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Abstract
Confluent and reticulated papillomatosis of Gougerot and Carteaud is a rare dermatosis of unknown etiology, but distinctive acquired
icthyosiform dermatosis seen in young adults and characterized by persistent brown, scaly macules, papules, patches and plaques. Lesions tend to be localized predominantly on the neck, upper trunk and axillae where they tend to be confluent and become reticulated
towards the periphery. Herein we present a 26 years old male with asymptomatic hyperpigmented and few raised skin lesions over chest,
upper back, axillae and upper arms with a characteristic histopathology suggestive of Confluent and reticulated papillomatosis. The
importance of differentiating this disease with closely mimicking Pityriasis versicolor and need for prompt treatment of this psychologically upsetting disease in young adults is highlighted.
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Introduction
Confluent and reticulated papillomatosis (CRP) was described by
French dermatologists Gougerot and Carteaud in 1927 [1-3]. The
etiology remains obscure, but the main hypotheses that try to explain its onset are keratinization disorder or abnormal response
to skin biota microorganisms, which is caused by lipophilic yeast
genus Malassezia [2,3]. It is a rare dermatosis which is more frequently found in women, with higher incidence between the ages
of 10 and 35 years[3].

Case Report
A 26 years male presented to our department with complaints
of asymptomatic hyperpigmented raised and flat lesions on the
upper back, chest, upper abdomen, axillae and flexor aspects of
both upper limbs since 2 years. He gives history of aggravation
of lesions since 1 year. There was no similar complaints in any
other family members. Patient was severely distressed due to the
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cosmetic disfigurement. The lesions were well defined, brown
macules with few slightly elevated, flat-topped, warty papular like
lesions on the upper back, shoulders, and intermammary areas
which are confluent in the centre and reticulate at the periphery.
(Fig.1,2) Microscopic examination of the scrapings in 10% KOH
did not show any filaments or spores of Malassezia furfur. Routine blood investigations and thyroid profile was normal.
Biopsy of a lesion showed hyperkeratosis and papillomatosis.
Dermal papillae projected upwards as finger like projections. Focal acanthosis is seen in the valleys between the elongated papillae
with some keratotic material. Dermis showed mild perivascular
lymphocytic infiltrate. Biopsy was suggestive of Confluent and
reticulated papillomatosis. (Fig.3,4) He was referred to psychiatric consultation for alleviating his distress and was counselled for
the same. The patient was started on oral Minocycline 100mg
once daily for 4weeks along with topical tretinoin 0.025% cream.
Patient had good response after completion of the therapy with
significant cosmetic improvement and there was no recurrence
after 3 months follow-up.

Discussion
The first case of this disorder was presented by Gougerot and
Carteaud in 1927 under the name of Papillomatose pigmentee
innominee. In 1932, they classified the cutaneous papillo-matoses
into three groups
a. punctate, pigmented and verrucose papillomatosis
b. confluent and reticulated papillomatosis
c. nummular and confluent papillomatosis [3]
Very few cases have been reported from India [8-12]. Most of
the reported cases are in African race [4] Occurrence of CRP in
members of the same family suggests that it is possibly an inherited disorder [3,5]. As most cases are sporadic, it was suggested
that there may be an inherited and an acquired form. Most cases
reported were stocky and obese [4]. CRP affects both sexes but
two thirds of the patients are women. Disease begins on an aver1
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Figure 1. Multiple hyperpigmented well defined macules with few slightly elevated papule like lesions on chest, shoulders,
intermammary areas and upper arms which are confluent in the centre and reticulate at the periphery.

Figure 2. Hyperpigmented macules over the upper back which are confluent in the centre and reticulate at the periphery.

Figure 3. Histopathology of the skin lesion showed epidermis with hyperkeratosis and papillomatosis. Dermal papillae
were projected upwards. (H and E 10X)

age, in the late teens or early twenties [3]. Our case was an 26years
old young adult male, moderately built with no family history with
this unusual disease.
Many etiologies have been proposed. Proposed causes include
obesity, disturbance of keratinization, exposure to ultraviolet
light, endocrine imbalance and infection with Pityrosporum ovale
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or abnormal host response to Malassezia furfur[1,2]. The onset,
distribution and pigmentary disturbance suggest a close similarity
to pityriasis versicolor, but examination of the scrapings from the
lesions do not demonstrate Pityrosporurn orbiculare (Malassezia furfur). However, treat-ment with local applications effective
against P. orbiculare produces clearing of the eruption. Therefore, the underlying defect may be an abnormality of the host
2
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Figure 4: Histopathology in high power view, shows dermal papillae as finger like projections. Focal acanthosis is seen in
valleys between the elongated papillae with some keratotic material. Dermis shows mild perivascular lymphocytic infiltrate.
Biopsy features were suggestive of Confluent and reticulated papillomatosis. (H and E 40X)

response to colonisation by P. orbiculare[4]. Association of CRP
with pseudoatrophoderma colli and acanthosis nigricans has been
reported[4]. It was speculated that these three conditions belong
to a group of persistent asymptomatic pigmentary disorders [3,4]
We implicate abnormal keratinization as the probable etiology in
our case among various theories put forth in its pathogenesis as
the potassium hydroxide staining of the scale was negative for
fungi.
The main differential diagnosis is with Pityriasis versicolor, but
others should also be considered: acanthosis nigricans, cutaneous
amyloidosis, different keratinization disorders, and some forms of
seborrheic dermatitis [1-3] Histopathological examination is not
very characteristic and there are subtle affections, correlated with
clinical presentation of hyperkeratosis, normally orthokeratotic,
irregular papillomatosis, acanthosis predominantly in interpapillary areas and hypogranulosis. There may also be focal atrophy
of stratum spinosum, hyperpigmentation of basal layer, without
affection to number of melanocytes. On the dermis, there may
be chromatophores on the papillary region, discreet mononuclear
superficial perivascular infiltrate, mild ectasis of vessels, and small
to moderate papillary edema [1-3,5,6]. The histopathological differential diagnoses include acanthosis nigricans, variants of seborrheic keratosis, non-inflammation epidermal nevus, DowlingDegos disease and Becker nevus[5,6] Electron microscopy shows
increase in transitional cell layer between stratum granulosum
and stratum corneum. This fact may define CRP as a disorder
of keratinization of skin focal area, without defining whether it
would be primary or secondary[5]. Even in our case, histopathology of the skin biopsy showed features that of CRP.
There is no standard therapy for CRP. Minocycline was first used
for the treatment of CRP in 1965 by Carteaud. It was found to
be highly effective in most of the patients [4,7,8]. Perhaps minocycline eradicates an unknown organism involved in predisposing
to CRP or helps to suppress an autoimmune phenomenon that
might lead to an increase in keratinization[7]. Tetracycline derivatives possess anti-proliferative and anti-inflammatory action and
they also inhibit Propionibacterium acnes, collagenase activity and
complement activation system[10]. Oral fluconazole 150 mg per
week for one month is also effective and also topical 1% clotrimazole cream. Various other treatment modalities which have been
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used are topical tretinoin, topical calcipotriol, oral etretinate and
isotretinoin and various other oral antibiotics like fusidic acid,
erythromycin, clarithromycin. Treatment with oral azithromycin
is also successful [12]. There was complete clearance with oral
minocycline and topical tretinoin in our patient after 4weeks of
treatment with good cosmetic improvement without recurrence
at 3months follow-up. Hence we emphasize on recognizing this
unusual disorder which can be extremely distressing and it is imperative that the treatment be effective and swift.
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