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Patients who present with multiple keratoacanthomas (KAs) asso-
ciated with prurigo nodularis often pose a treatment challenge.
These lesions often require aggressive treatment, such as Mohs
micrographic surgery, surgical excision, electrodesiccation and
curettage, intralesional steroid injection, and long-term acitretin.
5-Fluorouracil (5-FU) cream 5% has been shown to be’effective;
however, topical options are limited when 5-FU fails. We ' have
found success using a high-potency topical steroid under-ocelusion,
resulting in resolution of KAs and prurigo noduless
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Practice Gap

Multiple keratoacanthomas (KAs) of the legs often are
a challenge to treat,<especially when these lesions
appear within a field of prurigo nodules. Multiple KAs
associated with prurigo, nodularis is a rarer finding;
more often, the condition is reported on the lower limbs
of elderly women with actinically damaged skin.*? At
times, it can be difficult to distinguish between KA
and prurigo nodularis in these patients, who often
report notable pruritus and might have associated eczem-
atous dermatitis.?

Keratoacanthomas often are treated with aggressive
modalities, such as Mohs micrographic surgery, exci-
sion, and electrodesiccation and curettage. Some patients
are hesitant to undergo surgical treatment, however,
preferring a less invasive approach. Trauma from these

aggressive modalities also can be associated with recur-
rénce of existing lesions or development of new KAs,
possibly related to stimulation of a local inflammatory
response and upregulation of helper T cells.**

Acitretin and other systemic retinoids often are
considered first-line therapy for multiple KAs.
Cyclosporine has been added as adjunctive treatment in
cases associated with prurigo nodularis or eczematous
dermatitis’* however, these treatments have a high rate
of discontinuation because of adverse effects, including
transaminitis, xerostomia, alopecia (acitretin), and renal
toxicity (cyclosporine).?

Another treatment option for patients with coexist-
ing KA and prurigo nodularis is intralesional corticoste-
roids, often administered in combination with systemic
retinoids.® Topical 5-fluorouracil (5-FU) has been used
successfully for KA, but topical treatment options are
limited if 5-FU fails. Topical imiquimod and cryotherapy
are thought to be of little benefit, and the appearance of
new KA within imiquimod and cryotherapy treatment
fields has been reported.'? Topical corticosteroids have
been used as an adjuvant therapy for multiple KAs asso-
ciated with prurigo nodularis; however, a PubMed search
of articles indexed for MEDLINE using the terms
keratoacanthoma and steroid and keratoacanthoma and
prurigo nodularis yielded no published reports of success-
ful use of topical corticosteroids as monotherapy.?
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TREATMENT OF MULTIPLE KERATOACANTHOMAS

A, Multiple keratoacanthomas on the shin
prior to treatment. B, Resolution of kera-
toacanthomas after treatment with a high-
potency topical steroid under occlusion.

The Technique

For patients who want to continue topical treatment of
coexisting KA and prurigo nodularis after topical 5-FU
fails, we have found success applying a high-potency
topical corticosteroid to affected areas under occlusion
nightly for 6 to 8 weeks. This treatment not only leads to
resolution of KA but also simultaneously treats prurigo
nodules that might be clinically difficult to distinguish
from KA in some presentations. This regimen has been
implemented in our practice with remarkable reduction
of KA burden and relief of pruritus.

In a 68-year-old woman who was treated with' this
technique, multiple biopsies had showm»KA (or well-
differentiated squamous cell carcinoma<that appeared
clinically as KA) on the shin (Figure;A) arising amid many
lesions consistent with prurigo nodules.Topical 5-FU had
failed, but the patient did not want to be treated with a
more invasive modality, suchias exeision or injection.

Instead, we treated<the patient with clobetasol pro-
pionate ointment 0.05% wunder occlusion nightly for
6 weeks. This strategy produced resolution of both KA and
prurigo nodules (Figure, B). When lesions recurred after a
few months, they were successfully re-treated with topical
clobetasol under occlusion in a second 6-week course.
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Practical Implications

Treatment of multiple KAs associated with prurigo nodu-
laris can present a distinct challenge. For the subset of
patients who want to pursue topical treatment, options
reported in the literature are limited. We have found
success treating multiple KAs and associated prurigo
nodules with a high-potency topical corticosteroid under
occlusion, with minimal or no adverse effects. We believe
that a topical corticosteroid can be implemented easily in
clinical practice before a more invasive surgical or intral-
esional modality is considered.
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