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CASES FOR DIAGNOSIS

Long-Standing Cutaneous Lesion on the Forearm
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What is your diagnosis?

Patient History

A 74-year-old woman with a history of hypertension
and hypercholesterolemia consulted for a cutaneous
lesion on the right forearm that appeared 3 years
earlier and had grown considerably in the last few
months.

Physical Examination

The physical examination revealed an oval, well-
delimited, erythematous tumor plaque of diameter
3 cm, lumpy surface, and hard consistency on the
outer side of the right forearm (Figure 1). No enlarged
axillary lymph nodes were palpated.

Additional Examinations

A complete laboratory workup and chest and
abdominal computed tomography scans ruled out
enlarged regional lymph nodes and dissemination of
the disease. An excisional biopsy confirmed the
diagnosis.

Histopathology

The mass was composed of basaloid cell nests, with
ill-defined intercellular limits, that showed nuclei
with noticeable pleomorphism, atypia, and frequent
mitoses (Figure 2). The nests often contained small tubules
or ducts that were occasionally delimited only by spindle-
like cells, and in others, also showed malpighian
differentiation of the tumor cells around these tubules.
Immunohistochemistry for carcinoembryonic antigen showed
staining in the ductal structures and the surrounding cells.

Figure 1.

Figure 2. Hematoxylin-eosin, ×20.



Diagnosis

Eccrine porocarcinoma

Course and Treatment

The lesion was excised with 1-cm margins. At the time of
writing, the patient had remained asymptomatic, with no
evidence of local recurrence or dissemination in the 3 years
of follow-up.

Comment

Eccrine porocarcinoma is a rare, but potentially aggressive,
malignant skin adnexal tumor that originates in the
acrosyringium, the intraepidermal ductal portion of the
eccrine sweat glands. It accounts for 0.005% to 0.01% of
all skin tumors.1

The condition is more common in the elderly and found
mainly on the legs, but may appear on other areas such as
the trunk, arms, head, or neck. The tumor has a variable
appearance and usually presents as an ulcerated verrucous
plaque or asymptomatic polypoid tumor. Occasionally, there
is a long history of an earlier nodule, which suggests the
possibility of malignant transformation from a previous
benign lesion. The malignant transformation of an eccrine
poroma can manifest as ulceration, pain, bleeding, or sudden
growth of the lesion. A peculiar form of presentation is
porocarcinoma with epidermotropic cutaneous metastases,
which manifest as multiple flesh-colored or erythematous
violaceous papules or nodules that may be associated with
lymphedema if there is lymphatic involvement.2,3

The clinical differential diagnosis includes, among other
entities, epidermoid carcinoma, amelanotic melanoma,
cutaneous lymphomas, Merkel cell carcinoma,
dermatofibrosarcoma protuberans, and other skin adnexal
tumors.

Histologically, eccrine porocarcinoma is characterized
by well-circumscribed nests and islets of atypical basaloid
cells within the epidermis. The extent of dermal
involvement is variable and characterized by irregular nests
of neoplastic cells that show pronounced atypia and mitotic
activity. The epithelial component shows areas with ductal
differentiation features that range from ducts of variable
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maturity to focal intracytoplasmic lumens. Lymphatic or
vascular invasion, a high number of mitoses, or a tumor
depth greater than 7 mm are considered indicators of poor
prognosis.4 Immunohistochemistry reveals neoplastic cells
that are positive for carcinoembryonic antigen, cytokeratin,
and epithelial membrane antigens; S-100 staining is
negative.

Eccrine porocarcinoma is a tumor that is clinically and
histologically hard to diagnose, and this sometimes delays
treatment and increases the probability that the disease will
spread.

Treatment consists of tumor excision with wide margins
and cures 80% of cases. However, in 20% of patients, local
recurrence occurs months or even years after complete
excision. About 20% of tumors produce regional lymph
node metastases a few months after excision of the primary
tumor; distant metastasis occurs in 10% of patients.
Metastatic eccrine porocarcinoma is extremely resistant to
adjuvant chemotherapy and radiotherapy, and therefore,
patients with metastatic disease have a poor prognosis and
high mortality.5,6
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