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Introduction

tern was identified (Figure 1B). Full excisional biopsy was

Basal cell carcinoma (BCC) is the most frequent nonmela-

of BCC (Figure 2).

performed and histology evaluation reported the diagnosis

noma skin neoplasm in Caucasians. BCC is mostly located
in photo-exposed areas; however, it can be observed in nonexposed areas such as armpits, genital and perianal regions,
palms and soles, and in oral mucosa. Vulvar BCC is infrequent, being about 1% of all BCCs and 2%-4% of vulvar
neoplasms. The dermoscopic aspect of BCC in this location
has been described in very few cases.

Case Presentation

Conclusions
Although it is believed that ultraviolet radiation is the main
risk factor for the development of BCC, physiopathogenesis behind the occurrence in sun-protected areas is not
yet defined. It has been suggested that advanced age, local
trauma, chronic inflammation, and radiotherapy can contribute to the appearance in this area, as well as risk factors

A 73-year-old woman presented with a 5-month history of

commonly associated with BCC including artificial ultraviolet

a gradually enlarging tumor with gray-black coloration in

radiation, exposure to arsenic, immunodeficiency, and genetic

the right upper labia majora, 0.5 × 0.5 mm, rounded, with

mutations.

raised edges and central ulceration (Figure 1A). The lesion

Vulvar BCC occurs more frequently in postmenopausal

was indurated on palpation; inguinal adenopathies were not

women, aged between 50 and 70 years. Labia majora mucosa

identified. Dermoscopy showed the presence of irregularly

is the usual location in most cases. Clinical findings are

shaped blue-black clods and structureless blueish areas.

diverse and do not always suggest BCC. Vulvar BCC usually

Structureless red-pink areas were also observed. The lesion

presents as a single lesion, superficial, exophytic, ulcerated,

was surrounded by a whitish halo; no specific vascular pat-

infiltrating or nodular; only 3% of the lesions are pigmented.
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They are usually diagnosed in advanced
stages, since most are asymptomatic and

A

B

slow-growing; eventually the presence
of itching, burning, or bleeding may
raise concern.
The dermoscopic characteristics are
usually the same as those observed in
cutaneous BCC [1]; blue-gray ovoid
nests and arborizing vessels have been
reported in pigmented vulvar BCC [2].
Vulvar BCC is usually locally aggressive, so it requires complete excision
with 4-mm margins to minimize recurrences; Mohs surgery is recommended.
Prognosis is usually favorable, since
it rarely metastasizes, but the risk of
recurrence demands strict periodic
monitoring.
In this case, dermoscopy was shown
to be a helpful tool for the identification

Figure 1. (A) Clinical aspect of the lesion. (B) Dermoscopy image: Irregularly shaped blueblack clods and structureless bluish and red-pink areas were observed. The lesion was surrounded by a whitish halo. [Copyright: ©2019 Bertaina et al.]

of vulvar pigmented BCC, improving
diagnostic accuracy and allowing a correct therapeutic approach.
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Figure 2. Neoplastic proliferation with basaloid pattern, with neoplastic nodules in the dermis and in contact with the surface epithelium. (A) The stroma exhibits leukocytic infiltrate
and numerous melanophages (H&E, ×20). (B) Ulceration and presence of basaloid nodules
and infiltrating cords were observed (H&E, ×40). H&E = hematoxylin and eosin. [Copyright: ©2019 Bertaina et al.]
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