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Fig 1. Smooth, flat-topped, skin-colored pinpoint papules
located near the periphery of the palm.

Abbreviation used:

AKE: acrokeratoelastoidosis
INTRODUCTION
Acrokeratoelastoidosis (AKE), is a rare kerato-

derma characterized by small, round, skin-colored
papules on the palms and soles.1 It was first
described in 1952 by Brazilian dermatologist
Oswaldo Costa and commonly presents before the
age of 20.2 The primary etiology is unknown, and
both autosomal dominant and sporadic forms have
been reported in the dermatology literature.1,3 We
present the case of an immunosuppressed patient
who subsequently had papules on the hands,
originally diagnosed as verruca palmoplantaris, that
were later found to be consistent with AKE.

CASE REPORT
The patient is a 41-year-old woman with a history

of Crohn’s disease, taking vedolizumab, who pre-
sented to the dermatology clinic for evaluation of
bilateral, asymptomatic papules that had been pre-
sent on the palms of her hands for 4 years. The
patient had previously been diagnosed clinically
with verruca plana and started on topical imiquimod.
Despite strict adherence to the treatment regimen of
imiquimod, 3 times a week to affected areas, the
patient stated that the papules had not changed.

On physical examination, the patient showed
several 1- to 3-mm, smooth, flat-topped, barely
raised, pinpoint skin-colored papules predominately
concentrated near the periphery of the bilateral
palms at the hypothenar eminences and some
scattered near the digits (Fig 1).

The differential diagnosis included focal acral
hyperkeratosis, keratosis punctata, and aberrant
eccrine glands. A biopsy of one of the lesions found
compact hyperkeratosis and a prominent granular
layer. Focal areas of the epidermis showed
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invagination with hyperkeratotic plugs with clear
relationships to the acrosyringia (Fig 2, A and B).
Although the pathology report was nonspecific, the
association with the acrosyringium favored the
diagnosis of AKE. Verhoeff-van Gieson stains were
significant for fragmented elastic fibers within the
dermis (Fig 3).
DISCUSSION
AKE is part of a group of keratodermal disorders

that affect the palmar, plantar, and marginal sur-
faces.3 It is related to focal acral hyperkeratosis, a
very similar disorder that typically presents earlier in
life and typically lacks elastic changes.1 The differ-
ential diagnosis of palmoplantar small, rhomboid,
yellow to skin-colored papules also includes
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Fig 2. A, Sections of skin with compact hyperkeratosis, hypergranulosis, and a depression of
the epidermis with a clear relationship to the acrosyringium. B, There is hyperkeratosis with a
shallow depression of the underlying epidermis. (A and B, Hematoxylin-eosin stain; original
magnifications: A, 320; B, 310.)

Fig 3. Elastic fibers are decreased in number, thin, and
fragmented. (Hematoxylin-eosin with elastic stain; original
magnification: 310.)
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degenerative collagenous plaques, keratoelastoido-
sis marginalis, and verruca palmoplantaris.1,4 In case
reports, AKE has been distinguished from degener-
ative collagenous plaques and keratoelastoidosis
marginalis by distribution; the latter 2 disorders
usually affect the index finger and opposing margin
of the thumb.5

This patient originally had verruca vulgaris diag-
nosed because of the clinical appearance of the
lesions and her immunocompromised state, which
carries a higher risk for development of cutaneous
HPV manifestations.6 Indeed, palmoplantar wart
flares have been observed specifically in patients
immunosuppressed for Crohn’s Disease.7

However, given that this patient’s papules did not
respond to imiquimod therapy, a biopsy was per-
formed confirming our suspicion that the patient’s
papules were in fact not warts. This finding was
significant, as, to our knowledge, this is the first
instance of AKE arising after immunosuppression. A
review of dermatoses in AIDS found that lower T-cell
counts were associated with increasing prevalence
of papulosquamous disorders, including kerato-
derma blenorrhagicum. Because AKE and kerato-
derma blenorrhagicum are both classified in the
category of hyperkeratotic disorders, it is possible
that AKE may also be associated with immunosup-
pression.8 At this time, there is insufficient evidence
to determine whether this patient has either the
sporadic or autosomal dominant form of AKE.
Although case reports have not found clinical
distinctions between sporadic and hereditary forms
of AKE, this patient’s lack of family history indicates a
sporadic etiology. In addition, this patient’s age of
presentation is atypical; most cases of AKE occur
before age 30.9 There is no effective treatment for
AKE, although the condition is benign and does not
seem to carry an increased risk for more serious
diseases.1
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