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Introduction
The term psoriasiform keratosis was coined by Walsh et al. [1] in 2007 as a provisional appellation 

until determination of its nature as a lesion sui generis or a rudimentary presentation of psoriasis. 
They described it as an uncommon entity, characterized by a solitary, erythematous, scaly or keratotic 
papule or plaque located mostly on the extremities [1]. The clinical appearance of the reported 
lesions resembles seborrheic keratosis, Bowen disease, basal cell carcinoma (BCC), squamous 
cell carcinoma (SCC), actinic keratosis, acanthoma variants, etc [1-5]; but the histopathology of 
all lesions mimics psoriasis, with acanthosis, hyperkeratosis, parakeratosis, intracorneal and/or 
intraepidermal collections of neutrophils (in some cases) and vascular dilatation and lymphocytic 
infiltration in superficial dermis [1-5]. 

Case Report
 A 32-year-old male patient presented with an asymptomatic, small, red lesion on the right 

side of his neck, just below the ear since four months ago. He did not have any history of trauma 
or insect bite in that area. In physical examination, there was a solitary, dark red, firm, non-tender, 
round papule with mild scaling on the surface and an erythematous and inflamed base (Figure 1). 
No other significant skin or mucosal lesions were seen. He had already applied a cream containing 
Fusidic acid and Betamethasone valerate and then Mometasone furoate cream for 3 weeks without 
improvement. The lesion was completely excised and sent for histopathological evaluation with the 
clinical impressions of inflamed seborrheic keratosis, clear cell acanthoma and basal cell carcinoma. 
Histopathological examination revealed epidermal acanthosis with elongated rete ridges associated 
with thinning out of the epidermis over the dermal papillae (i.e. psoriasiform hyperplasia) (Figure 
2A). Preserved granular cell layer with hyperkeratosis (Figure 2B) and few foci of mild parakeratosis 
(Figure 2C) were also noted. The dermal papillae and the superficial dermis showed many dilated 
vessels with mild perivascular collections of lymphocytes and macrophages (Figure 2D).

Differential Diagnosis
Despite the different clinical features of the lesion, the histopathological findings unexpectedly 

resembled those of psoriasis. Inflamed or irritated seborrheic keratosis was excluded by the absence 
of acanthosis formed by basal cells interspersed with horn cysts, squamous eddies and/or marked 
inflammation. The absence of the glycogen-rich clear cells and also the lack of acantholysis in the 
epidermis excluded clear cell acanthoma and other types of acanthoma (such as acantholytic and 
epidermolytic acanthomas and warty dyskeratoma), respectively. Basal cell carcinoma and other 
malignant or premalignant epidermal lesions were excluded in the absence of any epidermal atypia, 
abnormal mitosis or invasive epithelial nests with desmoplastic stromal reaction. 
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Abstract
Psoriasiform keratosis is a rare, recently described entity, characterized by a solitary keratotic or scaly 
papule or plaque similar to seborrheic or actinic keratosis or other epidermal proliferations, but with 
the histopathological features that mimic psoriasis. The etiology and pathogenesis of psoriasiform 
keratosis remain unknown. Most of the reported lesions were located on the extremities. We here 
in report a 32-year-old man presented with a solitary asymptomatic keratotic papule on the right 
side of the neck. The histopathology of the excised lesion was consistent with psoriasiform keratosis.

Keywords: Acanthoma; Keratosis; Psoriasis; Psoriasiform keratosis

Mohammadreza Mortazavi1* and Somaia Ahmed Saad El-Din2

1Department of Dermatology, Al-Hayat International Hospital, Oman

2Department of Pathology, Ain Shams University, Egypt



Mortazavi M, et al. Annals of Clinical Case Reports - Dermatology Case Reports

Remedy Publications LLC., | http://anncaserep.com/ 2016 | Volume 1 | Article 10032

Discussion
Psoriasiform keratosis (PK) was described for the first time by 

Walsh et al. [1] in 2007 as a probably distinct clinicopathological 
entity. They and then Mutasim reported several cases with various 
clinical diagnoses such as seborrheic keratosis, Bowen disease, BCC, 
actinic keratosis, SCC, lichenoid keratosis, large cell acanthoma, 
verruca vulgaris, etc., but with similar psoriasiform histopathology 
[1,2]. According to the concept of unilesional presentation, they 
suggested that the relationship of psoriasiform keratosis to psoriasis 
resembles that of the benign lichenoid keratoses to lichen planus 
[6,7] or pagetoid reticulosis to multilesional mycosis fungoides [8,9]. 
Among all the reported cases of PK that had histopathological features 
of psoriasis, none developed the clinical evidence of disseminated 
psoriasis in their next follow-up visits [1-5]. The inefficacy of topical 
corticosteroids in treatment of the PK lesions in the cases reported by 
Carbone et al. [3] and Pires et al. [5] and also in our presented case, 
implies the fact that psoriasiform keratosis is probably a sui generis 
epidermal proliferation with psoriasiform histological features rather 
than a variant of the inflammatory disease, psoriasis.

To date, to the best of our knowledge, only 32 cases of psoriasiform 
keratosis (including the current case) have been reported in the 
literature [1-5], but its actual incidence and prevalence remains to 
be determined. The etiopathogenesis of psoriasiform keratosis is 
still unknown, but some authors are in favor of classifying PK in the 
group of cutaneous acanthomas which includes clear cell acanthomas, 
lichenoid keratosis, seborrheic keratosis, acantholytic acanthoma and 
warty dyskeratoma [2]. Sezer et al. [4] detected human papilloma 
virus (HPV) type 6 in the tissue specimen of their reported case, using 
the polymerase chain reaction (PCR) technique. The role of HPV in 
pathogenesis of some skin neoplasms such as Bowen disease, SCC and 
bowenoid papulosis is well-known [10]. Recent isolation of HPV in 
some benign epidermal proliferations including large cell acanthoma, 
stucco keratosis (a variant of seborrheic keratosis) and skin tag 
(acrochordon) suggests the probable role of HPV in etiopathogenesis 
of these lesions, as well [11-13]. More extensive investigations for 
confirming the etiopathogenic role of HPV in development of PK are 
necessary.

The age of all reported cases in the literature were more than 55 
years, except two patients in the first case series who were 47 and 30 
years old at the time of presentation [1-5]. The mean age of patients 
in Walsh et al. [1] case series and in Mutasim cases were 66.8 and 
73.2 years, respectively [2]. Our current case was a 32-year-old man. 

Regarding the gender of the reported cases, the incidence of PK in 
males was almost equal to females.

The lesions in the reported cases were mostly located on the upper 
or lower extremities. The location of the lesions in only a few cases in 
the first case series (and in our case) was on the other areas including 
scalp, trunk and neck [1-5]. 

Histopathological evaluation of psoriasiform keratosis in Walsh et 
al. [1] and Sezer et al. [4] reported cases showed regular and irregular 
acanthosis, focal or confluent parakeratosis with ectatic vessels in the 
papillary dermis and a sparse superficial perivascular lymphocytic 
infiltration. The majority of cases reported by Mutasim (12 out of 
13 lesions) revealed psoriasiform pattern with focal rather than 
confluent compact parakeratosis, similar to our case. Our presented 
case showed well-developed granular cell layer that is not a feature of 
classic psoriasis but may be seen in psorisiform keratosis. Four out of 
13 lesions were examined by Mutasim had well-developed granular 
cell layer, while all other lesions showed preserved granular cell layer 
with variable reduction in their thickness [2].

Some of the authors, have reported collections of neutrophils in 
the stratum corneum and/or intraepidermal spongiform neutrophilic 
pustules in most but not all of their cases [1,2,4]. Our presented case 
did not have significant neutrophilic infiltration in the epidermis.

In conclusion, psoriasiform keratosis is a recently described 
entity characterized by a solitary keratotic papular lesion with 
psoriasiform histology. It is still not clear that it should be considered 
as a unilesional presentation of psoriasis or it should be classified in 
the group of cutaneous acanthomas.
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