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Syringoma nipple emerges as a benign neoplasm of cutaneous 
adnexa. Engendered from sweat glands and of eccrine origin, tu-
mefaction is posited to arise from sweat duct ridge. Neoplasm is 
commonly discerned upon lower eyelids of implicated female sub-
jects. The lesion may expound a malignant counterpart which is 
designated as syringomatous carcinoma or sweat gland carcinoma.

Frequently multiple, syringoma nipple configures firm pap-
ules of magnitude varying from one millimetre to 4 millimetres. 
Preponderantly confined to dermis, the well circumscribed lesion 
articulates ductules demonstrating a ‘comma’ pattern, layering by 
basaloid cells and encompassed within a stroma with significant 
sclerosis.

Syringoma expounds a female preponderance. However, the 
predominantly asymptomatic vulvar syringoma may remain un-
documented. 

Characteristically, neoplasm is frequently discerned within re-
productive years or with commencement of puberty, possibly due 
to contributory hormonal factors. 

Although preponderant in Asians, enhanced disease incidence 
is observed within Japanese women. Additionally, conditions such 
as Down’s syndrome, Ehlers-Danlos syndrome, Marfan’s syn-
drome, Nicoloau-Balus syndrome or Brook-Spiegler syndrome 
exhibit elevated disease incidence. An estimated 20% neoplasms 
depict a familial concordance [1,2]. 

Site of occurrence of syringoma is contingent to the clinical 
variant. Localized variant demonstrates lesions confined to perior-
bital region, vulva, penis, scalp, axillary region, face and forearm or 
hand in decreasing order of frequency. 

Eruptive variant delineates lesions within anterior trunk, neck 
and axillary region in decreasing order of frequency. 

Commonly, neoplasm is encountered within neck and anterior 
trunk of female subjects <15 years [1,2]. 

Of obscure aetiology, hormonal factors may influence emer-
gence of syringoma nipple. Lesion may represent as an adenoma 
of acrosyringium which is an intra-epidermal segment of eccrine 
sweat duct. Nevertheless, pathogenesis is currently incompletely 
elucidated. Clear cell variant may expound concurrence with adult 
onset diabetes mellitus [2,3].

Multiple syringomas are associated with an autosomal domi-
nant mode of disease inheritance. Neoplastic origin appears con-
cordant to chromosome 16q22 [2,3].

 
Generally asymptomatic, syringoma nipple frequently repre-

sents with pruritus wherein pruritus may be exacerbated during 
menstruation and summer season. Ingestion of oral contraceptives 
or gestation may exacerbate cogent clinical symptoms [2,3].

Characteristically, lesions are symmetric and bilateral. Implicat-
ed subjects depict multiple, miniature, firm, flesh coloured nodules 
of magnitude varying from one millimetre to 4 millimetres. Con-
comitant extra-genital lesions are frequently encountered [2,3]. 

Syringoma nipple depicts distinct clinical variants as 

•	 Localized 
•	 Generalized 
•	 Multifocal 
•	 Eruptive 
•	 Familial 
•	 Lesions concurrent with Down’s syndrome [3,4].
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Cytological smears expound aggregates of basaloid cells. Alter-
natively, clear cell variant appears to be composed of clear cells. 
Tumour cells are devoid of cytological atypia. Mitotic figures are 
extremely exceptional [3,4]. 

Grossly, tumefaction appears as a firm, flesh coloured papule. 
Cutaneous eruption may or may not concur. Tumour nodules vary 
from one millimetre to 4 millimetres in diameter [3,4]. 

Upon microscopy, the well circumscribed neoplasm is generally 
confined to superficial reticular dermis wherein the tumefaction 
may exceptionally expand into subjacent dermis [3,4]. 

Neoplasm is comprised of proliferating dual cellular compo-
nent denominated as 

•	 Epithelial cells configuring ductules, cords and cellular nests 
along with articulation of cysts. Tumour cells are basaloid, 
cuboidal epithelial and delineate dual layering within duct-
ules. Lesion depicts an eosinophilic layer of cuticle. Neoplas-
tic ducts may configure a ‘comma’ or ‘tadpole’ or ‘paisley’ 
pattern.

Intra-cystic and luminal content is constituted of quantifiably 
variable proteinaceous debris or keratin. 

•	 Sclerotic or fibrous tissue rich stroma which encompasses 
the lesion. Cytological atypia is absent. Mitotic figures are ex-
tremely exceptional [3,4]. 

The variant of clear cell syringoma is constituted of clear epi-
thelial cells impregnated with glycogen. Aforesaid variant is com-
monly encountered in diabetics. Few miniature cysts may be coat-
ed with squamous epithelium. 

Ultrastructural examination confirms eccrine genesis of the 
neoplasm [4,5]. 

Figure 1: Syringoma demonstrating cords, nests and ductules lay-
ered by cuboidal epithelial cells. Surrounding stroma is sclerotic 
with significant fibrosis. Cytological atypia or mitotic figures ap-

pear absent [8].  

Figure 2: Syringoma delineating cords, nests and ductules layered 
by cuboidal epithelium.  Encompassing stroma is sclerotic with sig-
nificant fibrosis. Cytological atypia or mitotic figures appear absent 

[9]. 

Nottingham Bloom-Richardson grading system is contingent to 

•	 Configuration of tubules by the tumour
•	 Quantifiable mitotic figures per 10 high power fields as exem-

plified within actively proliferating, cellular areas
•	 Occurrence of nuclear pleomorphism. 

Configuration of tumour tubules contributes to pertinent scor-
ing and is classified as

•	 1 point: Tubules representing > 75% of tumefaction
•	 2 points: Tubules articulating 10% to 75% of tumefaction
•	 3 points: Tubules manifesting < 10% of tumefaction. 
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Mitotic figures are appropriately evaluated upon tumour pe-
riphery and are aptly quantified within mitotically active areas. 
Estimation of mitotic figures confined within 10 high power fields 
(hpf) constituting a singular, non contiguous neoplastic area is op-
timal. 

Nuclear pleomorphism is classified as 

•	 1 point: Neoplasms depicting minimal variation of nuclear 
magnitude and outline with configuration of miniature, regu-
lar, uniform neoplastic cells 

•	 2 points: Neoplasms delineating moderate variation in nucle-
ar magnitude and outline 

•	 3 points: Neoplasms demonstrating significant variation in 
nuclear magnitude and outline. 

Carcinoma breast is graded and scored as 

•	 3 - 5 points: Accumulated by well differentiated, grade I car-
cinoma breast 

•	 6 - 7 points: Accumulated by moderately differentiated, grade 
II carcinoma breast 

•	 8 - 9 points: Accumulated by poorly differentiated, grade III 
carcinoma breast [3,4]. 

Syringoma breast appears immune reactive to carcinoembry-
onic antigen (CEA), epithelial membrane antigen (EMA) or CK5. 

Tumour cells appear immune non reactive to oestrogen recep-
tors (ER), progesterone receptors (PR) or SOX10 [5,6]. 

Syringoma nipple requires segregation from neoplasms as mi-
crocystic adnexal carcinoma, desmoplastic trichoepithelioma or 
morpheaform basal cell carcinoma [5,6]. 

Syringomatous lesions may arise upon the face and appear clin-
ically concordant with lesions confined to the nipple. Neoplasm 
may be appropriately discerned upon histological evaluation of 
surgical tissue samples. Therapeutic intervention is necessitated 
for cogent cosmetic outcomes [6,7]. 

Surgical extermination of the lesion is commonly adopted. Al-
ternatively, cryotherapy or laser therapy may be beneficially em-
ployed. However, employment of carbon dioxide laser ablation 
may induce scarring or hyperpigmentation [6,7]. 

Superior cosmetic outcomes may be obtained with therapeutic 
manoeuvers as micro-insulated needle radiofrequency.

Topical atropine is beneficially employed in order to alleviate 
associated clinical symptoms as pruritus and decimate lesion mag-
nitude. 

Generally, lesion appears unresponsive to topical steroids [6,7]. 

Syringoma nipple emerges as a benign, non-progressive lesion. 
However, multiple lesions may be disfiguring and delineate inferior 
cosmetic outcomes. 

Following precise therapy, complications as lesion reoccur-
rence, scarring and dis-pigmentation may ensue [6,7]. 

Bibliography

1. Ono S., et al. “A case of giant nipple adenoma”. The Surgical Case 
Reports 10.1 (2024): 70.

2. Park SK., et al. “Syringomatous adenoma of the nipple: A 
case series and systematic review”. Clinical Case Report 11.6 
(2023): e7521.

3. Suarez A., et al. “Asymptomatic syringomatous adenoma of the 
nipple: a rare nipple neoplasm”. Radiology Case Report 17.6 
(2022): 2043-2046.  

4. Niakan S., et al. “Syringomatous adenoma of the nipple with 
microcalcifications on mammography: a case report”. Breast 
Journal 27.2 (2021): 170-172. 

5. Paramaguru R and Ramkumar S. “Syringomatous adenoma of 
the nipple in a male breast: a case report with a brief review 
of literature and Histomorphological approach to diagnosis”. 
Cureus 13.11 (2021): e19586.

6. Abeciunas V., et al. “Recurrent syringomatous adenoma of the 
nipple following a misdiagnosis: a case report”. Nigerian Jour-
nal of Clinical Practice 23.9 (2020): 1324-1327.

7. Yu SY., et al. “Syringomatous tumor of the nipple-areolar com-
plex: mammographic, ultrasonographic, and MRI manifesta-
tions”. Breast Journal 26.9 (2020): 1833-1835.  

8. Image 1 Courtesy: Biomed central.

9. Image 2 Courtesy: Basic medical key.

Citation: Anubha Bajaj. “Trough and Conduit - Syringoma Nipple". Acta Scientific Clinical Case Reports 6.1 (2025): 01-03.

https://pmc.ncbi.nlm.nih.gov/articles/PMC10963697/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10963697/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10279943/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10279943/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10279943/
https://pubmed.ncbi.nlm.nih.gov/33368840/
https://pubmed.ncbi.nlm.nih.gov/33368840/
https://pubmed.ncbi.nlm.nih.gov/33368840/
https://pubmed.ncbi.nlm.nih.gov/32913175/
https://pubmed.ncbi.nlm.nih.gov/32913175/
https://pubmed.ncbi.nlm.nih.gov/32913175/

