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Case Report

Multiple Keratoacanthoma Responsive to Acitretin
in an Old Man with Depressed Mood
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Abstract
Introduction: Keratoacanthoma (KA) is a common neoplasm and one of variety
squamous cell carcinoma (SCC) characterized by rapid growth with potential for tissue
damage.
Case Presentation: A 64-year-old man presented with hyperkeratotic papules that
initially appeared on the dorsum of his hand and slowly progressed to form a large annular
plaque along with multiple small keratotic plaques and papules. He was depressed and
worried about the appearance and lesions. He had a history of multiple surgery on the
lesions that had recurrence and finally the surgeon decided to do extensive excision with
flap that had recurrence on the donor and recipient site, too. Treatment with Acitretin was
started. Evolution of new lesions had decreased and stable lesions had begun to regress.
Conclusions: Although the gold standard for the treatment of keratoacanthoma is surgical
excision, oral retinoid can be a good choice for multiple recurrent keratoacanthoma.

INTRODUCTION
Keratoacanthoma (KA) is a cutaneous neoplasm characterized by rapid growth [1]. The exact incidence of KA is probably underestimated [2]. It is assumed that KA originates
from hair follicle [3, 4]. Multiple KA is a rare entity and can
be familial or sporadic [2]. Many options are available to treat
keratoacanthoma. The recommended option for the majority
of cases is excisional surgery. However, it may be associated
with several complications including cosmetic and functional problems [1]. The first-line treatment for variants of multiple KA is systemic acitretin or other retinoids [5, 6]. Herein,
we report a case of multiple KA who treated by Acitretin and
responded well to the drug.

too. Cutaneous examination showed multiple annular, hyperkeratotic plaque on the leg and hands (Fig 1).
Tissue periodic acid-Schiff (PAS) and Fite stains were negative for concomitant microorganisms. Histological examination of a punch biopsy performed on a papulokeratotic
border showed an exoendophytic lesion with an invaginating mass of keratinizing, well-differentiated squamous epithelium at the sides and bottom of the lesion. There was a
central keratin-filled crater. The component cells had a distinctive eosinophilia due to their cytoplasm and epithelial
atypia and mitoses were not seen (Fig 2).

CASE REPORT
A 64-year-old man presented with hyperkeratotic papules
that initially appeared on the dorsum of his hand and slowly
progressed to form a large annular plaque along with multiple small keratotic plaques and papules. He was depressed
and worried about the appearance and his lesions. He had
multiple surgery on the lesions that had recurrence and finally the surgeon decided to perform an extensive excision
with flap that had recurrence on the donor and recipient site

Figure 1: Multiple Hyperkeratotic Papules and Crateriform Nodules on the Graft Site
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Figure 2: Histologic Section of Lesions on the Hands

After correlation of clinical and histopathological findings,
the diagnosis of keratoacanthoma was made. Treatment
with oral 25 mg/d of Etretinate was started. After 30 days,
the effect was obvious: evolution of new lesions had decreased and stable lesions had begun to regress. This dose
was continued for 4 months. The lesions became smaller
and flattened, and some of them completely disappeared
without scars (Fig 3).

neous regression along with multiple recurrence after surgery
that was responsive to Acitretin.

CONCLUSIONS
Although the gold standard for the treatment of keratoacanthoma is surgical excision, oral retinoid can be a good choice
for multiple recurrent keratoacanthoma.
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Figure 3: The Disappearance of the Lesions after Acitretine Therapy

DISCUSSION
Keratoacanthoma (KA) is a common neoplasm characterized by rapid growth with potential for tissue destruction and
in most cases spontaneous regression. There are two types
including simple multiple types. Multiple KAs are quite rare.
Multiple types have been reported in the context of rare condition such as Gzybowski eruption keratoacanthoma, KAs
of Ferguson Smith type and multiple persistent KAs. The
tendency toward spontaneous regression suggests a benign
course, but it may rarely metastasize [3]. Solitary KA has three
distinct stages: proliferation, maturation, and spontaneous
involution [7]. Although the exact etiology is unknown, sun
exposure, mechanical trauma, ionizing radiations, chemical
carcinogens, infections by human papilloma virus, genetic
and immunological, immunosuppressive therapy and chronic inflammation related to some dermatologic disorders such
as hypertrophic lichen planus or psoriasis has been suggested
to play an etiological role [8-10]. Several reports describe reactive KAs developing after dermatologic surgery, including
mohs surgery, laser resurfacing, radiation therapy, and skin
grafting [11-13]. The treatment of choice for solitary type of
KA is surgical excision with histopathological verification of
the diagnosis., several other therapeutic options such as intraregional injections of interferon alpha, Methotrexate or
Bleomycin [14], topical 5-fluorouracil (5-FU) [15], superficial x-ray therapy [16] and systemic retinoid [17] have been
reported to be effective, if surgery is not possible. Herein, we
presented a new case of multiple KA with no signs of sponta-
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