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PHOTOCLINIC

A 16-year-old girl presented to our der-
matology clinic with a rash on her feet, 
which had been present for 10 years. The 
asymptomatic rash had started on her 
right foot but progressed to the left foot 
over the past 3 to 6 months. 

History
Her medical history was significant 

for eczema as a child. She had had no 
developmental disorders during child-
hood. Four years prior to presentation, the 
patient had taken griseofulvin for a few 
months without improvement. She had 
used products containing lactic acid, urea, 
and salicylic acid in the past, but they 
were not successful in treating the rash.

Physical examination. The physical 
examination at that time revealed polygo-
nal, keratotic papules, many of which had 
slightly depressed centers on the margin-
al border of bilateral feet (Figure 1). 

After a 4-month trial of over-the-
counter lactic acid, the patient returned 
for a follow-up visit. The findings of the 
physical examination of her feet at the 
follow-up visit were unchanged since 

her initial presentation, but new, barely 
perceptible, similar round and polygo-
nal papules were noted on the marginal 
border of her hands. 

Laboratory tests. A skin biopsy of the 
right lateral plantar foot showed compact 
orthokeratosis overlying regular epider-
mal hyperplasia with mildly thickened 
collagen in the dermal papillae (Figure 2). 
The histological findings confirmed the 
diagnosis of focal acral hyperkeratosis. 

Discussion
Focal acral hyperkeratosis was first de-

scribed in 1983 as a condition that is clin-
ically identical to acrokeratoelastoidosis, 
but it lacks elastorrhexis on histological 
examination.1 Acrokeratoelastoidosis was 
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Figure 1. Polygonal, keratotic papules, many of which had slightly depressed centers on the 
marginal border of bilateral feet.

Figure 2. A skin biopsy of the right lateral plan-
tar foot showed compact orthokeratosis over-
lying regular epidermal hyperplasia with mildly 
thickened collagen in the dermal papillae.
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first described in 1953 as a skin eruption 
with small, waxy, translucent papules that 
gradually appear on the margins of an 
individual’s hands or feet over the years.2,3 
These papules frequently come together 
to form plaques. 

Although very similar, histological 
examination can differentiate these 2 
conditions. Focal acral hyperkeratosis is 
more common in Black women.1,4 Familial 
cases of focal acral hyperkeratosis have 
been reported, in which the mode of 
inheritance appears to be autosomal 
dominant. In our case, the mother of our 
patient self-reported having a “foot rash” 
that resolved, but the diagnosis of the 
rash was uncertain and likely unrelated to 
this case. 

Sporadic cases of focal acral hyper-
keratosis have also reported.1 The main 
differential diagnoses of focal acral 
hyperplasia include acrokeratoelas-
toidosis, keratoelastoidosis marginalis, 
degenerative collagenous plaques, 
punctate palmoplanar keratoderma, and 

acrokeratosis verruciformis. They can be 
differentiated by clinical and histological 
features (Table).

Treatment
Treatment options that have proved to 

be unsuccessful for acrokeratoelastoido-
sis and focal acral hyperkeratosis include 
liquid nitrogen, salicylic acid, tretinoin, 
and prednisone.3 In one case, a 14-year-
old boy with a 12-year history of acrokera-
toelastoidosis used tretinoin, 0.1%, topical 
cream twice daily for approximately 1 year, 
but he did not show any improvement.3 

In a case of a 25-year-old Black wom-
an, treatment with topical calcipotriol 
twice daily for 8 weeks led to significant 
improvement.5 There was no recurrence 
of focal acral hyperkeratosis 8 months 
after treatment.5 

In another report, a 9-year-old girl 
with lesions for 8 years was treated with 
salicylic acid, 3%, and tretinoin, 0.1%, 
but she had no response in 3 months.6 
Another case reported improvement in 1 

month after using etretinate, 50 mg, daily.7 
In 6 months, there was marked flattening 
of the papules. However, when etretinate 
was reduced to 25 mg daily, the lesions 
worsened. When etretinate was stopped 
completely, the papules recurred but 
were less prominent than before starting 
treatment.7 Additionally, treatment with 
the erbium:YAG laser resulted in flatten-
ing of a patient’s papules, and no recur-
rence was seen after 6 months.8 There 
are no cases of spontaneous resolution of 
focal acral hyperkeratosis in the literature 
published in English. 

Outcome of the case
Our patient tried a short course of an 

over-the-counter lotion containing lactic 
acid for 2 weeks, which did not affect 
the lesions. Due to the brevity of treat-
ment, it is difficult to document this as a 
treatment failure. The condition bothered 
the mother more than the patient, which 
provides some insight into motivation for 
adherence for this patient. 

Table. Differential Diagnoses of Focal Acral Hyperkeratosis

DISEASE CLINICAL FEATURES HISTOLOGICAL FEATURES

Acrokeratoelastoidosisa Round, oval, or polygonal transparent, 
smooth papular lesions 

Corneal thickening, granular layer hyperplasia, fusion of inter-
papillary crests, fragmentation of elastic fibers

Degenerative collagenous 
plaquesb

Yellow plaques that may be scaly or 
smooth with a central depression; may 
coalesce to form a linear plaque

Dense collagen and elastic tissue involving most of the reticu-
lar dermis; usually spares the papillary dermis and subcutis

Keratoelastoidosis 
marginalisc

Round, oval, or angular papules with a 
keratotic surface; may have a central 
depression and be arranged in a discon-
tinuous line 

Orthohyperkeratosis with an increase in thickness of the stra-
tum granulosa; elastotic change extending to the border of 
the hypodermis; dermo-epidermal border makes an undulat-
ing line; ectatic papillary capillaries

Punctate palmoplanar 
keratodermad

Round or oval transparent hyperkeratotic 
papules

Undulating hyperkeratosis with depression on the epidermis 

Acrokeratosis verruciformis 
of Hopfe

Round, polygonal, or oval papular kerato-
sis with papillary granulation and a flat or 
slightly convex surface

Hyperkeratosis in the stratum corneum without parakeratosis; 
thick stratum granulosum with hyperplastic prickle cells

a. Costa OG. Acrokeratosis elastoidosis. Arch Dermatol. 1954;70:228-231. doi:10.1001/archderm.1954.01540200088008
b. Burks JW, Wise LJ, Clark Jr WH. Degenerative collagenous plaques of the hands. Arch Dermatol.1960;82(3):362-366. doi:10.1001/arch-
derm.1960.01580030056007
c. Kocsard E. Keratoelastoidosis marginalis of the hands. Dermatologica. 1965;131(3):169-175.
d. Johansson EA, Kariniemi AL, Niemi KM. Palmoplantar keratoderma of punctate type: acrokeratoelastoidosis Costa. Acta Derm Venereol. 1980;60(2):149-153.
e. Niedelman ML. Acrokeratosis verruciformis (Hopf) report of 14 cases in one family in four generations, with a review of the literature. Arch Derm Syph-
ilol. 1947;56(1):48-63. doi:10.1001/archderm.1947.01520070051005
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