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Skin type-related differences of Seborrheic Keratosis
Background

Seborrheic Keratosis is an epidermal tumor common in the human skin, mostly in elderly

and middle age individuals. The lesions are the common types of tumors found in the skin by
most dermatologists and physicians operating in outpatient settings. Seborrheic keratoses are
mostly benign tumors with distinguishing features that often describe them. There are
morphological overlaps with other lesions found in malignant skin!. It is vital to consider
differentiation features between malignant and benign skin tumors. As a result of the nature of
benign Seborrheic keratosis, it is evident that these individuals have treatment. However, most of
the patients still prefer undergoing treatment considering the preference given to the tumors 2.
Understanding the different treatment modalities and workups for managing Seborrheic keratosis
is also vital.
It was believed that Seborrheic Keratosis would typically appear during the fourth and fifth
decades °. Most individuals have five years to battle with Seborrheic Keratosis, while others
simultaneously harbor the lesions in hundreds of numbers. The lesions are considered cosmetic
distress and inconvenience to various patients. With time there have been treatment options for
benign lesions, which mainly vary with the setting surrounding them *. Most healthcare
institutions have come up with an explanation of the lesions’ nature and have provided
information, but no solution has been offered yet.

In different special settings, complicated methods may be utilized in treating the lesions,
for example, plasma pen, carbon dioxide laser, and Alexandrite laser, among others *. Treatment
could have been offered, for example, cautery, curettage, shaving, excisions, and cryosurgery
with hydrogen peroxide. There is a probability of skin discoloration after the performance of
cryosurgery in the darker types of skin. This is mainly dismissed given that it is a damage that is
likely to occur after any exercise has taken place, with it being mainly utilized to remove lesions.

It is crucial to note that the likely occurrence of risks is very minimal #. The Pathologic process



and etiology of the lesions partially embraced the lesions being put in place. Research shows that
the lesions are considered a sign of too much exposure to ultraviolet rays and an aging sign *

Seborrheic Keratosis is mainly related to the proliferation of immature keratinocytes,
which result in well-demarcated flat, shaped macules. The macules slowly grow and hence could
also be oval or round. Over a certain period, the macules can magnify in thickness *. This causes
them to resolve spontaneously in most layer cases. Research has indicated a higher expression of
amyloid precursor plotting after APCR analysis was carried out quantitatively in real time
through western blotting *. Also, the utilization of histo-chemistry techniques shows a higher
expression of amyloid precursor protein than a normal Seborrheic keratosis adjacent to the skin
in areas with high sunlight exposure. There are different varying features connected to benign
lesions.

The attributes can be highly confused with other pigmented benign lesions and, at other
times, be collated into malignant lesions such as squamous and basal cell carcinomas. Lesions
are likely to be demented with melanomas if they are pigmented intensely. It is due to the periodic
lack of distinguishing features excised with the verification of a diagnosis and to oblige with
ruling out malignity *. Seborrheic keratosis presents itself in different colors: blue, black, dark
brown, reddish pink, yellow, light brown, tan, and yellowish-orange *.

Seborrheic Keratosis has been outlined classically to have an appearance that stuck on
with a brown wax dropping °. There may be a regression of Seborrheic Keratosis on their own,
making them crumbly and fall off in different bits, with patients giving a typical history in
different cases. In most cases, the skin is likely to appear erythematous initially when there is the
regression of Seborrheic Keratosis °. Seborrheic keratoses are likely to range in size, with a slight
difference. However, they can be flat relative to the slightly raised papules, whereby rough
surfaced papules are likely to become plagues surfaced by large papillomatous®. Seborrheic

Keratosis is likely to occur in genital areas, legs and arms, with them not mostly seen on the soles



and palms. Seborrheic Keratosis is also commonly viewed on the chest and the back, uncommon
on the scalp and face.
Dermoscopy

Dermoscopy is a non-invasive technique, mostly combining light microscopy and digital
photography for diagnosing and observing Vivo skin pigments in the lesions. To carry out a
dermoscopic analysis, there is a need to consider skin lesions that are mostly pigmented and
covered with a liquid such as water, oil, and minerals °. The pigmented skin lesions are also
examined under a specific magnification range, with some cases utilizing a digital imaging
system identified as a dermatoscope ¢. To improve visualization of the sub-surface and the surface
of obtained structures using the technique, the recognition of structures designed morphologically
within the undetected lesions that, even at the end, cannot be detected unless otherwise °. The
morphological structures viewed in dermoscopy can mainly be classified based on different goal
features that allow a different preliminary categorization of the various skin lesions that are
predominantly pigmented with other local features that represent the alphabets in dermoscopy.

The global features that are mostly in existence allow the broad classifications of different
skin lesions with different global features existing in melanocytic lesions that were definable.
It is crucial to note that Seborrheic Keratosis can, at times, imitate malignant and benign skin
tumors. It makes a biopsy necessary for patients that cannot be distinguished from usual skin
malignancies ’.
The diagnosis made clinically consists of a dermatoscopic examination in different cases. Various
tests about the previous studies highlight the variability of dermoscopy in seborrheic Keratosis .
However, most exercised seborrheic Keratosis can be classified into up to ten dermoscopic
patterns repetitively. Dermoscopy of classic seborrheic Keratosis shows different milia-like cysts
with sharply demarcated borders.

In most cases, dermoscopy permits a prompt diagnosis that is liable in most cases by

making a revelation of the Seborrheic keratosis typical pattern. This is identifiable as milia-like



cysts’ presence with comedo-like openings, light brown fingerprints, and fingerprint-like or
brain-like appearance structures mostly light brown 5. In a case of an unclear feature in
dermoscopy, no accurate diagnosis is permitted, thus making the histopathological examinations
retain the position of being the best opinion.

In most cases, the skin appears to be eventually undistinguished, especially when there is
a regression of Seborrheic Keratosis, which can show some findings dermatoscopically in a
typical way with a grey brownish, bluish or whitish coarse granule. There are different features
dematoscopically that are described in connection to classic Seborrheic keratosis. They include:
1. Milia, clods, and white dots that look like cysts
2. Network-like structures
3. Fat fingers or curved lines
4. Comedo openings or colored dissimilar clods
5. Hairpin or looped vessels
6. Moth-eaten borders or scalloped margin
7. Sharp demarcation
e Milia, clods, and white dots that look like cysts-In dermatology, they are viewed as small
rounded structures with white to yellowish light colors that are mostly found scattered within. At
times they can be found peripherally located at one or more ends of the lesion °. They are,
however, not unique concerning Seborrheic keratosis and can be viewed in melanomas, and nevi.
In the history of pathology, they are viewed as intra-epidermal globules, commonly identified as
cysts in pseudo-horn.
However, the resumes’ features can vary in size even within the lesion. There may be the presence
of different sizes of Milia, which are best visualized using the highly non-polarized dermoscop’.
o Network-like structures- Network-like structures refer to lesions, although they are not actual
network pigments as viewed in melanocytic nevi; hence the term is regarded as one that was

coined °. Compared to the counterpart pigments, the network grid is larger, with the network lines



being hyper-bistered while, in the end, they are immediate at the periphery °. The existing holes
in the network-like structures are not related to the dermal papillae tip with keratin systems that
are filled on cytological segments.

e Fat fingers or curved lines-Fat fingers form a vital part of Seborrheic Keratosis. They are also
likely to vary in length and size appearing to be thick or thin °. Fat fingers develop in pairs usually,
whereas they can be aligned or be apparent randomly throughout the existing lesion. The
thickness cytologically has curved lines, which vary with the degree of acanthosis and increase
with its development, as viewed in the lesion °.

e Comedo openings or colored dissimilar clods-They are identified as invaginations filled with
keratin. The existing clods are mainly colored and are made using keratin plugs. The uncommon
features in Seborrheic Keratosis may sometimes be in the nevi dermal °. Conventionally, the
keratin plugs correspond to the open cyst pseudo horns that are mainly on the surface of the
existing epidermis. They come in different shades, such as black, blue, and brown, mainly due to
an admixture of white and yellow keratin composed of varying melanin quantities. The
introversions in a Seborrheic keratosis are identified as clods of different sizes and forms °.

e Hairpin or looped vessels-There is a mixed vessel displayed by Seborrheic Keratosis, but the
most typical pattern they possess is mainly looped '°. Also, a marking of a dotted vessel is visible
in the lesions present. The vessels contain a whitish halo highly comparable to the keratin that is
mainly adjacent to the vessels.

e Moth-eaten borders or scalloped margins - These are Seborrheic Keratosis that is flat with
a sharp demarcation with existing crenated borders, which initially were identified as borders that
are moth-patterns '°. Sharp demarcation-They include Seborrheic Keratosis, which is flat with
demarcation that consists of scalloped margins, which assist with the differentiation of them in
dermatoscopy from melanocytic lesions '°. Most of the Seborrheic keratosis that is thicker is

frequently present together with the lesions that are demarcated.



Milia like cysts

Comedo like openings

Fingerprint like structures

Network like structures

Fissures and ridges

Hairpin blood vessels
surrounded by whitish halo

e Seborrheic keratosis Schematic. Ralph P.Braun. Dermoscopedia

The following pictures shows some features of SKs under dermoscopy :
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Pic 1: Milia-like cyst of SK lesion in skin type 3.

Pic 2: Hairpin or looped vessels of SK lesion on skin type 2.
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Pic 3: SK in skin type 6 shows fissures and ridges under dermoscopy

Different subtypes have been divided from Seborrheic Keratosis In reference to histology
variations. They include:
1. Clonal
2. Reticulated
3. Acanthotic
4. TIrritated
5. Hyperkeratotic
6. Melano-acnathoma
7. LPLK or regressing type
e Clonal-It is not an ordinary alternative, but it can be similar to malignant and benign
lesions, for example, melanoma. In a study, there was an observation of clonal Seborrheic
keratosis whereby dermatoscopy showed cysts resembling milia and a sharp demarcation
3. However, some of the existing features showed a similar pattern to that of a large

globular to what is viewed in melanocytic lesions !!. In consideration, smaller globular
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bluish structures have a deeper pigmentation at their center, which were viewed as
irregularly disrupted within the normal lesion described in the basal cell context of
carcinomas !!. However, cytologically they mostly display a well-demarcated basaloid
intraepithelial nest which may also consist of large pale cells within Seborrheic Keratosis
that is acanthotic. There is more description of well-defined nests looking within the
corresponding epidermis.

Reticulated-The type of Seborrheic Keratosis is best viewed on an individual’s face, but
that does not mean that it is limited not to be seen on the body too. The type of Seborrheic
Keratosis portrays a reticulated pattern with a pseudo-pattern network. The type of pattern
is mainly displayed in Seborrheic Keratosis, that is, fat or most cases, and when it can be
noted on the face, it has a typical round opening that is white at the end of its pores !!. In
most cases, it is linked to lentigo maligna or nevus, which are demarcated with scalloped
margins that assist in diagnosing a benign lesion. The type of Seborrheic Keratosis is most
common when a person’s skin is exposed to sunshine compared to the skin that is not
exposed to sunshine. Numerous thin tracts are portrayed in histopathological pictures
related to basaloid epidermal cells that are interwoven and branched to the tracts !!. There
is less thickening of the epidermis and cysts pseudo horn, which are less often seen. In
most cases, the observation of hyperpigmentation that can be viewed with some senile
lentigines features can also be observed.

Acanthotic- It is a type of Seborrheic Keratosis that is most common in human skin. The
type of Seborrheic Keratosis appears in a teardrop, oval and round shape with a veracious
rough surface with them being demarcated fairly. In the dermatoscopy of Seborrheic
Keratosis, there are various sizes of round white cloth clods with invaginations of keratin
12 The colored clods that appear have different sizes and shapes that are variant and
looped on readily visible vessels. The features histologically are in correlation with the

basal cells that contain a thick layer with cysts possessing a pseudo horn '2. The pseudo
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horn on the cysts has an opening on its surface with a correspondence of the epidermis to
the clods that are colored with different sizes and shapes.

Irritated- Clinicians show that the lesion’s surface can be scaly and clasted. Irritated
Seborrheic keratosis can present a lesion eroded with blood spots in multiple places
similar to those visible in most growing warts. Seborrheic Keratosis is not very
subsequent, with it being clinically confused with other epidermal tumors in dermatology.
In most cases, conventionally, confirmation is regarded as necessary to rule out
benignancy, in most specific squamous carcinoma cells '2. Trritated Seborrheic keratosis
dermoscopy does not indicate typical characteristics, for example, milia-like cysts with
comedo openings and typical features that are likely to mimic a squamous cell carcinoma
3. Irritated Seborrheic keratosis cytologically shows flattened epithelial cells, which are
flaking cell carcinoma eddies-eosinophilic flattened cells. There is a lack of typical kind
of findings in studies, but there are observations that have been made. As observed, the
irritated Seborrheic keratosis has round pink structures that lie on a white background and
are highly likely to correspond to dilated blood vessels around acanthotic tumor cells in
histopathology !2. The dermatoscopic picture is felt in the tumor cells making it more
specific to irritated Seborrheic keratosis. The epithelial cells are organized in a manner
that resembles an onion pill. The irritable Seborrheic keratosis shows downward
proliferation areas for the squamous cells that break gently through a horizontal line .
This makes it generally present in non-irritated normal Seborrheic keratosis. Most of the
irritated Seborrheic keratosis in the histological findings are a characteristic of squamous
eddies. There was the existence of other groups that worked with determining
dermoscopic criteria accuracy between squamous cell carcinoma and Seborrheic
keratosis. There are round structures with a pink color on a white background was a term
used to describe white halos that are mostly found within the blood vessels even with the

existence of other findings '*. The findings are elaborated, explaining that most irritable
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Seborrheic keratosis diffuses and scales with irregular vessels along the periphery. The
significant scale contains more potent predictors of squamous cell carcinoma.
Hyperkeratotic- Hyperkeratotic Seborrheic keratosis is more common in individuals
who are less exposed to the sun than those exposed to the sun '°. Dermatoscopic concepts
are not particular, showing a yellow or whitish thick irregular scale. Different
characteristics display hyperkeratotic Seborrheic keratosis as a rough, scaly surface that
is demarcated. It has no rounded clods with a whitish substance or colors dissimilar to the
clods. There is an emphasis that dermoscopy should ideally be on the lesion part with the
application of minimal hyperkeratosis. This is to assist with identifying ridges and fissile,
which are a reflection of epidermal change, specifically in the papillomatous '¢. Horn
cysts that are recognizable consist of obsolete keratinization with a granular layer on its
surrounding that is often thin, making them part of a report in the category of the subtype
Hyperkeratotic Seborrheic keratosis in histology show proof of prominent papillomatosis
and hyperkeratosis 6. They are also viewed as squamous cells possessing scattered
epidermal basaloid cells. Hyperkeratotic Seborrheic keratosis also indicates findings
containing cytopathological evidence of huge acanthosis but with mild and missing
papillomatosis and hyperkeratosis. They also contain horny invaginations, which are
several on different cross sections that appear as pseudo-horn cysts
Melano-acanthoma- This is a type of Seborrheic Keratosis that is pigmented more
deeply and, simultaneously, gives a suggestion that can be highly confused with
melanoma. Melano-acanthoma, as shown in some studies, cannot be regarded as frequent
with the indications in place in some literature. The existence of heavy pigmentation in
most cases makes a diagnosis with the assistance of a difficult dermoscopy '°. This is
because it is likely to mask Seborrheic keratosis typical features, thus requiring a
definitive diagnosis in the difficult dermoscopy present in the definitive diagnosis. There

has been a typicalness of melano-acnathoma dermoscopy calling for students to carry out
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melano-anathoma series of evaluation '°. From the evaluation, there is evidence that the
melano-acnathoma contains a set of Seborrheic keratosis features that can be
distinguished, with the most common one having a prevalence degree because of the sharp
demarcation, comedo opening, and the presence of two or more cysts that look like milia.

In most cases, the fissures or ridges are not very common, together with hairpin
vessels containing the scalloped margins. The melanoma features in the melano-
acnathoma series include typical dots, polymorphous vessels, granularity, and a blue-
white veil. In the existing series, only a few Seborrheic keratoses are heavily pigmented,
contrasting with the literature document describing heavy pigmentation in general ’.
Analytically the melano acanthomas portray numerous large melanocytes that are
dendritic within an acanthotic epidermis. There were reports of findings in collaboration
with various previous studies concerning melano-acnathoma cytology analysis. The
findings include dendritic melanocytes, acanthosis, hyperkeratosis, and hyperplastic
epidermis. The performance of immune histochemistry testing confirmed that melanocyte
escalated density, and that of Langerhans cells was confirmed 7. Melano-acanthoma is
described to be among the different types of Seborrheic Keratosis, given that it gives a
presentation of it being an intra-oral lesion. The existing lesions are asymptomatic with
common intra-oral sites with palategums, lips, and buccal mucosa. They are said to
continue regressing when an irritating trigger is removed, even with them being reported
to be more commonly visible in younger and black patients.

e Lichen Planus Like Keratosis (LPLK) or regressing type- Lichen Planus Like
Keratosis can also be related to benign lichenoid Keratosis. They are an entity of benign
skin that is considered part of a phase in regression in connection to benign skin lesions,
including Seborrheic Keratosis or solar lentigo 17 However, in other cases, it can be
considered a phase of regression of a malignant tumor type, such as lentigo maligna °. In

the 1970s, reports indicated lentigo senilis transformation histologically into lichen
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planus-like Keratosis in different specimens. The description given to lentigo senilis was
highly described as possessing cytological features with basaloid cells that highly
profiliate, causing them to accumulate melanin pigments. After the accumulation, there is
a downward budding that does not have a melanocyte proliferation that is highly
significant being visible'”. When gathering the information, there was a conclusion that
the continued expansion of basaloid that have elongating buds making cod branching and
intersection septae be produced in a histological pattern '°. This contains a well-reticulated
Seborrheic keratosis, and the diagnosis is perceived as showing the keratin cysts’
presence, thus making the diagnosis become sounder.

A clinical pathological evaluation has also been conducted to clarify the large
case numbers with LPLK. The cases evaluated have a high percentage indicating fewer
people possess an adjacent skin. In comparison, a higher percentage shows the presence
of a lesion in the same number of cases '°. From the studies, Lentigo solar can be indicated
as an adjacent lesion skin in most cases, and it can be reticulated in cases of Seborrheic
Keratosis 2°. This causes findings reinforcements as indicated initially with Seborrheic
Keratosis indicating blue and brown grey coarse granules in a diffuse and localized
pattern.

The findings under observation find evidence that assisted them in making reports that
showed similar histologic and dermatoscopic colored granules. They are also consistent
with patterns of distribution that exist in lentigines of regressing solar, supporting the
existing literature that gives a wider explanation of benign lichenoid Keratosis and Lichen
Planus Like Keratosis 2°. This has a regressive response of a skin tumor that might be
preexisting. There is the provision of an explanation of why there is a contrast between
the grey-blue granules in the regressive phase of a malignant appearance of a tumor to
make multifocal and finer Lichen Planus Like Keratosis. Other studies referred to Lichen

Planus, Like Keratosis, as an evolving chronology 2°. This is because of the reiterated
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observations in previous studies showing Lichen Planus Like Keratosis to be at the middle
and even the late stages, causing them to lose the characteristic obtained from the
dermoscopy findings.

The findings may also indicate globules or irregular dots, rhomboid structures with
streaks suggesting a phase of regression that possesses a malignant tumor instead of a
benign skin lesion 2°. Reports also show granular patterns that are localized in the Lichen
Planus, Like Keratosis in early stages, which are mainly consistent with regressive
changes initially and make a diffusion of regression granular

patterns to transform and become the most and usually experienced

Subtype of
sebborheic keratoses Clinical aspect Dermoscopy Pathology

Achantotic

Hyperkeratosic

Reticulated

Clonal

Irritated

Common types of seborrheic Keratosis with different aspects held clinically, pathology, and

dermoscopic
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Differences between Seborrheic Keratosis and Actinic Keratosis

The differences between the two diseases can easily be noted when carrying out a self-
screening to help understand better the main difference that exists between particular skin lesions.
However, the two kinds of diseases possess similarities, but it is vital to understand what the two
types of keratosis hold. The exposition of the skin mainly causes actinic Keratosis to direct
sunlight, causing crusty and scaly growths 2!. Actinic Keratosis is primarily found on skin areas
that have a higher exposure to sunlight for a long time, which include the neck, lips, ears, hands,
and shoulders. However, it is vital to note that actinic Keratosis can be cancerous to the skin,
given that skin cancer is characterized by squamous cell carcinoma and basal cell carcinoma.
Actinic Keratosis develops further to become squamous cell carcinoma.

Actinic Keratosis mainly affects individuals who have fair skin and are over forty years
with it being most common in men. Individuals with outdoor occupations who live in climates
with many suns experience frequent sunburns and are more exposed to actinic Keratosis.
Individuals who have previously used tanning beds are also exposed to the risk of getting actinic
Keratosis %!. However, the cause of Seborrheic Keratosis is not well known, with most affected
individuals having a history of the condition. Seborrheic Keratosis, unlike actinic Keratosis, is
not linked to any skin cancer type but has been linked to other cancers affecting other body parts.

Treatment options that can be adopted to treat both types of Keratosis

Identifying whether a patient’s skin lesions are Seborrheic Keratosis or actinic is crucial,
given that the treatment options applied can differ. A dermatologist will likely offer different
treatment options based on the lesion’s location and size. The possibilities include outpatient
surgery, topical therapies, medication, and Cryotherapy. The utilization of oral retinoid is
commonly embraced with the treatment of actinic Keratosis, given that it appears in different
body parts 2. It can be noted that topical creams utilized for the lesions appearing in many body

parts are: tretinoin, five-fluorouracil cream, and ingenol mebutate gel, among others. Topical and
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medication therapies can highly assist with clearing large skin areas while reducing infection and
scaling.

Cryotherapy is utilized to freeze already damaged cells by using nitrogen liquid to destroy
and remove the cells. The treatment is recommendable for medium and small-sized lesions, given
that they have minimal risks. Some risks include a change in the skin tone, scars, and blistering.
Some outpatient surgical options can also be utilized, mostly electrocautery and curettage 2.
Curettage is a process that causes layers of skin cells to be scrapped away to minimize scaling
risks.

In most cases, dermatologists do not recommend Seborrheic keratosis treatment, but many
individuals opt to have Seborrheic Keratosis removed. The instances in which they are removed
include if they catch on jewelry, clothes, or other cosmetic reasons. Seborrheic Keratosis is
removed using topical treatments, laser ablation, electrocautery, curettage, and cryosurgery 22. If
laser ablation is applied, their lasers are used to destroy the lesions. On the other hand, topical
treatments are utilized to assist with dissolving the skin cells that are already affected. Skin lesions
can be prevented even though Seborrheic Keratosis cannot be stopped. Individuals should
minimize their sunshine exposure time, whether artificial or natural, to reduce the possibility of
developing actinic Keratosis 2. When an individual is spending some time outside, it is
recommended that they apply sunscreen in all areas of their skin that are highly exposed to direct
sunlight, not excluding their lips.

Sunscreen is recommended to be reapplied after every two hours. It is also crucial for
individuals to wear protective clothing when they are out in the sun, such as long sleeves,
sunglasses, and hats, to decrease their risk of developing actinic and Seborrheic Keratosis. A
month of home cancer screening should be connected with an annual skin cancer screening with
the dermatologist 2°. This is highly likely to assist with identifying actinic Keratosis and
Seborrheic Keratosis, as well as any skin lesion that may appear suddenly. Having a regular

screening can also make it easier the identification of any other skin lesions that can cause a
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change in size, color, and shape. Also, possible precancerous growths can be identified early,
creating high chances of positive treatment outcomes. Suppose a patient is unsure of any new
skin growth happening in any area of their skin or observes other skin changes. In that case, they
need to schedule an appointment with a dermatologist in order for them to have an examination
conducted.
Patients and Methods

The observational study was conducted on 125 seborrheic Keratosis patients in a dermatology
outpatient clinic. The lesions included were examined clinically and by dermoscopy. The lesions
were then analyzed and well documented according to the noted patterns °. All dermoscopic
images included in the study were of patients who had signed a written consent form for images
to be taken. No specific allocation of funds and resources was undertaken for this study by any
institution or company 6. This was a retrospective study based on dermoscopic images, for which
the Ethics committee obtained a waiver. Any expenses incurred were undertaken by the

investigator during the study.

The images were taken in an outpatient clinic setting of Rumailah Hospital (Qatar) patients
and Graz Hospital (Austria). The image selection was based on seborrheic Keratosis, in
which dermoscopic images of patients were taken into account, which was taken in a
retrospective period of 20 months.

Patients

The observational study was conducted on 125 seborrheic Keratosis patients.

Some patients have more than one lesion on the skin that was included with our study.

200 seborrheic keratoses were collected in total, which:
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50 lesions of skin type 1 and 2, 50 lesions from skin type 3, 50 lesions from skin type 4, and 50
lesions from skin types 5 and 6
Participants were chosen from the outpatient dermatology clinics at Rumaliah Hospital and
Graz Hospital From 2001 to 2022
All patients underwent brief dermatological and dermoscopic examinations.
Inclusion criteria:
1. Patients of both genders.
2. Patients of more than 18 years.
3. Patients with seborrheic Keratosis
4. Patients with all skin type
We use a polarized and non-polarized technique with special media (ethanol or ultrasound gel)
to examine each seborrheic keratosis lesion that allows visualization of deep skin structures.
Patient code was used to collect the photos and analyzed by PI. Lesions were categorized by
pattern and recorded in a table.
Materials

Images included in this study were taken by two different cameras and dermatoscopes. The
equipment used was:
1. A Dermlite dermoscopy (DL4N, USA), with a 25 mm lens system, 28 hi, cross-polarized and
non-polarized illumination. Using a digital dermoscopic system by attaching the dermoscopy to
a compatible iPhone 12 Pro Max.
2. A Dermascan Derma genius, Heini Delta 20T._

Statistical Methods
The data collected from patients were correctly coded and analyzed using the software IBM

SPSS 26 (statistic package for social science).
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Study Design
After image selection, patients were classified according to their age, sex,skin type and the
location of the seborrheic keratosis, from where the image was taken. Specific dermoscopic
reporting criteria were also utilized.
Design implemented in the study
After image selection, the study format had a simple outline, categorizing patients according to
their sex, the location of the seborrheic keratosis, and the skin type from where the image was
obtained. A particular dermoscopic reporting criterion was also put in place °. An additional
consideration was the histopathology results; if any patient had a biopsy for the validation of
histopathology, results that were also recorded that had been made.
Criteria of Exclusion
1.Dermoscopic images of patients with a history not specifying the site of the lesion on the
body were also excluded *.
2. Suspicious dermoscopic images of patients with a provisional diagnosis of seborrheic
Keratosis, which thereafter were not histologically verified, were also excluded »°.
3. The principal investigator PI examined all the patients whose images were put in place. The
principal investigator took the images®.
4. Dermoscopic images of patients with a history not specifying skin type were excluded °.
5. The inclusive images in this study were taken with two different dermatoscopes and cameras
26
Criteria of Inclusion:
1. Both male and female patients’ images were considered 26,
2. Images used for seborrheic Keratosis were selected only 7.
3. The clinical and dermoscopic diagnosis performed by an experienced clinician 7.
4. Dermoscopic images with a provisional diagnosis of seborrheic Keratosis, which were

verified afterward histologically, were put in place 7.
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5. The skin type documentation in patient history, a questionnaire used '%.

6. Patients had no age limitation when selecting the images '®.

7. The documentation of the location of the skin lesion '3,

8

8. The dermoscopy device was used to perform the dermoscopic examinations of all the

seborrheic keratosis patients.

Reporting Criteria

The criteria put in place the following reporting criteria for the dermoscopic features seen in

the seborrheic Keratosis.

1. Skin Type (number of patients )

Skin type 1 | Skin type 2

Skin type 3 | SKkin type 4

Skin type S | Skin type 6

5 28 31 21 31 9
2. Pigment Amount
Heavily Pigmented Intermediate pigmented Lightly Pigmented
47 80 73
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3. Color
Light Dark Black Blue Yellow White Red
brown Brown
59 41 24 15 35 17 9
4. Local Features
Milia- Comedo Fat Network- | Sharp Hairpin
Like Like Like Blood
Cysts Openings | fingers Pattern Border vessels
59 97 29 41 144 29
fissures cerebriform | flat raised Moth eaten border
&
Ridges. Pattern
95 69 42 158 23



5. Lesion Size

Small size < 6mm or equal

Medium size 6-10mm

Large size >10mm or

equal

18

In 125 patients, the seborrheic Keratosis observed on the original consultation with no standard features

was excised for confirmation histopathologically of diagnosis and to rule out malignancy or dysplasia.

125

Histopathology:

57

Out of 200 seborrheic keratosis, 20 were excised to confirm the diagnosis.




Results

The statistical analysis done was as follows:

1. Skin Types (patients number)
All 6 Fitzpatrick skin types (ST) were included in the study; the patient numbers were:
Skin Type 1 -5, Skin Type 2-28, Skin Type 3-31, Skin Type 4-21, Skin Type 5-31, and

Skin Type 6-9. Fig. 1.

SKin types of different patients

31 31

Fig 1. Skin types of different patients

27



2. Age

The patient’s ages ranged between 24— 89 years. Fig 2.

Range of patients’ ages

34-44 44-54 54 - 64 64-74

Fig 2. Range of patients’ ages

28
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3. Patient Gender

The dermoscopic images were from 67 males and 58 females. Fig 3.

Gender of patients

Male Female

Fig 3 Gender of patients
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4. Lesion Distribution in the different Skin Types (position of the Seborrheic Keratosis
on the Human Body)
200 images of seborrheic Keratosis were taken; from these, 14 Seborrheic Keratosis were on
the scalp, 38 on the face, 4 on the neck, 24 on the chest, 60 on the back, 8 on the arms, 7 on the
shoulder, 6 on the thighs, 10 on the abdomen, 11 on the legs, 12 on the hand, 3 were situated

on the feet, and 3 in the inguinal area. Fig 4

Lesion distribution in different skin
types

fig4. Lesion distribution in different skin types



5. Distribution of Lesions Based on Skin Type

e In patients with Skin Type 1, 2 SK were on the scalp, 2 on the face, 4 on the

chest, 2 on the abdomen and 2 on the back.

Lesion Distribution in Skin Type 1

4

Fig 5. Lesion Distribution in Skin Type 1

31
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e ST 2 patients had 2 seborrheic keratoses on the scalp, 6 on the face, 2 on the neck, 1 on
the shoulder, 4 on the chest, 4 on the abdomen, 13 on the back, 3 on the legs, 2 on the

arms and 1 on the hand. Fig 6

Lesion Distribution in Skin Type 2

Fig 6. Lesion Distribution in Skin Type 2
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e In ST 3 patients, there was 2 seborrheic keratosis on the scalp, 6 were on the face, 1 on
the shoulder, 9 on the chest, 3 on the abdomen, 18 on the back, 2 on the thighs, 2 on the

legs, 3 on the arms, 2 on the hand, and 2 were on the feet. Fig 7

Lesion Distribution in Skin Type 3

18

Fig 7. Lesion Distribution in Skin Type 3
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e In patients with Skin type 4, 1 seborrheic keratosis was on the scalp, 13 on the face, 3
on the shoulder, 5 on the chest, 1 on the abdomen, 15 on the back, 1 on the inguinal

area, 3 on the thigh, 3 on the legs, 2 on the arms, and 3 on the hand. Fig §

Lesion Distribution in Skin Type 4

Fig 8. Lesion Distribution in Skin Type 4



35

e ST 5 patients had 4 seborrheic keratoses on the scalp, 5 on the face, 1 on the neck, 1 on
the shoulder, 1 on the chest, 11 on the back, 2 on the inguinal area, 1 on the thigh, 2 on

the legs, 1 on the arm, 3 on the hand, and 1 were on the feet. Fig 9

Lesion Distribution in Skin Type 5

11

Fig 9. Lesion Distribution in Skin Type 5
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e ST 6 patients had 3 SK lesions on the scalp, 6 on the face, 1 on the neck, 1 on the

shoulder, 1 on the chest, 1 on the back, 1 on the legs, and 3 on the hand. Fig 10

Type 6 Lesion Distribution in Skin

Fig 10. Type 6 Lesion Distribution in Skin
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4. Lesion Size
We divided the size of the lesions into three portions, small, medium and large. Less than or
equal to 6mm were identified as small, while 6 to 10 mm identified as medium, larger than 10
mm were identified as large.
18 seborrheic keratoses were less than or equal to 6mm in size, 125 were between 6-10mm in

size and 57 SK were equal to or larger than 10mm Fig /1.

Lesion Size

<6mm 6-10mm >10mm

Fig 11. Lesions Size
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5. Lesion Size Based on Skin Types
5 patients had Skin Type 1, and 12 images were recorded in this group. Out of 12 Seborrheic
keratosis seen in Skin Type 1, 1 was small, 10 were medium and 1 was large in size. 38 images
of 28 patients with Skin Type 2 were recorded, of which 5 showed Seborrheic Keratosis of small
size, 24 medium size, and 9 had large size Seborrheic Keratosis. Skin Type 3 patients were 31
in number, and a total of 50 images were in this group, of which 4 displayed small Seborrheic
Keratosis, 29 medium size, and 17 displayed large-size Seborrheic Keratosis. 50 images of skin
type 4 patients were recorded, 4 of which had a small SK, 30 had medium size, whereas 16 had
large size Seborrheic Keratosis. Patients with Skin Type 5 were 31, and the overall number of
images in this group was 33 ; small Seborrheic Keratosis was seen in 3 SK , 22 were medium
size, and large Seborrheic Keratosis was seen in 8 SK . Patients with skin type 6 were 9, out of

17 SK seen 1 was small, 10 were medium size, and 6 were large. Fig /2.

Lesion Size based on SKkin Types

ST1 (12) ST2 (38) ST3 (50) ST4 (50) ST5 (33) ST6 (17)
= Small ® Medium ® Large

Fig 12. Lesion Size based on Skin Types
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6. Pigment Amount
The Seborrheic Keratosis was split into three subgroups according to the degree of pigmentation
seen in the dermoscopic images: heavily pigmented, intermediately pigmented, and lightly
pigmented. Heavily pigmented seborrheic keratosis was 47, lightly pigmented seborrheic

keratosis was 73 and intermediately pigmented seborrheic keratosis was 80.

Degree of Pigmentation

Heavily Pigmented Intermediately Pigmented Lightly Pigmented

Fig 13. Degree of pigmentation
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9. Amount of pigment based on skin type
125 patients with Skin Type 1 had 12 dermatoscopic images, displaying 1 heavily pigmented
Seborrheic Keratosis, 2 intermediately pigmented Seborrheic Keratosis, and 9 lightly pigmented
Seborrheic Keratosis. 28 patients with skin type 2 had 38 images, displaying 4 Seborrheic
Keratosis which were heavily pigmented, 7 were intermediately pigmented and 27 were lightly
pigmented. Skin Type 3 patients were 31 in number with a total number of 50 images, in which
7 Seborrheic keratoses were heavily pigmented, 24 were intermediately pigmented, and 19 were
lightly pigmented. 21 patients with skin type 4 had 50 images, of which 22 Seborrheic Keratosis
were heavily pigmented, 24 were immediately pigmented, and 4 were lightly pigmented.31
patients with skin type 5 had 33 images, of which 13 Seborrheic Keratosis were heavily
pigmented, 16 were immediately pigmented, and 4 were lightly pigmented. 9 patients had skin
Type 6 and 17 images recorded for them 7 SK were intermediately pigmented and 10 of them

were heavily pigmented . Fig /4.

Amount of pigment based on skin type

ST1 (12) ST2 (38) ST3 (50) ST4 (50) ST5 (33) ST6 (17)

® Heavily Pigmented ™ Intermediately Pigmente ® Lightly Pigmented

Fig 14. Amount of pigment based on skin type
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10. Lesions colors
The color of the Seborrheic Keratosis lesions was divided into various subgroups: light brown,
blue, white, yellow, red, dark brown, and black. Light brown Seborrheic Keratosis lesions were

51, dark brown was 66, black was 29, and blue was 12. Yellow-colored Seborrheic Keratosis

was 23, white-colored Seborrheic Keratosis was 7, and red was 12 in number.

Fig 15. Lesion Colors

11. Lesion Color Based on Skin Type
5 patients with Skin Type 1 had 12 Seborrheic Keratosis images, showing 4 light brown, 3 dark
brown, 2 yellow, 1 white, 2 red, black or blue color were not recorded.
28 patients with Skin Type 2 had 38 Seborrheic Keratosis images, with 15 light brown, 9 dark
brown, 7 yellow color, 2 black color and 5 red color. blue & white -colored Seborrheic
Keratosis were not noted.

31 patients with Skin Type 3 had 50 Seborrheic Keratosis images, which showed 16 light
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brown, 21 dark brown, 5 black, 6 yellow, and 2 red colored Seborrheic Keratosis. Blue &
white-colored SKs were not noted.
21 patients with Skin Type 4 had 50 Seborrheic Keratosis images, with 13 light brown, 17 dark

brown, 7 black, 7 yellow, 2 white-colored SK, 3 Red and 1 Blue colored SK.

31 patients with Skin Type 5 had 33 Seborrheic Keratosis images, showing 3 light brown, 13

dark brown, 8 black, 6 blue, 1 yellow, and 2 white-colored Seborrheic Keratosis. red-colored

SK was not noted.

9 patients with Skin Type 6 had 17 SK images showing 3 dark brown, 7 black, 5 blue, and 2

white-colored SK. Light brown, yellow and red-colored SK were not noted. Fig /6.

Fig 16. Lesion Color based on Skin Type
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12. Local dermoscopic features of Seborrheic Keratosis

Local dermoscopic features of seborrheic Keratosis were considered: Milia-like cysts,Comedo-
like openings,Fissures & ridges,Network like structures, Cerebriform pattern ( Acanthotic ) ,fat
fingers,sharp borders, Hairpin blood vessels, moth eaten border ,Flat and Raised seborrheic
Keratosis .

Milia-like cyst was seen in 59 dermoscopic images of Seborrheic Keratosis and comedo-like
openings in 97 images. Features of Fissures & ridges were seen in 95 Seborrheic Keratosis,
Network like structures in 41 SK , Cerebriform pattern were in 69 SK , fat fingers in 29 , Sharp
border was seen in 144 Seborrheic Keratosis, Hairpin blood vessels in 29 Seborrheic Keratosis,
Moth eaten border in 23 SK , Flat surface count 42 of SK and Raised surface was 158 of

Seborrheic keratosis. Fig 17

Local Features seen of Seborrheic
Keratosis

Fig 17. Local Features seen of Seborrheic Keratosis
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13. Local Features in Seborrheic Keratosis Based on Skin Type
5 patients with Skin Type 1 showed milia-like cyst in 8 lesions, comedo-like openings in 6
lesions,fissure & ridges in 8 lesions , Network-like in 5 lesions , cerebriform in 3 lesions , Fat
fingers in 3 lesions , sharp border in 3 lesions , Hairpin vessels in 7 lesions , moth eaten in 4

lesions , out of 12 lesions 3 were flat while 9 lesions were raised .

38 patients with Skin Type 2 showed milia-like cyst in 10 lesions, comedo-like openings in
14 lesions,fissure & ridges in 22 lesions , Network-like in 13 lesions , cerebriform in 13 lesions
, Fat fingers in 10 lesions , sharp border in 25 lesions , Hairpin vessels in 9 lesions , moth eaten

in 6 lesions , 12 lesions were flat while 26 lesions were raised .

31 patients with Skin Type 3 showed milia-like cyst in 12 lesions, comedo-like openings in
17 lesions,fissure & ridges in 21 lesions , Network-like in 14 lesions , cerebriform in 13 lesions
, Fat fingers in 11 lesions , sharp border in 39 lesions , Hairpin vessels in 6 lesions , moth eaten

in 4 lesions , 14 lesions were flat while 36 lesions were raised .

21 patients with Skin Type 2 showed milia-like cyst in 9 lesions, comedo-like openings in 21
lesions,fissure & ridges in 15 lesions , Network-like in 3 lesions , cerebriform in 15 lesions , Fat
fingers in 3 lesions , sharp border in 31 lesions , Hairpin vessels in 3 lesions , moth eaten in 6

lesions , 9 lesions were flat while 41 lesions were raised .

31 patients with Skin Type 5 showed milia-like cyst in 15 lesions, comedo-like openings in 25
lesions,fissure & ridges in 13 lesions , Network-like in 2 lesions , cerebriform in 12 lesions , Fat
fingers in 2 lesions , sharp border in 29 lesions , Hairpin vessels in 4 lesions , moth eaten in 3
lesions , 3 lesions were flat while 30 lesions were raised .

9 patients with Skin Type 6 showed milia-like cyst in 5 lesions, comedo-like openings in 14
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lesions,fissure & ridges in 16 lesions , Network-like in 4 lesions , cerebriform in 13 lesions ,no
lesion showed Fat fingers features , sharp border in 17 lesions , no lesion showed Hairpin

vessels or moth eaten features , 1 lesion was flat while the rest 16 lesions were raised . Fig /8

LOCAL FEATURES IN SEBORRHEIC KERATOSIS
BASED ON SKIN TYPE

m Milia B comedo-like openings m Features of Fissures & ridges
m Network like structures H Cerebriform pattern m fat fingers
H Sharp border ® Hairpin blood vessels B Moth eaten border
H Flat surface count B Raised surface
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Fig 18. Local Features in Seborrheic Keratosis based on skin type
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Research Questions
The research questions were the main targeted questions the report seeks to answer.

In our study we tried to understand the Skin Type related differences of Seborrheic Keratosis.

Objectives of the Study

The aim is to expound on different dermoscopic seborrheic Keratosis patterns and to assess
any differences in seborrheic Keratosis concerning different skin types in a series of 200
lesions. This was collected from 125 Patients who attended dermatology outpatient clinics in
2 Sites. The study aims to achieve various objectives, including obtaining answers to the
following questions.

e How do we understand seborrheic keratosis?

e Why is a skin type understanding to seborrheic Keratosis?

Important and which skin types?
e How are skin type-related differences of seborrheic Keratosis understood in greater
context?
e Which concepts apply to different skin types?

e What is a Skin type-related differences are relevant to seborrheic Keratosis?
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Discussion

200 seborrheic keratoses were collected in total, which:

50 lesions of skin types 1 and 2, 50 lesions from skin type 3, 50 lesions from skin type 4, and

50 lesions from skin types 5 and 6.

Participants were chosen from the outpatient dermatology clinics at Rumaliah Hospital and

Graz Hospital From 2001 to 2022.

Some patients have more than one lesion on the back that was included in our study.

The images were taken in an outpatient clinic setting of Rumailah Hospital (Qatar) patients and
Graz Hospital (Austria). The image selection was based on seborrheic Keratosis, in which
dermoscopic images of patients were taken into account, which was taken in a retrospective

period of 20 months.

The result of our study was compared with another similar research, such as

Sadia et al. 2000, Abdel-Azim et al. 2015 and Lin et al. 2014

The youngest patient was 24, and the eldest was 89. Maximum patients were seen in the age
range of 54 up to 64. The lowest numbers of patients seen were above 84 of age.
It was believed that Seborrheic Keratosis would typically appear during the fourth and fifth

decades .
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There was a higher number of Seborrheic Keratosis in males, 67 patients, than in females, 58

patients 2%, A Similar finding was by Sadia et al. 2020.

The duration of lesions varies;(10 %) of the patients had the lesions for less than 12 months,
(15 %) of the patients had the lesions between 12 months to 24 months, (50 % )of the patients
had the lesions between 24 months to 36 months,( 25 %) of the patients had the lesions for
more than 60 months. We noticed that most of the lesions were presented for years and were
unnoticed by patients.

When Seborrheic Keratosis distributions were designed in relation to the skin type, we found
indistinguishability in the distribution. The frequency of Seborrheic Keratosis remained high
on the back for skin type 1, up to skin type 6, followed by the face and then the chest. A Similar
finding was in Sadia et al.

In our study, we noticed that SK could vary in size, as small as 3 mm, and as large as 18 mm.
Hence the size of the lesions was divided into three portions, small, medium, and large. Less
than or equal to 6mm were considered small, 6 to 10 mm medium, and larger than 10 mm were
identified as large.

Medium-size SK dominates in all skin types, followed by large-size SK. We also noticed a
steady relationship between size and duration; most of the large-size SK has a longer time
duration, especially in ST3, ST4, and STS5 but not sure if this finding will be the same with ST1

and ST6 if we have a larger sample.

Sadia et al. Found that lightly pigmented SKs dominated in their study, followed by
intermediate pigmented ones and the least heavily pigmented SKs. We found the same result

in our study. Unlike Them, we had a higher number of patients in skin types 3 & 4.
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Skin types 2 and 3 showed the highest number of lightly pigmented seborrheic keratosis
lesions. While skin types 4,5 and 6 show higher numbers of heavily pigmented seborrheic
keratosis. Intermediately pigmented SKs were among skin types 3 and 4 in equal numbers.
The dark brown colored SKs dominated our study group, 66 out of 200 SKs, followed by light
brown colored SKs, 51/200, then black and yellow, and the least number was for white-colored
SKs. Blue and red were equal in number.
Out of 200 SKs, 12 were blue-colored, dominated by skin type 5&6.
Red-colored SKs dominated in skin type 2, Black-colored SKs dominated skin types 4,5 and
6.

The highest number of yellow-colored SKs were seen in skin types 2,3, and 4.

Anatomical sites differ in many histological aspects and disease preference and predilection.
Internally, there is variability between sites due to differences in the thickness of layers of
epidermis and dermis, density, and types of adnexal structures such as terminal hair follicles,
sebaceous follicles, and sweat glands. These differences are reflected in the dermatoscopic

findings and patterns of SK %.

Sharp Borders had the highest prevalence among the two reviewed studies done by Lin et al.
2014 3% and Abdel-Azim et al. 2015 3!, as it showed a percentage of (70%) and (82%)
respectively. This supports our finding in the study with (72 %) compared to other patterns of

seborrheic keratosis (table 1).

The first and most common dermoscopic features described for seborrheic keratosis were

comedo-like openings and milia-like cysts >

, in our study, Comedo-like openings counts (48
% ), the 2nd most common feature after the sharp border pattern 72 % of the total lesions, while

Milia-like cysts showed a percentage of ( 29%) compared to other patterns of SK.
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Comedo-like opening and milia-like cysts were considered the most important dermoscopic
criteria for diagnosis of seborrheic keratosis in three previous studies done by Lin et al. 2014
30 Abdel-Azim et al. 2015 *'and Sadia et al *, It shown that both of these patterns were present
in many patients by (60%) (50%) and (49%), of comedo-like opening respectively. At the same

time milia-like cysts were present in (19%), (26%) and (33%) respectively, of the studies.

In 2001 the Consensus NetMeeting on Dermoscopy, a two-step algorithm using multiple milia-
like cysts, comedo-like openings, fissures/ridges (brain-like appearance), and light-brown

fingerprint-like structures, was proposed for the diagnosis of seborrheic keratosis *°.

In 2002, Braun et al. evaluated the dermoscopic features of 203 pigmented seborrheic keratosis
and added additional criteria such as fissures, hairpin blood vessels, sharp demarcation and

moth-eaten borders ¢

Fissures and ridges were seen relatively high in Baun et al. and Lin et al. studies by (61%) and
(60 %) respectively.

In our study, it represents (47% ) of the lesions. However, they may also be seen in nevi with
congenital patterns and sometimes in common melanocytic nevi. The presence of multiple

fissures might give a "brain-like" appearance to the lesion *’.

The term moth-eaten border was found in (46%) in Braun et al. study, whereas it shows a

relatively low percentage (7%) intake Lin et al. study, and they concluded that these features
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are more often seen in early seborrheic keratosis (patch type). In our study, Moth-eaten borders
were present in (11%), and according to Schiffner et al. *® they are also seen in solar lentigines.
The Network-like structure shown in 40 lesions (20 %), which is relatively high compared to
Line et al.(2%), Abdel-azim et al. (1%), and Sadia et al. (4% ), which raise the importance of
The proper identification of pigment network (diagnostic dermoscopic features for melanocytic

skin lesion) and network like structure that may be seen in seborrheic keratosis >

Hairpin blood vessels, were found in 28 lesions (14%) 20 out of 28 lesions were raised,
according to Kreusch and Koch *° they correspond to long capillary loops, commonly seen in

keratinizing tumors, and are mainly found at the border or in the periphery of the lesions.

Braun et al. in their study ( 2002 ) conclude that milia-like cysts and comedo-like openings are
excellent diagnostic criteria for the identification of the majority of seborrheic keratosis, but
the use of other criteria (fissures, hairpin blood vessels, sharp demarcation, and moth-eaten
border) decrease the risk of misclassification of pigmented seborrheic keratosis and has the

potential to improve the diagnostic accuracy of such lesions, especially the challenging cases

36



Table 1: comparison of seborrheic keratosis patterns with other reviewed articles.
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Study Our result Sadia et al Abdel-Azim et | Lin et al
2022 2020 . 2015 2014
Number of lesions 200 121 50 416
Site whole skin whole skin whole skin whole skin
Sharp borders 72% 33% 82% 70%
Fissures & ridges 47% 15% 16% 60%
Comedo-like 48% 49% 50% 39%
Openings
Moth eaten border 1% N/A 34% 7%
Milia -like cyst 29% 33% 26% 19%
Network Like 20% 4% 1% 2%
structures
Hairpin blood 14% 30% 2% 6%
vessels
Study Significance

The study expounds on the understanding of the seborrheic keratosis concept in different skin
types, with the concept being clarified, considering its shortcomings and positivity to come up
with a possible framework to assist in the countering of the other shortcomings *'. When
dermatologists or any relevant skin care initiatives implement skin treatments, private and
public healthcare institutions can use the study result framework.

Study Delimitations
The study’s primary focus was on interpreting the seborrheic keratosis idea, considering
concepts, definitions, and theories with the inclusion of various continents and sources **.
However, it can be noted that the information about seborrheic Keratosis, a different skin type,
is limited at different levels. The outcome study did not also consider all the given seborrheic

keratosis views but relied on specific tools such as classification, dermoscopy features, and
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change opinions on skin types. Different ideologies’ distinctions, relationships, and
perspectives limit the analysis behind seborrheic Keratosis *?. The skin type differences in the
development of seborrheic Keratosis are mainly linked to the changes in developments in
systems thinking. The study also has no boundaries in its definition but relies on data collection
and analyses, which are clearly defined in dermatology, with particular areas being considered
2 The research involves redefining or stating seborrheic Keratosis correct terms but instead
focuses on a more comprehensive explanation of the general framework notion for designing

different solutions to seborrheic Keratosis.

Ethical Consideration

When collecting data from participants, they will be self-assured that the data they
give will be used for research purposes only, with their identity being concealed to make
them feel secure.

Significance/Contribution
The research relied on a descriptive and diagnostic analysis, which will explain why

skin types must embrace the approach of resolving seborrheic Keratosis . Data obtained from
interviews, questionnaires, and experiments were used to give inferential statistics that will
enable the conducting of quantitative research by obtaining data from quantitative research.

Conclusion

Seborrheic keratosis in males outnumbered females. Lightly pigmented SKs dominate in
lighter skin types, while heavily pigmented dominate in darker skin types, mainly affected by

the type of melanin available in each skin type.

Dark brown SKS presented in about (33%) of the lesion, followed by light brown SKs (in

25%); the least was for white-colored SKs.
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The most common site affected among 200 lesions of SKs was the back, followed by the face.

The least was for the neck, feet, and inguinal areas.

The size of SKs can vary from a few millimeters up to 1.8 cm; medium size (6-10) mm was

the predominant size in our study.

For the duration of the lesion, we noticed that many lesions could stay for several years before
the patient seeks medical advice. Commonest local features were sharp borders followed by

comedo-like openings, and the least was Moth eaten border.
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