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A rare case of punctate porokeratosis treated
with topical lovastatin/cholesterol
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INTRODUCTION
Porokeratosis is a heritable disorder of atypical

clonal expansion of keratinocytes and is defined by
the presence of cornoid lamella on histopathology.1

Some of the clinical variants include disseminated
superficial actinic porokeratosis (DSAP), disseminated
superficial porokeratosis, porokeratosis palmaris et
plantaris disseminate, linear porokeratosis, poroker-
atosis ofMibelli, and punctate porokeratosis. Punctate
porokeratosis is a rare, localized subtype of poroker-
atosis appearing as tender seed-like papules on the
palms and soles.2 Although its etiology is unknown, it
is not considered a premalignant condition, unlike
other variants of porokeratosis, such as linear, dissem-
inated superficial porokeratosis, and giant poroker-
atosis.3 Lesions are usually destroyed for cosmetic
reasons and include treatment options, such as CO2

lasers, 5-fluorouracil, topical imiquimod, photody-
namic therapy, topical corticosteroids, topical vitamin
D analogs, and systemic and topical retinoids.3-5

However, current approaches are often ineffective at
eradication.6 A newer treatment approach using
topical lovastatin/cholesterol to target mevalonate
pathway deficiencies in some variants of porokerato-
sis has been reported with successful outcomes. This
article describes a case of punctate porokeratosis in an
adult woman treated with lovastatin/cholesterol oint-
ment as an alternative treatment for this uncommon
subtype of porokeratosis.

CASE REPORT
The patient is a 69-year-old woman who pre-

sented to the dermatology clinic with numerous
scattered 1- to 2-mm round hyperkeratotic papules
on the soles of her feet bilaterally, which were

painful to the touch. Her first lesion appeared at
26 years of age, with subsequent papules of varying
sizes appearing several years later. These lesions

Fig 1. Plantar lesions (A) baseline lesion growth before
treatment, requiring excision every 6 days because of
patient discomfort. The shadowing does not represent a
pigmented (B) photograph showing punctate porokera-
tosis lesions during a clinic visit after 22 months of
treatment. Although the lesions have not resolved and do
not differ compared with the initial outward appearance,
growth has slowed, and excisions occur every 21 days.

Abbreviation used:

DSAP: disseminated superficial actinic
porokeratosis
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only appeared on her feet and required excision
every 6 days (Fig 1, A) by the patient with cuticle
scissors because of their thickness causing irritation
when walking. Her family history was notable for 2
biologic sisters and 1 nephew with similar, but less
severe cutaneous findings. Skin biopsy revealed
epidermal indentation with disruption of the gran-
ular layer by a column of parakeratosis with under-
lying dyskeratosis (Fig 2, B), which supported the
diagnosis of punctate porokeratosis.

The initial recommended treatment was a
nightly application of topical salicylic acid to the
papules. The patient also applied 5% lidocaine
cream on her feet because of pain. Because this
combination did not ameliorate her symptoms, she
began treatment with a compounded topical lova-
statin/cholesterol (2% cholesterol/2% lovastatin
ointment twice daily) in April 2021 because of its
documented safety profile and from previous case
reports indicating success in other subtypes of
porokeratosis.6 She noted a significant delay in the
growth and thickness of the papules base after
19 months of treatment, now requiring lesion
excision every 21 days (Fig 1, B) rather than every
6 days. In addition, the lesions gradually became
less firm, were easier to excise, and were not as
painful when ambulating. The treatment was well-
tolerated, and there were no reported adverse
effects.

DISCUSSIONS
Heterozygous germline mutations involving the

mevalonate metabolic pathway have recently been
implicated in some variants of porokeratosis and
may contribute to the condition through decreased

amounts of cholesterol, an end-product of the
mevalonate pathway and an important component
of the skin barrier.6,7 In addition, reduced enzymatic
activity within this pathway may also contribute to
the pathogenesis of porokeratosis through toxic
metabolite accumulation, elevated apoptosis activ-
ity, and dysmaturation of keratinocytes.6,8,9 Several
cases of combined topical lovastatin/cholesterol
treatment targetingmevalonate pathway dysfunction
have been reported in the literature with good
outcomes for various subtypes of porokeratosis,
including DSAP, porokeratosis palmaris et plantaris
disseminate, and linear porokeratosis.6,9,10 For
example, one study noted almost complete clear-
ance of lesions in the DSAP variant after 4 weeks of
treatment, with moderate improvement in the poro-
keratosis palmaris et plantaris disseminate, and
linear porokeratosis subtypes.6

To our knowledge, this is the first report of
topical lovastatin/cholesterol as a treatment for this
rare subtype of porokeratosis. Although the com-
bined topical lovastatin/cholesterol did not lead to
complete resolution of the patient’s lesions as
noted in other variants of porokeratosis, treatment
has steadily reduced the plantar papules’ thickness
and growth, improving the patient’s quality of life.
However, treatment did require 19 months before a
significant halt in growth was noted, whereas
subtypes, such as DSAP showed dramatic results
after 4 weeks.6 Overall, although this pathogenesis-
directed treatment may be promising for steady
lesion growth reduction with continued applica-
tion, further studies are needed to fully examine
the efficacy of this treatment for punctate
porokeratosis.

Fig 2. Punch biopsy of a punctate porokeratosis lesion on the left foot. A, The biopsy shows
hyperkeratosis with epidermal indentation. (Hematoxylin-eosin stain; original magnification:
310.) B, There is a parakeratotic column of cornoid lamella underlying a vertical zone of
dyskeratotic cellswithin the epidermis. (Hematoxylin-eosin stain; originalmagnification:3100.)
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