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INTRODUCTION

Eccrine porocarcinoma (EPC) is a rare malignant cutaneous 
adnexal tumor representing 0.005% of skin neoplasm 
which commonly arises from long standing benign Eccrine 
poroma and was first described by Pinkus and Mehregan 
in 1963 as epidermotropic Eccrine carcinoma later called 
“Eccrine porocarcinoma” in 1969.1-3 Usually affects 
61.5 to 73 years old ranging from 20 to 100 years and 
usually originates from lower portion of intraepidermal 
ductal portion of eccrine sweat gland and from pre-
existing benign poroma.1,2 Its histology resembles that of 
cutaneous squamous cell, hence the tendency to under or 
misdiagnose.4 

CASE REPORT

An 82-Year-old male presented to the surgery department 
of our hospital with mass over the frontal scalp region for 
51 years. It was more or less constant in size till about a 
few weeks back, when it started to rapidly grow in size. 
It was a single, pinkish, round, exophytic mass of size 
3cmX3cm with regular well-defined borders and a narrow 
base, multilobulated with smooth, shiny surface. No 

active discharge or bleeding was seen (Figure 1). Patient 
was otherwise healthy. CT scan with contrast showed 
avidly enhancing soft tissue density lesions in the left 
frontal scalp with few areas of calcification. Full thickness 
wide local excision was done with 1 cm margin from site 
of induration with depth up to loose areolar tissue where 
the tumor was not adherent to the underlying bone. 
Rotational flap was done to cover the defect (Figure 
2). Postoperative period was uneventful. Histological 
diagnosis of Eccrine Porocarcinoma was made. No growth 
seen in the follow up period up to 1 year done in every 3 
months (Figure 3).

Figure 1. Preoperative findings of the patient with 
Eccrine porocarcinoma of the frontal scalp
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Eccrine porocarcinoma is a tumor of the sweat gland that mostly develops from an existing benign eccrine poroma. 
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population in general with no gender discrepancy, it presents as an ulcerative mass commonly in the trunk or head/
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Figure 2: Immediate postoperative finding after wide 
local excision and rotational flap.

Figure 3. Superior view of the frontal scalp; healed 
wound and no apparent growth at 12-month follow-up 
period.

DISCUSSION

EPC mostly occurs in lower limbs (33%) followed by head and 
neck.5,6 The diagnosis of eccrine porocarcinoma is based 
on clinical evaluation, histopathological examination, and 
immunohistochemical studies. Clinical appearance of the 
tumor has been described as a reddish or brown nodular 
lesion with some being ulcerative. Important differential 
diagnoses include basal cell carcinoma, amelanotic 
melanoma and verrucae vulgaris. Histology of tumor is 
characterized by basaloid pleomorphic cells with nuclear 
hyperchromasia and mitotic activity, surrounded by mature 
ductal lumen, necrosis and is PAS positive and glycogen-
rich.5 Based on marginal patterns, the histological 
findings of EPC lesions have been classified into three 
variants- “infiltrative”, “pushing” and “pagetoid”. The 
infiltrative variant is characterized by malignant clusters 
infiltrating the dermis and/or hypodermis, pushing form 
exhibits a clear lower dermal limit and pagetoid lesion is 
characterized by intraepidermal spreading of neoplastic 
cells, with probability of relapse in descending order 
is the pushing, infiltrative and pagetoid variant.3 On 
immunohistochemistry study, both EPC and benign poroma 
express CEA and EMA, helping distinguish it from other 
tumors.4 It may demonstrate a local, horizontal (radical) 
intraepidermal growth pattern and a vertical dermal- 
subcutaneous growth pattern in addition to regional and 
distant metastases. Salih et al. reported 31% metastasis 
with most common being nearby lymph node (58.5%), 
followed by lungs (12.8%). 6 

The treatment is wide local excision with at least 0.5 
cm to 3 cm of margin of the primary lesion along with 
the involved lymph nodes which ensures minimum loss 
of healthy tissue while effectively removing the involved 
margins.3 Other modes of tumor removal described by 
Brown et al. are electro fulguration, electro cautery, 
simple excision, radiation and amputation, however, 
Aaribi et al. states at cost of high local recurrence.1, 7 

Additional treatment modalities such as radiation therapy 
can be used in order to reduce the risk of local recurrence 
after surgical excision and systemic chemotherapy such as 
cisplatin-based regimens has benefits in case of advanced 
or metastatic disease. The study for efficacy of this 
treatment however is limited. Aaribi et al. suggest the use 
of Docetaxel as a second line treatment  for metastatic 
carcinoma as well as in cases of platinum resistant or 
refractory, and 5-FU before Moh’s micrographic surgery.7 
Meanwhile Miyamoto et al. highlights the emergence of 
immunotherapy to target cancer cells selectively with 
pembrolizumab. Although remission for a 16 months 
period after the administration of pembrolizumab in a 
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chemo radiation resistant case, immunotherapy in some 
cases has shown as an up-and-coming treatment modality, 
the disestablishment of its large- scale clinical trials and 
studies due to its rarity, questions its efficacy.4 

Regular follow up and surveillance allows for timely 
detection of disease progression and facilitates 
instantaneous initiation of additional therapies as 
necessary as interval from excision of the primary lesion 
to regional metastasis ranges from 1 month to 6 months.8 

Accurate prediction of outcomes of EPC is challenging 
and which depends on degree of spread to surrounding 
tissues, especially distant metastasis as the prognosis 
is comparatively poor.4 However; early diagnosis and 
surgical treatment are good prognostic factors. High 
mitotic index, lymph vascular invasion and a tumor depth 
more than 7mm are factors that may be associated with a 
poor prognosis.9 In an analysis of 563 EPC cases, Scampa 
et al. reported 5-year overall survival (OS) as 74.8%. 10 
Similarly Le et al. reported a 3-year overall survival and 
regional recurrence rate as 70.3% and 19.0%.8 As for lymph 
node  metastasis, Robson et al. found the 1-year and 
3-year overall survival of 88.9% and 39.5% respectively 
while Song et al. mentioned a high mortality rate of 67% 
with distant metastasis rate of 11-12%. 9 

CONCLUSIONS

Eccrine porocarcinoma is a rare and aggressive cutaneous 
carcinoma originating from the eccrine sweat glands. 
Early diagnosis and prompt treatment are crucial in 
managing this malignancy effectively. Surgical excision 
remains the primary treatment; along with advancements 
in targeted therapies and immunotherapy offer potential 
new avenues for improved outcomes. Close follow-up is 
crucial to check for recurrence and possible metastasis. 
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