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Sir,
Lichen planus (LP) is a chronic inflammatory
dermatosis with numerous morphological patterns.
Palmoplantar LP, acral, localized variant of disease is
uncommon and does not usually have typical clinical
characteristics of LP [1-3]. Because of presenting with
various atypical clinical features, palmoplantar LP may
create difficulty in diagnosis [2,3]. We describe a case
of a 53-year-old man with hyperkeratotic, pruritic,
erythematous, scaly plaques on both palms, especially
in the hypothenar area.

lesions of the patient improved with topical steroid
ointment (0,05% clobetasol-17-propionate) twice a
day for 2 months.

CASE REPORT
A 53-year-old man was attended with hyperkeratotic,
pruritic, erythematous, scaly plaques on both
palms with one month history. The self and family
history were unremarkable. On the dermatological
examination, hyperkeratotic, erythematous, scaly
plaques were observed on both mid-palms and
hypothenar eminences, the fingertips were spared
(Fig. 1). The other skin surfaces, hair, nails, and oral
mucosa were normal. Routine laboratory tests including
complete blood count, blood chemistry analysis, and
urinalysis were normal. Serological tests for hepatitis B
and C viruses, syphilis and autoimmune antibodies
were negative. The potassium hydroxide (10% KOH)
examinaton and mycologic cultures of scrapings from
palmar lesions were also negative. Histopathological
examination showed basal cell degeneration with
a band-like lymphocytic infiltration in the upper
dermis, focal hypergranulosis and irregular acanthosis
with a saw-tooth like appearance on the epidermis
(Fig. 2). The diagnosis of palmoplantar LP was made
with clinical and histopathological features. The skin

Figure 1: Hyperkeratotic, erythematous, scaly plaques were observed
on both mid-palms and hypothenar eminences, the fingertips were
spared.

Figure 2: Basal cell degeneration with a band-like lymphocytic infiltrate
in the upper dermis along with focal hypergranulosis and irregular
acanthosis (H&E, 20X10).
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DISCUSSION
The diagnosis of palmoplantar LP may be difficult,
especially when palmar lesions presented as an
isolated finding, because palmoplantar lesions do not
demonstrate typical polygonal, pruritic lesions of LP
and Wickham’s striae in contrast to LP lesions [3-5].
Several clinical variants of palmoplantar LP have
been described, including erythematous scaly form,
firm and rough, semi-translucent and waxy, erosive,
hyperkeratotic, punctate keratosis-like, petechia-like
and ulcerative forms [1,2-5]. The most common
variant is erythematous scaly form in which yellowish,
compact keratotic papules or papulonodules are
seen on the palms [4-6]. The differential diagnosis
of palmoplantar LP includes many dermatologic
disorders such as psoriasis, lichen nitidus, acquired
palmoplantar keratoderma, tinea, verruca vulgaris,
callus, xanthomas, granuloma annulare, Reiter’s
syndrome, syphilis, punctuate porokeratosis
and arsenical keratosis [5-7]. Histopathological
examination must be done for the differential
diagnosis and histopathology usually shows the
characteristic features of LP [3-5].

The current report was presented a case of palmar LP
because of its rarity and clinical diversity. In conclusion,
this case emphasizes to clinicians that palmoplantar
LP must be thought among the differantial diagnoses
of the palmoplantar lesions and histopathological
examination is essential to establish diagnosis.

CONSENT
The examination of the patient was conducted
according to the Declaration of Helsinki principles.
Written informed consent was obtained from the
patient for publication of this article.
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The first-line treatment of palmoplantar LP is
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