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Abstract

Observation: Melanoacanthoma is very rare variant of seborrheic keratosis presenting as a deeply
pigmented benign proliferation of melanocytes and keratinocytes usually presenting over the head,
neck and trunk of elderly people. A 40-year-old male presented with a solitary leaf shaped, slow
growing asymptomatic hyperpigmented outgrowth with cerebriform surface measuring 6 cm by 4
cm over the right groin since the past 20 years. External genitalia were normal and there was no
associated lymphadenopathy. The histopathology revealed hyperkeratosis, papillomatosis,
acanthosis with presence of melanocytes at all levels of epidermis with abundant melanin. The
epidermis showed squamous and basaloid cells with several horncysts giving the diagnosis of
melanoacanthoma. The patient further underwent surgical excision of the lesion. The case is being
reported for its rarity, unusual location and clinical resemblance to a verrucous carcinoma as well

as a benign wart.

Introduction

Melanocytic lesions have always a bewilde-
ring array of diagnostic problems for the der-
matologist. Cutaneous melanoacanthoma is
a painless, slow-growing, benign, mixed neo-
plasm composed of melanocytes scattered
throughout keratinocyte lobules, rather than
being limited to the basal layer of these lobu-
les [1]. The term melanoacanthoma was in-
troduced by Mishima and Pinkus in 1960 to
designate a benign skin tumor that consisted
of proliferating melanocytes and keratinocy-
tes [2]. Although the keratinocytes contain
melanin, the bulk of the pigment is present
within melanocytes, many of which also have
long dendrites. The condition is more com-
monly seen in light skinned and manifests as
pigmented papules, plaques, cutaneous

horns or nodules mainly on the head, parti-
cularly the lips, and the trunk [3]. Patients
are generally asymptomatic and may wait for
decades before they seek treatment.

Case Report

A 40 year-old male patient, who is bus conductor
by occupation, came to our outpatient department
with a leaf shaped growth over the right groin for
the past 20 years. For the past two months he is
having a feeling of heaviness while walking, other-
wise the lesion had remained largely asymptoma-
tic. The growth started insidiously as a small
pigmented leaf shaped raised lesion in the right
groin and increasing very slowly to attain the pre-
sent size. There was no bleeding from the lesion.
The patient was an occasional alcoholic since the
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Figure 1. A soft neem leaf shaped structure in
the right groin

Figure 3. Histopathology showing horny cysts

past 30 years. There were no concomitant co-mor-
bidities. There was no history of sexual promiscu-
ity in either spouse.

Examination revealed a soft neem leaf shaped
structure in the right groin region extending down-
wards into the perineum measuring 6x4 cms (Fi-
gures 1 and 2). The growth was soft in consistency,
mobile, and non-tender. The surface of the lesion
is cerebriform. External genitalia were normal.
There was no lymphadenopathy. Mucous mem-
brane examination was normal. Other sites on the
body were also normal. A differential diagnosis of
pigmented seborrheic keratosis, verrucous warts
and verrucous carcinoma were considered. All the
laboratory investigations including routine hema-
tological and biochemical investigations compri-
sing hepatic and renal profiles and wurine
examination were within normal limits. VDRL and
HIV testing of the patient were non-reactive. Bi-
opsy was done and histopathology of the lesion
showed marked hyperkeratosis, papillomatosis,
acanthosis and with sharp horizontal demarcation
from the dermis with presence of melanocytes at
all levels of epidermis with abundant melanin. The

http://www .jtad.org/2015/4/jtad1594c5.pdf

Figure 2 . Lesion extending downwards into the
perineum

Figure 4. HPE showing abundant melanocytes

epidermis showed squamous and basaloid cells
with several horncysts (Figures 3 and 4). Thus
a diagnosis of melanoacanthoma was made based
on the above histopathological findings. Under
strict aseptic conditions, the lesion was surgically
excised and suturing was done.

Discussion

Melanoacanthoma is a rare cutaneous tumor.
Melanoacanthoma can be found both on the
skin and on the oral mucosa. Although most
authors consider cutaneous melanoacant-
homa a benign tumor of melanocytes and ke-
ratinocytes, some have suggested that it may
be a reactive phenomenon induced by locali-
zed trauma. The lesions are usually solitary
and common sites are the head, neck, trunk,
often on the lip or the eyelid [3]. Histologically
melanoacanthoma is a proliferation of kerati-
nocytes and melanocytes localized to the epi-
dermis.
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The presence of large number of melanocytes
even deep into the tumor mass instead of res-
tricting itself to the basal layer differentiates
it from a pigmented variant of seborrheic ke-
ratosis. In this case, the lack of koilocytes
ruled out verrucous warts and the absence of
cellular atypia did not favor verrucous carci-
noma.

Two histological types of melanoacanthoma
have been described: (a) diffuse type where
melanocytes are scattered unevenly throug-
hout the lesion as was seen in this case and
(b) clonal type where melanocytes and kerati-
nocytes are clustered in small nests [3]. Elect-
ron microscopic studies have revealed that
there is a defect in the transfer of the melanin
from these highly dendritic melanocytes to the
keratinocytes. Immunoflourescent and immu-
noprecipitin studies have shown that mela-
noacanthomas are not related to malignant
melanomas and hence simple excision or
cryotherapy is curative [4].

Oral melanoacanthomas are rare reactive mu-
cosal lesions that demonstrate hyperplasia of
spinous keratinocytes and melanocytes and
are unrelated to the seborrheic keratosis [5].

There have been very few reports of atypical
presentations of melanoacanthoma. Vasani et
al reported a case of melanoacanthoma over
left inguinal region of 15 cm by 8 cm size in a
62-year-old male patient [6]. Noronha, et al.
reported a case of multiple genital and peria-
nal melanoacanthomas [7]. Shankar, et al. re-
ported a case of giant melanoacanthoma
occurring in a 65-year-old farmer presenting
as a painful verrucous itchy plaque, 10 cm by
5 cm on the left side of the lower back of five
years duration, mimicking melanoma [8]. The
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other Indian report by Shenoy et al. showed
multiple lesions of maximum diameter 6 cm
on the lower back, abdomen, inner thighs and
external genitals [9].

We published this report because of the rarity
and the unusual site of occurrence and clini-
cal resemblance to verrucous wart.
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