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• I have worked across all NHS interfaces
• I have had skin cancer
• I am here to help, not hinder
• Even if you are not interested in teledermoscopy, 

please use www.pcds.org.uk (non-profit, no ads, 
made for Primary Care)

• The truth is …teledermoscopy is not difficult 
• The PCDS has:
• The Skin Lesion Diagnostic tool – comprehensive
• The Clinicodermoscopic Skin Lesion Tool – concise
• Best Practice Concise Guidelines

http://www.pcds.org.uk/


An avoidable skin lesion referral leads to:

Very 

significant 

anxiety

Unnecessary 

travelling

A day taken 

off work by 

the patient as 

holiday

In the wrong 

hands a surgical 

procedure that 

was not needed

significant 

financial costs to 

the NHS



Referral threshold







PCDS skin lesion (and medical dermatology) diagnostic 
tools - there is much you can do before you even pick 
up a dermatoscope. 



www.pcds.org.uk



www.pcds.org.uk



www.pcds.org.uk





 DL4 scope

 I-phone ….. 

 An attachment 

 (Accuryx / Pando App)

 PCDS videos from homepage

 And this is what you do …..
     



 Use both as contact, with a liquid interface

 Polarised – most lesions
◦ Multiple colours

◦ Pink/red colours and white structures, the 
combination of which can be found in some 
hypomelanotic melanomas and superficial BCC 

 Non-polarised
◦ Good for some seborrhoeic keratosis (milia-like 

cysts and comdeo-like openings) 

◦ Blue-white colour, peppering (eg lentigo maligna)  









Ideally, one 
would take a 
distant macro, a 
close up and the 
dermoscopy





2 MB

200 Kb



• Clinical images – in focus. Good light and not too 
close

• Dermoscopy – polariased (softer light) vs non-
polarised (harsher light …..sebK's)

• Dermoscopic images (DL4 scope):
- Small amount of gel on the lesion
- Extend scope so no shadow
- Rest gently on the lesion
- Use the phone screen to zoom in
- Review images with patient present 
- Multiple lesions and labelling
- Transfer of images (accuryx / Pando App)



 Homepage links:
◦ Dermoscopy 

◦ Videos

 PCDS courses – DFAB, DFI





 Seborrhoeic keraotses and warts 

 Scaly lesions with variable amounts of surface scale but 
NO base

 Melanocytic naevi and thin melanomas

 Firm, palpable, benign lesions - small and large 

 The EFG rule of skin cancer (solid BCC, SCC, nodular 
melanoma)

 Pink makes you think (including red and purple)

 Other lesions of concern requiring urgent referral

 If we still don’t know what it is ….



• Milia-like cysts and 
comedo-like openings

• Pigment bands, 
fissures and ridges, 
cerebriform

• ‘Frogspawn’ pattern

• Looped vessels 

• Brown-black

• Thinner lesions paler

• Traumatised lesions 
appear inflamed 

• ‘Greasy' or scaly 

• ‘Stuck-on’

• Bits can drop off

SEB K CLINICAL DERMOSCOPY



How do naevi look 

dermoscopcially?
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Comedo like openings and milia-like cysts

“Stuck on” 
border
with 
meniscus 
of 
alcohol gel



Multiple comedo like openings / milia like cysts

















Pulse Edinburgh 19.5.15





A dark, irregular lesion. Note fissure















 Seborrhoeic keraotses and warts 

 Scaly lesions with variable amounts of surface scale but 
NO base

 Melanocytic naevi and thin melanomas

 Firm, palpable, benign lesions - small and large 

 The EFG rule of skin cancer (solid BCC, SCC, nodular 
melanoma)

 Pink makes you think (including red and purple)

 Other lesions of concern requiring urgent referral

 If we still don’t know what it is ….



 Actinic keratoses - single to many. Small rough pink macules, often 
with white surface scale, usually on UV-exposed sites. Non-tender. 
Refer to the Best Practice Guidelines for management (Efudix cream 
and Dovobet ointment BD 4 days)

 Bowen's disease - single to few. Rough scaly plaque, usually on UV-
exposed sites. Non-tender. Efudix OD 4 weeks and FU 3/12 after 
treatment finished

 For other flat scaly lesions refer to the Skin Lesion Diagnostic Tool

 Cutaneous horns - not a diagnosis, rather it tells us that something 
is going on in the epidermis:

◦ No palpable base/lump under the scale - viral wart  or AK

◦ A palpable lump under the horn suggests an SCC, a diagnosis 
made more likely if the lesion is tender and growing

https://www.pcds.org.uk/desktop-treatment-guide#3-actinic-solar-keratosis
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How do naevi look 

dermoscopcially?



A B C

Border 
irregular 

Asymmetry

Colour differs 
compared to 
other moles

C also stands 
for comparison

i.e the ugly-
duckling that 

looks different to 
the patient's 
other lesions

The ABC rule - 

Superficial spreading 

melanoma and melanoma in 

situ (including lentigo maligna)



Superficial (and in situ) 
melanoma grow at different 
rates.

Even if the patient states that 
the lesion is not changing, if it 
looks suspicious still refer.

 

Melanoma usually has an 
irregular appearance, however, if 
a symmetrical lesions continues 
to grow out of proportion to the 
patient's other moles, especially 
if aged over 45, then melanoma 
must be considered.

D

Changing 

Dimensions 

and/or 

Diameter > 

6mm when first 

noticed 





 Seborrhoeic keraotses and warts 

 Scaly lesions with variable amounts of surface scale but 
NO base

 Melanocytic naevi and thin melanomas

 Firm, palpable, benign lesions - small and large 

 The EFG rule of skin cancer (solid BCC, SCC, nodular 
melanoma)

 Pink makes you think (including red and purple)

 Other lesions of concern requiring urgent referral

 If we still don’t know what it is ….



 Many benign lesions < 5 mm diameter - Skin 
Lesion Diagnostic Tool

 Dermatofibroma …

 Keloid scars, cysts, and giant comedones  ….

 Benign, traumatised lesions – review in 2-3/52



Dermatofibromas

• Centre - white scar-
like, network, lines 
(not in flat lesions)

• Periphery - areas of 
subtle brown 
rounded network

• One-several

• Commonly the limbs

• Pinkinsh with a 
subtle brown 
periphery

• Pinch (dimple) 
positive 

CLINICAL DERMOSCOPY

























A giant comedone 
before…

and after, squeezing 
its contents out



 Seborrhoeic keraotses and warts 

 Scaly lesions with variable amounts of surface scale but 
NO base

 Melanocytic naevi and thin melanomas

 Firm, palpable, benign lesions - small and large 

 The EFG rule of skin cancer (solid BCC, SCC, nodular 
melanoma)

 Pink makes you think (including red and purple)

 Other lesions of concern requiring urgent referral

 If we still don’t know what it is ….



E

Elevated (papule 
or nodule)

F G

FIRM
Growth, 

persistent

ALL OF E+F+G

A solid (nodular) BCC (basal cell carcinoma) is an EFG

If an EFG is not a BCC then refer urgently (2 week-wait)  
- nodular melanomas / SCC (squamous cell carcinoma) 
/ other life-threatening tumours 

One of the exceptions - pyogenic granuloma



ALL OF E+F+G

A solid (nodular) BCC



 Grow 2-4 mm per year

 Non-tender

 Bleed/crust

 Shiny / pearly edge

 Telangiectasia

 Ulceration common



 Translucent pink 
background

 Sharply focussed arborising 
(branching) vessels

 Blue grey globules/ovoid 
structures (if a lot of blue 
structures think melanoma?)

 White structures (polarised 
light)

 ‘Leaf-like areas’











PolarisedNon-polarised







If you find a BCC, always look for more…







Sebaceous gland hyperplasia

• Grouped white 
globules (clods)

• (crown vessels that 
do not cross the 
midline)

• Often multiple

• Face

• Small smooth white-
yellow papules

CLINICAL DERMOSCOPY













ALL OF E+F+G

An SCC



• Any site

• Grow slower

• Bleed/crust periodically

• Non-tender

• Pearly 

• UV-exposed sites

• Grow more quickly

• Tender

• Many have 
white/yellow surface 
keratin (well-
differentiated) 

SCCBCC (SOLID)







ALL OF E+F+G

A nodular melanoma





ALL OF E+F+G

A pyogenic granuloma (benign)



PYOGENIC GRANULOMA

Some precipitated by trauma
Fast growing (weeks)

Bleed ++
 

(Squamous cell carcinoma)

• Protect surrounding skin 
with Vaseline

• Table salt onto the PG

• Occlude

• Replace every 24 hours

• Review in two weeks … 
refer as a 2WW if not 
gone (almost gone)

Treatment





 Seborrhoeic keraotses and warts 

 Scaly lesions with variable amounts of surface scale but 
NO base

 Melanocytic naevi and thin melanomas

 Firm, palpable, benign lesions - small and large 

 The EFG rule of skin cancer (solid BCC, SCC, nodular 
melanoma)

 Pink makes you think (including red and purple)

 Other lesions of concern requiring urgent referral

 If we still don’t know what it is ….



 Superficial BCC

 Angioma

 Multiple pink, benign melanocytic naevi 

 Hypomelanotic melanoma or Spitz naevus 





Multiple micro erosions



Angioma

• Multiple well-defined 
lacunae 

• Same colours 

• White stroma

• Individual blood 
vessels should not 
be seen

• One-many

• Soft papules and 
nodules

• Red / blue / purple / 
black

CLINICAL DERMOSCOPY























Good  Bad



The good one



 Superficial BCC

 Angioma

 Multiple pink, benign melanocytic naevi 

 Hypomelanotic melanoma or Spitz naevus 





 Seborrhoeic keraotses and warts 

 Scaly lesions with variable amounts of surface scale but 
NO base

 Melanocytic naevi and thin melanomas

 Firm, palpable, benign lesions - small and large 

 The EFG rule of skin cancer (solid BCC, SCC, nodular 
melanoma)

 Pink makes you think (including red and purple)

 Other lesions of concern requiring urgent referral

 If we still don’t know what it is ….



 Infiltrative BCC - a firm white/yellow plaque, often on 
the central face

 The punched-out ulcer of a poorly differentiated SCC

 What lies beneath a crust could be granulation tissue or 
malignancy

 Subungual melanoma

 Mucosal and genital lesions









Melanoma



Sunbungual 
haematoma

Fungal infection
- fusarium



 Regular small brown macules – mucosal melanocytic 
macules

 New / changing lesions on the lips that are atypical in 
size, shape or colour should be referred as 2WW

 Have a low threshold for referring pigmented lesions on 
the other mucosal surfaces as a good history is hard to 
obtain (genital lesions to gynaecology, oral lesions to 
orofacial surgery)

 PIN/VIN/SCC – thickening, papule/nodule, ulcer

Mucosal lesions





 Seborrhoeic keraotses and warts 

 Scaly lesions with variable amounts of surface scale but 
NO base

 Melanocytic naevi and thin melanomas

 Firm, palpable, benign lesions - small and large 

 The EFG rule of skin cancer (solid BCC, SCC, nodular 
melanoma)

 Pink makes you think (including red and purple)

 Other lesions of concern requiring urgent referral

 If we still don’t know what it is ….







Many sebK, angioma, DF, SGH

Screen out - clinicodermoscopically 

Clinical recognition of 2WW referrals

BCC – clinicodermoscopic recognition

Manage accordingly 

ABCD / EFG / Nails / Mucosal 

Aks / Bowen’s 

Majority in Primary Care – PCDS website 

Teledermoscopy  

Diagnostic uncertainty 





In Teesside /   

       N.Yorks =  

      Diagnostic    

   confidence of  

 melanoma or SCC

2WW referral proforma



Low or high-risk

Group 1 - BCC

Group 2 – Diagnosis +/- lesion management

Teesside / N.Yorks non-2WW referral proforma

Group 3 – Benign & problematic

Teledermoscopy

• Relevant melanocytic naevi

• ‘Odd seb K’

• ? AK vs BCC

• Unusual skin lesions

PAT criteria & form

Face to Face

• Multiple lesions

• Widespread actinic 
damage

• Aks needing cryosurgery



 Larger lesions especially if on or close to – 
eyes, nose, lips, ears 

 Infiltrative pattern

 A pinkish lump that is not a BCC

 Refer to plastics (eyelids … oculoplastics) – 
clinical image (or 2WW)



• Any site

• Grow slower

• Bleed/crust periodically

• Non-tender

• Pearly 

• UV-exposed sites

• Grow more quickly

• Tender

• Many have 
white/yellow surface 
keratin (well-
differentiated) 

SCCBCC (SOLID)



• Clinical images – in focus. Good light and not too 
close

• Dermoscopy – polariased vs non-polarised (sebK's)

• Dermoscopic images (DL4):
- Small amount of gel on the lesion
- Extend scope so no shadow
- Rest gently on the lesion
- Use the phone screen to zoom in
- Transfer of images and file size
- Multiple lesions







 Reviewed within 7 days

 We take over patient care where appropriate

 We recommend treatment where appropriate

 Letter back to GP with images – education

 Patient informed

 Reimage ☺

 Who else can take image – HCA and/or network

 Happy to support training

 Recorded session – please liaise with VTS

 Joined up working - in the best interest of the patient 
and health economy





Follow me on Instagram -
  aworldonthebrink
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