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Lichenoid keratosis (LK)—also known as lichen planus-
like keratosis, solitary lichen planus, or involuting 
lichenoid plaque—is a common benign cutaneous 
lesion [1]. LK is found to represent 1.6% of all skin 
biopsies reviewed by dermatopathologists [2]. It 
usually affects adults older than 55 years of age and 
is more prevalent among females. Although the 
etiology of LK is not fully understood, LK usually 
develops over a preexisting skin lesion, such as a solar 
lentigo lesion or seborrheic keratosis, which might 
be evident upon examination [3]. LK may appear 
anywhere on the body but is most commonly seen on 
the trunk and the upper extremities. It is frequently 
present as a single lesion [2]. LK may be categorized 
clinically into six different types: flat pigmented, flat 
erythematous, plaque-like, papulokeratotic, nodular, 
and morpheaform. LK may be difficult to differentiate 
from melanoma and non-melanoma skin cancer, both 
clinically and dermoscopically.

Histologically, LK mimics lichen planus, that is, 
band-like inflammatory infiltrate with interface 
involvement, vacuolar degeneration of the basal cell 
layer, hyperparakeratosis, acanthosis, and the presence 
of dermal melanophages. Dermoscopy of LK bears no 
pathognomonic features. Comedo-like openings, a 
cerebriform appearance, telangiectasias, dotted vessels 
and bluish-grey granules (peppering), milky red-white 
areas, spoke-wheel areas, short pigmented lines, eccentric 
or central hyperpigmentation, blue ovoid nests, and 
white scar-like areas may be observed in LK [3].

   Herein, we report the case of a thirty-year-old female 
without a medical history who consulted for a solitary, 

intensely itchy lesion on the upper back (Fig. 1). The 
patient reported that the lesion had been present for 
four months. No previous skin lesions had been noted 
by the patient in the same site. The lesion had been 
stable in size, color, and shape. A physical examination 
revealed a solitary, thin, violaceous plaque 2 cm in size. 
Scalp, mucosa, and nail examinations were normal. The 
dermoscopic features of the lesion included regular, 
light-brown, eccentric dots and globules, a central 
blue-white veil taking two thirds of the lesion, comedo-
like openings, subtle gray circles, short and thin 
bright white linear structures, and no vascular pattern 
(Fig. 2). A biopsy of the lesion was taken, revealing 
para- and orthokeratotic hyperkeratosis with interface 
lymphohistiocytic infiltrate and vacuolar degeneration 
of the basal cell layer (Fig. 3), confirming the diagnosis 
of lichenoid keratosis.

Clinical Image

Figure 1: Intensely itchy, thin, violaceous plaque on the upper back.
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Consent

The examination of the patient was conducted according to the 
principles of the Declaration of Helsinki.

The authors certify that they have obtained all appropriate patient 
consent forms, in which the patients gave their consent for images 
and other clinical information to be included in the journal. The 
patients understand that their names and initials will not be 
published and due effort will be made to conceal their identity, 
but that anonymity cannot be guaranteed.
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Figure 2: Dermoscopic features showing regular, light-brown, eccentric 
dots and globules, a central blue-white veil taking two thirds of the 
lesion, comedo-like openings, subtle gray circles, short and thin bright 
white linear structures, and no vascular pattern.

Figure 3: Para- and orthokeratotic hyperkeratosis with interface 
lymphohistiocytic infi ltrate and vacuolar degeneration of the basal cell layer.


