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Abstract

Cherry angiomas are a common cutaneous vascular proliferation which manifests as
single or multiple spots and occurs predominantly on the upper trunk and arms. They
typically appear as round-to-oval, bright, red, dome-shaped papules and pinpoint
macules measuring up to several millimeters in diameter. The histopathologic findings of
a cherry angioma are consistent with a true capillary hemangioma, which is formed by
numerous, newly developed capillaries with narrow lumens and prominent endothelial
cells arranged in a lobular fashion in the papillary dermis. Herein, we report a case of
multiple cherry angiomas on the scalp, an uncommon location for cherry angiomas.

Introduction

Cherry angiomas are the most common type of acquired vascular proliferation of the
skin [1]. They are also known as cherry hemangiomas, senile angiomas, or Campbell de
Morgan spots.

The etiology of cherry angiomas is not well-known. However, since cherry angiomas
tend to increase in number as the patient’s age increases, the aging process may play a role
in the pathogenesis of cherry angiomas. Cherry angiomas have also been reported to be
associated with pregnancy [2], climate [3], and exposure to chemicals [4-6]. Generally,
cherry angiomas appear as 1- to 5-mm, dome-shaped, bright, red papules located mainly
on the trunk or upper extremities. However, they are rarely seen at other anatomic
locations such as the face, hands and feet. We report a case of multiple cherry angiomas
on the scalp, which is an unusual site for this type of lesion.

Case Report

A 41-year-old man presented with a 1-month history of multiple, bright, red papules on the scalp
(fig. 1). He complained of progressive extension of these lesions and mild pruritus at the affected areas.
He had no family history of similar lesions and an unremarkable medical history. Physical examination
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revealed 1- to 3-mm, multiple, bright, red papules throughout the scalp. A complete blood cell count
and blood chemistry profile were within normal limits.

A skin biopsy specimen was taken from one of the papules on the scalp and stained with
hematoxylin and eosin. Histopathological examination revealed capillaries composed of
neovascularized vessels with thin lumens and lobular-patterned endothelium in the papillary dermis.
Distended vessels formed loops and tortuous vessel channels with adjacent vessels (fig. 2).

Based on the clinical and histopathologic findings, he was diagnosed with cherry angiomas on the
scalp. The patient was treated with cryotherapy and CO: laser therapy every 2 weeks. After 2 months of
treatment, his skin lesions and pruritus had nearly completely resolved.

Discussion

Cherry angiomas are the most common form of acquired vascular proliferation of the
skin and were first described in 1872 by Campbell de Morgan [1]. The actual prevalence
of cherry angiomas is not well-known, but one study reported that cherry angiomas were
observed in 5% of adolescents and 75% of adults over 75 years of age [1]. Generally,
cherry angiomas develop after the third decade, and the number of lesions increases with
age. The etiology of cherry angiomas remains unknown. However, several factors are
considered as inducing factors. One study has reported that cherry angiomas tend to be
larger in diabetic patients 7], and another study reported that cherry angiomas have an
increased expansion rate in tropical climates [3]. Cherry angiomas are also known to be
related to chemical exposures [4-6]. Furthermore, cherry angiomas have been associated
with liver transplants [8], graft-versus-host disease [9], and patients who are
immunocompromised secondary to cyclosporine treatment [10]. In this case, the patient
had no history of medical illness or exposure to chemicals. It is assumed that his lesions
developed incidentally or as a result of an aging process.

Clinically, early lesions appear as flat, red macules that look like petechiae. As the
lesions develop, they become 1- to 5-mm red papules. The lesions are usually
asymptomatic, but may bleed with trauma. Cherry angiomas most commonly occur on
the trunk or proximal extremities. However, they are rarely seen on other body parts such
as face, hands and feet [11]. In fact, cherry angiomas on the scalp are rarely reported. For
example, Keller reported that of hundreds of cases of cherry angiomas, only 2 cases were
located on the scalp [12]. On the other hand, Pereira reported that a high frequency of
cherry angiomas occurred on the scalp [13]. In Pereira’s report, about 72% of patients had
cherry angiomas on the scalp. There is a possibility that the actual incidence of cherry
angiomas on the scalp may be much higher than what is currently reported.
Understandably, many people are not aware of cherry angiomas on the scalp, as they are
usually asymptomatic and concealed under hair. Therefore, dermatologists should be
aware that cherry angiomas can present as multiple macules or papules on the scalp. The
clinical differential diagnosis for a scalp lesion that appears similar to a cherry angioma
includes angiokeratoma, venous lake, pyogenic granuloma, and metastatic carcinoma.
These diagnoses can be distinguished histologically.

Histological examination of cherry angiomas shows true capillary hemangiomas,
formed by numerous, newly formed capillaries with narrow lumens and prominent
endothelial cells arranged in a lobular pattern in the papillary dermis. In addition,
collagen fibers between vessels appear to be homogeneous and show edematous changes.

While cherry angiomas are generally asymptomatic, some patients may want to
remove these lesions for cosmetic reasons or for prevention of bleeding of these lesions
following trauma. Management of cherry angiomas includes various modalities such as
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curettage, laser, and electrosurgery [14-15]. In our patient, treatment was performed with
CO; laser therapy and cryotherapy every 2 weeks. After 2 months of treatment, the
patient’s scalp lesions and pruritus had almost completely resolved.

In summary, we report an unusual case of cherry angiomas presenting as multiple,
bright, red papules on the scalp, an uncommon location for these skin lesions.

Fig. 1. Picture of 1- to 3-mm, multiple, bright, red papules located on the scalp.
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Fig. 2. Histopathologic findings show a thinned epidermis and numerous, newly formed capillaries
with narrow lumens and prominent endothelial cells arranged in a lobular pattern in the papillary
dermis (HE, x40, inset: x200).
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