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Abstract
Objectives: Malignant eccrine poroma is a rare cutaneous malignancy. This study was a review of a series of patients with malignant eccrine poroma who underwent surgical treatment conducted in order to evaluate the management techniques and outcomes of treatment modalities.
Methods: All cases of surgically excised malignant eccrine poroma performed in a single clinic between 2012 and 2018 were included in the study. The details of patient age, gender, anatomical location of the tumor, histopathological features, and treatment
modalities were analyzed.
Results: The average tumor size was 2.53 cm (range: 0.3-7 cm). The average tumor thickness was 3.06 mm (range: 2.5-4 mm). The
mean clean tumor margin after the first excision was 1.28 mm and the mean tumor margin after the second excision was 8.83 mm.
No recurrence or distant metastasis was detected in any of the patients during the follow-up period.
Conclusion: Unlike frequent skin cancers, rare skin cancers, like malignant eccrine poroma, don’t have definite treatment algorithms constituted from randomized trials. The findings of patient series are very useful to guide physicians in these cases.
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M

alignant eccrine poroma was first described by Pinkus
and Mehregan in 1963 as a skin lesion combining the
features of eccrine poroma and Paget’s dermatosis.[1] It is a
rare cutaneous malignancy which originates from the intraepidermal sections of the eccrine glands. It is most common in the lower extremities. It has also been reported in
other locations, such as the scalp, face, and upper extremities.[2–4] It can progress from the benign lesion of eccrine
poroma. The term eccrine porocarcinoma has been used
synonomously with malignant eccrine poroma.
Wide local excision and Mohs micrographic surgery are
most frequent treatment modalities used in treatment.
Excision of the regional lymph node is recommended in
cases with radiologically or clinically proven lymph node

metastasis. Metastatic malignant eccrine poroma has been
reported in rare cases.[5] In cases of metastatic disease, the
prognosis is poor. Although chemotherapy and radiotherapy is usually recommended in metastatic cases, there are
currently no definitive treatment algorithms.[6]
The aim of this study was to review a series of patients with
malignant eccrine poroma to evaluate the surgical management techniques, histopathological features, and outcomes of treatment modalities applied.

Methods
The data of patients with malignant eccrine poroma who
underwent surgery in a single clinic between 2012 and
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2018 were reviewed retrospectively and included in the
study. The ethical guidelines of the 1975 Declaration of
Helsinki were observed in the conduct of this study, and informed consent was obtained from all of the patients. The
patients were classified according to age, gender, anatomical localization of the tumor, tumor histopathology, treatment, and survival and recurrence rate. Only pathologically
proven cases of malignant eccrine porocarcinoma were
included. All of the patients were hospitalized and treated
with appropriate respect. The patients’ files were evaluated
for tumor management and the methods used, including
excision to achieve a tumor-free surgical margin and reconstruction of soft tissue defects, as well as monitoring
for tumor recurrence, metastatic spread, and survival. All of
the lesions were surgically excised, and in cases of patients
who were appropriate candidates for sentinel lymph node
dissection or elective lymph node dissection, the dissection was performed simultaneously. All excised material
was sent for histopathological verification of the diagnosis.
The follow-up data were prepared based on control visits
and the medical records of the plastic surgery, dermatology, oncology, and the pathology clinics.
A descriptive analysis was performed using GraphPad Prism
software (GraphPad Software, Inc. La Jolla, CA, USA.) (Table 1).

Table 2. Descriptive analysis of the results

Results
Seven patients operated on for malignant eccrine poroma
were included in the study. All of the patients presented
at the clinic with a suspicious skin lesion (Fig. 1). Total exTable 1. Cohort demographics for malignant eccrine poroma
Mean age, years
Female
Male
Age range, years
Female
Male
Male: Female ratio

cision of the lesion was planned following a dermatology
consultation. The lesions were excised and sent for histopathological examination. The mean age of the patients
was 62 years (range: 30-86 years). The mean follow-up period was 36 months. The patients were evaluated according to age, gender, anatomical localization of the tumor,
treatment modality, survival and recurrence rate (Tables
1, 2). The lesions were located on the scalp in 14% (n=1)
of the patients, the face in 42% (n=3), the inguinal region
in 14% (n=1), and the back in 28% (n=2). The average tumor size was 2.53 cm (range: 0.3-7 cm). The average tumor
thickness was 3.06 mm (range: 2.5-4 mm). In all, 42% (n=3)
of the patients required a single-stage excision, while 57%
(n=4) required 2 or more excisions for a clear tumor margin
(Figs. 2, 3). The mean tumor margin after a single excision
was 1.28 mm and the mean tumor margin after the second
excision was 8.83 mm. Dermal invasion was present with
no involvement of the subcutaneous fat in 57% (n=4) of the
patients. There was no perineural or angiolymphatic invasion in any of the members of the study group. Ductal differentiation and intracytoplasmic lumina were highlighted
with carcinoembryonic antigen immunohistochemistry
and the luminal border of the duct was diastase resistant

62.1±23.4
58
63.8
30-86
30-86
38-86
1:0.4

Figure 1. Preoperative photograph of a large primary lesion of malignant eccrine poroma in the inguinal lesion.

Localization
Scalp
Face
Inguinal
Back
Histopathological features
Mitosis
Atypia
Necrosis
Dermal invasion
Angiolymphatic infiltration
Perineural infiltration
Tumor size
Mean
Range
Tumor thickness
Mean
Range
Number of excision performed
for adequate surgical margin
Single stage excision
Double stage excision
Tumor margin
Mean margin after first excision
Mean margin after second excision
Lymph node management
Sentinel lymph node biopsy
Complete excision of regional lymph nodes

14% (n=1)
42% (n=3)
14% (n=1)
28% (n=2)
85% (n=6)
85% (n=6)
14% (n=1)
57% (n=4)
0% (n=0)
0% (n=0)
2.53 cm
0.3–7 cm
3.06 mm
2.5–4 mm

42% (n=3)
57% (n=4)
1.28 mm
8.83 mm
28% (n=2)
14% (n=1)
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and a high mitotic count. A clear margin was confirmed after the re-excision and no tumor infiltration was found in
the sentinel lymph nodes. In 1 patient with a large primary
tumor with a diameter of 4.5 cm and a family history, complete excision of the regional lymph nodes was performed.
No recurrence or distant metastasis was detected in any of
the patients during the follow-up period.

Discussion

Figure 2. Preoperative surgical planning of re-excision in a patient
with malignant eccrine poroma in the facial region.

Figure 3. Preoperative view of a patient with malignant eccrine poroma prior to a re-excision in the nasal region. (Large arrow indicates
area of malignant eccrine poroma and small arrow indicates an area
of adjacent squamous cell carcinoma).

and periodic acid-Schiff-positive results were noted. Ki-67
staining revealed marked proliferative activity. Positronemission tomography scan and ultrasound imaging of the
lymph nodes were performed and there were no signs of
metastatic lesions in any of the patients. Sentinel lymph
node biopsy (SLNB) was performed for 2 patients following
re-excision with a primary tumor depth of more than 3 mm

The management of malignant eccrine poroma is a challenge for physicians. Since it’s a rare tumor, there are no
definite treatment algorithms constituted from randomized trials.[7] Lymph node dissection is usually recommended in cases of nodal involvement. Even in cases of clear
margins after wide excision, lymph node metastasis has
been reported in up to 20% of cases.[8, 9] However, in our
series we did not encounter any lymph node metastasis following re-excision with 8.8 mm of clean tumor margin. In
cases with radiological evidence of lymph node metastasis,
complete lymph node excision is the preferred method of
treatment. SLNB has been suggested by some authors for
cases in which no radiological or clinical evidence for nodal
involvement is found. Robson et al.[10] suggested that SLNB
could be performed for tumors with a depth of more than
7 mm. However, the exact role of SLNB remains unclear. It
has been argued that even an aggressive case might have
a negative SLNB result.[11] We performed SLNB in patients
with a tumor depth of more than 3 mm, which was above
the average tumor depth, and with a high mitotic count.
Considering the unreliable results of SLNB, the absence of
a standard treatment algorithm, high recurrence rates, and
the poor prognosis in cases of distant metastasis, we argue
that primary tumors with a large diameter of more than 4
cm and tumor depth of more than 7 mm could be considered for prophylactic lymph node dissection in selected
cases with high risk, for example, in patients with a family
history of skin cancer.
The clinical appearance of the lesion may be nodular, infiltrative, ulcerated, or polypoid. Previous studies have
demonstrated an association between ulceration, multinodularity, and local recurrence, and metastasis has been
seen.[12] Seborrheic keratosis, dermal nevus, basal cell carcinoma, squamous cell carcinoma, amelanotic melanoma,
and eccrine poroma should be included in the differential
diagnosis.[13] Mohs micrographic surgery (MMS) has been
proposed to lower the local recurrence in malignant eccrine poroma. Xu et al. has shown that MMS was superior
to wide local excision in terms of local recurrence and distant metastasis rates.[14–16] In our center, none of the cases
were treated with MMS, but considering the amount of reexcision required to achieve adequate tumor margin, the
use of MMS could be justified.
Treatment of malignant eccrine poroma is challenging for
both surgeons and oncologists. Standard guidelines are
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not available because of its rarity. Case series are important in terms of guiding physicians in the absence of these
guidelines. Cooperative studies involving several treatment centers are critical in these kinds of rare tumors. A
combination of this information based on a large number
of cases could provide the foundation that will lead to better decision-making.
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