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haemorrhages, central white structureless areas, white lines, 
and polymorphic vascular structures.

Due to its rarity and close clinical resemblance to various 
appendageal tumours, diagnosis of MBC becomes 
challenging. Dermoscopy can serve as a valuable bedside 
tool in differentiating these conditions with confirmation by 
histology. This case report describes the dermoscopic features 
of IDC which have not been reported in the literature so far.
Declaration of patient consent: The authors certify that they have obtained 
all appropriate patient consent.
Financial support and sponsorship: Nil.
Conflicts of interest: There are no conflicts of interest
Use of artificial intelligence (AI)-assisted technology for manuscript 
preparation: The authors confirm that there was no use of artificial 
intelligence (AI)-assisted technology for assisting in the writing or editing of 
the manuscript and no images were manipulated using AI.

Mohd Shurjeel Ul Islam1, Taiba Trumboo1,  
Yaqzata Bashir1, Sheikh Javeed Sultan1 

1Department of Dermatology, Venereology & Leprosy,  
Government Medical College, Srinagar, India.

Corresponding author:  
Dr. Sheikh Javeed Sultan,  

Department of Dermatology, Venereology & Leprosy,  
Government Medical College, Srinagar, India.  

sjsultan@gmail.com

References
1.	 Fiala L, Coufal O, Fait V, Foretová L. Karcminom prsu u muzu--

nase zkusenosti [Male breast cancer--our experience]. Rozhl Chir 
2010;89:612–8.

2.	 Anderson WF, Jatoi I, Tse J, Rosenberg PS. Male breast cancer: A 
population-based comparison with female breast cancer. J Clin Oncol 
2010;28:232–9.

3.	 Weiss JR, Moysich KB, Swede H. Epidemiology of male breast cancer. 
Cancer Epidemiol Biomarkers Prev 2005;14:20–6.

4.	 Hill TD, Khamis HJ, Tyczynski JE, Berkel HJ. Comparison of male 
and female breast cancer incidence trends, tumor characteristics, and 
survival. Ann Epidemiol 2005;15:773–80.

5.	 Bernett CN, Schmieder GJ. Leser-trelat sign. 2022 Sep 12. In: StatPearls. 
Treasure Island (FL): StatPearls Publishing; 2023 Jan.

6.	 Zaballos P, Gómez-Martín I, Martin JM, Bañuls J. Dermoscopy of 
adnexal tumors. Dermatol Clin 2018;36:397–412.

7.	 Akay BN, Yildizhan IK, Kirmizi A, Ozakinci H, Bostanci S. Pigmented 
primary carcinoma of the breast in a man: A dermoscopic challenge. 
Dermatol Pract Concept 2019;10:e2020021.

How to cite this article: Gómez-Tomás A, Falguera-Mayoral M, García-Patos V, Bassas-Freixas P, Palao-Doménech R, Ferrer-Fábrega 
B, et al. Vitiligo-like basal cell carcinoma: An emerging entity in young women. Indian J Dermatol Venereol Leprol. 2025;91:505-7. doi: 
10.25259/IJDVL_672_2023

Received: June, 2023  Accepted: November, 2023  EPub Ahead of Print: April, 2024  Published: June, 2025

DOI: 10.25259/IJDVL_672_2023  PMID: 38841972

This is an open-access article distributed under the terms of the Creative Commons Attribution-Non Commercial-Share Alike 4.0 License, which allows others 
to remix, transform, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms.

Vitiligo-like basal cell carcinoma: An emerging entity in 
young women
Dear Editor,

Recently, a case of basal cell carcinoma (BCC) in a young 
woman, 23 years old, that was initially misdiagnosed as a 
facial vitiligo has been reported.1 We present a similar case 
to further emphasise the importance of considering BCC as 
a possibility when evaluating solitary hypopigmented lesions 
resembling vitiligo in young patients.

A 28-year-old woman with no other health concerns sought 
advice from multiple dermatologists over the past 3 years for 
a slowly expanding asymptomatic, hypopigmented patch, 
measuring 9 × 3 cm on the left side of her face, covering 
the left cheek and left side of the nose [Figure 1]. Physical 
examination revealed no additional hypopigmented or 
achromic lesions. The patient had no prior personal or familial 
history of vitiligo or other autoimmune disorders. Topical 
treatment for vitiligo did not result in lesion improvement. On 

Figure 1: Hypopigmented patch covering the left cheek and left side of the 
nose, note subtle scar due to punch biopsy.
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Wood’s light examination, characteristic fluorescent findings 
associated with vitiligo were not observed and dermoscopic 
examination with Derm Lite DL200 Hybrid dermoscope 
revealed only a subtle effacement of follicular openings.

We considered many differential diagnoses of hypopigmented 
lesions including pityriasis alba, naevus anemicus, naevus 
depigmentosus, lichen sclerosus, mycosis fungoides and 
tinea versicolor.2 Due to refractory behaviour and atypical 
presentation of the lesion, a punch biopsy was performed.

The histologic study revealed a striking neoplastic cell 
proliferation characterised by basal nuclei with uniform 
chromatin and limited cytoplasm, primarily located within the 
dermis, forming numerous small nodules, aligning with the 
diagnostic criteria for the micronodular subtype of basal cell 
carcinoma (BCC). These nodules extended their influence into 
the reticular dermis and demonstrated extensive perineural 
invasion [Figure 2]. Notably, a dense stromal component was 
identified surrounding the tumour. Within the context of the 
micronodular lesion, a distinct focus of infiltrative BCC was 
identified. The patient underwent Mohs micrographic surgery 

Figure 2a: Numerous small nodules and cords of basaloid cells 
infiltrating between dermal collagen bundles (Haematoxylin & 
eosin, 40x).

Figure 3: Resulting defect after three stages of Mohs 
micrographic surgery.

Figure 4: One-year follow-up after surgery.

Figure 2b: Extensive perineural invasion is observed (yellow arrows) 
(Haematoxylin & eosin, 400x).

with frozen section analysis, requiring three stages to achieve 
clear surgical margins [Figure 3]. We encountered specific 
practical challenges during the surgery, such as the extent 
of tumour infiltration turning out to be larger than initially 
anticipated, and a large defect that remained after tumour 
removal. An autologous infraclavicular full-thickness skin 
graft was used to provide coverage and achieve the desired 
surgical outcome [Figure 4]. Given the location and perineural 
invasion of the tumour (54.6 µm), adjuvant treatment with 
iridium brachytherapy was employed (with a total dose of 60 
Gy). After a three-year follow-up, the patient remained free 
of recurrence.

The incidence of BCCs in young individuals is on the rise.3 
Despite some authors suggesting that younger patients are 
more likely to have aggressive BCCs, others argue that there 
is a similar distribution of BCC subtypes across age groups.4 
The authors’ clinical experience is in keeping with the former 
view. Additionally, while the overall incidence of BCCs is 
higher in men than in women, the incidence of BCCs among 
women under the age of 40 is higher compared to men.1 
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Less than 10% of BCCs correspond to the morpheaform 
(sclerosing, desmoplastic) or infiltrative subtypes, which are 
known to be more challenging to treat due to their aggressive 
behaviour and higher rates of local recurrence.3

Morpheaform BCCs usually present clinically as an infiltrated 
plaque with poorly defined borders and shiny surfaces, 
whilst infiltrative BCCs tend to present as a poorly defined, 
indurated, flat or depressed plaque with white, yellow, or pale 
pink colour. Both morpheaform and infiltrative subtypes are 
commonly found on the head and neck region.1,3

Dermoscopically, morpheaform BCC is usually associated 
with porcelain white areas and arborizing vessels and 
infiltrating BCC with arborizing vessels and ulceration.5 
However, in our case only a subtle effacement of follicular 
openings was noted with no evidence of fibrotic beams or 
featureless white areas. This is particularly significant when 
assessing comparisons with stromal density and fibrosis in the 
biopsy, as such characteristics were not discernible through 
dermoscopy.

Histologically, thin cords with angulated ends of very few 
basaloid keratinocytes are seen. In the case of infiltrative BCC, 
basaloid cells are embedded in a classic mucinous/myxoid 
stroma. In morpheaform tumours, a sclerotic collagenous 
stroma surrounds the basaloid cords. Peripheral palisading 
and stromal cleft formation are not usually seen, and tumour 
stroma stains are positive for smooth muscle alpha-actin with 
immunohistochemistry.3

Given the high recurrence rates and aggressive behaviour 
of morpheaform and infiltrative basal cell carcinomas, it is 
essential to employ total margin control techniques such as 
Mohs micrographic surgery to ensure a complete excision in 
young patients with facial BCCs.

Due to the diverse range of clinical manifestations of BCC, it is 
crucial to maintain a high index of suspicion for malignancy in 
cases of hypopigmented lesions on the face, particularly when 

there is a loss of follicular openings. Histological confirmation 
can aid in early diagnosis and mitigate potential morbidity.
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