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CASE LETTER

To the Editor:
Porocarcinoma is a rare malignancy of the eccrine sweat 
glands and is commonly misdiagnosed clinically. We pres-
ent 2 cases of porocarcinoma and highlight key features of 
this uncommon disease.

A 65-year-old man presented to the emergency 
department with a chief concern of a bump on the head 
of 8 months' duration that gradually enlarged. The lesion 
recently became painful and contributed to frequent 
headaches. He reported a history of smoking 1 pack per 
day and denied trauma to the area or history of immuno-
suppression. He had no personal or family history

 
of skin 

cancer. Physical examination revealed a 1.4-cm, hetero-
chromic, pedunculated, keratotic tumor with crusting on 
the right temporal scalp (Figure 1). No lymphadenopa-
thy was appreciated. The clinical differential diagnosis 
included irritated seborrheic keratosis, pyogenic granu-
loma, polypoid malignant melanoma, and nonmelanoma 
skin cancer. A biopsy of the lesion demonstrated a prolif-
eration of cuboidal cells with focal ductular differentiation 
arranged in interanastamosing strands arising from the 

epidermis (Figure 2). Scattered mitotic figures, including 
atypical forms, cytologic atypia, and foci of necrosis, also 
were present. The findings were consistent with features 
of porocarcinoma. Contrast computed tomography of the 
neck showed no evidence of metastatic disease within the 
neck. A wide local excision was performed and yielded 
a tumor measuring 1.8×1.6×0.7 cm with a depth of  
0.3 cm and uninvolved margins. No lymphovascular or 
perineural invasion was identified. At 4-month follow-up, 
the patient had a well-healed scar on the right scalp with-
out evidence of recurrence or lymphadenopathy.

A 32-year-old woman presented to dermatology  
with a chief concern of a mass on the back of  
2 years’ duration that rapidly enlarged and became painful  
following irritation from her bra strap 2 months earlier. 
She had no relevant medical history. Physical examination 
revealed a firm, tender, heterochromic nodule measuring 
3.0×2.8 cm on the left mid back inferior to the left scapula 
(Figure 3).

 
The lesion expressed serosanguineous dis-

charge. No lymphadenopathy was appreciated on exami-
nation. The clinical differential diagnosis included an 
inflamed cyst, nodular melanoma, cutaneous metastasis, 
and nonmelanoma skin cancer. The patient underwent 
an excisional biopsy, which demonstrated porocarci-
noma with

 
positive margins, microsatellitosis, and evi-

dence of lymphovascular invasion. Carcinoembryonic 
antigen immunohistochemistry highlighted ducts within  
the tumor (Figure 4). The patient underwent re-excision 
with 2-cm margins, and no residual tumor was appreci-
ated on pathology.
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PRACTICE POINTS
• �Eccrine porocarcinoma is a rare malignancy that clini-

cally mimics other cutaneous malignancies.
• �Early histologic diagnosis is essential, as lymphatic

metastasis is common and carries a 65% to 67%
mortality rate.
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Positron emission tomography and computed tomog-
raphy revealed a hypermetabolic left axillary lymph node. 
Ultrasound-guided fine-needle aspiration was positive 
for malignant cells consistent with metastatic carcinoma. 
Dissection of left axillary lymph nodes yielded metastatic 
porocarcinoma in 2 of 13 nodes. The largest tumor deposit 
measured 0.9 cm, and no extracapsular extension was 
identified. The patient continues to be monitored with 
semiannual full-body skin examinations as well as posi-
tron emission tomography and computed tomography 
scans, with no evidence of recurrence 2 years later.

Porocarcinoma is a rare malignancy of the skin arising 
from the eccrine sweat glands1 with an incidence rate of 
0.4 cases per 1 million person-years in the United States. 
These tumors represent 0.005% to 0.01% of all skin 

cancers.2 The mean age of onset is approximately 65 years 
with no predilection for sex. The mean time from initial 
presentation to treatment is 5.6 to 8.5 years.3-5

Eccrine sweat glands consist of a straight intrader-
mal duct (syrinx); coiled intradermal duct; and spiral 
intraepidermal duct (acrosyringium), which opens onto 
the skin. Both eccrine poromas (solitary benign eccrine 
gland tumors) and eccrine porocarcinomas develop  
from the acrosyringium. Eccrine poromas most com-
monly are found in sites containing the highest density 
of eccrine glands such as the palms, soles, axillae, and  
forehead, whereas porocarcinomas most commonly are 
found on the head, neck, arms, and legs.1,3,4,6,7 A solitary 
painless nodule that may ulcerate or bleed is the most 
common presentation.1,3-5,7

FIGURE 1. A 1.4-cm, heterochromic, pedunculated, keratotic  
tumor with crusting on the right temporal scalp that was diagnosed  
as porocarcinoma.

FIGURE 2. Histopathology revealed anastomosing epidermal strands of 
malignant cuboidal cells with ductular differentiation and less differenti-
ated, deeper areas with necrosis (H&E, original magnification ×40).

FIGURE 3. A firm, tender, erythematous to black nodule measuring 
3.0×2.8 cm on the left mid back inferior to the left scapula that was 
diagnosed as porocarcinoma.

FIGURE 4. Immunohistochemistry with polyclonal carcinoembryonic 
antigen Fast Red chromogen highlighted ducts within the tumor (origi-
nal magnification ×200). 
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The etiology of eccrine porocarcinoma is poorly 
understood, but it has been found to arise de novo or 
to develop from pre-existing poromas or even from 
nevus sebaceus of Jadassohn. Chronic sunlight expo-
sure, irradiation, lymphedema, trauma, and immuno-
suppression (eg, Hodgkin disease, chronic lymphocytic  
leukemia, HIV) have been reported as potential predis-
posing factors.3,4,6,8,9

Eccrine porocarcinoma often is clinically misdiag-
nosed as nonmelanoma skin cancer, pyogenic granuloma, 
amelanotic melanoma, fibroma, verruca vulgaris, or met-
astatic carcinoma. Appropriate classification is essential, 
as metastasis is present in 25% to 31% of cases, and local 
recurrence occurs in 20% to 25% of cases.1,3-5,7

Microscopically, porocarcinomas are comprised of 
atypical basaloid epithelial

 
cells with focal ductular dif-

ferentiation. Typically, there is an extensive intraepidermal 
component that invades into the dermis in anastomosing 
ribbons and cords. The degree of nuclear atypia, mitotic 
activity, and invasive growth pattern, as well as the pres-
ence of necrosis, are useful histologic features to differen-
tiate porocarcinoma from poroma, which may be present 
in the background. Given the sometimes-extensive squa-
mous differentiation, porocarcinoma can be confused 
with squamous cell carcinoma. In these cases, immuno-
histochemical stains such as epithelial membrane antigen 
or carcinoembryonic antigen can be used to highlight the 
ductal differentiation.1,5,8,10

Poor histologic prognostic indicators include a high 
mitotic index (>14 mitoses per field), a tumor depth 
greater than 7 mm, and evidence of lymphovascular inva-
sion. Positive lymph node involvement is associated with 
a 65% to 67% mortality rate.

1,8

Because of its propensity to metastasize via the lym-
phatic system and the high mortality rate associated 
with such metastases, early identification and treat-
ment are essential. Treatment is accomplished via Mohs 
micrographic surgery or wide local excision with nega-
tive margins. Lymphadenectomy is indicated if regional 

lymph nodes are involved. Radiation and chemotherapy 
have been used in patients with metastatic and recur-
rent disease with mixed results.1,3-5,7 There is no adequate 
standardized chemotherapy or drug regimen established 
for porocarcinoma.

5 Tsunoda et al11 proposed that sen-
tinel lymph node biopsy should be considered first-line 
management of eccrine porocarcinoma; however, this 
remains unproven on the basis of a limited case series. 

Others conclude that sentinel lymph node biopsy should 
be recommended for cases with poor histologic prognos-
tic features.1,5
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