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Sir,
Spiny keratoderma is a rare disease characterized by 
keratotic spicules resembling a “music box spine” lo-
cated on the palms and soles (1). This entity has been 
reported under several different names, such as punctate 
keratoderma (2), punctate porokeratotic keratoderma 
(3), palmar filiform hyperkeratosis (4), and spiny ke-
ratoderma of the palms and soles (1). We present here 
a case of spiny keratoderma of the palms treated with 
topical tacalcitol.

CASE REPORT

A 64-year-old man had a 3-year history of spiny kera-
totic lesions on the palms. The patient noticed spicules 
during radiation therapy given for his gingival squa-
mous cell carcinoma. His medical history also included 
diabetes mellitus, hypertension, and hyperlipidaemia, 
none of which had been treated. On physical exami-
nation, numerous firm, 0.5–1 mm, keratotic spicules 
were seen on the volar surface of the palms and fingers 
(Fig. 1a). There were no similar lesions at other sites, 
including the soles. On histology, a parakeratotic 

column with a diminished granular layer was noted 
(Fig. 2a). Neither dyskeratosis nor vacuolar change 
was found in the epidermis. Initially, the patient was 
treated with 10% urea cream with no improvement. 
However, the topical application of 0.002% tacalcitol 
ointment (Bonalfa High®, Teijin Pharma Ltd, Japan) 
dramatically improved the keratotic spicule lesions 
within 3 months (Fig. 2a), and a diminished keratotic 
column with normal appearance of the granular layer 
was seen at that time (Fig. 1b).

DISCuSSION

Spiny keratoderma has a heterogeneous aetiology (4); 
there are hereditary variants and idiopathic forms. 
Malignant disease has also been implicated as being 
related to spiny keratoderma (4). Consistent with this, 
our case developed skin lesions during radiotherapy 
for squamous cell carcinoma of the gingival mucosa. 
However, the link between spiny keratoderma and 
gingival carcinoma is uncertain. 

The treatment of spiny keratoderma has not been 
established; 5% 5-fluorouracil cream (1) and 12% am-
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Fig. 1. Spiny keratotic projections 
on the palmar surfaces (a) before 
treatment and (b) after treatment 
with 0.002% tacalcitol. 
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monium lactate (5) have been reported to provide a re-
latively good response. Here we report for the first time 
that 0.002% tacalcitol ointment remarkably improved 
spiny keratoderma skin lesions. Tacalcitol is an active 
form of vitamin D3 and has been reported to suppress 
proliferation, or induce terminal differentiation of ke-
ratinocytes (6). These pharmacological activities might 
be the result of improved keratinization processes in the 
present case. Although there was a partial recurrence 
approximately 3 months after the cessation of therapy, 
0.002% tacalcitol appears to be a useful treatment for 
spiny keratoderma.
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Fig. 2. Discrete parakeratotic column with a thinned granular layer. (a) Before 
treatment. (b) The keratotic column is no longer visible, and the granular 
layer now has a normal thickness.
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