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Case report

Porocarcinoma: a rare cause of lateral cervical tumor
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Abstract
Porocarcinoma is a rare tumor of the eccrine sweat glands that usually disseminates to the regional lymph
nodes, but it can also develop distant metastasis. Case presentation: We report the case of a 67 year-old
female patient who underwent wide surgical resection of a left cervical cutaneous tumor in a primary care
center, for which the histology exam of the specimen was mixed basal cell and squamous cell carcinoma. She
was referred to our hospital’s oncology clinic and histologic re-evaluation changed the diagnosis to eccrine
porocarcinoma (EPC). Computer-tomography (CT) revealed cervical lymphadenopathies for which the patient
underwent 4 cycles of chemotherapy, without regression. She subsequently underwent a left upper anterior
jugular lymphadenectomy (group IIa) with all nodes being negative and, three months later, she developed a
unique adenopathy under the parotid gland that was excised and confirmed to be metastatic. Postoperative
external radiotherapy was administered with a good outcome on CT scan. Nine months after her last surgery,
the patient did not show any sign of recurrence or distant metastasis. Conclusion: EPC is a challenge, both
diagnostically and therapeutically. In the absence of consensus regarding the indications and extent of
lymphadenectomy and adjuvant therapy, patients with EPC should be referred to an experienced
multidisciplinary team in a tertiary center.
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recurrence risk [2, 3], thus a clear histological
diagnosis is extremely important.
Eccrine porocarcinoma (EPC) is a
malignant tumor of the eccrine sweat glands,
amounting for only 0.005% of skin cancers [4].
Clinical and histological diagnosis of this
type is difficult, as is its yet unstandardized
management.

Introduction
Tumors of the skin adnexa are rare,
predominantly benign. Almost all of these
benign tumor types have a malignant
counterpart [1]. Malignant skin adnexal tumors
are aggressive, metastasizing in regional
lymph nodes or distant organs, or may have
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Case report
A 67 year-old woman was referred to our
hospital’s oncology clinic for the management
of a skin-tumor in the left cervical area who
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underwent surgical resection twelve months
before, at a primary care facility. The histology
exam she provided described a mixed basal
cell and squamous cell carcinoma.
Histological re-evaluation of the paraffin
bloc performed in our department of pathology
revealed a tumor growth with focal ulcers on
its surface, with a solid architecture, cell nests
or thick trabecula, some emerging from
superjacent epidermis and infiltrating the
profound reticular dermis. The tumor was
constituted of pleomorphic cells, with roundoval nuclei, some with prominent nucleolus,
dispersed
chromatin,
amphophilic
or
eosinophilic cytoplasm, with evident cell limits.
Small cystic structures were observed focally.
Mitotic activity was high – 4-5 mitoses/high
power field – and the tumor stroma was
fibrous and in low quantity. A moderate

lympho-plasmocytic inflammatory reaction was
observed around the tumor. The profound
dermal and hypodermal layer contained
satellite tumor nodules with focal necrosis,
away from the tumor invasion front (Figure 1).
Immunohistochemistry staining of the tumor
cells revealed diffuse positivity for p63, zonal
positivity for epithelial membrane antigen
(EMA) and the low molecular-weight
cytokeratin CK7. Carcinoembryonic antigen
(CEA) was present in rare tumor cells and the
B-cell lymphoma-2 marker (Bcl-2) was positive
in some of the tumor cells. Estrogen-receptor
was weakly positive in rare neoplastic cells,
while the tumor was negative for Gross cystic
disease fluid protein 15 (GCDFP15). Immunehisto-chemical analysis is summarized in
Table 1. The histology diagnostic was an
eccrine porocarcinoma.

B

A

Fig. 1. Eccrine porocarcinoma, histopathology. A: the tumor displays solid and trabecular architecture, with a
large growth front (HE, X5); B: major cellular pleomorphism, high mytotic activity, microcysts (HE, X40)

Table 1. Summary of immunohistochemical tests:
Marker
Description
p63
Diffusely positive in tumor cells
EMA
Zonally positive in tumor
CK7
Zonally positive in tumor
CEA
Positive in rare tumor cells
Bcl-2
Positive in some tumor cells
ER
Weakly positive in rare tumor cells
GCDFP15
Negative
EMA=epithelial membrane antigen, CK7=cytokeratin 7, CEA=Carcinoembryonic antigen, Bcl-2= B-cell
lymphoma-2 marker, ER=estrogen receptor; GCDFP15= Gross cystic disease fluid protein 15

The patient was re-evaluated with thoracoabdomino-pelvic CT-scan, which excluded
secondary lesions. On the other hand, the
cervical CT-scan revealed multiple left lateral
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cervical
lymphadenopathies
moderately
enhancing after contrast and two other left
jugular-carotid
lymphadenopathies.
After
multidisciplinary discussion, 4 cycles of
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chemotherapy with platinum derivatives and
taxanes were administered, after reviewing the
literature [3, 5, 6]. However, cervical CT-scan
performed two months later showed an
important increase in contrast enhancement of
one
of
the
left
lateral
cervical
lymphadenopathies, with stationary imaging
aspects of the other previously described
lymphadenopathies (Figure 2). Given this
increased size of cervical lymph nodes, the

patient was considered a non-responder to
chemotherapy, and surgery was indicated.
The patient underwent a wide resection of the
previous operative-scar with left latero-cervical
lymphadenectomy
of
the
superior
compartment (IIa). The cutaneous surgical
specimen was tumor free and all of the eleven
harvested lymph nodes were negative for
metastasis on the histology exam.

Fig. 2. Cervical CT- scan (coronal view). Left cervical adenopathy (in green circle)

Three months later, as part of the patient’s
follow-up, a cervical soft-tissue echography
revealed a left supero-lateral cervical
hypoechogenic lesion, 9/12/9 mm in size, with
Doppler signal present inside, well-defined in
contact with the inferior pole of the parotid
gland. Two other satellite nodules with similar
characteristics were observed, one at the
superior pole of the lesion and another at the
inferior pole of the lesion, measuring 4 mm
and 3.8 mm respectively. No lateral cervical
lymphadenopathies were observed on either
side. The right parotid gland was normal as
well.
A positron emission tomography (PET)
scan
with
fluoro-deoxy-glucose
(FDG)
performed 6 months after surgery described
an intense metabolic activity of a left lateral
cervical nodular lesion, 14/15/27 mm in size, in
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contact with the inferior pole of the left parotid
gland and the anterior aspect of the left sternocleido-mastoid muscle. No pathological
metabolic activity was observed on the lateral
cervical nodes bilaterally and the rest of the
body. The patient underwent surgical excision
of the adenopathy under the parotid gland.
Histological
examination
confirmed the
malignant nature of the adenopathy,
describing a nodule with extensive metastasis
from a carcinoma with solid-type insular
architecture, with necrosis in certain comedotype tumor islets. Mitotic activity was evaluated
at 7-8 mitosis / high-power field (Figure 3).
The patient underwent postoperative
external radiotherapy 50 Gy/25 fractions for
CTV-N-LR (low-risk nodal clinical target
volume) - ipsilateral neck levels Ib, II, III, IV, V,
VIII, 60 Gy/30 fractions for CTV-N-HR (high-
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risk nodal clinical target volume) - ipsilateral
neck levels II, VIII. Cervical CT-scan after
radiotherapy revealed no signs of tumor
lymphadenopathies or distant metastasis

which, according to the data from literature [7,
8], this would indicate a good long-term
prognosis.

A

B

Fig. 3. Metastatic lymphadenopathy. A: lymph node metastasis (HE, x5). B: satellite tumor lymph node (HE, x
2,5)

Discussions

Regional lymph node metastases are
predominant among secondary lesions (57%)
[13]. Porocarcinoma shows rates of lymphnode metastasis of around 20 percent [14].
However,
whether
loco-regional
lymphadenectomy
should
always
be
performed at the time of the primary tumor
excision is a matter of debate, some claiming it
does not improve the outcome [6, 13].
When the diagnosis is certain, the sentinel
lymph node biopsy may be performed, but
there is not sufficient data to recommend its
routine use [5, 14-16]. Regardless of location,
the tendency is to perform lymphadenectomy
only if there are clinical signs of regional lymph
node involvement [17-20].
Barnes et al. [21] found in 69-case series
that no malignant adnexal tumor metastasized
to the regional lymph nodes before first
developing local recurrence.
In
our
case,
the
decision
for
lymphadenectomy was taken given the high
probability of metastasis in regional lymph
nodes on the CT-scan performed 12 months
after resection. Our patient developed a
metastasis three months later, in an adjacent
lymph node area but still has no cutaneous
recurrence by the time of publishing this
article.
Stam et al. [14] further recommend,
according to melanoma guidelines, adjuvant

Accurate histologic diagnosis of malignant
cutaneous adnexal tumors is crucial. However,
the rarity of these tumors makes the diagnosis
a considerable challenge. The rate of
misdiagnosis is around 37-50% cases
analyzed by pathologists in primary care
clinics [9, 10]. Tumor margins can be
infiltrative or pushing, the former type being
more prone to metastasis and local
recurrence. In our case, the tumor margins
were infiltrative after first operation that is why
the patient underwent a larger resection of the
scar.
Robson et al. [11] identify the following
features of poor prognosis: more than 14
mitoses/high power field, lympho-vascular
invasion and tumor depth > 7mm. In this case,
the mitotic activity was 4-5 mitoses / high
power field, without lympho-vascular invasion,
this means a good prognosis. However, the
profound dermal and hypodermal layer
presented satellite tumoral nodules away from
the tumor invasion front, which may increase
the risk of developing distant metastasis.
Wide-surgical excision is curative in 7080% of patients, while the mortality rate in
case of metastatic lymphadenopathy is 67%
[12].
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radiotherapy if two or more lymph nodes are
metastatic or in case of extracapsular rupture.
Cervical localization of EPC is rare,
around 5% of all EPCs [22], those with lymph
node involvement and lymph node dissection
even less so. Lymph node cervical groups and
subgroups are numerous, thus the extent of
cervical lymph node dissection for EPC is
prone to considerable variation. Also, EPCs
could have a hazardous lymph node
metastasis behavior, for example Gutermuth
et al. [5] reported only left axillary node
involvement for a similar left cervical EPC.
Further studies should investigate upon the
extent of lymphadenectomy that is required.
The response of skin adnexal tumors to
chemotherapy and/or radiotherapy may vary
considerably from patient to patient. Patients
can survive disease-free for many years after
recurrence [23, 24] or may conversely have a
fulminant oncologic evolution from an
apparently
early-stage
tumor,
despite
aggressive adjuvant treatment [25]. Our
patient had a disease-free interval of 15
months after primary surgery of the skin
lesion. By the time of publishing this article,
the patient is disease-free 9 months after
surgical excision of the lymph node
metastasis.
Radiation
and
chemotherapy
(e.g.
cyclophosphamide, bleomycin, cisplatin, 5-FU)
are not particularly effective and are generally
employed for metastatic disease which has an
overall survival of 5-24 months [26]. Barzi et

al. [27] obtained good results with isotretinoin
and interpheron-alpha.
Because of the low mitotic activity and
negative thoraco-abdomino-pelvic CT-scan for
distant metastasis after 9 months from the
surgical excision of the nodule situated in the
inferior pole of the parotid gland, we may say
that the patient has a good prognosis.

Conclusion
Eccrine porocarcinoma is a rare and
aggressive malignant skin adnexal tumor with
particular diagnostic challenges. There is no
consensus regarding the need for systematic
regional lymphadenectomy and its extent.
Further evidence is needed also to address
the issue of adjuvant therapy strategy in case
of metastatic and/or recurrent eccrine
porocarcinoma. The authors’ opinion is that
EPC would be best treated in a tertiary center
by an experienced multidisciplinary team.
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