
743© 2019 Indian Journal of Dermatology, Venereology and Leprology | Published by Wolters Kluwer - Medknow 

Pigmented papule on the volar aspect of  left 
middle finger

Quiz

Clinical History
A 43‑year‑old woman  presented to Peking Union Medical 
College Hospital, Beijing, China with a black, firm papule 
on the volar aspect of the left middle finger, present 
since 2  years. Physical examination revealed a pigmented, 
elevated, verrucous papule of size 2mm  [Figure  1]. Systemic 
examination findings were unremarkable. Histopathology 
revealed proliferation of basaloid cells extending from the basal 
epidermis into the dermis [Figure 2a]. The cuboidal tumor cells 
were characterized by scant eosinophilic cytoplasm and small 
monomorphous nuclei [Figure 2b]. The tumor grew downward 
in broad anastomosing bands, with highly fibrovascularized 
stroma [Figure 2b]. Parakeratosis and crust were present in the 
overlying epidermis. Dendritic melanocytes and abundant melanin 
deposition were also observed throughout the tumor. There was no 
evidence of peripheral palisading of nuclei or mucinous stroma. 
Immunohistochemical staining with carcinoembryonic antigen 
and epithelial membrane antigen highlighted the eccrine ductal 
lumina  [Figure 2c and d]. Immunohistochemical staining with 
Melan‑A was positive in dendritic melanocytes [Figure 2e]. The 

patient underwent surgical excision and there was no recurrence 
in the 9‑month follow‑up period.

What is Your Diagnosis?
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Figure 1: Pigmented, elevated, verrucous papule on the left middle finger
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Figure 2b: Monomorphic cuboidal cells with scant eosinophilic cytoplasm 
and small monomorphous nuclei in the highly fibrovascularized stroma 
(H and E, ×200)

Figure 2a: A circumscribed proliferation of tumor cells extending downward 
in anastomosing bands and abundant melanin deposition throughout the 
tumor (H and E, ×100)

Figure 2d: Positive staining of epithelial membrane antigen (S‑P staining, ×200)Figure 2c: Positive staining of carcinoembryonic antigen (S‑P staining, ×200)

Figure 2f: Negative staining of Melan‑A of a nonpigmented eccrine poroma 
on the palm (S‑P staining, ×100)

Figure  2e: Positive staining of Melan‑A in dendritic melanocytes 
(S‑P staining, ×200)
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present horn cysts without ductal differentiation. In basal 
cell carcinoma, basaloid cells form nests with characteristic 
peripheral palisading and retraction artifacts. Hidradenoma is 
characterized by larger cells and nuclei without broad‑based 
connection to the epidermis or the granulation tissue‑like 
stroma.

Compared with the nonpigmented eccrine poroma of the 
palms, this pigmented case had evident proliferation of 
melanocytes  [Figure  2e and f]. Given the low density of 
melanocytes in palmoplantar region, there are several 
hypotheses of melanocyte proliferation. Melanocytes may 
be activated by endothelin‑1, which promotes proliferation, 
survival, and migration of melanocytes.1 Another hypothesis 
supports the migration of melanocytes from nearby epidermis 
or hair follicles to the lesion.2

Pigmented variant is extremely rare on the palmoplantar 
region, which is the most common site of eccrine poroma. 
Meanwhile, the presence of melanin and melanocytes do 
not always produce clinically visible pigmentation.3 There 
are some explanations of these remarkable phenomena. 
One is that palmoplantar fibroblasts express high levels 
of dickkopf1, which inhibits growth and survival of 
melanocytes and production of melanin.4 Another one is 
that fibronectin, which promotes melanocyte proliferation, 
differentiation, and migration, is expressed in lower levels 
in palmoplantar region.5 This may suggest that melanocytes 
proliferate and survive poorly in acral sites, thus explaining 
the unusual occurrence of pigmented eccrine poroma in 
acral sites.

As a benign tumor, therapeutic options in the management of 
eccrine poroma include shaving, electrosurgical destruction 

Answer
Pigmented eccrine poroma.

Discussion
Eccrine poroma is an adnexal tumor of the terminal eccrine 
duct. It usually presents as a skin‑colored or reddish papule, 
plaque, or nodule. Eccrine poroma can form anywhere 
where eccrine glands are present and is most commonly 
located on the acral sites. However, the rare pigmented 
variant has a predilection for the non‑acral sites. We searched 
PubMed  (1986–2016) for reports of the pigmented variant 
and reviewed the sixteen available cases. Only 3  (18.8%) 
cases were located in palmoplantar areas  [Table  1]. The 
average age of patients was 59  years  (ranging from 30 to 
86  years). The male‑to‑female ratio was 0.45, showing a 
higher prevalence in female patients; while eccrine poroma 
has no gender predilection. Moreover, this case is exceptional 
for its location and maybe clinically confused with cutaneous 
melanoma. Other differential diagnoses include pigmented 
basal cell carcinoma, verruca vulgaris, seborrheic keratosis 
and hidradenoma.

Histopathology is the gold standard for the diagnosis of 
pigmented eccrine poroma. The characteristics of this tumor 
are monomorphic basaloid cells with poroid differentiation 
and a highly fibrovascularized stroma. It is also characterized 
by the presence of melanin and proliferation of melanocytes. 
Verruca vulgaris exhibits digitate epidermal hyperplasia 
and koilocytosis in granular layer and dilated capillaries 
in papillae. Cutaneous melanoma is poorly circumscribed 
and is characterized by nests of atypical melanocytes with 
pleomorphic nuclei and mitotic figures. Basaloid cells are 
also present in seborrheic keratosis and basal cell carcinoma. 
In contrast to eccrine poroma, seborrheic keratosis may 

Table 1: Summary of reports of pigmented eccrine poroma (1986‑2016)

Case Author Years Age 
(years)

Gender Location No. of lesions Diameter Other clinical 
features

1 Jin et al. 1990 52 Male Scalp 1 15 mm × 15 mm × 4 mm Yellowish crusts
2 Mousawi et al. 1995 65 Male Hand 1 2 cm Central ulceration
3 Kuo et al. 2003 86 Female Thigh 1 30 mm × 20 mm × 6 mm
4 Kuo et al. 2003 50 Male Back 1 23 mm × 16 mm × 6 mm Crusts
5 Lan et al. 2005 73 Female Chin 1 2.5 cm × 2 cm × 1.3 cm
6 Ohata et al. 2006 75 Male Scalp 1 10 mm × 10 mm × 7 mm Yellowish crusts
7 Wang et al. 2008 30 Female Back 1 1 cm
8 Phelps et al. 2010 66 Male Forearm 1
9 Kassuga et al. 2012 38 Female Malar region 1 4 mm
10 Cárdenas et al. 2013 56 Female Abdominal region 1 5 mm × 3 mm
11 Almeida et al. 2013 36 Female Palm 1 5 mm
12 Bloom et al. 2014 68 Female Buttock 1
13 Oiso et al. 2014 44 Female Thigh 1 5 mm
14 Nakagawa et al. 2015 53 Female Back 2 nodules, 

multiple papules
2.6 cm × 2.0 cm, 1.5 cm × 

1.5 cm, 1‑3 mm
15 Bombonato et al. 2016 74 Female Thigh 1 Partially ulcerated
16 MeiQi May et al. 2016 84 Female Palm 1 8 mm × 5 mm
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and surgical excision. However, in consideration of the 
possible malignant transformation and recurrence, complete 
surgical excision is advocated.
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