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Case RepoRt

Sweat gland adenocarcinoma of the scalp: A case report

Sweat gland adenocarcinoma is a relatively uncommon malignancy. 
Clinical features are painless red or violet papules and nodules 
that can occasionally become ulcerated. The biological behavior 
is aggressive and metastatic sweat gland carcinoma spreads 
through the lymphatic. The treatment of choice is wide surgical 
excision with regional lymph node dissection. The portrayed 
case was a 60-year-old female who presented with an ulcerative 
plaque on the scalp. Skin biopsy, radiologic examination, and 
immunohistochemistry (IHC) assay revealed adenocarcinoma 
of the sweat gland. Reconstructive surgery was  performed 
immediately after Mohs surgery to repair the damaged site.
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INTRODUCTION

Sweat gland adenocarcinoma (SGA) is a rare 
tumor and approximately 220 cases have been 
reported in the past 30 years 1. SGA characteristically 
presents as painless red-purple papules that 
progress to solid nodules. Secondary ulceration 
is not common and is usually seen in larger and 
recurrent lesions. The tumor is not diagnosed 
clinically and its differentiation from other 
cutaneous lesions is difficult 2. 

Metastasis may occur via the lymphatics. It has 
an aggressive behavior with distant metastases. 
The overall prognosis is poor 3. The treatment of 
choice is wide surgical excision and lymph node 
dissection. The effectiveness of chemotherapy and 
radiotherapy in the treatment of this tumor has 
not been established 4.

We report a 60-year-old female patient that 
presented with an ulcerative lesion of the scalp 
in whom histopathology corresponded to sweat 
gland adenocarcinoma.

CASE REPORT

A 60-year-old female patient was referred to 
our dermatology clinic, complaining of a painless 
erythematous lesion on her scalp since 4 months 
ago. Her past medical and drug history were 
unremarkable.

Physical examination revealed a raised, pink to 
red, and ulcerative plaque on the scalp (Figure 1). 
Thyroid, breast, chest, abdomen and lymph nodes 
examinations showed no abnormal findings. 

Biopsy of the cutaneous lesion revealed neoplastic 
proliferation of basaloid cells with squamoid 
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differentiation without peripheral palisading in 
desmoplastic stroma. Subsequently, a diagnosis 
of basosquamous cell carcinoma was made.

The patient underwent delayed Mohs surgery 
and tissue specimens were sent to the Pathology 
Department. 

Histopathology- epidermal ulceration, malignant 
epithelial cells in the dermis arranged in a cribriform 
pattern, strands and ducts extended down to 
the subcutaneous tissue. Ducts were lined with 
neoplastic hyperchromatic epithelial cells and 
large vesicular nuclei and in some areas necrosis 
was seen (Figure 2).

According to these findings, two differential 
diagnoses were proposed including sweat gland 
adenocarcinoma with moderate differentiation 
and cutaneous metastases arising from invasive 
ductal breast carcinoma.

Immunohistochemistry was suggested in the next 

step to make an accurate diagnosis. Cytokeratin 7 
(CK 7), epithelial membrane antigen (EMA), and 
estrogen receptor (ER) were positive in tumor cells 
and CK 20 was negative (Figure 3).

Metastatic epithelial neoplasms such as GI, 
renal and thyroid carcinoma was ruled out but 
differentiation between SGA and metastatic breast 
carcinoma was not possible. Closer examination and 
further investigations, including mammography, 
and cervical, chest, and abdominal CT scan revealed 
no abnormality.

Ultimately,  the patient was referred to a 
dermatologist with a diagnosis of sweat gland 
adenocarcinoma. She underwent Mohs surgery 
and lymph node dissection and was discharged 
with a proper follow-up. After a follow-up of 6 
months, no recurrence was observed.

DISCUSSION

SGA is a relatively uncommon tumor with a 
tendency for destructive local tissue infiltration 
and distant metastases. It is seen most commonly 
in elderly individuals with a mean age of 53 years. 
It is more prevalent in women 3. 

SGA is primarily diagnosed with its histochemical, 
immunochemical or ultrastructural features 4. The 
prognostic factors include histopathology, tumor 
size, degree of differentiation and resection margin 5.

The histological appearance of the tumor is 
similar to most epithelial neoplasms, i.e. increased 
cellularity, enlarged nuclei, cellular pleomorphism, 
and mitosis. Differentiation between metastatic 
adenocarcinoma and sweat gland carcinoma 

Figure 1. An ulcerative plaque on the scalp.

Figure 2. 2.a. Photomicrograph showing tumor is located in the dermis composed of malignant epithelial cells (H & E, ×40). 
2.b. Photomicrograph showing pleomorph- ism of the epithelial cells and hyperchromatic nuclei (H & E, ×400).
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is difficult. SGA exhibits immunoactivity for 
cytokeratin and epithelial membrane antigen 
(EMA), and can be positive for ER similar to 
metastatic breast adenocarcinoma 6,7. However, 
immunohistochemical panels dramatically help to 
identify the origin of the tumor. If specific markers 
are unavailable to make a definite diagnosis, 
screening tests and further investigations are 
recommended.

In our case histopathologic features and 
radiologic evaluations were suggestive of SGA 
after excluding metastatic breast carcinoma. 

The patient underwent Mohs surgery and 
lymph node dissection. Reconstructive surgery 
was performed immediately after Mohs surgery 
to repair the damaged site.

We reported the case because of  i ts  rare 
incidence, aggressive behavior, and similarity to 
metastatic breast adenocarcinoma in both clinical 
and pathological aspects.
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Figure 3. IHC study of neoplastic cells. The infiltrating cells are positive for CK7 (a), EMA(b), ER(c), and negative for CK20 (d).


