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INTRODUCTION

Facial melanosis is an umbrella term encompassing 
various disorders causing hyperpigmentation of the 
face. All these pigmentary disorders pose a diagnostic 
challenge to dermatologists as their clinical appearance 
shows tremendous similarities. Hyperpigmentary 
disorders either result from an increase in the number 
of melanocytes or in the activity of melanocytes, and 
thus excess melanin production. The excess pigment 
may be epidermal or dermal in location, and in both 
cases, it may be localized or diffuse. The epidermal 
pigment appears brownish and results from increased 

melanin production or increased melanosomal transfer 
in keratinocytes. The dermal pigment results from 
the dropping of melanin from the basal cell layer 
into the dermis (dermal pigment incontinence) and 
appears bluish or bluish-gray due to the Tyndall effect. 
Dermoscopy is a handy tool employed for the past 
several years to inspect various dermatological diseases, 
among which pigmentary disorders have been at the 
top of the list.

The dermatoscopic approach to facial pigmentary 
disorder helps in understanding different patterns of 
facial pigmentation and their depth of pigmentation. 

ABSTRACT

Background: Facial pigmentary disorders are a group of heterogeneous entities, sharing a common clinical 
feature of altered pigmentation of the face. The overlapping features among the different clinical entities of facial 
hyperpigmentation may be differentiated by dermatoscopy. Objective: The objective was to evaluate the different 
types of facial melanosis and their dermatoscopic findings. Methods: This non-interventional, cross-sectional study was 
conducted at our dermatology department over a period of one year. All clinically diagnosed cases of facial melanosis 
were included in our study and their dermatoscopic evaluation was performed. Results: We included 500 patients with 
facial melanosis. While 370 patients were female, 130 were males. Three hundred patients had melasma, 59 (lichen 
planus pigmentosus) had LPP, 40 had Riehl’s melanosis, while 35 had frictional melanosis. Other dermatoses included 
acanthosis nigricans, ashy dermatosis, and poikiloderma of Civatte, to name a few. The most common dermatoscopic 
finding in our study evident in almost all cases of facial melanosis was exaggerated pseudo-reticular hyperpigmentation. 
The unique observation in our study, the reticulo-globular pattern seen in melasma, was thin and in the shade of brown 
pigmentation, whereas in LPP and ashy dermatosis, it was comparatively thicker and grayish-brown in color. The other 
specific finding observed was telangiectasia due to topical steroids, more prominent and enlarged than telangiectasia 
due to sun exposure in melasma and poikiloderma of Civatte. Conclusion: This study highlights the clinical and 
dermatoscopic features of facial melanosis. Further research is required in this field of dermatoscopic evaluation of 
facial melanosis to define more accurate diagnostic features as a facial biopsy is mostly refused by the patients, yet 
meanwhile, clinical evaluation should not be neglected. Study Limitations: The limitations of our study were the 
lack of direct histopathological correlation and the inclusion of both therapy-naive patients and patients on therapy.
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Thus, correlating dermatoscopic features with clinical 
findings helps in the better understanding of facial 
pigmentary disorders. This valuable knowledge 
may be further applied to predict prognosis and 
treatment outcomes. Our study explored the various 
dermatoscopic features of facial melanoses.

PATIENTS AND METHODS

This was a non-interventional, cross-sectional study 
conducted between January 2020 to December 2021 
at the dermatology and venereology department in 
Bikaner, Rajasthan, India, after obtaining approval 
from the institutional ethical committee. All newly 
diagnosed cases of facial melanosis were included 
in our study. Written consent was taken from the 
individual patients to include them in the study. 
Post-inflammatory hyperpigmentation was excluded 
due to vastly different etiologies of little significance. 
All new patients with facial melanosis irrespective of 
their age, sex, and previous treatment reported at the 
OPD were diagnosed after relevant history taking and 
clinical examination. Dermatoscopic findings of facial 
melanosis were noted with a handheld dermatoscope 
(DermLite, 3rd generation, 10× magnification). The 
digital images were captured with a mobile camera. 
The images were studied on the computer screen and 
after analyzing all the images, the interpretation of 
the dermatoscopic findings was made and recorded. 
The interpretation of the dermatoscopy was based on 
patterns described in the literature.

RESULTS

In our study, we examined 500 patients with facial 
melanosis. The most common facial melanosis was 
melasma. Out of the 500 patients, 370 (74%) were female 
and 130 (26%) were male. Out of the 500 patients, there 
were 300 cases of melasma (60%), 59 of LPP (11.8%), 40 
of Riehl’s melanosis (8%), 35 of frictional melanosis (7%), 
28 of acanthosis nigricans (5.6%), 12 of ashy dermatosis 
(2.4%), 12 of poikiloderma of Civatte (2.4%), 8 of EFFC 
(erythromelanosis follicularis et coli) (1.6%), 2 of macular 
amyloidosis (0.4%), 3 of nevus of Ota (0.6%), and 1 of 
café-au-lait macules (0.2%). The most common age 
group of patients with facial melanosis was 20–30 years 
of age (51.6%), followed by 30–40 years (35.20%), 
40–50 years (6.40%), 12–20 (6%), and 50–60 years (0.8%).

In our study, out of the 300 (60%) melasma patients, 
180 (60%) were females and 120 (40%) were males; 

among the 59 LPP patients, 13 (22.7%) were males 
and 46 (77.3%) were females; among the 40 patients 
with Riehl’s melanosis, 14 (35%) were males and 
26 (65%) were females; among the 35 cases of frictional 
melanosis, 32 (91.7%) were males and 3 (8.3%) were 
females; among the 28 cases of acanthosis nigricans, 
16 (57.1%) were males and 12 (42.9%) were females; 
among the 12 cases of ashy dermatosis, 8 (67%) were 
females and 4 (33%) were males; among the 8 cases of 
EFFC, 4 (50%) were males and 4 (50%) were females; 
among the 12 cases of poikiloderma of Civatte, 
10 (83%) were females and 2 (17%) were males; the rest 
were 1 male and 1 female with macular amyloidosis on 
the face, 1 male and 2 females with nevi of Ota, and 
1 female with café-au-lait macules. The major causes 
of facial melanosis such as melasma, LPP, and Riehl’s 
melanosis had a predominance of female patients, 
whereas frictional melanosis was found more commonly 
in males.

In our study, the most common facial melanosis 
reported was melasma. The pattern of distribution 
of melasma observed was malar (n = 240; 80%), 
followed by centrofacial (n = 54; 18%), and mandibular 
(n = 6; 2%). Clinically, epidermal melasma patients 
have light brown pigmentation and deep dermal 
melasma patients have more dark brown to grayish 
pigmentation. The most common dermatoscopic 
finding in melasma (n = 300; 60%), which was evident 
in almost all cases, was exaggerated pseudo-reticular 
hyperpigmentation, sparing acrosyringial openings (n 
= 300; 100%), converging at places to form diffuse 
pigmentation (Fig. 1). This basic exaggerated pseudo-
reticular hyperpigmentation was superimposed by dots 
and globules (n = 195; 65%) (Fig. 1), a semicircle- and 
circle-forming, honeycomb-like pattern (n = 135; 45%) 
(Fig. 1), arcuate and annular structures surrounding 
follicular openings (n = 90; 30%) (Fig. 1), and a 
reticuloglobular pattern (n = 240; 80%) (Fig. 1). 
The other findings were telangiectasia (n = 150; 
50%) (Figs. 1 and 2) and atrophy (n = 98; 32.6%) 
(Fig. 2). Out of the 300 melasma patients, 30 (10%) 
had dermatoscopic features of exogenous ochronosis, 
which were brown, amorphous, curvilinear worm-like 
structures obliterating follicular openings (n = 27;90%) 
and archiform structures (n = 3; 10%) (Fig. 2).

The characteristic dermatoscopic pattern of LPP 
(n = 59; 11.8%) observed was dark brown to bluish-
gray dots and globules arranged in different patterns. 
The most common pattern was the hem-like pattern 
(50%) (Fig. 3), followed by the reticulogranular and 



www.odermatol.com

© Our Dermatol Online 2.2023 163

reticuloglobular pattern (32%) (Fig. 3), and a random 
arrangement of dots and globules (18%) (Fig. 3). The 
other findings were the exaggerated pseudo-reticular 
pattern (Fig. 3) and the accentuation of pigmentation 
around follicular openings (20%) (Fig. 3).

In Riehl’s melanosis (n = 42; 8.4%), we observed 
dermatoscopic findings of exaggerated pseudo-reticular 
hyperpigmentation, patchy, diffuse pigmentation, dots 
and globules, white, fine scales, perifollicular halos, and 
follicular, keratotic plugs (Fig. 4a).

In all cases of frictional melanosis (n = 35; 7%), 
the common dermatoscopic findings observed were 
dilated follicular openings, keratotic plugs, dots 
and globules, perifollicular hyperpigmentation, and 
exaggerated pseudo-reticular hyperpigmentation 
(Figs. 4b and 4c).

The dermatoscopic findings of acanthosis nigricans 
(n = 28; 5.6%) were sulcus cutis, crista cutis, and 
brown dots present in crista cutis on a grayish-brown 
background (Fig. 4d). These similar findings were more 
accentuated on the neck than on the face.

In ashy dermatosis (n = 12; 2.4%), the dermatoscopic 
f indings were exaggerated pseudo-reticular 
hyperpigmentation, erythema, and grayish-brown dots 
and globules arranged in an irregular fashion (n = 3; 
25%) (Fig. 5) to form linear and circular lines (n = 3; 
25%) (Fig. 5), also seen arranged in a reticular pattern 
to form a reticulogranular or reticuloglobular pattern 
(n = 6; 50%) (Fig. 5).

The dermatoscopic findings in poikiloderma of 
Civatte (n = 12; 2.4%) were telangiectasia, erythema, 
exaggerated pseudo-reticular hyperpigmentation, dots 
and globules, and atrophy (Fig. 6a).

The dermatoscopic findings in EFFC (n = 8; 1.6%) 
were follicular keratotic plugging with dots and globules 
arranged around follicles and in interfollicular areas 

Figure 1: (melasma): Exaggerated pseudo-reticular hyperpigmentation 
sparing the acrosyringial openings. Yellow circle: dots and globules; 
green arrow: reticuloglobular pigmentation; white arrow: annular 
pigmentation surrounding follicular openings; red arrow: telangiectasia; 
black circle: circle- and semicircle-forming, honeycomb pattern; blue 
arrow: arcuate pigmentation surrounding follicles.

Figure 2: (melasma): Steroid-induced telangiectasia; prominent 
telangiectasia on exaggerated pseudo-reticular hyperpigmentation. 
Red arrow: telangiectasia; white arrow: exaggerated pseudo-reticular 
hyperpigmentation sparing the acrosyringial openings; black circle: 
atrophy; light pink arrow: erythema; yellow arrow: exogenous 
ochronosis in melasma, worm-like homogenous pigmentation not 
sparing acrosyringial openings unlike melasma.
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with background erythema and exaggerated pseudo-
reticular hyperpigmentation (Fig. 6b).

Two cases of macular amyloidosis (n = 2; 0.4%) of 
1 male and 1 female were included in our study, with 
the dermatoscopic examination revealing a dark 
brown, stellate-shaped structure on a background 
of exaggerated pseudo-reticular hyperpigmentation 
(Fig. 7).

The dermatoscopic findings of nevus of Ota (n = 3; 0.6%) 
were structureless areas of brownish-gray pigmentation 
(Fig. 8a).

One case of café-au-lait macules (n = 1; 0.2%) on the 
face was included in our study. The dermatoscopic 
features observed were the background of brownish 

hyperpigmentation superimposed by grayish-brown 
dots and globules and white dots representing 
acrosyringial openings (Fig. 8b).

DISCUSSION

Facial pigmentary disorders are a group of heterogeneous 
entities, sharing the common clinical feature of 
altered pigmentation of the face, causing easily 
visible cosmetic disfigurement, therefore resulting 
in significant psychosocial consequences. There is a 
considerable overlap in features among the different 
clinical entities of facial hyperpigmentation creating 
confusion in clinical diagnosis. It is a wonderful fact 
that more than 80% of the global population has 
the heterogeneity of facial skin color irrespective 
of sex and age [1]. Individuals with darker skin are 
particularly more susceptible to pigmentary disorders 
as suggested by some studies [2-5]. The reason behind 
this is that darker individuals have a greater tendency 

Figure 3: (lichen planus pigmentosus): Green arrow: hem-like pattern 
with perifollicular hyperpigmentation; blue arrow: dots and globules on a 
reticular pigment network forming reticulogranular and reticuloglobular 
pigmentation; black circle: dots and globules arranged randomly; 
black arrow: dots and globules over exaggerated pseudo-reticular 
hyperpigmentation converging to form diffuse, homogenous, brown 
pigmentation.

Figure 4: (a) (Riehl’s melanosis (upper image)): Exaggerated 
pseudo-reticular hyperpigmentation converging to form diffuse, brown 
pigmentation. Green circle: reticular pigmentation; yellow circle: dots 
and globules; purple arrow: follicular keratotic plugs with a whitish 
halo. (b and c) (frictional melanosis (lower fi rst and lower second 
image)): Red circle: dots and globules; yellow arrow: hyperpigmentation 
surrounding the acrosyringial opening; white arrow: dilated follicular 
openings with keratotic plugging. (d) (acanthosis nigricans (lower third 
image)): Acanthosis nigricans on the face. Black marking: sulcus cutis; 
yellow color: crista cutis; white dot: acrosyringial opening.
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Figure 5: (ashy dermatosis): Black circle: dots and globules arranged 
randomly on a grayish-brown background; white arrow: dots and 
globules arranged in a semicircle; red arrow: thick, gray to dark brown 
reticuloglobular and reticulogranular pigmentation on an erythematous 
background.
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to develop post-inflammatory hyperpigmentation [6]. 
The other factors influencing our skin pigmentation 
are endocrine factors, genetic factors, and external 

agents such as light and photodynamic chemicals. 
The location of melanin in different layers of skin 
determines the color; melanin in the upper epidermis 
(stratum corneum and spinosum) as black, in the 
dermal–epidermal junction as light to dark brown; in 
the papillary dermis as slate blue, and in the reticular 
dermis as steel blue.

Dermoscopy is an important diagnostic tool for 
observing subtle features to make a diagnosis 
with precision. Dermoscopic findings also help in 
correlating underlying histopathological features [7]. 
Dermatoscopy has been in use for the past several years 
for the examination of dermatological diseases, for 
instance, pigmentary disorders. The pigment network 

Figure 7: (macular amyloidosis): White arrow: brown, stellate structure; 
yellow circle: exaggerated pseudo-reticular hyperpigmentation; black 
circle: dots and globules.

Figure 6: (a) (poikiloderma of Civatte (upper image)): Red arrow: 
telangiectasia; blue circle: dots and globules; yellow arrow: reticular 
pigmentation; black circle: atrophy. (b) (EFFC (lower image)): 
Erythematous background with exaggerated pseudo-reticular 
hyperpigmentation. Green arrow: follicular opening with keratotic 
plugging; green circle: dots and globules on a perifollicular and 
interfollicular area.

b

a

Figure 8: (a) (nevus of Ota (upper image)): Black arrow: patchy, 
brownish-gray, structureless areas of pigmentation. (b) (café-au-lait 
macules (lower image)): Red circle: brown dots and globules on a 
background of homogenous, brownish pigmentation with white dots 
(acrosyringial openings).

b

a
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lines seen on dermatoscopy are due to pigmentation 
along the rete ridges, which are thick with a greater 
quantity of melanin, while the holes in this network 
are due to relatively less pigmented tips of the dermal 
papillae with a thin suprapapillary plate [8]. This 
conventional pigment network is rare when it comes 
to fairer skin as the rete ridges are not long enough to 
create a pigment network. The rete ridges on the face 
rather than in non-facial skin are usually flattened, 
resulting in the absence of a pigment network, and 
are accordingly replaced by a pseudo-network pattern 
in which holes correspond to the adnexal openings of 
a hair follicle, sebaceous gland, and sweat gland. The 
dermatoscopic diagnosis of pigmented skin lesions 
accounts for both local and global features. Global 
features define patterns while local features cause 
minor changes.

We conducted our study at the dermatology 
department of our institution after taking approval 
from the institutional ethics committee. The study 
population was all newly diagnosed cases of facial 
melanosis attending our patient department of 
dermatology. The examination of the cases was 
performed after informed consent and the relevant 
history were taken. The most common facial melanosis 
seen in our study was melasma (n = 300; 60%). 
It was found more common in females (n = 180; 
60%) than in males (n = 120; 30%). Clinically, the 
pattern of distribution observed was malar (n = 240; 
80%), centrofacial (n = 54; 18%), and mandibular 
(n = 6; 2%). The basic global dermatoscopic finding 
observed in melasma was exaggerated pseudo-reticular 
hyperpigmentation sparing the acrosyringial openings 
on the face and converging to form diffuse pigmentation 
(Figs. 1 and 2). This basic exaggerated pseudo-reticular 
network in melasma was seen superimposed by dots 
and globules (n = 195; 65%) (Fig. 1), a semicircle- and 
circle-forming, honeycomb-like pattern (n = 135; 45%) 
(Fig. 1), arcuate and annular structures surrounding 
follicular openings (n = 90; 30%) (Fig. 1), and a 
reticuloglobular pattern (n = 240; 80%) (Fig. 1). 
This reticular pattern in melasma has already been 
extensively described in the literature. Sonthalia et al. 
reviewed the dermatoscopic findings of melasma 
and concluded that dots, globules, and arcuate and 
annular structures were the dermatoscopic features 
of melasma [9]. Nanjundaswamy et al. reported a 
reticuloglobular pattern in melasma [10]. Yalamanchili 
et al., on the other hand, described the dermoscopic 
features of melasma in comparison to other facial 

melanoses [11]. The different shades of the color of 
melanin in melasma were suggestive of the depth 
of pigmentation. The other occasional finding was 
telangiectasis (n = 150; 50%) (Figs. 1 and 2) due to 
sun exposure (Fig. 1) and steroid use (Fig. 2). The 
telangiectasia due to steroids was more prominent 
and enlarged than due to sun exposure. Dermatoscopy 
also helped in appreciating other complications such 
as atrophy (n = 98; 32.6%) (Fig. 2), depigmentation 
and exogenous ochronosis (n = 30; 10%), dark brown, 
worm-like pigmentation (n = 27), and arciform 
structures (n = 3) (Fig. 2). Hence, dermatoscopy also 
proved to have a prognostic value.

The second most common facial melanosis in our 
study was LPP (n = 59; 11.8%), the dermatoscopic 
features were characterized by dots and globules 
arranged in different patterns. The most common 
patterns were the hem-like pattern (50%) (Fig. 3), 
followed by the reticuloglobular and reticulogranular 
pattern (32%) (Fig. 3), and a random arrangement of 
dots and globules (18%) (Fig. 3). The other findings 
were an exaggerated pseudo-reticular pattern and 
the accentuation of pigmentation around follicular 
openings (Fig. 3). Neema et al. reported similar 
findings of the hem-like pattern of pigmentation, 
perifollicular accentuation, and gray dot and 
globules [12].

Riehl’s melanosis (n = 42; 8.4%) was the third 
most common facial melanosis in our study. The 
dermatoscopic findings (Fig. 4a) were characterized 
by exaggerated pseud-reticular hyperpigmentation, 
dots and globules, areas of diffuse, grayish-brown 
pigmentation sparing the acrosyringial openings, 
reticular pigmentation, erythema, whitish, perifollicular 
halo, follicular keratotic plugs, telangiectasia, and mild 
scaling. Dharman et al. reviewed similar dermatoscopic 
findings in Riehl’s melanosis [13]. Wang et al. described 
the same dermatoscopic findings along with clinical, 
confocal, and histopathological reviews in Riehl’s 
melanosis [14].

Frictional melanosis (n = 35; 7%) unlike other 
facial melanoses was more common in males than 
females in the middle-age group. The dermatoscopic 
findings (Figs. 4b and 4c) observed were patchy 
pigmentation formed due to converging exaggerated 
pseudo-reticular hyperpigmentation, dots and 
globules, dilated hair follicular openings with keratotic 
plugs, hyperpigmentation surrounding acrosyringial 
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openings, and scaling. Mutalik et al. described 
similar dermatoscopic findings in facial frictional 
melanosis [15].

In acanthosis nigricans (n = 28; 5.6%), the facial 
dermatoscopic findings (Fig. 4d) were less pronounced 
than on the neck. The characteristic findings were 
crista cutis, sulcus cutis, brownish-gray dots and 
globules, and white dots (Fig. 4d). Crista cutis and 
sulcus cutis were more readily visible in the non-
polarized mode whereas dots and globules were better 
visible in the polarized mode. Ankad et al. delineated 
similar findings in the dermatoscopy of acanthosis 
nigricans [16].

Ashy dermatosis (n = 12; 2.4%) was clinically 
seen as blue to gray, macular lesions. The main 
dermatoscopic findings observed were dots and 
globules on a background of erythematous, diffuse, 
and brownish pigmentation. Dots and globules were 
arranged randomly (n = 3; 25%) (Fig. 5), in linear and 
circular lines (n = 3; 25%) (Fig. 5), in a reticular and 
reticulogranular pattern (n = 6; 50%) (Fig. 5). Elmas 
et al. reported similar findings [17].

The unique observation in our study was that the 
reticuloglobular pattern seen in melasma was thin 
and in the shade of brown pigmentation, whereas in 
LPP and ashy dermatosis, it was comparatively thicker 

Table 1: Facial melanosis dermatoscopic fi ndings.
Facial melanosis Percentage Dermatoscopic fi ndings
Melasma 60% Exaggerated pseudo-reticular hyperpigmentation sparing the acrosyringial openings on the 

face and converging to form diffuse pigmentation

Dots and globules 65%

Semicircle- and circle-forming, honeycomb-like pattern 45%

Arcuate and annular structures surrounding follicular openings 30%

LPP 11.8% Bluish-gray dots and globules arranged in different patterns

hem-like pattern 50%

reticuloglobular and reticulogranular pattern 32%

random arrangement of the dots and globules 18%

Riehl’s melanosis 8% Exaggerated pseud-reticular hyperpigmentation
Dots and globules
Areas of diffuse, grayish-brown pigmentation sparing the acrosyringial openings
Reticular pigmentation
Erythema
Whitish, perifollicular halo
Follicular, keratotic plugs
Telangiectasia and scaling

Frictional melanosis 7% Patchy pigmentation formed due to converging exaggerated pseudo-reticular 
hyperpigmentation
Dots and globules
Dilated hair follicular openings with keratotic plugs
Hyperpigmentation surrounding acrosyringial openings and scaling

Acanthosis nigricans 5.6% Crista cutis
Sulcus cutis
Brownish-gray dots and globules
White dots

Ashy dermatosis 2.4% Dots and globules 

arranged randomly 25%

in linear and circular lines 25%

in a reticular and reticulogranular pattern 50%

Poikiloderma of Civatte 2.4% Telangiectasia
Erythema
Exaggerated pseudo-reticular hyperpigmentation
Dots and globules
Atrophy

Erythromelanosis follicularis faciei et coli 1.6% Dots and globules arranged perifollicular and interfollicular areas with keratotic plugging
Erythematous background
Exaggerated pseudo-reticular hyperpigmentation
Fine scaling

Macular amyloidosis 0.4% Dark brown, stellate-shaped structure
Exaggerated pseudo-reticular hyperpigmentation

Nevus of Ota 0.6%  Patchy, brownish-gray, structureless areas of pigmentation

Café-au-lait macules 0.2%  Brown dots and globules on a background of homogenous, brownish pigmentation with white 
dots (acrosyringial openings)
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and grayish-brown. The hem-like pattern was seen 
characteristically in LPP, whereas the reticulogranular 
and reticuloglobular pattern was seen in both LPP and 
ashy dermatosis.

The dermatoscopic findings seen in poikiloderma of 
Civatte (n = 12; 2.4%) were telangiectasia, erythema, 
exaggerated pseudo-reticular hyperpigmentation, 
dots and globules, and atrophy (Fig. 6a). Sinha et al. 
reported similar features [18].

In erythromelanosis follicularis faciei et colli (n = 8; 1.6%), 
the dermatoscopic findings (Fig. 6b) were dots and 
globules arranged in perifollicular and interfollicular areas 
with keratotic plugging on an erythematous background 
with exaggerated pseudo-reticular hyperpigmentation 
along and fine scaling. Maouni et al. reported the same 
findings [19].

In the two cases of macular amyloidosis (n = 2; 0.4%) 
of 1 male and 1 female, dermatoscopic examination 
revealed a dark brown, stellate-shaped structure on 
the background of exaggerated pseudo-reticular 
hyperpigmentation (Fig. 7). Sonthalia et al. described 
a dermoscopic pattern of macular amyloidosis as a hub 
and spoke pattern [20].

In nevus of Ota (n = 3; 0.6%), we observed patchy, 
brownish-gray, structureless areas of pigmentation 
(Fig. 8a). Vinay et al. revealed the same dermatoscopic 
features [21].

One case of café-au-lait macules on the face was 
examined by the dermatoscope. The features seen were 
brown dots and globules on a homogenous, brownish, 
pigmented background with white dots (acrosyringial 
openings) (Fig. 8b).

  CONCLUSION

Facial pigmentary disorders are one of the most 
challenging cases that the dermatologist encounters 
in their practice and it has profound psychosocial 
implications in the patient’s life. Although a clinical 
examination has paramountcy in diagnosing facial 
melanosis, dermatoscopy has also valuable input in 
diagnosing facial pigmentary disorder as a biopsy from 
the face is often refused by the patient. By evaluating 
the depth of pigmentation by the dermatoscope, further 
inference over prognosis and treatment outcome may 
be predicted more efficiently. Hence, studies exploring 

this particular dermatoscopic examination domain are 
of great significance.

Statement of Human and Animal Rights

All the procedures followed were in accordance with the ethical 
standards of the responsible committee on human experimentation 
(institutional and national) and with the 2008 revision of the 
Declaration of Helsinki of 1975.

Statement of Informed Consent

Informed consent for participation in this study was obtained from 
all patients.

REFERENCES

1. Hourblin V, Nouveau S, Roy N, De Lacharriere O. Skin 
complexion and pigmentary disorders in facial skin of  1204 
women in 4 Indian cities. Indian J Dermatol Venereol Leprol 
2014;80:395-401.

2. Halder RM, Grimes PE, McLaurin CI, Kress MA, Kenney JA 
Jr. Incidence of  common dermatoses in a predominantly black 
dermatologic practice. Cutis. 1983;32:388-90.

3. Sanchez MR. Cutaneous diseases in Latinos. Dermatol Clin. 
2003;21:689-97.

4. Alexis AF, Sergay AB, Taylor SC. Common dermatologic 
disorders of  skin of  color: A comparative practice survey. Cutis. 
2007;80:387-94.

5. Grimes PE. Management of  hyperpigmentation in darker racial 
ethnic groups. Semin Cutan Med Surg. 2009;28:77-85.

6. Sandhu S, Neema S, Radhakrishnan S. Dermoscopy of  disorders 
of  hyperpigmentation. Pigment Int. 2021;8:14-24.

7. Argenziano G, Soyer HP. Dermoscopy of  pigmented skin lesions: 
A valuable tool for early diagnosis of  melanoma. Lancet Oncol. 
2001;2:443-9.

8. Adya KA, Inamadar AC, Palit A. Dermoscopic pigment network: 
Characteristics in non-melanocytic disorders. Indian Dermatol 
Online J. 2020;11:146-5.

9. Sonthalia S, Jha AK, Langar S. Dermoscopy of  melasma. Indian 
Dermatol Online J. 2017;8:525-6.

10. Nanjundaswamy BL, Joseph JM, Raghavendra KR. A clinico-
dermoscopic study of  melasma in a tertiary care center. Pigment 
Int. 2017;4:98-103.

11. Yalamanchili R, Shastry V, Betkerur J. Clinico-epidemiological 
study and quality of  life assessment in melasma. Indian J Dermatol. 
2015;60:519.

12. Neema S, Jha A. Lichen planus pigmentosus. Pigment Int. 
2017;4:48-9.

13. Dharman BK, Sridhar S. Diffuse facial melanosis: An overview 
of  etiology and dermoscopic fi ndings. J Skin Sex Transm Dis. 
2020;2:86-93.

14. Wang L, Xu AE. Four views of  Riehl’s melanosis: Clinical 
appearance, dermoscopy, confocal microscopy and histopathology. 
J Eur Acad Dermatol Venereol. 2014;28:1199-206.

15. Mutalik SD, Pethe SV, Nikam BP, Rasal YD. Facial frictional 
melanosis in Indian patients: Defi ning the entity. Clin Dermatol 
Rev. 2019;3:78-83.

16. Ankad BS, Drago NR, Koti VR, Nikam BP. Dermoscopic approach 
to hyperpigmented lesions in skin of  color. Clin Dermatol Rev. 
2020;4:84-91.

17. Elmas &F, Acar EM, Kilitçi A. Dermoscopic diagnosis of  ashy 
dermatosis: A retrospective study. Indian Dermatol Online J. 



www.odermatol.com

© Our Dermatol Online 2.2023 169

2019;10:639-43.
18. Sinha P, Tripathy DM, Shelly D, Neema SA rare case of  

poikilodermatous mycosis fungoides. Indian J Dermatol. 
2020;65:417-9.

19. Maouni S, El Anzi O, Sqalli A, Znati K, Meziane M, 
Hassam B. Erythromelanosis follicularis faciei et colli: Dermoscopy 
and dermatopathology correlates. JAAD Case Rep. 2019;5:535-6.

20. Sonthalia S, Agrawal M, Sehgal VN. Dermoscopy of  macular 
amyloidosis. Indian Dermatol Online J. 2021;12:203-5.

21. Vinay K, Ankad BS. Dermatoscopic features of  pigmentary diseases 
in ethnic skin. Indian Dermatol Online J. 2021;12:24-33.

Copyright by Vijeta Prasad, et al. This is an open-access article distributed 
under the terms of the Creative Commons Attribution License, which 
permits unrestricted use, distribution, and reproduction in any medium, 
provided the original author and source are credited.
Source of Support: This article has no funding source, 
Confl ict of Interest: The authors have no confl ict of interest to declare.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


