
Clear cell acanthoma (CCA) is a rare, benign epithe-
lial tumor most frequently found on the lower extrem-
ities. Its clinical appearance may vary considerably,
and cases of multiple lesions have been reported.
The diagnosis is made by viewing the characteristic
histologic features. This case describes an unusual
scalp lesion that clinically and histologically shows
unique polypoid features.

First described by Degos et al1 as a rare and soli-
tary benign epithelial tumor of the lower ex-
tremities, the clear cell acanthoma (CCA) has

since shown a variety of clinical presentations and
body site locations. It is difficult to distinguish these
tumors from other benign or malignant lesions by
physical examination alone. Therefore, a biopsy must
be performed to differentiate a CCA from other ma-
lignant tumors.

Case Report
A 75-year-old white female was referred to the der-
matology clinic for evaluation of a scalp nodule.
The patient was unsure of the lesion’s duration and
complained of episodic bloody oozing. Physical
examination revealed a 1-cm glistening, exophytic,
erythematous nodule that was friable on palpation
(Figures 1 and 2). Diagnostic considerations in-
cluded squamous cell carcinoma, granuloma pyo-
genicum, metastatic carcinoma, and amelanotic
melanoma. A deep shave biopsy was performed. Sig-
nificant bleeding occurred, requiring hemostasis

with electrofulguration, INSTAT synthetic colla-
gen, and a pressure dressing.

Histopathologic sections demonstrated a polypoid
epithelial proliferation with erosion and crusting of
the surface (Figure 3). The proliferation was com-
posed of pale-staining keratinocytes that were sharply
demarcated from the normal epidermis (Figure 4).
The basal cell layer was spared. The pale kerat-
inocytes stained strongly with periodic acid-Schiff
(PAS) (Figure 5), and this reaction was abolished
when predigested with diastase. Foci of necrotic
keratinocytes were observed, and neutrophils tra-
versed the epithelial proliferation.

Comment
Fine and colleagues2 described the classic clinical
appearance of CCA as having the “stuck-on” appear-
ance of a seborrheic keratosis, the vascular similarity
of a pyogenic granuloma, the peripheral scale of an
eczematous process, and the advancing rounded bor-
der of an epithelioma. In addition, lesions frequently
present with a moist surface and numerous punctate
blood vessels that blanch with diascopy.3,4 Generally,
most CCAs appear as solitary asymptomatic lesions
on the lower extremities.4-7 The tumor is described in
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Figure 1. Erythematous scalp nodule.



size from the usual 10 to 15 mm in diameter4-7 to the
rare giant variety that can measure up to 45 mm in
diameter.6,8 Unusual clinical variants have been
reported, including pigmented keratotic papules,9

polypoid lesions,10 and erythematous plaques.8 Rare
cases of multiple lesions (up to 400 in one instance)
have been described.3,11-13 However, head and neck
lesions have rarely been reported and include the
face,4,6,14 ear,15 and vermilion border of the lower lip.16

Single lesions also have been reported in the inguinal
fold, mons pubis, and scrotum.6,17 To our knowledge,
this is the first report of CCA occurring on the scalp.

Histopathologic findings of CCA are as variable
as the clinical appearance, but the classic features are
diagnostic in most patients. Typical cases demon-
strate an abrupt epidermal hyperplasia, with overly-
ing parakeratotic scale and an absent granular cell
layer. Adnexal structures are spared. The involved
malpighian cells are large and pale, with normal-
appearing nuclei. Significant cytoplasmic, as well as
intercellular edema, can be appreciated. Pale-staining

keratinocytes seen on standard hemotoxylin and
eosin (H&E) preparations contain large amounts of
cytoplasmic glycogen as demonstrated by a positive
reaction to a PAS stain, which can be removed with
diastase digestion. Most lesions show a diffuse neu-
trophilic epidermal infiltrate that may coalesce into
microabscesses of 5 to 6 cells.4 Langer et al9 described
a series of 5 cases demonstrating dendritic melano-
cytes containing large numbers of melanin granules
interspersed among the pale-staining keratinocytes.
Other reports describe marked nuclear pleomor-
phism14 and a cystic morphology.18 Our case showed
histologic changes similar to a unique polypoid vari-
ant described by Petzelbauer et al.10 However, both of
their cases described lower extremity tumors.

The etiology of CCAs is not well understood.
Immunoperoxidase and immunohistochemical stain-
ing suggest that CCAs may represent a benign
epithelial neoplasm originating from the follicular
outer root sheath or interfollicular epidermis.19,20

Other authors feel that the immunohistochemical
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Figure 3. Polypoid lesion with scale crust formation on
the surface (H&E, original magnification �10).

Figure 4. Abrupt transition to pale-staining keratinocytes
(H&E, original magnification �20).

Figure 5. Pale keratinocytes displaying strong staining
(PAS, original magnification �20).

Figure 2. Exophytic nodule displaying pinpoint 
bleeding.



keratin staining profile of CCA characterizes it as a
localized inflammatory dermatosis.21

Treatment options include surgical excision with
narrow margins, shave biopsy followed by electroful-
guration, or cryosurgery.22 A single case of recurrence
after excision has been reported,19 but most cases
resolve after treatment and do not recur. As with our
patient, some difficulty in achieving hemostasis may
occur because of tumor vascularity and friabilitiy. In
spite of that, this case resolved completely after deep
shave biopsy and electrofulguration, without evi-
dence of recurrence one year postprocedure.
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