels.  

 

Figure 8 - Vulvar melanosis: clinically irregular pigmented patch showing at dermoscopy (x10) 

parallel pigmentation pattern with linear and curved streaks/lines/globules.  
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Table I. Differential diagnosis of genital disorders by dermoscopy 

 

Genital disorder with an 

identified dermoscopic pattern 

Main dermoscopic features Clinically similar entities with a different dermoscopic 

pattern 

Pearly penile papules and vestibular 

papillae 
 uniformly sized whitish-pink small 

projections/papillae 

 linear vessels  

Genital warts 

Fordyce’s spots  yellowish bunch-like lobules 

 vascular garlands-like aspect 

Molluscum contagiosum, genital warts 

Seborrheic keratosis  fissures and ridges  

 comedo-like openings  

 milia-like cysts 

 hairpin or looped vessels 

 brownish diffuse pigmentation 

Melanosis, angiokeratoma, genital warts, melanoma 

Angiokeratoma  red/dark lacunae 

 whitish veil 

 hemorrhagic crusts 

Seborrheic keratosis, melanoma, basal cell carcinoma, 

genital warts, molluscum contagiosum, syringoma 

Syringoma  glittering, round-shaped or oval, yellow-

whitish structures 

 fading pink background 

Basal cell carcinoma, genital warts, molluscum 

contagiosum, angiokeratoma 

Melanocytic naevi  similar to naevi on other parts of the body 

 reticular, clod or structureless pattern  

Melanoma, melanosis, seborrheic keratosis, intraepithelial 

neoplasia, angiokeratoma 

Genital warts  papular lesions: mosaic pattern  

 cauliflower-like lesions: fingerlike pattern 

haemorrhagic splits 

Pearly penile papule, vestibular papillae, molluscum 

contagiosum, seborrheic keratosis, angiokeratoma, 

syringoma, basal cell carcinoma 

Molluscum contagiosum  polylobular, white-yellowish, amorphous 

structures  

 pore/orifice in a central or eccentric position 

 crown, radial and/or dotted patterns 

Fordyce’s spots, genital warts, basal cell carcinoma, 

syringoma, angiokeratoma 

Candidiasis  cottage cheese-like structures (sparse white 

coating)  

 blurry linear vessels 

Psoriasis, Zoon’s plasma cell mucositis, intraepithelial 

neoplasia 
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Scabies  low magnification (X10): delta wing jet with 

contrail 

 high magnifications (>X100): mite body, 

legs, rostrum, eggs and feces 

Lichen simplex chronicus 

Lichen sclerosus  whitish background  

 white-yellowish to milky-pinkish patchy 

structureless areas 

 vascular desertification 

 red to purpuric dots/globules  

Morphea 

Lichen planus  Wickham striae 

 thick, linear irregular vessels 

 reddish background 

 grey-blue dots 

Lichen simplex chronicus, psoriasis, Zoon’s plasma cell 

mucositis 

Psoriasis  low magnification (X10): dotted vessels 

 high magnification (>X100): ‘‘bushy’’ 

capillaries 

 red background 

Lichen planus, lichen simplex chronicus, candidiasis, 

Zoon’s plasma cell mucositis, intraepithelial neoplasia 

Zoon’s plasma cell mucositis  focal/diffuse orange-yellowish structureless 

areas 

 fairly focused curved vessels 

Lichen planus, intraepithelial neoplasia, psoriasis, 

candidiasis 

Lichen simplex chronicus  pinkish-whitish background  

 white-greyish structureless patches 

 dense vascularization 

Lichen planus, psoriasis 

Melanosis  parallel, globular, reticular, or ring-like 

pigmentation pattern 

 homogeneous brown to gray-blue 

structureless areas  

Seborrheic keratosis, nevus, melanoma, intraepithelial 

neoplasia 

Melanoma  asymmetry of structure, multiple colours, 

structureless areas, multicomponent pattern  

 atypical network or streaks, reticular 

depigmentation, multisized black dots, 

polymorphous vessels, ulceration  

Naevus, melanosis, seborrheic keratosis, intraepithelial 

neoplasia, angiokeratoma 
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Intraepithelial neoplasia  structureless areas from dull pink to bright 

red to whitish 

 dotted, glomerular and/or linear vessels, with 

irregular or patchy distributions 

 gray-brownish dots 

Psoriasis, Zoon’s plasma cell mucositis, melanosis, 

melanoma 

Basal cell carcinoma  fine, reddish, well-focused arborizing or 

linear vessels 

 blue ovoid nests 

 whitish shiny areas 

Molluscum contagiosum, melanoma, angiokeratoma 
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