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A rare case of nodular hidradenoma in inguinal region with cytohistological correlation: A
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Abstract
Nodular hidradenomas is an uncommon benign skin tumor which arises as nodules from eccrine sweat glands. It is more common in adults.
We present here a case of nodular hidradenoma in inguinal region with complaints of oozing in a middle aged female. Cytological
diagnosis was suggestive of adnexal tumor and final confirmation was based on histopathology aided with immunohistochemistry. The
case is presented to highlight the significance of cytology in the initial diagnosis of this lesion if correlated carefully with clinical
presentation along with typical cytological features.
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Introduction
Hidradenoma is a benign cutaneous tumour of the sweat
glands. It is also known as nodular hidradenoma, eccrine
acrospiroma, clear cell myoepithelioma and solid cystic
hidradenoma. It is a slow growing, solitary, solid or cystic
and firm intradermal nodule which generally occur on head
and neck or limb. The overlying skin may be flesh colored,
erythmatous or blue. It can affect any age group ranging
from 3-93 years. The peak incidence is found in middle
aged adults with slightly predominance in female.
Sometimes it can be symptomatic, with spontaneous oozing,
hemorrhage, tenderness, pruritus and burning.1 Here, we
report a rare case of nodular hidradenoma presenting in
inguinal region which is an uncommon site, with
cytohistological correlation.
Case Report
A 35 year old female came to surgical out patient
department with a swelling on right inguinal region since
four months. She complained of watery discharge from the
lesion since last one week. There was no history of trauma
on that site. She had taken ATT for pulmonary tuberculosis
three years back. Clinically differential diagnosis of
tubercular or reactive lymph node was given and patient
came to the department of pathology for fine needle
aspiration cytology (FNAC). On examination, there was a
solitary, slightly elevated swelling with normal appearing
skin, measuring approximately 1 cm × 1 cm. There was no
discharge at that time. It was firm, mobile and non tender.
No other swellings were found elsewhere in the body. Her
routine hematological and biochemical investigation were in
normal limits. FNAC was performed from the lesion and
cytological smears were stained with May Grunwald
Giemsa stain. Smears were moderately cellular showing

polygonal cells which were small having round to ovoid
nucleus with dense cytoplasm along with few other cells
which were having larger nucleus with vacuolated
cytoplasm. Also noted were few spindle to squamoid cells
with occasional eosinophilic hyaline material against a
hemorrhagic background (Fig. 1). A provisional diagnosis
of benign adenexal tumor or mesenchymal lesion was
rendered. Following this, local excision was done and sent
for histopathological examination (HPE). Grossly, a skin
covered soft tissue mass was received measuring 2cmx1cm
x1cm with well circumscribed nodule measuring 0.8 cm ×
0.8 cm in the dermis. Cut section of the nodule showed a
grey white solid areas and few tiny cystic areas filled with
straw colored fluid. Microscopy revealed a well
circumscribed nodule in the dermis without any connection
to overlying epidermis (Fig. 2a). Nodule comprised of two
types of cells: polyhedral cells with eosinophilic granular
cytoplasm and round or oval vesicular nuclei with
conspicuous nucleoli and other cells with clear cytoplasm
containing a small, dark, central to eccentric located
nucleus. Tumor cells also formed duct like structure at few
places. Also seen were some cystic spaces filled with
eosinophilic material (Fig. 2b). The clear cells contain
considerable amounts of glycogen which were PAS positive
(Fig. 3a). Immunohistochemical (IHC) staining showed
diffuse membranous positivity for CK (Fig. 3b). EMA
showed patchy membranous positivity (Fig. 3c) while focal
cytoplasmic positivity was noted for CEA (Fig. 3d). S-100
and vimentin were negative. There were no evidence of
necrosis,
atypical
cells
and
mitotic
figures.
Histopathological features were consistent with nodular
hidradenoma which was supported by IHC.
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Fig. 1a, 1b: MGG stained cytosmear shows small round to ovoid to spindle cells with dense and vacoulated cytoplasm.
(20x, 40x respectively)

Fig. 2(a): H & E stained microsection shows a well circumscribed nodule in dermis (4x); 2(b): Higher power shows
polygonal cells with dense eosinophilic cytoplasm and clear cells with clear cytoplasm (10x).

Fig. 3 (a): Tumor cells show PAS stain positivity (10x); 3(b): Diffuse CK membranous positivity (10x); 3(c): Patchy
EMA membranous positivity (10x); 3(d): Focal CEA cytoplasmic positivity (40x)
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Discussion
Nodular hidradenoma is a rare skin tumor. It arises
from distal excretory ducts of eccrine gland. Most common
sites of nodular hidradenoma are face, upper extremity,
axilla, trunk, thigh and scalp.2 First case of nodular
hidradenoma was described by Liu, in 1949, as clear cell
papillary carcinoma of the skin.3 Nodular hidradenoma
commonly affects middle aged women and presents as a
solitary, slow growing, mobile and firm nodule.1 In our
case, a female patient of middle age presented with inguinal
swelling and occasional watery discharge. Inguinal region is
not a common site for this condition and very few cases
have been reported.4,5 To the best of our knowledge ours is
the first case of nodular hidradenoma in a patient who was
clinically suspected to have secondary tuberculosis.
Cytological smears are usually cellular contain polygonal
and clear cells. Polygonal cells contain round to oval nuclei
with faint eosinophilic cytoplasm. Sometimes these cells
show squamoid spindle cell like appearance. Clear cells
have round eccentric nuclei, granular chromatin with watery
clear cytoplasm. Extracellular hyaline and amorphous
material also present in the background.6 In present case
similar cytological features were noted. In the literature
diagnosis of nodular hidradenoma on cytology is rarely
reported. Most of cases are inconclusive or misinterpreted or
misdiagnosed on FNAC. HPE of classical nodular
hidradenoma shows well circumscribed nodule in the dermis
without any connection to epidermis. Both solid and cystic
components are seen. Cystic spaces are filled with
homogeneous eosinophilic material. In the solid area, tumor
cells are arranged in lobules which can have tubular lumina
lined with cuboidal to columnar epithelium. Different
proportion of polyhedral and clear cells varies considerably
from tumor to tumor. Polyhedral cells with a rounded
nucleus and slightly basophilic cytoplasm. These cells may
appear fusiform and show an elongated nucleus. Clear cells
are round and contain watery clear cytoplasm with small
and dark nucleus. These cells contain considerable amounts
of glycogen which are PAS-positive and diastase-resistant
material at the periphery. In some tumors, squamoid
differentiation and horn pearls formation are seen.
Immunohistochemical reactivity for keratin, EMA, CEA,
S100 protein, and vimentin is characteristic for nodular
hidradenoma.7 This case showed consistent CK and PAS
positivity. However, IHC were negative for S-100 and
vimentin while EMA and CEA showed patchy and focal
positivity respectively. Search in literature showed a single
case of nodular hidradenoma in inguinal lymph node
reported by Tingaud C et al.4 But in our case, inguinal LN
was not involved.

which can be correlated and confirmed by histopathology,
supported by IHC.
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Conclusion
Fine needle aspiration cytology is not confirmatory for
nodular hidradenoma but in view of round to ovoid cells
with few spindle and squamoid cells at an unsual site from a
swelling with history of oozing should arouse the suspicion
of nodular hidradenoma. It should be kept as differential
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