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Giant eccrine porocarcinoma in an unusual

location

Sir,

Eccrine porocarcinoma, also known as malignant eccrine poroma, is
an extremely rare type of skin cancer arising from the intraepidermal
ductal portion of eccrine sweat glands."? Lesions of eccrine
porocarcinoma occur on the lower extremities in 60% of cases.
Typically, these tumors arise in midlife occurring equally in males and
females and have been observed in all races. They are characterized
clinically as firm asymptomatic nodules, erythematous to violaceous
in color and are usually <2 cm in size.’ The differential diagnosis
of the disease includes basal cell and squamous cell carcinoma,
pyogenic granuloma, nevus, verruca vulgaris and melanoma.
Dermoscopy should be of value in the differential diagnosis of these
lesions. If there is suspicion of eccrine porocarcinoma, the biopsy
of choice should be excisional. A local recurrence rate after wide

Figure 1: Pink, shiny nodule with erythema, crusting and scaling 4 cm x 4
cm in size on the right cheek
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excision of 20%, a distant metastasis rate of 12% and a mortality rate
of >50% have been reported with this tumor. Early diagnosis of this
tumor is essential to ensure a benign course.*

An 87-year-old woman applied to our outpatient clinic with the
complaint of a red painless mass on the cheek for 6 months. She
explained that her mass had grown rapidly in the last month. On
dermatological examination, a pink, shiny tumor 4 cm x 4 cm in size
was observed on herright cheek [Figure 1]. Accordingto clinical view,
we considered squamous cell carcinoma or amelanotic melanoma
first. Dermoscopic examination revealed large, brownish-red, whitish
and yellowish structureless areas in the central part, white scaling
and linear and dotted irregular vessels at the periphery [Figure 2].
Our dermoscopic diagnosis was amelanotic melanoma. Hence, we
referred the patient for total excision of the lesion to the Department
of Plastic and Reconstructive Surgery. Wide local excision was
performed with 1 cm margin by surgeons and the defect was closed
primarily. On histopathological examination, a tumor showing
continuity with its ulcerated epidermis was revealed. The tumor
was characterized by broad anastomosing epithelial trabeculae
with comedo necrosis [Figure 3]. The tumor had a pushing margin
at the lower border. Ductal differentiation and intracytoplasmic
lumen formation were observed [Figure 4]. The tumor cells had
pleomorphism and brisk mitotic activity [Figure 5]. Ductal and

Figure 2: Brownish-red (plus shape), whitish (circle shape) and yellowish
(box shape) structureless areas at the central part; white scaling (triangle shape),
linear (arrows) and dotted (star shape) irregular vessels at the periphery,
MoleMax 3 (computerized digital dermoscopy system), x40
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Figure 3: The broad anastomosing epithelial trabeculae with comedo necrosis
in tumor (H and E, x400)

Figure 6: Carcinoembryonic antigen positivity shows ductal
differentiation (x100)
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Figure 7: Periodic acid—Schiff positivity in the luminal border of the tumoral Figure 8: Focal epithelial membrane antigen positivity in tumor cells (x100)
duct (x200)

luminal structures were highlighted with carcinoembryonic antigen membrane antigen and cytokeratin 7 were focal positive in tumor
and periodic acid—Schiff positivity [Figures 6 and 7]. Epithelial cells [Figures 8 and 9].



Figure 9: Focal cytokeratin 7 positivity in tumor cells (x100)

According to the dermoscopic and histopathological findings, the
diagnosis was eccrine porocarcinoma. On radiological examination,
regional or distant metastasis was not detected with positron
emission tomography scan immediately after diagnosis and monthly
performed clinical and cervical ultrasonographic examinations
during 6 months’ follow-up period.

Poroid neoplasms represent a spectrum of adnexal tumors arising
from the intraepidermal portion of the eccrine sweat glands,
ranging from benign lesions (hidroacanthoma simplex, poroma
and dermal duct tumor) to high-grade malignant carcinomas,
termed porocarcinomas. Although eccrine poromas are benign
lesions, cases of eccrine porocarcinoma arising on long-standing
and untreated eccrine poroma suggest a certain risk of malignant
transformation.’ The clinical appearance is non-specific and a
majority of tumors are diagnosed histologically. The lesion often
has a pink, moist, shiny surface which can offer a diagnostic clue. It
may also appear as a nodule, a dome-shaped, infiltrated or erosive
plaque or with polypoidal growth that tends to ulcerate. The tumor
usually grows slowly, but it may often show an accelerated growth
phase.®

Dermoscopy is an essential technique in the diagnosis of
pigmented and non-pigmented skin tumors. However, some cases
of eccrine porocarcinoma have been reported using dermoscopic
images.>*’ Pink-white structureless areas and atypical polymorphous
vascular pattern mainly consisting of hairpin, linear, glomerular
and dotted vessels have been reported as specific dermoscopical
findings for the diagnosis of eccrine porocarcinoma.>’ Suzaki et al.
mentioned that vessels were more conspicuous and irregular in the
eccrine porocarcinoma compared with eccrine poroma. Although
it would be difficult to differentiate amelanotic melanoma from
eccrine porocarcinoma on dermoscopy alone, the peripheral findings
suggesting eccrine poroma, such as whitish structureless area, might
be helpful for a diagnosis of eccrine porocarcinoma.’

We also observed that yellowish structureless areas and white
scaling just represent crusting over the tumor as a non-specific
finding on the dermoscopic examination.

The diagnosis of eccrine porocarcinoma is based on histological
confirmation. The treatment of eccrine porocarcinoma remains
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Figure 10: Clinical view of the patient 6 months after surgery

challenging. Most patients are managed by wide local excision. In
the last few years, it has been demonstrated that Mohs micrographic
surgery may be superior to the standard wide local excision.® We
performed wide local excision of the tumor and we confirmed the
diagnosis of eccrine porocarcinoma with histopathological findings.
Figure 10 shows the clinical appearance of the patient 6 months
after surgery.

Eccrine porocarcinoma should be kept in mind in the differential
diagnosis of a pink to reddish nodule with an atypical vascular
pattern on dermoscopic examination. We suggest that besides
pink-white structureless areas and atypical polymorphous
vascular pattern, yellowish structureless areas and white
scaling can be observed as dermoscopic features of eccrine
porocarcinoma.
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