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Abstract
A keloid is a type of scar containing mainly type I and type III collagen fibres
resulting in an overgrowth of tissue at the site of a previously healed skin injury.
Unlike typical scars, keloids do not undergo scar remodelling and subside over time.
They are firm, rubbery, shiny, fibrous nodules that can vary from pink to fleshcoloured or red to dark brown in colour. Keloids occur after surgery or injury or even
spontaneously after the inflammation. We present a case of keloid on heel that
presented with ulceration and was treated by excision. This was followed by
secondary skin grafting. A brief case report with review of literature is presented.
Introduction

K

eloids were described in Egyptian
manuscript around 1700 B. C. Baron
Jean-Louis Alibert identified keloid as an
entity in 1806. He called them 'cancroide',
later changing the name to 'cheloide' to
avoid confusion with cancer. The word is
derived from the Greek 'chele', meaning
crab's claw, and the suffix 'oid', meaning
like.1,2,3 A keloid is benign, non-contagious
lesion accompanied by severe itching,
sharp pains and changes in texture. They
develop most often on the chest, back,
shoulders and earlobes and rarely develop
on the face and heels.1 We present a case of
keloid on heel.
Case Report
A 28 year old male presented with swelling on
right heel since nine months. He had a history of
trivial trauma following which he developed an ulcer
on right heel. Patient had history of discharge from
swelling, leading to ulcer over heel for two months
(Fig. 1). Patient had history of multiple such swellings
over abdomen, both arms and both lower limbs (Fig. 2
and 3). All these lesions had developed after trauma
or surgical intervention to the particular part. These
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Fig. 1 : Keloid on Heel, infected and
showing discharge; patient presented with
this lesion.
were clinically diagnosed as keloids. His routine
investigations were unremarkable. A wedge biopsy
from heel ulcer was taken which confirmed the
diagnosis and ruled out malignancy.
Histopathological examination of biopsy was
suggestive of infected granulation tissue. Excision of
the swelling was done followed by secondary skin
grafting (Fig. 4). Histopathology report of specimen
was showing atypical fibroblasts with excessive
deposition of extracellular matrix, especially collagen
bundles forming nodules in the dermal portion of the
lesion suggestive of keloid (Fig. 5). Follow up of 6
months, shows no evidence of recurrence.
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Fig. 5 : Histopathological section of the
keloid revealing collagen bundles,
abundant ground substance with few
fibroblasts.

Fig. 2 and 3 : Shows multiple keloids over
different body parts.

Fig. 3 : Excision of the keloid done, with
secondary skin grafting.
Discussion
Keloids form in scar tissue. Collagen
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which is used in wound repair tends to
overgrow in this area sometimes
producing a lump many times larger than
comparing with the original scar. Keloids
commonly occur at the site of previous
injury but they can also occur
spontaneously, at piercings, due to acne,
pseudo-folliculitis barbae, scaring skin
lesions, wound infection site, repeated
skin trauma, excessive skin tension
during closure of wound, foreign body and
even as simple as a scratch. Keloids
should not be confused with hypertrophic
scars, which are raised scars that do not
grow beyond the boundaries of the original
wound.1,2,3 Our patient presented with
history of swelling over heel since 9
months and history of discharge and ulcer
since two months without any known
history of trauma.
People of all ages can develop a keloid.
Children under 11 are less likely to develop
keloids, even when they get their ears
pierced. Keloids may also develop from
continued shaving on uneven skin causing
irritation, infection and over time keloids.
It is also speculated that the tendency to
form keloids is hereditary. Our patient was
not having history of keloids in family but
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he had tendency to develop keloids all over
body.1,3
Keloids affect both sexes equally,
although the incidence in young female
patients has been reported to be higher
than in young males, probably reflecting
the greater frequency of earlobe piercing
among women. There is a fifteen times
higher frequency of occurrence of keloids
in hyper pigmented; especially the african
race regardless of skin colour.1,3
Biologically, keloids are fibrotic
tumours characterized by a collection of
atypical fibroblasts with excessive
deposition of extracellular matrix
components like collagen, fibronectin,
elastin and proteoglycans. Generally,
keloids contain relatively acellular centres
and thick abundant collagen bundles
forming nodules in the deep dermal
portion of the lesion.
Keloids present a therapeutic
challenge, as these lesions can cause
significant pain, pruritus, and physical
disfigurement. They may not improve in
appearance over time and can limit
mobility if located over a joint. In severe
cases, it can affect movement.1
No treatment for keloids is considered
to be 100% effective. These treatments
have varying degrees of effectiveness. All
the invasive methods of treatment like
surgery carry a serious risk of the
recurrence and becoming bigger than it
was previously. Gels containing allium
cepa extract, heparin and allantoin. These
were developed for the treatment of postthyroidectomy scars, these gels are now
indicated for the treatment of all post
traumatic or post surgery scars and
keloids. Natural treatments such as gels
containing mucin from the snail helix
aspersa müller regulate the skin healing
and scar formation process. Topical
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application of treatments with this
ingredient on keloid scars regulates and
decreases dermal fibroblast proliferation
and excess collagen production, and thus
prevents and reduces keloid scars and
hypertrophic scars.1,2,3
V-plasty or W-plasty to reduce skin
tension is known to reduce recurrence of
keloids following excision. Steroid
injections are best used as the scar begins
to thicken or if the person is a known
keloid former.1,3 A series of injections with
triamcinolone acetonide or another
corticosteroid may reduce keloid size and
irritation. Compression bandages applied
to the site over several months, sometimes
for as long as six to twelve months, may
lead to a reduction in the size of the keloid.
This is the best treatment for preventing
new scars. Cryosurgery is an excellent
treatment for keloids which are small and
occur on lightly pigmented skin. It is often
combined with monthly cortisone
injections. Electron beam radiation can be
used at levels which do not penetrate the
body deeply enough to affect internal
organs. Radiation treatments reduce scar
formation if they are used soon after a
surgery while the surgical wound is
healing. Lasers produce a superficial peel
but often do not reduce the bulk of the
keloid. The use of dye-tuned lasers has not
shown better results than that of carbon
dioxide lasers.1,3,4 Drugs such as alphainterferon, 5-fluorouracil and bleomycin
are also effective. However, there is a need
for further study and evaluation of this
treatment technique.
If the keloid becomes infected, it may
ulcerate. The only treatment is to remove
the scar completely. However, the
probability that the resulting surgery scar
will also become a keloid is high, usually
greater than 50 %.1,3 In our case also the
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keloid was infected. So considering it to be
infected granuloma we excised the keloid
and followed it up by secondary skin
grafting. Since last six months patients is
following up and there is no recurrence.
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DABIGATRAN ETEXILATE IN PEOPLE WITH ATRIAL FIBRILLATION
Antiplatelet treatment with aspirin is much less effective than warfarin - it reduces the risk of stroke by about
a fifth compared with placebe. Adding clopidogrel to aspirin improves the effectiveness of antiplatelet
treatment to prevent stroke but the combination remains significantly less effective than warfarin. Current
guidelines recommend warfarin for patients with afrial fibrillation at high risk of stroke (previous stroke or
embolism or more than one of the following risk factors : age >75 years, hypertension, diabetes or congestive
cardiac failure), either aspirin or warfarin for those at moderate risk (only one stroke risk factor), and aspirin
for patients at low risk for stroke (no stroke risk factors).
Unlike warfarin, dabigatran etexidate has a predictable anticoagulant effect and does not require routine
coagulation monitoring.
The 150 mg twice daily dose of dabigatran etexilate may be an option to replace warfarin for most patients
with atrial fibrillation who are at moderate or high risk for stroke and who meet the eligibility criteria for the
RE-LY trial. The lower dose will probable by reserved for patients at increased risk of bleeding and for elderly
people (> 75 years) who have a higher risk of thromboembolic events and adverse effects. Warfarin should
continue to be the preferred drug for those with severe renal insufficiency.
What are the unanswered questions? The relative safety and efficacy of dabigatran compared with warfarin
are uncertain in patients with hepatic impairment and in those at high risk of bleeding who were not eligible
for inclusion in the RE-LY trial. Finally, the efficacy and safety of dabigatran etexilate compared with other
new anticoagulants such as rivaroxaban, apixaban and edoxaban is uncertain.
BMJ 2010;341:682-683
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