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by cessation of hydro corticosteroid treatment.[5] In our 
patient, the unusual sites of the nodules led to the clinical 
suspicion of generalized lymphadenopathy, which is in itself 
a rare condition in children. Subcutaneous fat necrosis, an 
uncommon entity, must be kept in the differential diagnosis 
of multiple cutaneous nodules in premature children.
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Clear cell hidradenoma in a young boyClear cell hidradenoma in a young boy

Sir,
Clear cell hidradenoma is an uncommon benign tumor 
differentiating  towards sweat glands. These tumors are 
variable in size with a small tendency to ulcerate and have 
a low malignant potential.[1] Usually, these are diagnosed 
between the fourth and the eighth decade of life, with a peak 
incidence in the sixth decade.[2] Women are affected more 
often than men.[3] We present the case of a 14-year-old boy 
with an ulcerated clear cell hidradenoma.

A 14-year-old boy presented with a progressively enlarging 
nodule on his left shoulder for the past 1 year. There was 
no preceding history of trauma involving the affected area. 
Clinical examination revealed a 1.0 × 0.5 cm, firm, nontender, 
erythematous nodule on the left shoulder with an ulcerated 
surface [Figure 1]. There was no regional lymphadenopathy. 
The boy was otherwise in good health.
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The tumor was excised. Histopathological examination 
revealed a circumscribed nonencapsulated multilobulated 
tumor centered in the dermis with epidermal connections. 
The tumor was composed of solid nests of round cells with 
eosinophilic or clear cytoplasm. There were a few duct-like 
structures lined by one-layered cuboidal cells [Figure 2] that 
were suggestive of clear cell hidradenoma. The postoperative 
course was uneventful as observed during the follow-up 
after 3 months.

Mayer first described hidradenoma as a distinct clinical 
entity.[4] These are benign adnexal neoplasms of uncertain 
origin. Majority of the investigators consider these neoplasms 
to be of eccrine origin. However, there are occasional reports 
supporting an apocrine derivation. Recently, hidradenoma 
has been classified into two groups; those with eccrine 
differentiation (poroid hidradenoma) and those exhibiting 
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Figure 1: Solitary tumor with ulcerated surface on the left 
shoulder

Figure 2: Histopathology showing clear and pale cells (H and E, 
X200)
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apocrine differentiation (clear cell hidradenoma).[4] Clear 
cell hidradenomas are by far the most frequent subtype and 
account for 95% of all the cases.[2,5]

Clinically, clear cell hidradenoma presents as a slow growing, 
solitary, freely mobile and firm nodule. Occasionally, there 
may be a cystic appearance. The lesions may be skin-colored, 
red, blue or brown; multiple lesions are rare. There is a 
predilection for occurrence over the scalp, face, thorax and 
abdomen; however, the tumor may be located anywhere on 
the body.[3] Rarely, malignant transformation of clear cell 
hidradenomas with metastasis has been reported.[2] The 
presentation of our patient is considered to be unusual 
because of the early age of onset and clinical picture.

Clear cell hidradenoma is well circumscribed and is sometimes 
encapsulated. It may be connected to the epidermis and the 
dermal epithelial lobules may extend into the subcutaneous 
fat. Tubular lumina of varying sizes are often present within 
the lobulated masses. These may bifurcate and are usually 
lined by the cuboidal epithelium and sometimes show 
glandular structures surrounded by columnar cells. Although 
it may contain a mixture of solid and cystic areas in varying 
proportions, clear cell hidradenoma is considered to be 
a solid tumor. The main histopathologic characteristic of 
clear cell hidradenoma is the presence of large pale to clear 
cells with small, monomorphous, round or plump oval and 
often eccentrically located nuclei. The clear cells contain 
considerable amount of glycogen; however, in addition, 
they may show significant amount of PAS - positive, diastase 
– resistant material along their periphery.[2,5]

The diagnosis of clear cell hidradenoma solely on the basis of 
the clinical appearance of the lesion is difficult. The sites of 
occurrence are nonspecific and similar to other nodulocystic 
lesions of the skin. The histopathological characteristics 
of clear cell hidradenoma are distinctive, but the lesion 
should be differentiated from other conditions where clear 
cells may be present. Surgical removal with wide margins is 
recommended for this tumor as there is a high rate of local 
recurrence and this tumor has the potential for malignant 
transformation.[3] A review of a large series of patients with 
clear cell hidradenoma has shown a postsurgical recurrence 
rate of approximately 10%. This may be attributed to the 
incomplete resection and the fact that the tumor tissue 
insinuates through the dermis and subcutaneous tissue.[5]
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Acquired crateriform Acquired crateriform 
hyperkeratotic papules of the feet: hyperkeratotic papules of the feet: 
An unusual variant of focal acral An unusual variant of focal acral 
hyperkeratosis hyperkeratosis 

Sir,
Focal acral hyperkeratosis is a rare clinical entity that presents 
with hyperkeratotic lesions on the margins of the hands and 
feet. Focal acral hyperkeratosis and acrokeratoelastoidosis 
(AK) of Costa share similar clinical features and identical 
histologic epidermal alterations.[1] These disorders are 
distinguished solely on the basis of the absence of 
elastorrhexis in the former. Multiple therapies have been 
attempted for focal acral hyperkeratosis, but they have been 
found to be unsuccessful. We report a case of crateriform 
hyperkeratotic papules of the feet, which is an unusual variant 
of focal acral hyperkeratosis, responding to calcipotriol.

A 25-year-old African black female presented with 
hyperpigmented lesions over both her feet since four years. 
She had received treatment earlier, without any improvement. 
The patient denied any symptoms of hyperhidrosis, itching, 
excessive sun-exposure or trauma. The lesions were 
asymptomatic, but were cosmetically unappealing to the 
patient. The family history was noncontributory. On physical 
examination, multiple 1-4 mm firm, hyperpigmented, 
hyperkeratotic and crateriform papules coalescing into 
plaques [Figure 1] were located on the dorsal and lateral 
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