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cases of moderately to poorly differentiated tumors.[1] 
Chemotherapy with capecitabine has been reportedly 
useful in a few cases of extensively metastatic 
disease.[4] Recently published research points towards 
a potential role for targeted therapy in metastasizing 
adnexal carcinomas.[2,5] Further work needs to be done 
to assess their applicability in this setting.
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Figure 1: Pink ulcerated nodule on the chest. The preceding 
surgery scar can be seen in the background

Figure 2: Poorly circumscribed ulcerated tumor with several areas 
of necrosis (H and E, ×10)

Figure 3: Large cords and confluent areas of basaloid cells, some 
with cytoplasmatic vacuoles. In addition, there are areas with clear 
cells, atypical cells, and cystic spaces filled with eosinophilic 
material (H and E, ×200)

all remain areas of controversy.[1,2] We opted to widen 
the primary tumor margins with sentinel lymph node 
dissection when marginal tumor remnants were 
observed on the first histological examination. The use 
of radiotherapy has been demonstrated to be useful in 
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Nodular hidradenoma of the 
scalp: A cytomorphological 
evaluation on fine needle 
aspiration cytology

Sir,
Nodular hidradenoma is an uncommon benign adnexal 
neoplasm of either eccrine or apocrine origin[1‑3] 
that is commoner in adults than in children.[3,4] 
Clinically, it is usually a solitary, slow growing, well 
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cytoplasm. Some cells showed very scanty cytoplasm, 
imparting a basaloid appearance. Occasional cells 
showed clear cytoplasm. A few foam cells were seen 
in the eosinophilic background [Figures 2 and 3]. The 
cytologic diagnosis of benign dermal adnexal tumor, 
not further specified was made.

A wide excision with free margins was performed. 
Histology revealed a well‑circumscribed, 
encapsulated solid‑cystic lobulated intradermal 
tumor. The solid area was composed of two types of 
cells: eosinophilic/polygonal cells and clear cells. 
Eosinophilic cells were round to polygonal in shape. 
They showed a rounded to ovoid nucleus, small 
distinct nucleoli and faintly eosinophilic cytoplasm. 
These were also seen to surround hyalinized 
fibrovascular cores. Clear cells showed abundant 
clear cytoplasm with a small, round to oval, eccentric 
nucleus. Some duct‑like tubular structures were 
observed which were constituted by cuboidal cells 
and filled with eosinophilic hyaline material. Cystic 
spaces were also filled with amorphous eosinophilic 
material. Occasional squamoid morules were also 
evident. Atypia, invasion, necrosis and mitoses were 
not seen [Figure 4]. A histologic diagnosis of nodular 
hidradenoma was made. One year after complete 
excision, the patient is free of disease.

Cytological features of nodular hidradenoma are 
rarely reported in the literature.[3,8] Most cases of 
nodular hidradenoma are either inconclusive or 
misinterpreted on cytology.[1] Smears are usually 
cellular containing a variable admixture of two 
types of cells: Eosinophilic/polygonal and clear cells. 
Eosinophilic cells contain round to ovoid nuclei, 
small nucleoli and moderate faintly eosinophilic 
cytoplasm. Occasional cells show scanty cytoplasm 
with more basaloid appearance while some cells 
are reminiscent of squamoid cells. Clear cells have 
round eccentric nuclei, fine granular chromatin, 
small nucleoli and more abundant, water‑clear 
cytoplasm. Mild hyperchromasia, anisonucleosis 
and overlapping of nuclei with small distinct 
nucleoli are also seen. Eosinophilic cells form large, 
cohesive, three‑dimensional papillary‑like, densely 
packed clusters. Clear cells form medium‑sized, 
flat clusters. Rounded rosette‑like formations and 
duct‑like tubular structures are also seen. The 
background shows extracellular hyaline material 
and amorphous material. Histiocytes, fibrocytes, 
pigmented macrophages, foam cells and naked nuclei 

Figure 1: A solitary skin colored nodular swelling measuring 
3.0 × 2.5 × 2.0 cm in size on the frontoparietal region of scalp

circumscribed, freely mobile, firm, non‑tender, 
dermal lesion varying in diameter from 0.5 cm to 
12 cm.[1,3] Occasionally, the development of brown, 
blue or red discoloration with superficial ulceration 
and serous discharge may mimic malignancy.[1,3] 
Nodular hidradenomas are most commonly seen 
on the scalp, neck, trunk and extremities.[1,3,4] The 
diagnosis is usually based on histopathology and the 
lesion is rarely subjected to fine needle aspiration 
cytology (FNAC).[1‑8]

A 70‑year‑old male presented with a slowly growing 
nodule over the scalp for 10 years. Additional 
complaints of pain, serous discharge and ulceration of 
skin were present for 1 month. Examination revealed a 
solitary, non‑tender, firm to hard, skin colored swelling 
of size 3 × 2.5 × 2 cm over the fronto‑parietal region 
of the scalp [Figure 1]. FNAC was requested without 
any provisional diagnosis.

Hematoxylin and eosin (H and E) and May‑Grünwald 
Giemsa (MGG) stained smears showed high cellularity, 
comprising of numerous large sheets of cells with 
papillary‑like fronds and overcrowded cohesive 
three‑dimensional groups of monomorphic cells. 
The extracellular eosinophilic hyaline material was 
intermingled and surrounded by many scattered and 
loose cohesive cell clusters, resembling rosette‑like 
structures. Occasional duct‑like tubular structures 
were formed by cuboidal cells and filled with hyaline 
material. Cells were polygonal, containing round to 
ovoid nuclei with smooth nuclear contour, evenly 
distributed bland nuclear chromatin, inconspicuous 
nucleoli and moderate amount of eosinophilic 
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Figure 3: (a) Clusters of overcrowded polygonal cells 
(×200) (b) Polygonal cells show round to oval bland nucleus and 
faintly stained cytoplasm. Few cells show clear cytoplasm (×400), 
May-Grünwald Giemsa stain

ba

Figure 4: (a) Well-circumscribed encapsulated intradermal 
tumor shows mainly solid area with few squamoid morules 
(×40) (b) Dark and lightly stained solid area and amorphous 
eosinophilic material filled cystic spaces (×100) (c) Eosinophilic 
hyaline material filled duct-like tubular structures are formed 
by cuboidal cells (×200) (d) Hyalinized fibrovascular core 
surrounded by eosinophilic cells, which show oval nucleus, 
bland nuclear chromatin, occasional small nucleoli and finely 
granular eosinophilic cytoplasm. Clear cells show abundant clear 
cytoplasm and small eccentric nucleus (×400), Hematoxylin and 
eosin (H and E) stain
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Figure 2: (a) Variabley sized, overcrowded clusters of cells with hyaline material (×40) (b) Eosinophilic hyaline material is surrounded 
by clusters of cells (×100) (c) Foam cells in fluidic background (×200) (d) Cuboidal cells forming duct-like tubular structure (×200) (e) 
Overcrowded papillary-like fronds of polyhedral cells (×200) (f) Large three-dimensional dense sheet of polyhedral cells (×200) (g) 
Cells show ovoid nuclei, evenly distributed nuclear chromatin, inconspicuous nucleoli and eosinophilic cytoplasm (×400) (h) Scanty 
cytoplasm of cells, imparting basaloid appearance (H and E×400)
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may be seen.[1‑8] The cytology of our case shows all 
the features reported previously except a prominent 
clear cell component. Scanty or absent clear cells may 
be responsible for diagnostic pitfalls. The cytologic 
appearance of our case closely resembles that of 
adenoid cystic carcinoma, cutaneous cylindroma 
and eccrine spiradenoma. Cytology of nodular 
hidradenocarcinomas shows cells with dense 
cytoplasm and basaloid appearance, cell sheets with 
anaplasia and squamous differentiation, necrotic 
debris and multinucleate giant cells.[9]

Histologically, nodular hidradenoma is a 
well‑circumscribed but unencapsulated solid‑cystic 

dermal tumor with a Grenz zone between the tumor 
and epidermis.[6] Sometimes it may be encapsulated, as 
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Reversal of pseudo‑ainhum with 
acitretin in Camisa’s syndrome

Sir,
Keratoderma hereditaria mutilans (KHM) or Vohwinkel’s 
syndrome is a type of cicatrizing palmoplantar keratoderma 
with autosomal dominant inheritance, first reported in 
1929.[1] It is characterized by rugose keratoderma with a 
honeycomb pattern, starfish shaped keratotic plaques on 
the dorsum of hands and feet, and pseudo‑ainhum at the 
interphalangeal joints. Its systemic associations include 
deaf‑mutism, high tone acoustic impairment, spastic 
paraplegia, and ichthyosis.[2] Classical Vohwinkel’s 
syndrome is associated with deafness, but not with 
generalized ichthyosis. Camisa’s syndrome (variant 
Vohwinkel’s syndrome) is a rare variant which is associated 
with ichthyosis, but not with deafness.[3] Pseudo‑ainhum 
is one of the classical features of this syndrome and is 
defined as a constricting circumferential band around a 
digit or limb.[4] We report the effectiveness of acitretin as a 
nonsurgical modality in the treatment of pseudo‑ainhum 
in keratoderma associated with ichthyosis.

A 17‑year‑old unmarried girl, born of non‑consanguineous 
marriage, complained of dark itchy, scaly lesions on her 
extremities and trunk along with thickening of palms and 
soles since early childhood. The severity of her skin lesions 
had increased with time, and she presented to us with 
large plate‑like, polygonal, grey‑brown, firmly adherent 
scales arranged in a mosaic pattern on the trunk, upper 
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in our case.[1] Cystic spaces may contain eosinophilic 
homogenous material. Solid areas comprise of 
eosinophilic/polyhedral and clear cells. Marked 
nuclear pleomorphism, hyperchromasia and frequent 
or atypical mitoses are not observed.[1,3] Variants of 
nodular hidradenoma may show several types of 
cells.[3] Clear cell hidradenoma, the most common 
variant, contains predominantly clear or pale cells 
with distinct cell borders. Clear cells contain glycogen 
and periodic acid‑Schiff‑positive, diastase‑resistant 
material, but no lipid.[3] Poroid hidradenoma 
shows compact poroid cells with prominent ductal 
differentiation.[3] Mucinous cells are large cuboidal 
to columnar in shape with fine basophilic granular 
cytoplasm and are noted in the least common variant. 
They line the tubules and may show evidence of 
apocrine differentiation.[3] As the quantity of different 
cell types varies markedly in different tumors, 
cytopathologists and dermatopathologists should be 
aware of the resemblance of nodular hidradenoma 
to metastatic renal cell carcinoma, squamous cell 
carcinoma or signet‑ring adenocarcinoma.[3]

To conclude, adequate cellularity on cytology smear 
is of paramount importance in achieving a specific 
diagnosis. Cytologically, the finding of two types of 
cells, eosinophilic and clear cells, three‑dimensional 
clusters with papillary‑like fronds, duct‑like tubular 
structures, rosette‑like structures and extracellular 
hyaline material in a cytology smear of a dermal 
nodule are the key features of nodular hidradenoma. 
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