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Acral Darier’s Disease Successfully Treated with Adapalene

S ir,
Acral involvement is present in over 90% of the cases in
Darier’s disease, including keratotic papules, nail dystrophy,
palmar pits and lesions closely resembling acrokeratosis
verruciformis. Isolated papular acral lesions may represent an
early and mild feature of the disease. However, reports in
which acral lesions are the only manifestation are very rare:
we have found only 4 reported cases in the literature (1–4).
Therapeutic approach to Darier’s disease with topical or
systemic retinoids is usually eŒective, but these treatments are
not always well tolerated (5). We report a case of isolated
acral Darier’s disease successfully treated with adapalene
0.1% gel.

CASE REPORT

A 22-year-old girl showed multiple, moderately itchy, keratotic papules
Fig. 1. Acral Darier’s disease: hyperkerato tic papules on the back ofon the back of both hands persisting since she was 10 years old. The
the left hand before therapy.slightly raised, skin-coloured , warty papules, 3–5 mm in diameter,

associated with hyperkeratosis of the soles, worsening during summer
season, were the only skin manifestations (Fig. 1). Nail changes and lesions cleared after 4 weeks of therapy, and the soles after 6 weeks
oral lesions were absent . A biopsy specimen from a papular lesion of therapy, without any side eŒects. Application of adapalene was
revealed hyperkeratosis, focal parakera tosis and suprabasal acantho- stopped after 2 more months of maintenance therapy without relapse.
lytic lacunae and dyskeratotic cells with formation of round bodies One month later a mild hyperkeratosis of the soles slowly appeared,
and grains. An ultrastructural study showed intraepidermal suprabasal which promptly resolved after a new cycle of therapy.
lacunae with reduced or absent desmosomal structures and altered
desmosomal tono� laments. In the granular layer, keratinocyte perin-

DISCUSSIONuclear vacuolization with peripheral tono� lament margination (round
bodies) and subcornea l keratinocytes with intracytoplasmatic tono� l-

Acral keratotic papules are frequently seen on the dorsa ofament aggregates (grains) were observed , suggesting Darier’s disease
hands and on the soles in Darier’s patients; however, acralfeatures. No changes characteristic of this condition were observed in

the family of this patient. Systemic retinoids were not administered papules without other cutaneous manifestations are de� nitively
due to the limited disease extension and the young age of the girl. rare (3–5). Our patient’s family members showed no evidence
Since treatment with topical steroids was ineŒective and topical

of Darier’s disease and the evolution of skin lesions duringisotretinoin was too irritating, we started therapy with adapalene gel
the years was steady. The acral Darier’s disease � rst described0.1% once at bedtime. On the soles application of adapalene gel was

preceded by a 7-day course of keratolytic topical therapy. Hand in 1988 has been suggested as frusted form of Hopf acroker-
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as useful tools in this genodermatosis (9–11). Often tazarotene
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requires concomitant use of topical steroids in order to prevent Br J Dermatol 1995; 133: 924–928.
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and other side-eŒects, and the clinical e� cacy of adapalene
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