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Disseminated Superficial Actinic Porokeratosis

Disseminated superficial actinic porokeratosis (DSAP) is a rare, chronic skin disorder
characterized by the development of multiple, reddish-brown, scaly macules or plaques, often with
a distinctive peripheral ridge or rim. These lesions are primarily localized to sun-exposed areas
such as the arms, legs, and other regions of the body that have experienced chronic ultraviolet
(UV) radiation exposure. DSAP is not typically a serious condition but may present cosmetic
concerns due to the characteristic appearance of the lesions and the potential for pre-cancerous
cell formation in the affected skin.

Etiology and Pathophysiology

The pathogenesis of DSAP is primarily linked to abnormal skin responses to UV radiation, leading
to the development of porokeratosis—a condition where abnormal keratinocytes proliferate and
form a characteristic cornoid lamella (a thin, thready ridge of keratin at the edges of the lesion).
DSAP is considered a precancerous condition, though it rarely progresses to invasive squamous
cell carcinoma. Most cases of DSAP are inherited in an autosomal dominant manner, associated
with mutations in the ATP6V1E1 gene, which plays a role in the cellular processes of keratinocytes.
These genetic mutations predispose individuals to develop the condition upon UV exposure,
though environmental factors, particularly chronic sun exposure, are crucial in triggering the
lesions.

DSAP typically manifests in fair-skinned individuals, particularly those with a history of sun
exposure, and usually appears after middle age. Women are more commonly affected than men,
although the reasons for this gender disparity remain unclear. The condition tends to occur after
significant sun damage, particularly in areas such as the forearms, upper chest, and face, though it
can also appear on other sun-damaged areas of the body. Once a lesion forms, it may gradually
expand into a ring or circular shape, and patients may experience itching or increased growth of
the lesions after sun exposure.

Clinical Presentation

Clinically, DSAP presents as small, well-demarcated, erythematous to brownish macules or plaques
with a characteristic thin, raised, keratotic ridge at the periphery. The central area of the lesion
may appear atrophic or hypopigmented, while the edge is more pronounced, often resembling a
"cornoid lamella" (a thready lamellar scale). Lesions may be asymptomatic or cause mild itching,
particularly after exposure to sunlight, which can exacerbate the condition. In some cases, the
lesions may show signs of irritation, such as scaling, crusting, or redness, which may prompt
further evaluation by a dermatologist to rule out malignant transformation.
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The diagnosis of DSAP is usually clinical, with experienced dermatologists recognizing the
distinctive cornoid lamella on the edges of the lesions. However, in uncertain cases, a skin biopsy
may be performed to confirm the diagnosis and differentiate DSAP from other conditions, such as
actinic keratosis or squamous cell carcinoma.

Treatment Options

Currently, there is no cure for DSAP, and treatment primarily focuses on symptommanagement
and preventing further sun damage, which is a key exacerbating factor in the condition's
progression.

➢ Sun Protection

The most important aspect of managing DSAP is strict photoprotection. Patients are
advised to avoid sun exposure, wear protective clothing (e.g., long sleeves and hats), and
use broad-spectrum sunscreens with a high sun protection factor (SPF 30 or higher) daily.
UV exposure is a major trigger for DSAP, and minimizing further sun damage is critical in
preventing new lesions and worsening of existing ones.

➢ Topical Therapies

Several topical treatments have been explored for DSAP, although their effectiveness is
limited. Topical retinoids (such as tretinoin) are sometimes used to promote skin cell
turnover and reduce the number of lesions. However, the results can be variable, and
irritation is a common side effect. 5-fluorouracil, a chemotherapeutic agent with
anti-proliferative effects, has also been used with some success in reducing DSAP lesions,
particularly for thicker or more prominent plaques. Another treatment option is
imiquimod, an immune response modifier that enhances the body’s immune response to
abnormal skin cells, though evidence for its efficacy in DSAP is limited.

➢ Cryosurgery and Laser Treatments

Cryotherapy, using liquid nitrogen to freeze and destroy the lesions, is another treatment
modality for DSAP. While cryosurgery can be effective in removing lesions, it may lead to
hypopigmentation or scarring, particularly in darker-skinned individuals. Laser treatments,
such as pulsed dye laser or fractional CO2 laser, have been employed in some cases, but the
results are often mixed, with limited evidence supporting their routine use.

➢ Photodynamic Therapy

Photodynamic therapy (PDT), which involves the use of light-activated compounds to target
abnormal skin cells, has been explored as a treatment for DSAP. While some studies suggest
that PDT may help reduce lesions, the results are variable, and it is not considered a
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first-line treatment. PDT may be used in select cases, particularly for patients with
extensive or resistant lesions.

Regular Surveillance

Although DSAP is not typically associated with a high risk of progression to skin cancer, regular
dermatological follow-up is recommended to monitor for any suspicious changes in the lesions.
Dermatologists typically advise a full skin examination at least once or twice a year to detect any
potential malignant transformation or the development of new lesions. In some cases, the most
prominent or suspicious lesions can be removed via cryotherapy or other excisional methods.

Prognosis and Conclusion

Disseminated superficial actinic porokeratosis is a benign condition with a low risk of malignant
transformation. However, it is associated with chronic sun exposure, and its management
primarily focuses on prevention of further sun damage and symptomatic relief. Although
treatment options, such as topical therapies, cryotherapy, and photodynamic therapy, can offer
some improvement, the overall results are often modest. Strict sun protection remains the
cornerstone of managing DSAP, and regular dermatological monitoring is essential to ensure early
detection of any potential malignant changes.
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