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A 61-year-old man presented with a 1.431.4-cm soft, pink, papilloma-
tous, ulcerated nodule on his left perianal area of 3 years’ duration. The 
lesion would bleed when irritated. 

What Is Your Diagnosis?
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The Diagnosis: Syringocystadenoma Papilliferum

Syringocystadenoma papilliferum (SCAP) is 
an uncommon tumor of sweat gland origin.1,2 
Although approximately half of these tumors 

are present at birth, they can appear at any time later 
in life.2,3 Syringocystadenoma papilliferum can arise 
de novo, but in 40% of cases, it is associated with  
nevus sebaceus.3

The clinical presentation of SCAP is not distinc-
tive. It can present as a solitary patch, papule, plaque, 
or nodule (Figure 1),2 or as several papules often 
arranged linearly.4-6 Its color varies and may be flesh 
colored, pink, red, brown, or gray.2,4 Its surface may be 
smooth, hyperkeratotic, verrucous, papillary, or moist 
and fleshy. The tumors tend to grow slowly and usu-
ally are less than 4 cm in size.2 Occasionally, they are 
pedunculated or umbilicated and even exude fluid or 
keratinous debris from a central pore.2,7 Syringocys-
tadenoma papilliferum may be pruritic or ulcerate and 
bleed with irritation.2 It is located on the head and 
neck 75% of the time but also has been reported on 
the extremities and trunk, including the groin, but-
tocks, and gluteal fold.2,3,8 

Although its clinical presentation is vari-
able, SCAP can be distinguished histologically 
by its ductlike structures with irregular papillary  

projections, invaginating from the surface epithelium 
into the underlying dermis, sometimes forming cystic  
cavities (Figure 2). The ductlike structures are lined 
by stratified squamous epithelium near the epidermal 
surface, transitioning to a double-layered epithelium 
below.2 The 2 layers consist of an inner luminal layer 
of columnar cells with some evidence of decapitation 
secretion, resting on an outer basal layer of cuboidal 
cells.2,7 The surrounding stroma contains an inflam-
matory infiltrate composed predominantly of plasma 
cells (Figure 3). The surface of the lesion may show 
hyperkeratosis, parakeratosis, acanthosis, and papil-
lomatous changes. Sweat glands usually are present 
beneath the lesion.2 The histogenesis of SCAP is 
controversial, with evidence supporting apocrine, 
eccrine, apoeccrine, and pluripotent appendageal  
cell origin.1,2,6

The differential diagnosis of SCAP is broad. It 
includes nevus sebaceus, hidradenoma papilliferum, 
molluscum contagiosum, verruca vulgaris, squa-
mous cell carcinoma, keratoacanthoma, and basal  
cell carcinoma.

Syringocystadenoma papilliferum is treated by 
excision.2 Rapid growth, pain, ulceration, or bleed-
ing in a long-standing lesion may indicate malignant 

Figure 2. Ductlike structures and cysts (H&E, original 
magnification 340).    

Figure 1. Soft, papillomatous, ulcerated nodule on the 
left perianal area.    
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transformation to the rare syringocystadenocarci-
noma papilliferum.9,10 Cases of SCAP associated with 
basal cell carcinoma have been reported, but they all 
coexisted with nevus sebaceus.2,3
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Figure 3. Double-layered epithelial lining of ductlike 
structures with a dense plasma cell infiltrate in the 
stroma (H&E, original magnification 3400).
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