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Acanthoma Fissuratum: Lest we Forget

Sir,
A 45‑year‑old male presented with the complaint of 
dark colored, itchy lesion over the back of the right 
ear for past 3  months. The lesion was persistent and 
gradually increasing in size. Local examination showed 
a solitary, well‑defined, hyperpigmented plaque with 
central depression, measuring 2  ×  1 cm over the right 
posterior auricular area. The edges were slightly raised and 
well‑demarcated  [Figure  1]. History of wearing spectacles 
for the last 20 years for correction of myopia was present. 
The groove corresponded the site where the temple of the 
spectacle frame was touching. Clinically, the differentials 
of acanthoma fissuratum and basal cell carcinoma were 
considered and skin biopsy was performed to rule out 
malignancy.

Histopathological examination [Figure 2a and b] 
revealed epidermis with prominent acanthosis, mild 
orthohyperkeratosis, and hypergranulosis. The rete 

ridges were wide, blunt‑ended, and showed central 
attenuation. Focal areas of spongiosis and parakeratosis 
were seen. The papillary dermis showed proliferation 
of small, slightly dilated vessels with variable patchy 
chronic inflammation in the background of fibrotic 
stroma. With this typical history and histopathological 
findings, final diagnosis of acanthoma fissuratum was 
rendered.

Acanthoma fissuratum is a rare entity which presents 
with the typical history of chronic persistent trauma of 
the affected site. It is synonymous with spectacle frame 
granuloma or granuloma fissuratum. It is one of the 
misnomers in dermatology because no granulomatous 
response is observed. The exact incidence is not available 
because many of the patients never approach for specific 
treatment. There is no age and sex predilection for 
its development.[1] Factors such as ill‑fitting spectacle 
frames, weight of glasses, concomitant skin disease, and 
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abnormal anatomy contribute to the development of the 
lesions.

In 1932, Sutton first described two cases of acanthoma 
fissuratum with history of ill‑fitting dentures at the superior 
labioalveolar sulcus. Subsequently Epstein described the 
cases of granuloma fissuratum of the ear.[2,3] Common 
locations for acanthoma fissuratum involving the ear 
include retroauricular sulcus, superior auricular sulcus, 
and lateral aspect of the bridge of the nose near the inner 
canthus in cases of ill‑fitting spectacle frames. However, 
involvement of other sites such as posterior forchette of 
vulva,[4] penis,[5] and outer auditory canal[6] have also been 
described.

Classically, it presents as unilateral firm, folded 
coin‑shaped lesion, flesh‑coloured papule, nodule, 
or plaque with central groove dividing the lesion 
into two halves  (Coffee bean appearance).[3] Thus, it 
commonly masquerades as basal cell carcinoma.[7] 
Adnexal carcinomas sometime masquerade as acanthoma 
fissuratum with similar presentation. Thus, microscopy 
forms the mainstay to solve the clinical dilemma as the 
management differs in both.

Histopathology shows acanthosis, hyperkeratosis 
with variable parakeratosis. Epidermis shows central 
attenuation corresponding to the longitudinal groove, 
which may be filled with inflammatory cells or keratinous 
material. Dermis shows variable perivascular nonspecific 
chronic inflammatory infiltrate. Histopathologically, 
chondrodermatitis nodularis helicis and lichen simplex 
chronicus may form differentials.[8]

The principle treatment of acanthoma fissuratum 
includes removal of the chronic irritating stimulus 
which usually leads to the reversal of the lesion. Other 
modalities such as surgical excision, intralesional 
corticosteroids as well as electrosurgery can be used in 
persistent cases.
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Figure 1: Plaque over the right posterior auricular area

Figure  2:  (a) Photomicrographs of the lesion showing epidermal 
acanthosis (H and E stain ×100). (b) Area of attenuation corresponding 
to the longitudinal groove with chronic inflammatory infiltrate (H and E 
stain ×100)
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Nevoid Hypertrichosis in a Pre‑Adolescent Girl

Sir,
The presence of coarse terminal hair in facial distribution 
is commonly attributed to an underlying hormonal 
disturbance. However, nevoid conditions could 
uncommonly be responsible. We report the case of a 
12‑year‑old girl brought to our dermatology outpatient 
department with complaints of increased hair growth over 
the chin for the past 1  year. The girl was pre‑adolescent, 
had not attained menarche, and had not yet developed any 
secondary sexual changes. There was no similar family 
history.

On examination, a 3  ×  2  cm localized patch of coarse 
terminal black hair was present over the left‑side of 
the chin with no underlying cutaneous anomaly or 
any underlying pigmentation  [Figure  1]. No urtication 
or induration was observed on rubbing the lesion. 
A  thorough clinical examination did not reveal any 
musculoskeletal, ocular, or central nervous system 
abnormality. The child was otherwise physically and 
mentally normal but significantly distressed because 
of the distinctly visible abnormal hair growth on the 
chin. The histopathological examination revealed the 
presence of increased number of fully‑formed normal 
appearing hair follicular units with an increase in 
adnexal structures  [Figures  2 and 3]. Based on these 
findings, a diagnosis of nevoid hypertrichosis  (NH) 
was made and the patient was explained regarding the 
condition. She was referred to another center for laser 
hair reduction.

NH is an uncommon condition presenting with a 
circumscribed patch of coarse terminal hair. Mostly, it 
presents at or soon after birth;[1] although, uncommonly, it 
may present at a later age  (around puberty).[2] The lesion 
is known to remain stable, with any increase in size 
being proportional to the growth of the child. It tends to 

persist, although spontaneous resolution has rarely been 
reported.[3] It is usually localized in the form of solitary 
or multiple patches.[2] Variable distribution patterns 
such as Blaschkoid, linear, segmental, or checkerboard 
patterns have been reported. There are no specific sites 
of predilection. The classical, unifying feature for these 
lesions is the absence of any underlying pigmentary 
change or any other lesion. The color of the lesional hair 
is the same as the scalp hair; however, reports exist of 
depigmented hair as well as premature graying of hair in 
the patch.[2] The condition is often not associated with an 
underlying musculoskeletal, central nervous system, or 
ocular abnormality.

The diagnosis is based on classical cutaneous 
presentation and histopathological evaluation. 
For cases with early onset, differential diagnoses 
which need to be excluded are congenital hairy 
melanocytic nevus  (CMN), plexiform neurofibroma, 
congenital hypertichosis lanuginosa, and generalized 
hypertrichosis  (if much larger areas are involved). For 
cases with a delayed onset, the possibility of Becker’s 
nevus, late onset melanocytic nevus, and smooth 
muscle hamartoma should always be considered. 
Our patient developed hypertrichosis on the chin. In 
such a scenario, hirsutism should also be ruled out 
by examining the surrounding skin as well as other 
hormone dependent sites.

NH is considered to be a disorder of mosaicism explaining 
the occurrence of linear, segmental, or other patterns. 
Twin spotting, a phenomenon unique to the disorders of 
mosaicism, has also been observed with NH. This refers to 
a co‑occurrence of two unrelated nevoid skin conditions, 
expressing themselves simultaneously but mutually 
exclusive of each other. One such entity known to occur 
simultaneously with NH is Hypomelanosis of Ito.[4]
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