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Benign Papular Lesions of the Vulva

Debra S. Heller, MD
Department of Pathology & Laboratory Medicine, UMDNJ-New Jersey

Medical School, Newark, NJ

h Abstract: The vulva may develop conditions more
familiar to dermatologists than to gynecologists. Although
gynecologists may be familiar with some of these lesions, a
review of these benign and often pruritic papular lesions
may be helpful when receiving a diagnosis more commonly
seen in dermatologic practice. h
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According to Montaigne, ‘‘Scratching is one of nat-

ure’s sweetest gratifications, and the one nearest

at hand.’’ The vulva is both a dermatologic and a gyne-

cologic organ and, as such, may develop conditions more

familiar to dermatologists than to gynecologists. Several

recent vulvar biopsies received by our laboratory dem-

onstrated diagnoses more often seen by dermatologists. A

recently received syringoma, which presents as pruritic

papules, has prompted this pathology review of benign

papular lesions of the vulva (see Table 1). Papules are

small solid raised lesions. Although gynecologists may be

familiar with some of these papular lesions, a review of

these benign and often pruritic lesions may be helpful

when receiving a diagnosis more commonly seen in der-

matologic practice. This review focuses on the histo-

pathologic aspects of these lesions. The reader is referred

to the referenced literature for further details on therapies.

SYRINGOMA

This benign skin adnexal neoplasm thought to be of

eccrine origin [1] presents as pruritic or asymptomatic

skin-colored, yellow or pink papules (see Figure 1). It is

common on the face and eyelids but unusual on the

vulva [2]. Histologically, the lesion is composed of solid

and cystic ductal-type structures, often comma or tadpole

shaped, within a fibrotic dermis. Histologically, the lesion

is not well circumscribed. The superficial location helps

distinguish it, in cases with sufficient tissue in the biopsy,

from a microcystic adnexal carcinoma [2]. Asymptomatic

lesions may not come to definitive therapy; however,

excision, electrodessication, and curettage as well as laser

therapies have been used with variable degrees of success

[3]. There has been some suggestion that syringomas

may be hormonally related [1], and pregnancy has been

reported to aggravate the pruritus [4]. Progesterone

receptor positivity has also been reported [5].

LANGERHANS CELL HISTIOCYTOSIS

Langerhans cell histiocytosis (formerly histiocytosis X)

is an umbrella term that encompasses the systemic

Lederer-Siwe disease and Hand-Schuller-Christian syn-

drome, as well as the isolated lesion eosinophilic gran-

uloma (see Figure 2) [1]. Langerhans cell histiocytosis

confined to the vulva without systemic involvement is

rare. It can present as pruritic papules [6].

The lesion is composed of a monoclonal proliferation

of Langerhans-type cells, resembling histiocytes, with

abundant eosinophilic cytoplasm. The cells are positive

for CD1a and S100. Birbeck granules are seen on elec-

tron microscopy. Because of the rarity of the condition,

no single therapy has been recommended, although a

variety of surgical and medical therapies have been used,

including excision, topical steroids, radiation, thalido-

mide, and chemotherapy, after lack of systemic invol-

vement has been confirmed [7].

PAPULAR ACANTHOLYTIC DYSKERATOSIS

This rare nonsyndromic papular lesion was first descri-

bed in 1984 [8] (see Figure 3). Histologically, it resembles
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warty dyskeratoma and the syndromic Hailey-Hailey

and Darier diseases, with suprabasal clefting, acan-

tholysis, dyskeratotic cells, and hyperkeratosis and

parakeratosis [9, 10]. It is a chronic pruritic lesion

composed of multiple skin-colored or whitish papules.

Medical therapy, excision, and ablation have been

used. Dittmer et al. [11] noted more success with laser

when the deeper layers of tissue were treated compared

Table 1. Benign Papular Lesions of the Vulva

Lesion Origin
Possible

symptoms Clinical appearance Histology Potential therapy

Syringoma Eccrine sweat gland Pruritus Multiple small
yellow/pink papules

Comma-shaped ducts Excision or ablation

Langerhans cell
histiocytosis

Langerhans cells Pruritus Multiple erythematous
papules

CD1a- and S100-positive
histiocytes

Various surgical, medical

Papular acantholytic
dyskeratosis

Squamous epithelium Pruritus occasional Multiple skin-colored
or white papules

Suprabasal clefts,
acantholysis, dyskeratosis

No definitive therapy.
Medical, ablative, and
excision have been used

Epidermal inclusion cyst Squamous epithelium Usually none Yellow papule Keratinized squamous
lining, keratin contents

None or excision if
asymptomatic

Condyloma acuminatum Viral Occasional pruritus May occasionally be
papular

Papillomatosis, koilocytosis Medical, excision, ablation

Calcinosis cutis Calcium deposition Pruritus Hard, skin-colored
papules

Amorphous calcification Medical, surgical. Address
potential underlying
disorder

Comedo Pores plugged with
keratinaceous
debris

None Dark papule due to
oxidization

Pore plugged with
sebaceous material and
keratinaceous debris

None, express contents

Verruciform xanthoma Histiocytes None Yellow-brown or red
plaque or papule

Lipid containing CD68- and
S100-positive histiocytes

Excision

Steatocystoma Squamous/sebaceous
hamartomas

Rarely pruritus Multiple flaccid
papules

Squamous and
sebaceous-lined cysts

Medical, surgical

Fibroepithelial polyp Subepithelial tissue None Papule or polyp Squamous lined stroma
with stellate cells

None, excision

Seborrheic keratosis Squamous epithelium None Pigmented papules Hyperkeratosis, acanthosis,
pseudohorn cysts

Excision, cryotherapy,
curettage, electrocautery

Intradermal nevi Melanocytes None Pigmented papules Melanocytes in dermis None, excision
Angiokeratoma Vascular Bleed if

traumatized
Red, black, brown,
blue-red papules

Vascular lesion with
overlying hyperkeratosis

None, excision,
cryotherapy, electrocautery

Cherry angioma Cryotherapy,
electrocoagulation
vascular

Occasional pruritus
or bleeding

Tiny red papules Capillary proliferation None, laser

Hidradenoma
papilliferum

Apocrine sweat gland None Papule. Ulceration may
mimic carcinoma

2-cell layer of crowded
glands

Excision

Pyogenic granuloma Vascular May bleed. May
occur after
trauma

Rapidly developing
dark red papule

Ulcerated granulation
tissue

Laser, curettage,
electrocautery, silver
nitrate

Molluscum contagiosum Viral Pruritus Multiple umbilicated
papules

Characteristic
intracytoplasmic viral
inclusions

None, curettage, excision

Lymphangioma
circumscriptum

Lymphatic vessels Fluid leakage,
associated
lymphedema

Oozing papular blebs Lymphatic vessels with
overlying hyperkeratosis

Excision, laser therapy,
cryotherapy,
sclerotherapy,
radiotherapy, and
electrocautery

Lichen simplex chronicus Squamous epithelium Severe pruritus Thick papule Hyperkeratosis,
acanthosis, chronic
inflammation

Topical steroids

Hidradenitis suppurativa Arises near sweat
glands

Inflammation,
drainage

Fibrosis, drainage,
papules,
inflammation

Inflammation, scarring Often needs excision

Fistula-in-ano Secondary to cryptitis
and abscess

Drainage Papule with drainage
near perineum

Inflammatory changes Excision

Eccrine and apocrine
hidrocystomas

Sweat glands Often none Skin colored, red, blue,
or translucent cyst
or papule

Cyst lined by sweat gland
epithelium

Excision or ablation

Fox-Fordyce disease Apocrine Pruritus Multiple small
skin-colored papules

Keratinaceous follicular
plugging and
spongiosis

No definitive therapy. Variety
of medical/surgical have
been attempted
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with superficial treatment, acknowledging the increase in

pain and recovery time.

EPIDERMAL INCLUSION CYST

Epidermal inclusion cysts on the mons pubis and hair-

bearing portions of vulva are very common (see Figure 4).

Therapy may not be required, unless the lesions are

distressing to the patient, in which case excision may be

performed. Clinically, the lesions appear as yellowish

papules filled with a cheesy material. Histologically, the

cysts are lined by keratinizing squamous epithelium,

with a keratinaceous debris filling the cyst. Epidermoid

cysts may be seen in the clitoral region after female

circumcision.

CONDYLOMA ACUMINATUM

Although usually recognized clinically, and usually of

characteristic papillary warty appearance, condyloma

acuminatum may occasionally appear as a papular lesion

of unclear origin (see Figure 5). Histologically, the lesion

shows koilocytosis, the cytopathic effect of human

papillomavirus, with its enlarged raisin-shaped nuclei in a

clear space. Other features include hyperkeratosis and/or

parakeratosis and acanthosis, with papillomatosis. Ther-

apy is the same as for more usual condylomata and may

involve topical therapies, ablation, or excision.

VULVAR CALCINOSIS CUTIS

Calcinosis cutis is the deposition of insoluble calcium

salts in the skin (see Figure 6). It may be idiopathic,

Figure 1. SyringomaVthe lesion is composed of numerous cystic
and solid structures, sometimes comma shaped.

Figure 2. Langerhans cell histiocytosis. The lesion is composed of
CD1a-positive (lower left) histiocytes, sometimes multinucleated
(upper right).

Figure 3. Papular acantholytic dyskeratosis. Note prominent
suprabasilar clefting, parakeratosis, and dyskeratosis.

Figure 4. Epidermal inclusion cyst, lined by keratinizing squamous
epithelium, and showing accumulation of keratinaceous debris in
the inset, upper left.
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associated with a variety of hypercalcemic states (met-

astatic calcinosis cutis), or be dystrophic, in associa-

tion with connective tissue diseases [12]. It may rarely

affect the vulva, appearing as papules. Histologically,

the dermis shows calcification. This diagnosis should

prompt a search for abnormalities of calcium metabo-

lism, malignancy, or connective tissue disease [13]. A

wide variety of medical and surgical therapies have been

attempted.

COMEDO

A comedo or comedone (blackhead) is a blockage of the

sebaceous duct associated with a hair follicle by sebac-

eous material and keratinaceous debris (see Figure 7).

Comedos occur not infrequently on the mons pubis and

hair-bearing vulva, particularly increasing with age, and

are in the differential diagnosis of papular lesions of the

vulva [14]. They do not usually lead to surgical therapy;

however, if excised, blockage of the pore by keratinac-

eous debris may be seen.

VERRUCIFORM XANTHOMA

Verruciform xanthomas are rare lesions in the vulva (see

Figure 8). They may appear as yellow, brown, or red

papules on the vulva and are generally asymptomatic.

Xanthomas are collections of foamy lipid-containing

nonYLangerhans (S100-negative, CD68-positive) his-

tiocytes in subepithelial areas of the skin and the mucosa

[15]. Treatment is by excision.

STEATOCYSTOMA

Steatocystoma multiplex is usually an autosomal domi-

nant condition, composed of hamartomatous lesions on

Figure 7. Comedo showing keratinaceous plugging.

Figure 8. Xanthoma-showing lipid-laden macrophages.

Figure 5. Condyloma acuminatum showing the papillomatous
configuration that gives the lesion its characteristic gross warty
appearance. The higher-power inset (upper left) shows minimal
koilocytosis but demonstrates papillomatosis, hyperkeratosis, and
an increased granular cell layer.

Figure 6. CalcinosisVdeposition of calcific material in the dermis.
Higher-power (inset lower left) shows amorphous calcific material
beneath the epithelium.
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the trunk and extremities (see Figure 9) [16]. Rarely,

sporadic cases have been reported on the vulva [16].

Steatocystomas are rarely pruritic. They present as mul-

tiple flaccid papules, containing cloudy fluid [17]. They

are composed of squamous and sebaceous glandYlined

cysts. There may be folding of the lining, and there is an

absent granular layer in the squamous epithelium [18]. A

wide variety of medical and surgical therapies have been

attempted.

FIBROEPITHELIAL STROMAL POLYP
(SKIN TAG, ACROCHORDON, SOFT FIBROMA,

FIBROMA MOLLE)

Fibroepithelial polyps are usually clinically suspected and

may not be excised if causing no distress to the patient

(see Figure 10). They may be more papular than polypoid

at times. Histologically, the lesions are composed of a

fibroconnective tissue polypoid or papular stroma, lined

by unremarkable squamous epithelium. There are stellate

cells in the stroma, which should not be mistaken for

sarcoma [19]. These may aggregate in the upper dermis

and are dispersed more widely deeper down.

SEBORRHEIC KERATOSIS

Seborrheic keratoses are common skin lesions that can

occasionally occur on the vulva (see Figure 11). They

have been associated with aging more than sun expo-

sure. They may raise concern because of their pigmen-

tation and thus be excised. Clinically, they appear as

brown papular lesions that are ‘‘greasy’’ and ‘‘stuck

onto’’ the surface of the skin. Histologically, the features

Figure 10. Fibroepithelial polyp showing fibroconnective tissue
lined by unremarkable squamous epithelium. At higher power
(inset upper left), stellate cells are seen in the dermis.

Figure 11. Seborrheic keratosis, showing characteristic pseudo-
horned cysts.

Figure 12. Intradermal nevus, showing nevus cells in dermis,
sparing the junction between the epidermis and dermis. Some-
times, abundant melanin can obscure the cellular features (inset
upper left).

Figure 9. SteatocystomaVthe lesion is lined by squamous epi-
thelium and sebaceous glandular tissue.
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are those of hyperkeratosis, acanthosis, and pseudo-

horned cysts [20]. Although therapy is not required, ex-

cision is sometimes performed for concern regarding

the pigmentation. Treatment may also be undertaken if

the lesions are distressing to the patient. Other therapies

besides excision have included cryotherapy, curettage,

and electrocautery.

NEVI

Nevi are common on the vulva, where they may raise

concern of melanoma because of their pigmented ap-

pearance (see Figure 12). The reader is referred to the

dermatology literature for a more expanded description

than the limited one presented here. Nevi may be pap-

ular in configuration. They are composed of melano-

cytes (nevus cells) and may be located at the junction of

the dermis and the epidermis (junctional nevi), which are

generally flat, at both the junction and the dermis in

the more often papular compound nevi, and only in the

dermis in the usually skin-colored intradermal nevi [20].

Unless there is concern for malignancy, or the lesion is

distressing to the patient, they are often not excised.

ANGIOKERATOMA

These benign lesions are variants of hemangiomas, where

there are dilated vessels in the dermis, with overlying

hyperkeratosis and acanthosis of the epithelium (see

Figure 13). Clinically, these appear rarely on the vulva, as

red, blue-red, or brown papules [21]. Etiology has been

suggested as vascular stasis, as opposed to neoplasia [21].

Because these lesions fall within the differential diagnosis

of pigmented vulva lesions and, in particular, melanoma,

Figure 13. AngiokeratomaVthe lesion is composed of vascular
spaces under a hyperkeratotic squamous epithelium.

Figure 14. Cherry angioma, composed of numerous capillaries.

Figure 15. Hidradenoma papilliferumVthe double layer of the
crowded glandular spaces distinguishes this lesion from a
malignancy.

Figure 16. Pyogenic granulomaVgranulation tissue ulcerating
through the surface.
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they may come to excision; however, therapy may not be

required. Occasionally, pruritus or bleeding will necessi-

tate therapy. Other treatments have included laser, elec-

trocautery, and cryotherapy [22].

CHERRY ANGIOMA

Often multiple, small red papular cherry hemangiomas

are common with increasing age and rarely come to

surgery (see Figure 14). Laser may be attempted if the

lesions bleed. Histologically, they are capillary heman-

giomas, with proliferating thin-walled vessels.

HIDRADENOMA PAPILLIFERUM

Hidradenoma papilliferum is a benign sweat gland

tumor composed of crowded glands within the dermis

(see Figure 15). The 2-cell layer is helpful in ruling out

adenocarcinoma for incomplete excisions; however, if

entirely excised, the well-circumscribed nature [23] of

the lesion is also very characteristic. Although they are

generally papular in configuration, they may erode

through the overlying epithelium, causing concern for

malignancy on the part of the clinician as well and

leading to excision.

PYOGENIC GRANULOMA (LOBULAR
CAPILLARY HEMANGIOMA)

More common in the gingiva, these papular lesions

may be seen on the vulva (see Figure 16). Histologically,

they resemble granulation tissue, with ulceration of the

overlying epithelium. They may be hormonally related

because they can be stimulated by pregnancy. Previous

injury is postulated as an etiology. Therapies have in-

cluded excision, cryotherapy, and cautery with silver

nitrate [24] or electrocautery.

MOLLUSCUM CONTAGIOSUM

This viral condition is most often seen in children over

the body but may be seen on the vulva in adults as

well, where it may be single or multiple (see Figure 17).

Clinically, the lesions appear as papules with a central

umbilication. Histologically, abundant intracytoplasmic

viral inclusions are characteristic. They tend to regress

after long periods, but therapies have included curettage

Figure 17. Molluscum contagiosumVthe lesion is umbilicated,
and the cells contain numerous intracytoplasmic viral inclusions
(inset lower right).

Figure 18. Lymphangioma circumscriptumVthe vesicles are com-
posed of lymphatic spaces lined by endothelium. Lymphatic cells
and fluid are seen (inset lower right).

Figure 19. Lichen simplex chronicus (squamous cell hyperplasia)V
the lesion shows hyperkeratosis, acanthosis, and chronic inflammation.
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for numerous lesions, or excision, particularly if not

recognized at examination.

LYMPHANGIOMA CIRCUMSCRIPTUM

This lesion may be congenital or acquired [19], associated

with lymphedema, and consists of multiple papular blebs,

oozing fluid (see Figure 18). Histologically, the lesions

resemble angiokeratoma, with overlying hyperkeratosis

and acanthosis; however, the vessels underlying this are of

lymphatic origin. This is a difficult lesion to treat, with

common recurrences. Therapies have included wide sur-

gical excision, laser therapy, cryotherapy, sclerotherapy,

radiotherapy, and electrocautery [25].

LICHEN SIMPLEX CHRONICUS/SQUAMOUS
CELL HYPERPLASIA

The result of an uninterrupted itch/scratch cycle and

lichen simplex chronicus/squamous cell hyperplasia is

often plaque-like but may be papular (see Figure 19). If

examined by biopsy, the lesion shows hyperkeratosis,

acanthosis, and nonspecific chronic dermal inflamma-

tion. Therapy is usually topical steroids [26].

HIDRADENITIS SUPPURATIVA

Rarely, cases may present as papular lesions (see Figure

20) [27]. Hidradenitis is a chronic condition that often

comes to surgery. The histologic findings are nonspecific,

usually with severe inflammation and fibrosis. Squa-

mous cell carcinoma may arise in longstanding cases and

should be sought in surgical specimens.

FISTULA-IN-ANO

A fistula from the anal canal draining out onto the peri-

neum may appear as a draining papule (see Figure 21).

These fistulas, seen most often in children but occurring

in adults, are usually the result of perianal abscesses

secondary to cryptitis [28]. Therapy is surgical.

ECCRINE AND APOCRINE HIDROCYSTOMAS

Hidrocystomas are rare cystic lesions that may be of

apocrine or eccrine gland origin (see Figure 22). Al-

though generally appearing clinically as cysts, they may

appear as papules and hence are in the differential

diagnosis of papular vulvar lesions. Because the diag-

nosis is not made clinically, these rare lesions are likely

Figure 20. Hidradenitis suppurativa. Entrapped sweat glands are
seen within inflammation.

Figure 21. FistulaVthis fistula tract shows inflammation, ulcera-
tion, and granulation tissue. A small residual focus of squamous
epithelium is seen.

Figure 22. Apocrine hidrocystomaVcystic lesion shows apocrine
‘‘snouts’’ at top of epithelium (inset lower right).
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to come to excision. They may be single or multiple,

and the literature suggests a wide variety of treatments

have been attempted, including excision and ablation.

Histologically, both apocrine and eccrine hidrocysto-

mas are composed of unilocular cysts lined by 1 layer to

2 layers of cuboidal epithelium, nonsecretory in eccrine

lesions, and secretory in apocrine lesions. Multiple

lesions are sometimes syndromic and associated with

Goltz-Gorlin syndrome and Schopf-Schulz-Passarge

syndrome [29, 30].

FOX-FORDYCE DISEASE

Fox-Fordyce disease, or apocrine miliaria is a rare

chronic pruritic papular eruption arising in areas of

apocrine glands. The papules are usually skin-colored,

or mildly erythematous, and seen in the axilla and pubic

areas [31]. Histologic diagnosis can be difficult, and

findings may be nonspecific because the sections may

not reveal the characteristic keratinaceous follicular

plugging and spongiosis of the infundibular epithelium

where the apocrine duct enters, and transverse rather

than standard vertical sections have been suggested as

more likely to reveal the features histologically [31].

This uncommon condition is thought to be hormonally

related because it occurs predominantly in women and

often regresses with menopause, oral contraceptives,

and pregnancy [32]. A wide variety of therapies have

been attempted, but no definitive therapy has been

established in the literature [33].
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30. Özkan Z. Multiple eccrine hidrocystomas of the vulva.

Int J Gynaecol Obstet 2009;105:65.

31. Stashower ME, Krivda SJ, Turiansky GW. Fox-Fordyce

disease: diagnosis with transverse histologic sections. J Am

Acad Dermatol 2000;42:89Y91.

32. Tetzlaff MT, Evans K, DeHoratius DM, Weiss R,

Cotsarelis G, Elenitsas R. Fox-Fordyce disease following

axillary laser hair removal. Arch Dermatol 2011;147:573Y6.

33. Alikhan A, Gorouhi F, Zargari O. Fox-Fordyce disease

exacerbated by hyperhidrosis. Pediatr Dermatol 2010;27:

162Y5.

Benign Papular Lesions of the Vulva & 305

Copyright © 2012 American Society for Colposcopy and Cervical Pathology. Unauthorized reproduction of this article is prohibited.


