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POROKERATOSIS
(REPORT OF THREE UNUSUAL CASES)

G Raghu Rama Rao, B Sundareswar, P Penchala Reddy,
K Padmavathi, P Lakshmi

Three unusual cases of porokeratosis - linear, punctate and warty porokerdtoses are reported with
histopathological features. These three types are rarely seen in clinical practice. ‘
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Infroduction

Porokeratosis is an autosomal dominantly
inherited keratoatrophoderma with a wide
variety of manifestations. It is characterised by
a distinct peripheral keratotic ridge that corre-
sponds histologically o the coronoid lamelia.
Five different forms can be distinguished: '-1) The
plague type classical porokeratosis of Mibelli, 2)
Disseminated superficial actinic porokeratosis
(DSAP), 3) Linear porokeratosis, 4) Porokeratosis
plantaris, polmoris.et disseminata and 5) Punc-
tate porokeratosis. Only a few cases of
porokeratosis have been reported from India.?$
Three different cases of linear, punctate and
warty porokeratosis are reported.
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Case Reports

Case 1

A 9- year- old boy was brought for a sin-
gle large hyperpigmented, linear lesion over the
left upper limb of three years duration .The lin-
earlesion measured 15" x 1" and extended from
the styloid process of the radius to acromion
process of scapula on the ventrolateral aspec!
of left forearm and ventral aspect of the arm,
with central atrophy and hyperkeratotic,
hyperpigmented margins. The typical furow or:
crater was noticed near the elbow, (Fig.1).

Fig. 1: Linear porokeratosis with prominent. crater
over the elbow . .
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No other family member had similar lesions. His-
topathological study of biopsy specimen
showed hyperkeratosis and typical coronoid la-
mella filled with parakeratotic cells (Fig.2). Mild
lymphocytic infiltration was present in the der-

Fig. 2 : High magnification of coronoid lamella, showing par-
akeratotic cells (H & E 10 x 40) .

mis. He was asked to apply topical 0.05% tretinoin
cream daily at bed time for 3 weeks. There was
not much improvement.

Case 2

A 50 - year - old man was seen for multi-
nple asympto-
I matic, discrete,
hard papular
il lesions on both
#¥8 palms and on
’: the palmar as-
| pect of all fin-
# | gers of 10 years
- | duration, Exami-
nationrevealed
numerous hy-
~|perkeratotic
*| punctate pits on
: both palms and

: Fig.3: Punctate porokeratosis lesions over the palmar creases.

prominently present along the creases of both

‘palms (Fig.3). There were no lesions on the soles

and elsewhere over the body. All the routine
investigations were within normail limits. No other
family member had similar lesions. Histological
study revealed features of porokeratosis. A di-
agnosis of punctate porokeratosis was made.

Case 3

A 45- year -old man presented with a
large atrophic plaque with a warty and ulcer-
ated growth at one end of the lesion over left
leg. of 2 years
duration. Patient
was able to walk
freely in spite of |
the growth over |
the left leg. No |
dther  family [§&5
member wasf |
having similar le- |
sion. Al the in- B
vestigations
were normal. X-
ray of the left leg
showed no bony
lesion.  Exami-
nation revealed
a large atrophic
plaque of 20cm §
X 10 cms in size
with peripheral
hyperkeratotic
crater and a large warty mass with ulceration at
the lower end of the atrophic plague on the left
leg on the lateral aspect (Fig.4). Clinically,
porokeratosis of Mibelli with squamous cell car-
cinoma was suspected and two biopsies were -
taken separately from the atrophic plaque near

Fig 4: Large atrophic plaque with a
warty mass at the lower margin.
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the hyperkeratotic crater and other from the
warty growth. Histopathology of the first cne was
consistent with the porokeratosis. The second
one from the warty lesion showed hyperkeratotic
finger-like projections with acanthosis, papitlo-

matosis with central fibrovascular core in the

epidermis.-Histopathologically it was diagnosed
os squamous cell papilloma without any evi-
dence of mclignani change. The excisional bi-
opsy of the growth also showed the same histo-

logical feature and there was no evidance of

any malignancy.
Discussion

Porokeratosis of Mibelil is a well known -

gencdermatesis, butits variants and olher types
are rare. Linear porokeratosis is o distinet, rare
entity whose nosological staius remains uncisar,
oceuring predominantly in children ang voung
adults with a predilection for extremiiies. These
lasions clinically resemisle those of iinear verru-
cous epidermal naevus. In our case, the boy had
o single long lineor lesion, Invoiving the enfire
ieft upper limb from wrist to the acromion proc-
ess without any lesions over the palms and else-
where over the body, resembling linear verru-
cous epiderma! naevus, But there was a clear
hyperkeratotic crater near the antecubiiai fos-
sae and histopathological examination reveaied
a coronoid lamella. Punctate porokeratosisis a
rare variety of porokeratosis. It is characterized
by seed - iike punctate keratoses and/or &is on
palms and soles. Sometimes they may oe asso-
ciated with linear porokeratosis. Clinically these
lesions may be confused with punctoie
palmoplantar keratoderma, warts, arsenical
keratosis, pitied keratolysis and a variety of other
keratinising disorders. However, finding of a coro-
noid lamelia seen as a parakeratotic column aris-

ing from a furow in the iregularly acanthetic
epidermis without an intervening granular layer
clinched the diagnosis in our case. The prema-
lignant potential of classical porokeratosis and
disseminated superficial actinic porokeraiosis
and disseminated superficial  actinic
porokeratesis is well known.s” But benign warly
esions clinically resembling squamous cell cor-
cinoma can alsg. occasionally be seen in
porokeratosls of Mibellis Such cases are rarely
reported. Our third case was a classical
porokeratosis of Mibellil with warly uicerated le-
sion. Histopaihologically no evidence of maiig-
nancy, only benign squamous cell papiicma-
tous changes wers noticad. ”

Though porokeratosis 5 o known auto-
somal doeminant gsnodermatosis, spo?adic
cases olsoc can accur, All the three cases re-
ported here are such sporadic ones withaut any
farmily background.
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