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Abstract

Case Report

IntroductIon

Clear cell acanthoma (CCA) is a rare skin lesion originating 
from epidermal keratinocytes. While it has also been reported 
in young patients, it is more commonly seen in middle and 
older ages regardless of gender.[1-3] CCA can develop as 
solitary or multiple lesions and most often involves the distal 
extremities. CCA lesions are periodic acid–Schiff (PAS) 
positive as a result of intracellular glycogen accumulation. 
Clinically, it is hard to distinguish whether the lesion is benign 
or malignant; therefore, the best approach would be a total 
excision of the lesion.

case rePort

A 62-year-old male presented to our clinic with a 
wound in the left abdominal region that persisted for 
2 years [Figure 1]. Dermatological examination showed a 
sharply demarcated erythematous nodular lesion measuring 
0.6 cm × 0.4 cm [Figure 2]. Excisional biopsy and 
histopathological examination were planned with a diagnosis 
of dermatofibroma. The patient was informed about the surgical 
procedure, and his verbal consent was obtained for publishing 
his case. The lesion was excised under local anesthesia and with 
3-mm negative surgical margin. The skin defect was primarily 
closed after hemostasis was achieved. No wound-healing 
problems were observed following the surgery and sutures 
were removed after 14 days. Histopathological examination 
reported CCA.

dIscussIon

CCA is a rare skin lesion originating from the epidermal 
keratinocytes. Although it has been reported also in young 
patients, it is more commonly seen in middle and older ages 
regardless of gender.[2,3] Typically, CCAs are brown-to-red 
colored, domed, solitary, or nodular lesions of 3–20 mm in 
diameter[2-4] [Figures 1 and 2].

While it generally involves the distal extremities, it can 
also, although rarely, occur at atypical localizations.[5] While 
its cause is not exactly known, it is thought to be a benign 
epidermal tumor; however, there are views that regard the 
lesion as reactive inflammatory dermatosis.[6-8]

In differential diagnosis, the lesion can be clinically mistaken 
for dermatofibroma, pyogenic granuloma, irritated seborrhoeic 
keratosis, keratoacanthoma, actinic keratosis, malignant skin 
lesions (basal cell carcinoma, squamous cell carcinoma, and 
malignant melanoma),[2-9] plaque psoriasis, eccrine poroma,[10] 
viral warts, or metastatic cancers.[11] Ohnishi and Watanabe[8] 
emphasized its resemblance to psoriasis,[12] lichen planus, and 
discoid lupus erythematosus.[8]

Clear cell acanthoma (CCA) is an uncommon, benign, and slow progressing lesion originating from epidermal keratinocytes. Lesions are 
not gender specific and usually diagnosed at 50–60 years of age. It is generally represented in the lower extremities. CCA was first described 
by Degos et al. as “Degos acanthoma” for a lesion presented in the lower extremity.  Clinically, it is hard to distinguish whether the lesion is 
benign or malignant. Final diagnosis can be made histopathologically. Biopsy material is periodic acid–Schiff positive. While CAA commonly 
presents itself in the lower extremities, our patient had a CAA in his abdominal region.
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CCA can develop as single or multiple lesions and typically are 
seen to be 3–20 mm lesions localized to the distal extremities. 
Diversely, there are also giant cell, polypoid/pedicled, pigmented, 
eruptive, atypical, or cystic types reported in the literature.[13]

Giant CCAs are larger than 40 mm. In the literature, there 
are also reports of 40–60 mm lesions localized to the feet,[14] 
hips,[15] or the perineum.[16]

Polypoid CCA was first described by Petzelbauer and 
Konrad[17] in 1990. Lesions of 4–30 mm in diameter can 
localize to regions such as the femur, leg, neck, scalp, or nipple.

Pigmented CCA was first described by Fanti et al.[18] in 1990. 
The presence of melanocyte and melanin pigments observed 
under a light microscope in clear cells had given the lesion its 
brownish appearance.

There are more than 20 lesions in the literature described for 
an eruptive-type acanthoma with diameters ranging from 1 to 
10 mm and mostly localized to the leg. CCA cases localized 
to the arm and the torso are also described.[19]

Atypical-type and originally benign-type lesions are thought 
to be able to undergo malignant changes. Parson and Ratz[20] 
have described “squamous cell carcinoma in situ arising within 
CCA.” Typical cystic-type CCA is defined by the presence of 
hair follicles. There is one case reported by Hamaguchi and 
Penneys[21] in the suprapubic region. In our case, the lesion 
was in the abdominal region.

Histopathological findings are keys in diagnosing cases of 
CCA. The lesion is characterized by clear cytoplasm due 
to its glycogen content. It stains PAS positive as a result of 
intracellular glycogen accumulation. The lesion is composed 
of squamous epithelium which usually present with acanthotic 
psoriasiform hyperplasia in the epithelium and is sharply 
demarcated from the lateral border [Figure 3]. Neutrophil 
leukocytes can be noted in the parakeratotic layer on its surface. 
Dilated vascular structures and inflammatory cells can be 
observed in the papillary dermis. The cells contained in the 
lesion are separated from the adjacent epithelium by sharply 
demarcated contours. The cells contained in the lesion have 
transparent cytoplasm and stain pale in H and E [Figure 4].

Although an eruptive-type CCA was reported by García-Gavín 
et al.[22] to show spontaneous regression in the course of 
treatment, CCAs have a predilection for growth. Treatment 
choices depend on the size, localization, and number of lesions, 
as well as the experience and capability of the surgeon. Surgical 
excision is the preferred treatment. Mohs surgery, curettage, 
electrofulguration, cryotherapy, and carbon dioxide laser are 
the alternative treatment methods. CCA can be cured after the 
lesion is accepted to be benign and excised along its contours. 
There are few cases reported for recurrence after excision.[23]

conclusIon

While its exact etiology remains unknown still today, diagnosis 
of CCA can be challenging, in that it resembles a number of 

skin lesions, both benign and malignant. Recent studies suggest 
that the lesion is caused by inflammation. Definitive diagnosis 
is based on histopathological findings. Treatment options can 
vary based on the condition of the lesion and the preferences of 
the treatment team. Posttreatment follow-up is recommended 
due to malignancy potential.
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Figure 1: Clear cell acanthoma in the left abdominal region

Figure 3: The lesion, composed of squamous epithelium presenting 
with acanthotic psoriasiform hyperplasia, is sharply demarcated from 
the lateral border (H and E, ×50)

Figure 2: Nodular lesion of 0.6 cm × 0.4 cm in abdomen
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patient consent forms. In the form the patient(s) has/have 
given his/her/their consent for his/her/their images and other 
clinical information to be reported in the journal. The patients 
understand that their names and initials will not be published 
and due efforts will be made to conceal their identity, but 
anonymity cannot be guaranteed.
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Figure 4: The cells contained in the lesion have transparent adjacent 
cytoplasm and stain pale in H and E
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