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Dear Editor,

Differentiating benign from malignant skin conditions is 
a decision which has a lot of psychological impact on the 
patients and it changes the treatment protocol completely. 
Clinical expertise, dermoscopy, and histopathology aid in 
our decision to differentiate a malignant skin condition 
from its mimickers. Lichenoid keratosis is a benign 
condition which closely mimics squamous cell carcinoma 
and premalignant conditions like Bowen’s disease. We 
report a rare case of benign lichenoid keratosis  (BLK) and 
its successful management highlighting its differentiating 
features from its malignant counterparts.

A 45‑year‑old male patient presented with complaints of 
an asymptomatic dark raised lesion on the left forearm 
for last 2  years. On examination, a solitary well‑defined 
erythematous to hyperpigmented plaque of size 7  ×  5  cm 
was present over the volar aspect of the left forearm 
with an irregular surface and adherent black crust along 
the periphery  [Figure  1]. Dermoscopy revealed multiple 
dotted vessels and fine scaling along with few areas of 
crusting  [Figure  2]. Skin biopsy was done keeping in 
mind the differentials of Bowens disease, squamous cell 
carcinoma, granuloma annulare, and BLK. Histopathology 
of the lesion revealed epidermis showing acanthosis and 
hyperkeratosis. Squamous epithelial cells showed reactive 
atypia. A dense lymphoplasmacytoid lichenoid inflammatory 
infiltrate was seen in the subepidermal region [Figure 3]. No 
signs of dysplasia/atypia were seen. HMB45, CK7, CK20, 
CK5/6, CEA, and Melan A were negative. The diagnosis of 
benign lichenoid keratosis was made. Patient was started on 
topical 5% 5‑fluorouracil (5‑FU) applied once a day.

BLK is a typical benign cutaneous lesion with an uncertain 
cause which is frequently mistaken for a benign cutaneous 
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tumor. BLK may be a lymphocyte‑mediated regression 
of lentigo or reticulated seborrheic keratosis that was 
previously present.[1] It frequently affects fair‑skinned 
females between the fifth and seventh decade. BLK 
typically appears as a single lesion on sun‑exposed areas 
such as the face, upper extremities, and trunk.[2] Three 
morphologic subtypes of BLK—the erythematous type, 
the papulokeratotic type, and the plaque type—have been 
described in the literature.[3,4] Most of the cases resolve 
spontaneously. Treatment modalities include topical 
steroids, topical 5% 5‑FU, and 5% imiquimod. Surgical 
excision is also beneficial.

The aim of this communication is to highlight the 
importance of clinical, dermoscopic, and histopathological 
correlation in clinching the diagnosis. In our case, although 
the clinical features were suggestive of a malignant change, 
the dermoscopic findings helped in thinking of varied 
differentials due to the benign features. Very few cases of 
BLK have been reported from India. Therefore, it is essential 
to be sensitized about this benign entity before thinking of a 
malignant condition because it may be just a “false alarm” !

Figure 1: A solitary well‑defined erythematous to hyperpigmented plaque 
of size 7 × 5 cm was present over the volar aspect of left forearm with an 
irregular surface and adherent black crust along the periphery

Figure 2: Dermoscopy showing multiple dotted vessels, fine scaling along 
with few areas of crusting (Dermalite DL 4, nonpolarised,10X)
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Figure  3: Epidermal acanthosis and hyperkeratosis with squamous 
epithelial cells showing reactive atypia. A  dense lymphoplasmacytoid 
lichenoid inflammatory infiltrate is seen in the subepidermal region 
(H &E,100x)


