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Abstract 

Confluent reticulated papillomatosis(CRP) is a disease which is characterized with peripheral, reticular hyperpigmented 

patches and hyperkeratotic papules, first defined in 1927. The disease, also known as Gougerot Carteaud syndrome, 

mostly affects young women in 2nd and 3rd decade of life. Interscapular, epigastric and intermammary areas are 

involved in most of the cases. Although etiopathogenesis of the disease is still unclear, antibiotics such as minocycline, 

doxycycline, azithromycin and retinoic acid derivatives are being used in the treatment. Clearance of the lesion in CRP 

may take a long time. Herein, we present our case in order to emphasize rapid response to the combination therapy of 

systemic doxycycline and topical tretinoin.  
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Introduction 

Confluent reticular papillomatosis (CRP) was first 
described by Gougerot-Carteaud in 1927 as a disease in 
which peripheral reticular hyperpigmented patches with 
hyperkeratotic papules were observed [1,2]. CRP is often 
seen in the 2nd and 3rd decade especially in young 
women. Lesions mostly involve interscapular, epigastric 
and intermamarian areas. Acanthosis nigricans and 
pityriasis versicolor are frequently included in the 
differential diagnosis of the disease. Hyperkeratosis, 
papillomatosis, diminished granular layer and mild 
acanthosis are among the histopathological findings of 
CRP [3,4]. Antimicrobial agents such as doxycycline, 
azithromycin and retinoic acid derivatives are used in the 
treatment of the disease [5,6]. Herein, we present a young 
female patient who responded rapidly to the combined 
treatment of systemic doxycycline and topical tretinoin.  
 

Case Report 

A 23-year-old female patient presented with a brown 
color change and a thickening of the skin on the mid-chest, 
which began 6 months ago. She had a history of 
abdominal obesity and menstrual cycle irregularities. Her 
family history had no similar disease. System examination 
and physical examination were unremarkable. 
Dermatological examination revealed multiple brown 
papules and a few macules in the intermammary region. It 
was seen that a large part of these papules came together 
to form a velvety plaque of 5x8 cm (Figure 1). Her routine 
hematological and biochemical tests were within normal 
limits. Insulin resistance and other hormonal 
abnormalities were not detected in the patient. Syphilis, 
HIV, hepatitis serologies and autoimmune panel were 
negative. Punch biopsy was performed with preliminary 
diagnoses of pityriasis versicolor, prurigo pigmentosa, 
amyloidosis and confluent reticular papillomatosis. 
Histopathological examination of this biopsy specimen 
showed orthokeratotic hyperkeratosis in the epidermis, 
papilllamatous, mild pigmentation in the basal epidermis, 
mild perivascular lymphocyte exocytosis in the superficial 
vascular plexus and diffuse melanophages (Figure 2). 
Based on these clinical and histopathological findings, 
diagnosis of CRP was made. Doxycycline 100 mg / day 
orally and once daily application of topical tretinoin was 
started. After 20 days of follow-up, the lesion was 
clinically almost completely recovered (Figure 3). 
 

 
 
 

 

 

Figure 1: 5x8 cm brown velvety plaque in 
intermammarian area. 

 
 

 

Figure 2: Epidermis with marked papillomatous and 
hyperkeratosis signs HEx100. 

 
 

 

Figure 3: 20th day of the treatment with doxycycline 
capsule 100 mg /day combined with daily topical 
retinoic acid. 
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Discussion 

Confluent reticular papillomatosis was first defined by 
Gougerot-Carteaud as a disease in which hyperkeratotic 
papules and peripheral reticular hyperpigmented patches 
were observed [1]. The disease is usually sporadic and 
rarely seen. It occurs mostly in young adults [4]. Davis, et 
al. proposed diagnostic criteria of CRP. These criteria 
include: (i) the presence of brown macules or patches 
containing at least part of the reticular and papillomatosis 
structure (ii) upper trunk and neck involvement (iii) 
negative fungal examination (iv) failure to respond to 
antifungal therapy; and (v) good response to the 
treatment of minocycline [3]. Although the 
etiopathogenesis of the disease is not known, 
endocrinological conditions such as Type 2 diabetes 
mellitus, Cushing syndrome, menstrual abnormalities, 
thyroid dysfunction, hirsutism and obesity may be 
associated with the disease [2,3]. In this case, the 
presence of a few macules concomitant with brown 
papillomatosis plaque involving trunk and negative 
periodic acid-Schiff (PAS) staining for the fungus in the 
biopsy was compliant with criteria defined by Davis et al. 
Furthermore, the body mass index of the patient was 
between 30-35 with a class 1 obese. Previous studies in 
the literature, it has been showed that obesity may be 
associated with CRP [7]. Obesity and diabetes mellitus are 
common in individuals with CRP, Therefore, it can be 
speculated that insulin resistance may play a role in the 
etiology of the disease. 

 

Acanthosis nigricans and pityriasis versicolor are the 
most common differential diagnosis of confluent reticular 
papillomatosis. Differentiation between tinea versicolor 
and CRP can be done by native examination. On the other 
hand, differentiation between acanthosis nigricans and 
CRP is difficult. Some of the authors propose that 
acanthosis nigricans and CRP are in the same spectrum 
due to their clinical and histopathological similarities [8]. 
It can be considered that these two diseases may be the 
same entity due to the fact that similar clinical and 
histopatological features of the achantosis nigrikans and 
CRP besides their association with similar 
endocrinological diseases. As in our case, hyperkeratosis, 
papillomatosis, acanthosis and increased melanin 
accumulation are observed in the histopathology of CRP.  

 
Minocycline is one of the most effective agents in the 

treatment of the disease [5,9,10]. However, oral 
antibiotics such as azithromycin, erythromycin and 
retinoic acid derivatives have been used to treat the 
disease at varying success rates [6,11,12]. 

It can take several months until total clearance of the 
lesions occurs [13-15]. Doxycycline 1x100 mg/day orally 
and once daily application of topical retinoic acid were 
commenced as treatment. On the 20th day of treatment, 
the patient's lesions improved significantly. In this context, 
it can be considered that in a patient with CRP, especially 
those with prominent papillomatous structures and 
localized involvement may respond better to the 
combined oral doxycycline and topical retinoic acid 
treatment in terms of clearance time. 

 
In a report published by Seongmoon Jo et al., in which 

only 2x100 mg oral doxycycline treatment was given, CRP 
lesions were completely recovered in 2 months [15]. In 
addition, when the literature is reviewed, the complete 
recovery time of the patients with CRP who received only 
topical retinoid or oral minocycline extended from 2 
months to 1 year. Moreover, it was reported that a patient 
with CRP had rapid response to the treatment of oral 
minocycline combined with tazarotene [3,7,14,16]. 
Effective combination treatment with 
minocycline/doxycycline can be done more financially 
with topical tretinoin instead of tazarotene especially in 
the developing countries. 
 

Conclusion 

CRP may be misdiagnosed as prurigo pigmentosa, 
pityriasis versicolor and amyloidosis since it clinically 
appears as hyperpigmented and hyperkeratotic lesions. 
Therefore, suspected cases require a biopsy. Antibiotics 
such as minocycline, doxycycline and retinoic acids, 
vitamin d derivatives have been used in the treatment of 
disease with varying response rates. As can be 
understood from this case, the combination of topical 
tretinoin with oral doxycycline therapy may lead to a 
rapid response to the treatment. 
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