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ABSTRACT 
Hypertrophic lichen planus (HLP) is a chronic inflammatory dermatosis with a recognized risk of malignant 
transformation, most commonly to squamous cell carcinoma (SCC). Keratoacanthoma (KA), considered a 
well-differentiated variant within the SCC spectrum, often exhibits overlapping clinical, dermoscopic and 
histopathological features, posing a diagnostic challenge. We report a case of a 65-year-old female with a 
long-standing history of HLP involving multiple sites for over 20 years, who presented with a rapidly 
enlarging lesion over the left leg for 9 months. Clinical examination revealed multiple hyperkeratotic plaques 
with central keratin plugging, crusting and focal ulceration over the left leg. Dermoscopic evaluation 
demonstrated central keratin mass and crust with surrounding white structureless areas, orange–yellow 
keratinous plugs, focal hemorrhagic spots along with perifocal scaling and scattered linear irregular vessels 
on an erythematous background. Histopathological examination showed classical features of hypertrophic 
lichen planus along with crateriform architecture, keratin pearl formation, cytological atypia and dermal 
invasion, consistent with squamous cell carcinoma with keratoacanthoma-like features. This case highlights 
malignant transformation in long-standing HLP and emphasizes the importance of early biopsy, dermoscopic 
evaluation and clinicopathological correlation for accurate diagnosis and timely management. 
Keywords: Hypertrophic lichen planus, Squamous cell carcinoma, Keratoacanthoma, Dermoscopy, 
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INTRODUCTION 
Hypertrophic lichen planus (HLP) is a chronic 
inflammatory variant of lichen planus 
characterized by intensely pruritic, hyperkeratotic 
plaques most commonly involving the extensor 
surfaces.¹,² It represents a persistent and often 
recalcitrant form of cutaneous lichen planus, 
frequently associated with significant morbidity 
due to chronicity, pruritus, and cosmetic 

disfigurement.¹ The pathogenesis of HLP 
involves a T-cell–mediated autoimmune response 
directed against basal keratinocytes, resulting in 
interface dermatitis, basal cell degeneration and a 
dense band-like lichenoid inflammatory 
infiltrate.¹ Cytotoxic CD8+ T lymphocytes play a 
central role in inducing keratinocyte apoptosis, 
while pro-inflammatory cytokines, adhesion 



Squamous Cell Carcinoma with Keratoacanthoma like Features Arising in Long-
standing Hypertrophic Lichen Planus: A case report 

IJDDT, Volume 16 Issue 42s, 2026 Page 556 

 

molecules and oxidative stress contribute to 
sustained inflammation and tissue damage.¹,² 
Long-standing HLP has been associated with a 
risk of malignant transformation, most frequently 
into squamous cell carcinoma (SCC), particularly 
in lesions of prolonged duration and those located 
over the lower limbs.³ Chronic inflammation is 
believed to play a pivotal role in carcinogenesis 
through persistent immune activation, repeated 
cycles of epithelial injury and repair, and 
accumulation of genetic mutations over time.³ 
Additional contributing factors include chronic 
trauma due to scratching, Koebner phenomenon, 
secondary infection, and local immunological 
dysregulation, all of which create a 
microenvironment conducive to neoplastic 
transformation.³ Although the overall incidence 
of malignant transformation remains low, early 
recognition is essential due to the potential for 
local invasion and associated morbidity.³ 
Keratoacanthoma (KA) is a rapidly growing 
epithelial tumour that typically presents as a 
dome-shaped nodule with a central keratin-filled 
crater.⁴ It is characterized by a distinctive clinical 
course, including a proliferative phase followed 
by stabilization and, in some cases, spontaneous 
regression.⁴ Despite its traditionally benign 
classification, increasing evidence suggests that 
KA represents a well-differentiated variant within 
the spectrum of SCC.⁴,⁵ The distinction between 
KA and well-differentiated SCC remains 
controversial due to considerable overlap in 
clinical presentation, dermoscopic findings and 
histopathological features.⁵ 
The coexistence of chronic inflammatory 
dermatoses such as HLP with neoplastic 
processes further complicates diagnosis. Reactive 
conditions such as pseudoepitheliomatous 
hyperplasia, along with KA and well-
differentiated SCC, may demonstrate similar 
morphological features both clinically and 
histologically, leading to potential diagnostic 
dilemmas. ⁶ Accurate diagnosis in such cases 
requires careful clinicopathological correlation, 
as early identification of malignant 
transformation is critical to prevent disease 
progression and ensure optimal patient 
outcomes.⁶ 

We report a case of a 65-year-old female with 
long-standing HLP who developed a rapidly 
enlarging lesion over the left leg, which on 
histopathological examination revealed features 
of squamous cell carcinoma with 
keratoacanthoma-like morphology, highlighting 
the importance of early biopsy and 
comprehensive evaluation in chronic dermatoses. 
CASE REPORT 
A 65-year-old female farmer by occupation 
presented with complaints of long-standing 
asymptomatic lesions over bilateral lower limbs, 
upper limbs and back for approximately 20 years, 
along with a rapidly enlarging irregular lesion 
over the left leg for the past 9 months. 
The patient was apparently well 35 years ago 
when she first developed hypopigmented lesions 
over the left leg, for which she received treatment 
from a local practitioner. Over time, she 
developed erythematous, pruritic, raised lesions 
that gradually increased in size from 
approximately 2 × 2 cm to 8 × 5 cm over a span 
of 15 years. The lesions were associated with 
intermittent itching but no history of pain, 
bleeding or discharge. 
Approximately 3 years prior to presentation, the 
patient developed similar lesions over the right 
arm, back and right lower limb. She sought 
treatment from a local dermatologist and received 
both topical and systemic medications, following 
which there was partial regression in the size of 
the lesions. However, adherence to treatment was 
irregular, and the disease course remained chronic 
with intermittent exacerbations. 
Over the past 9 months, the lesion over the left leg 
showed rapid progression in size with the 
development of irregular margins, crusting, and 
focal ulceration. It was not associated with pain or 
systemic symptoms such as fever, weight loss or 
malaise. The rapid change in morphology raised 
concern for malignant transformation, prompting 
further evaluation. 
The patient was a known case of hypertension, 
type 2 diabetes mellitus and dyslipidaemia for the 
past 20 years and was on regular treatment with 
vildagliptin, dapagliflozin, metformin, 
amlodipine, aspirin and atorvastatin. There was 
no history of smoking, alcohol consumption or 
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exposure to known carcinogens. Family history 
was not contributory. 
Cutaneous examination:  
Cutaneous examination revealed multiple well-
defined, asymmetrical hyperpigmented to 
erythematous plaques with violaceous to 
depigmented patches distributed over the left 
shin, right lower limb, right arm, and back. The 
lesions were thickened, hyperkeratotic, and 
showed evidence of chronicity. 
The lesion over the left leg was particularly 
notable, showing a large hyperkeratotic plaque 
with multiple keratin plugs, crusting, and focal 
areas of ulceration. The surface was irregular and 
indurated, with poorly defined margins in certain 
areas (Figure 1). Koebner phenomenon was 
present, indicating active disease. Multiple 
violaceous to hypopigmented to skin colour 
plaques present over the back (Figure 2). 
 
 

 
Figure 1: Hyperkeratotic plaque with central 
crater and keratin plug with hyperpigmented 
plaque with multiple depigmented macules to 
patch present over left leg. 

 
Figure 2: Multiple well defined violaceous to 
depigmented patch to plaque present over 
back.  
There was no evidence of mucosal involvement. 
Examination of hair and nails was unremarkable. 
Regional lymph nodes were not enlarged, and 
systemic examination was within normal limits. 
DERMOSCOPY 
Dermoscopy of the lesion over the left leg 
revealed central keratin mass and crust with 
surrounding white structureless areas, orange–
yellow keratinous plugs, focal hemorrhagic spots 
along with perifocal scaling and scattered linear 
irregular vessels on an erythematous background 
(Figure 3). These findings are characteristic of 
keratinizing tumors such as keratoacanthoma and 
squamous cell carcinoma. The absence of 
classical Wickham striae in the nodular 
component further supported the suspicion of 
malignant transformation within a background of 
HLP. 
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Figure 3: Dermoscopy showing central keratin 
mass and crust with surrounding white 
structureless areas, orange–yellow keratinous 
plugs, and focal hemorrhagic spots. 
INVESTIGATION 
Routine laboratory investigations were within 
acceptable limits except for mild anaemia 
(haemoglobin: 10 g/dL) and elevated erythrocyte 
sedimentation rate (40 mm/hr), suggestive of 
chronic inflammation. Liver and renal function 
tests were within normal limits and serological 
investigations were negative. 
A 4-mm punch biopsy was obtained from the 
most representative area of the lesion over the left 
leg, including the nodular and ulcerated 
component. 
Histopathological examination revealed features 
consistent with hypertrophic lichen planus, 
including hyperkeratosis, wedge-shaped 
hypergranulosis, irregular acanthosis with saw-
toothing of rete ridges, and a dense band-like 
lymphocytic infiltrate at the dermoepidermal 
junction (Figure 4). 

 
Figure 4: Hematoxylin and eosin stain under 
10x showing hyperplastic epidermis with 
atypia of cells in form of altered nuclear to 
cytoplasmic ratio with glassy cytoplasm. 
In addition, there were areas showing marked 
epidermal hyperplasia forming a crateriform 
architecture filled with keratin. Sheets and nests 
of atypical squamous cells were noted, exhibiting 
nuclear pleomorphism, hyperchromasia, and 
increased mitotic activity (Figure 5). Prominent 
keratin pearl formation and evidence of dermal 
invasion were present, confirming malignant 
transformation. 

 
Figure 5 Hematoxylin and eosin stain under 
40x showing squamous nests cells with altered 
nuclear to cytoplasmic ratio (yellow arrow) 
and dyskeratotic cells 
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These findings were consistent with squamous 
cell carcinoma with keratoacanthoma-like 
features arising in long-standing hypertrophic 
lichen planus. 

 
Figure 6 Hematoxylin and eosin stain under 
40x showing hyperkeratosis, acanthosis, 
squamous atypia extending in dermis with 
thinning of rete ridges and band like infiltrate 
in dermis 

 
Figure 7 Hematoxylin and eosin stain under 
40x showing endophytic proliferation of 
squamous epithelium forming crateriform 
architecture with a central keratin-filled plug 

(green arrow). The dermis shows infiltrating 
nests and islands of atypical squamous cells 
exhibiting increased nuclear–cytoplasmic 
ratio, nuclear pleomorphism, and 
hyperchromasia (yellow arrow). 
DISCUSSION 
Hypertrophic lichen planus (HLP) is a chronic 
inflammatory dermatosis with a recognized, 
though relatively uncommon, risk of malignant 
transformation, most frequently into squamous 
cell carcinoma (SCC). ³ Chronic inflammation 
plays a central role in carcinogenesis through 
persistent immune activation, oxidative stress and 
repeated cycles of epithelial injury and 
regeneration, ultimately leading to genomic 
instability and neoplastic transformation.³ 
Histopathologically, KA demonstrates a 
symmetrical crateriform architecture with a 
central keratin plug, whereas SCC is 
characterized by cytological atypia, nuclear 
pleomorphism, increased mitotic activity, keratin 
pearl formation, and dermal invasion.⁵,⁶ In the 
present case, the presence of both crateriform 
architecture and definitive features of 
malignancy, including dermal invasion and 
keratin pearl formation, supported the diagnosis 
of SCC with keratoacanthoma-like features. ⁶ 
Dermoscopy serves as a valuable non-invasive 
adjunct in the evaluation of keratinizing tumours.⁷ 
Dermoscopic features such as central keratin 
mass, white structureless areas, and hairpin or 
linear irregular vessels are commonly observed in 
both KA and SCC.⁷,⁸ Additional features such as 
polymorphous vascular patterns and white circles 
may further support a diagnosis of SCC.⁹ In 
contrast, Wickham striae, typically seen in lichen 
planus, may be absent in areas undergoing 
malignant transformation.⁸ In the present case, 
dermoscopic findings showed good correlation 
with histopathological features, aiding in early 
suspicion of malignancy. 
Pseudoepitheliomatous hyperplasia (PEH) 
represents an important differential diagnosis, 
particularly in the background of chronic 
inflammatory dermatoses. ¹⁰ It is a benign reactive 
proliferation that can mimic SCC both clinically 
and histologically; however, it lacks cytological 
atypia and dermal invasion, which are key 
features of malignancy. ¹⁰ Careful 



Squamous Cell Carcinoma with Keratoacanthoma like Features Arising in Long-
standing Hypertrophic Lichen Planus: A case report 

IJDDT, Volume 16 Issue 42s, 2026 Page 560 

 

histopathological examination is therefore 
essential to differentiate between these entities. 
Recent literature continues to emphasize the 
importance of early recognition and biopsy of 
suspicious lesions in long-standing HLP. ¹¹ 
Lesions demonstrating atypical features or rapid 
progression should be evaluated promptly to 
exclude malignant transformation. Early 
diagnosis and appropriate management are 
critical to prevent local invasion and associated 
morbidity. ¹¹ 
Treatment of keratoacanthoma and squamous cell 
carcinoma primarily involves surgical excision, 
which remains the gold standard, especially when 
malignancy is suspected. Wide local excision is 
preferred for SCC, while Mohs micrographic 
surgery may be used in high-risk or cosmetically 
sensitive areas. Non-surgical options such as 
intralesional methotrexate, 5-fluorouracil, topical 
imiquimod, or radiotherapy may be considered in 
selected cases or when surgery is not feasible. 
Evaluation for lymphatic spread is essential in 
SCC. This includes clinical examination of 
regional lymph nodes, imaging such as ultrasound 
or CT in high-risk cases, and FNAC or biopsy of 
suspicious nodes. Early detection of nodal 
involvement is important for prognosis and 
management.  This case highlights the diagnostic 
challenge posed by overlapping features of HLP, 
KA, and SCC, and underscores the importance of 
a high index of suspicion, dermoscopic 
evaluation, and meticulous clinicopathological 
correlation in achieving an accurate diagnosis. 
A comparison of clinicopathological and 
dermoscopic features is summarised in Table 1. 
Table 1: Comparison of HLP, KA, SCC and 
PEH 

Feat
ure 

Hype
rtrop
hic 

Liche
n 

Plan
us 

(HLP
) 

Kerato
acanth

oma 
(KA) 

Squa
mous 
Cell 

Carci
noma 
(SCC) 

Pseudoe
pithelio
matous 
Hyperpl

asia 
(PEH) 

Clini
cal 

Hype
rkerat
otic 

prurit
ic 

plaqu
es 

Rapid 
dome-
shaped 
nodule 

Ulcera
ted/no
dular 
lesion 

 

Reactive 
plaque/n

odule 
 

Gro
wth 

Chro
nic, 
slow 

Rapid 
(weeks

) 

Progre
ssive 

Reactive 

Surf
ace 

Scali
ng 

Keratin 
plug 

Crusti
ng/ulc

er 
Irregular 

Der
mos
copy 

Wick
ham 
striae 

Central 
keratin, 
hairpin 
vessels 

Polym
orphou

s 
vessels 

Non-
specific 

HPE 

Saw-
toothi

ng, 
band 
infiltr

ate 

Crateri
form 

Invasi
ve 

nests 

Irregular 
hyperplas

ia 

Atyp
ia 

Abse
nt 

Minim
al 

Marke
d Absent 

Inva
sion 

Abse
nt 

Pushin
g 

Presen
t 

Absent 

Kera
tin 

Hype
rkerat
osis 

Plug Pearls Mild 

Natu
re 

Prem
align
ant 

SCC 
variant 

Malig
nant Mild 

CONCLUSION 
This case highlights the diagnostic challenge in 
differentiating transformative changes arising in 
long-standing hypertrophic lichen planus. The 
presence of rapid growth, ulceration, and atypical 
clinical features should prompt early biopsy. 
Dermoscopic evaluation serves as a useful 
adjunct, while histopathological examination 
remains the gold standard for diagnosis. Early 
recognition and timely surgical management are 
essential to prevent progression, reduce 
morbidity, and ensure favorable outcomes. 
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