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Lichen Sclerosus or Vulvar Angiokeratoma:  
A Diagnosis That is not always so easy
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Introduction

Vulvar lichen sclerosus, a chronic inflammatory condition, 

can mimic angiokeratoma both clinically and dermoscopi-

cally, presenting diagnostic challenges. Initial misdiagnosis 

of vulvar lichen sclerosus as angiokeratoma can lead to in-

appropriate management and delayed treatment. This case 

highlights the importance of considering a broad differential 

diagnosis when evaluating vulvar lesions, particularly those 

with vascular characteristics.

Angiokeratoma is a benign cutaneous lesion derived 

from the dilatation of blood vessels in the papillary dermis, 

associated with hyperkeratosis and acanthosis of the epider-

mis. Clinically, it appears as a papule or plaque that is soft 

upon palpation and blue or violet in color, with a hyperker-

atotic surface. Histologically, it shows vascular ectasia of the 

papillary dermis which may appear to extend into the epi-

dermis, with overlying epidermal hyperplasia characterized 

by acanthosis, elongation of the rete ridges and hyperkerato-

sis, with the epidermis encircling the dilated vascular spaces.

Angiokeratoma could also be associated with other dis-

eases, creating difficulties in differential diagnosis or in dis-

tinguishing it from an underlying disease.

Case Presentation

A 74-year-old woman was referred for evaluation of a vulvar 

blue plaque. The lesion had been present for 4 months and 

initially appeared as a small papule. Over time, it extended 

along the right entire labia minora. The patient reported the 

onset of symptoms such as itching and inconstant pain in the 

genital region. Examination showed a soft red-blue plaque 
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Figure 1. 74-year-old woman diagnosed with vulvar hemorrhagic lichen sclerosus. (A) Clinical 

examination showed a soft, red-blue plaque with irregular edges and clear demarcation from the 

surrounding normal skin. (B) Dermoscopy revealed blue-black lacunae with homogeneous red 

peripheral areas. Pearly white regions, skin atrophy with shiny white streaks and dots were observed 

on the left labia minora. (C) Significant clinical improvement was observed after one month of treat-

ment with clobetasol propionate. (D) Post-treatment dermoscopy revealed only a residual reddish 

area with distinct boundaries.

with irregular edges and clear delimitation from the normal 

adjacent skin. In addition, there were also some other iso-

lated papules measuring 2 mm, similar to the main lesion, 

over the vulva and labia majora (Figure 1A).

Dermoscopy revealed blue-black lacunae with homo-

geneous red peripheral areas (Figure 1B). At first sight, this 

lesion seemed to be a vulvar angiokeratoma, but on the left 

labia minora, there were pearly white areas, skin atrophy 

with shining white streaks, and dots upon dermoscopic ex-

amination (Figure 1B). Despite the main lesion, these ele-

ments suggested a clinical suspicion of lichen sclerosus. The 

plaque was biopsied, and the microscopic findings were con-

sistent with the diagnosis of lichen sclerosus with concom-

itant haemorrhage (Figure 2). Thus, the patient was treated 

topically with 0.05% clobetasol propionate. After 1 month 

of treatment with clobetasol propionate she reported the 

disappearance of symptoms such as genital pain and itch-

ing. The examination revealed that the ecchymotic macules, 

vascular lesions, and the erosion on the vaginal vestibule 

had almost disappeared, both clinically and dermoscopically 

(Figure 1, C and D).

Conclusions

The initial diagnostic suspicion of angiokeratoma was dis-

proven by anamnestic, clinical and dermoscopic evidence. 

The final diagnosis was hemorrhagic lichen sclerosus, which 

can sometimes mimic angiokeratoma, both clinically and 

dermoscopically, creating difficulties in differential diagnosis.

Khatib and colleagues reported a case of extragenital 

hemorrhagic bullous lichen sclerosus [1]. The mechanism un-

derlying the onset of hemorrhagic bullae could be explained 

by the binding of IgG autoantibodies with basal membrane 

proteins such as extracellular matrix protein 1 (ECM1), 

which is fundamental for the interaction of collagen and 

the elastic fibres of the dermis at the basal membrane [2].  

An other reason for the formation of hemorrhagic bullae 

is the oedema of the papillary dermis secondary to the in-

flammation and lymphocytic infiltrate, which interferes with 

maintenance of the structures of dermal collagen fibers [3].

This case highlights the critical importance of differentiating 

between vulvar lichen sclerosus and angiokeratoma, as accurate 

diagnosis is essential for effective treatment and management.
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Figure 2. (A-D) Histopathological examination shows epidermal thinning with loss of rete ridges, 

hyperkeratosis and dermal sclerosis. Notable is the presence of superficial dermal hemorrhage with 

extravasated red blood cells. (A) H&E, original magnification X10. (B) H&E original magnification 

X10. (C) H&E original magnification X20. (D) H&E original magnification X20.


