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strands, which then try to encapsulate the necrotic tissue.
The apocrine glands are not involved in the earliest stage
of follicular hyperkeratosis. Once rupture of the follicular
epithelium has occurred, the disease spreads rapidly.[4] The
draining sinus is a late complication of acne inversa.
Acne inversa has to be differentiated from furuncles,
carbuncles, vegetating pyoderma, cutaneous tuberculosis,
actinomycosis, lymphogranuloma inguinale and Crohn’s
disease.[5] Treatment options include antiseptics,
antibiotics and corticosteroids.[6] Tetracycline, clindamycin
or rifampicin have all been tried with limited success.
Isotretinoin is effective in some cases only. Etretinate and
acitretin have been more successful.[7] Incision and drainage
or exteriorization of individual lesions may be useful in
some instances.[8] Radical surgical excision at the earliest
recognized stage remains a mainstay of therapy. Inadequate
excision is the main reason for recurrence. Carbon dioxide
laser excision is another treatment option for acne inversa.
Our patients were treated with adequate courses of antibiotics.
The elder sibling did not respond to the various treatments
given. Hence, he was given acitretin at a dose of 25 mg per
day for four months. Large nodular lesions began decreasing
in size. Intralesional steroid therapy was also given to large
nodules on the chin and the lip. These lesions also partially
responded to therapy. Some of these lesions recurred after
stopping the treatment. Large nodules on the gluteal region
were treated by surgical intervention earlier but there was
recurrence at that site as well. On the other hand, the younger
sibling showed an adequate response with rifampicin. There
was no evidence of recurrence after stopping the therapy.

P. V. S. Prasad, P. K. Kaviarasan,
Joe Mathew Joseph, S. Madhuri,
P. Viswanathan1

1

Departments of Dermatology, Venereology and Leprosy and
Pathology, Rajah Muthiah Medical College and Hospital, Annamalai
University, Annamalai Nagar. Tamil Nadu, India
Address for correspondence: Dr. P. V. S. Prasad, 88, Auta Nagar,
Sivapuri Post, Annamalai Nagar - 608 002, India.
E-mail: prasaderm@hotmail.com

REFERENCES
1.
2.

3.

Jansen T, Plewig G. Acne inversa. Int J Derm 1998;37:
96-100.
Fitzsimmons JS, Fitzsimmons EM, Gilbert G. Familial
Hidradenitis suppurativa: Evidence in favor of single gene
transmission. J Med Genet 1984:21:281-5.
Fitzsimmons JS, Gilbert PR. A family study of Hidradenitis
suppurativa. J Med Genet 1985;22:367-73.

Indian J Dermatol Venereol Leprol | May-June 2008 | Vol 74 | Issue 3

4.

5.

6.
7.
8.

Yu CC, Cook MG. Hidradenitis suppurativa: A disease of
follicular epithelium rather than apocrine glands. Br J
Dermatol 1990;122:767-9.
Church JM, Fazio VW, Lavery IC. The differential diagnosis
and co-morbidity of Hidradenitis suppurativa and perianal
Crohn’s disease. Int J Colorectal Dis 1993;8:117-9.
Newell GB. Treatment of hidradenitis suppurativa. JAMA
1975;223:556-7.
Chow ET, Mortimer PS. Successful treatment of v and retro
auricular acne with etretinate. Br J Dermatol 1992;126:415.
Hughes LE, Harrison BJ, Mudge M. Surgical management of
Hidradenitis suppurativa-principles and results. In: Marks R,
Plewig G, editors. Acne and related disorders. London:
Martin Dunitz; 1989. p. 367-70

Clear cell acanthoma: New
observations on dermatoscopy
Sir,
Clear cell acanthoma (CCA) is characterized by pink-brown
nodules with a “stuck-on” appearance or plaques and usually
occurs on the legs of elderly people. Dermatoscopy is a
noninvasive and a highly valuable method in the diagnosis
of pigmented skin lesions and significant improvement has
been achieved recently in this method. It is now being used
in the diagnosis of nonpigmented skin lesions displaying
cutaneous neoangiogenesis. Dermatoscopic features of
CCA are not established yet with only a limited number of
reports describing it. The common dermatoscopic feature
of all these articles is the presence of pinpoint-like/dotted
vessels, which are described as having a homogenous/
bunch-like, reticular, pearl-like or homogeneous/net-like
distribution.
Clear cell acanthoma (CCA) was first described by Degos as a
benign tumor of epidermal origin. Recently, it has been claimed
to be a nonspecific reactive dermatosis.[1] Some authors have
also suggested that it is a localized form of inflammatory
psoriasiform dermatoses.[1,2] To our knowledge, only four
articles have been presented on the dermatoscopic findings
of CCA.[2-5] The common denominator of all these reports is
the presence of pinpoint-like/dotted vessels.[1,2]
A 65 year-old man presented with a 20-year history of a
lesion on the posterior aspect of his leg, which darkened
and increased in size over the last year. Dermatological
examination revealed a red-brown, vascularized plaque with
a collarette scaling and central crusting with a diameter of 1
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x 1.5 cm on the cruralis posterior [Figure 1]. Dermatoscopy
disclosed multiple dotted vessels arranged partly in a linear,
pearl-like distribution [Figure 2, rectangle] and partly in
a reticular appearance [Figure 2, circle] and these were
circumscribed by a translucent collarette scaling.

patients. It has a peripheral collarette of wafer-like scales
and a vascularized erythematous component that blanches
on pressure.[2] Similarly, our patient displayed a red-brown,
vascularized plaque with a collarette of translucent scales
localized on his leg over a long period.

Systemic examination of the patient was normal and
laboratory tests were within normal limits.

Irritated seborrheic keratose, basal-cell carcinoma, Bowen’s
disease, squamous-cell carcinoma, keratoacanthoma
and amelanotic melanoma or nodular melanoma should
be considered in the differential diagnosis of CCA,.
Dermatoscopically, these lesions can be distinguished
by their typical characteristic dermatoscopic features
in addition to their vascular structures. Dermatoscopic
pattern of CCA was first described by Blum et al. in 2001 as
partly homogenous, symmetrically or bunch-like arranged,
pinpoint-like capillaries.[3] A similar dermatoscopic pattern
was also observed in the psoriatic plaque after removal
of the scales. However, these capillaries were seen to
display a more homogenous distribution in psoriasis. The
authors stated that on dermatoscopy, the distribution
of these capillaries corresponded histopathologically to
dilated capillaries seen in the elongated dermal papillae
in both of them. Nevertheless, they concluded that the
dermatoscopic examination was a diagnostic clue and
might help to differentiate CCA from other skin tumors.[3]
Two years later, Bugatti et al. reported six cases of CCA with
psoriasis-like vascular findings on dermatoscopy.[2] It was
stated that the dotted, pinpoint-like structures distributed
in a reticular pattern were due to dilated capillary loops
oriented mainly perpendicularly to the skin surface and
at higher magnification, these dotted vessels revealed a
bush-like appearance, again with a reticular pattern. The
authors reported a squamous surface with translucid
collarette as an additional dermatoscopic finding and
concluded that this dermatoscopic pattern seemed to be
a clue for CCA.[2]

Skin biopsy showed micropustules in the upper epidermis,
well demarcated epidermal hyperplasia, elongation, fusion
and coalescence of the rete ridges. Keratinocytes showed
pallor and stained strongly positive with periodic acid Schiff
(PAS).
CCA is generally characterized with an asymptomatic, slowly
growing, single or multiple, pink-brown nodules or small
plaques often located in the lower extremities of elderly

Figure 1: Clinical image: A red-brown vascularized plaque with a
collarette scaling and central crusting.

In another case described by Zalaudek et al., it was found that
pinpoint or dotted vessels did not display a homogenous
distribution throughout the entire lesion as they did in
psoriasis.[4] Instead, they appeared in a linear pearl -like
distribution as pearls in a line, namely, pearl-like vessels.
Hence, they concluded that dermatoscopy of CCA differed
from dermatoscopy of psoriasis.[4]

Figure 2: Dermoscopic image: rectangle; multiple dotted vessles
arranged in linear, pearl-like distribution circle;
convolution of the pearly lines forming a reticular
appaerence

Lacarubba et al. reported that symmetric and homogeneous
pinpoint-like vascular structures were distributed
throughout the entire lesion and tended to be arranged in a
net-like pattern which appeared to have a bush-like aspect
at higher magnification in 20 CCA lesions.[5] As a result, they
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concluded that although the dermoscopic pattern was not
specific, it might improve the clinical diagnosis of CCA.[5]
Our case revealed multiple dotted vessels arranged partly
in linear, pearl-like distribution and partly in reticular
appearance. These dotted vessels which represent the
dilated capillaries oriented mainly perpendicular to the skin
surface in the elongated dermal papillae, formed a reticular
appearance due to the regular distribution over the surface.
Additionally the multiple dotted vessels were circumscribed
by a translucent collarette scaling.
Dotted vessels were observed in all reports; however,
the linear, pearl-like distribution as seen in our case was
similar to that described by Zalaudek et al.[4] On the other
hand, convolution of these pearly lines forming a reticular
appearance was compatible with the reticular pattern
mentioned by Bugatti et al.[2] and with a net-like pattern
described by Lacorrubba et al.[5] The translucent collarette
scaling we encountered was also reported by Bugatti et
al.[2]
Dermatoscopic findings of CCA are being reported. Some of
the described features overlap each other. However, in our
opinion, CCA reveals a particular dermatoscopic pattern.
The dotted vessels following a linear distribution form an
overall reticular appearance. Therefore, we conclude that
global dermatoscopic appearance of CCA is a reticular
pattern and locally, the vascular structure is due to the
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dotted vessels in a linear pearl-like distribution, namely,
pearl-like vessels. The translucent collarette scaling is an
additional dermatoscopic clue. Thus, dermatoscopy is a
valuable tool in the diagnosis of CCA.
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