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Primary cutaneous ductal apocrine adenocarcinoma (PCDAA) is a rare malignant cutaneous
neoplasm usually arising in areas of high apocrine gland density. To date, there have been 40
cases of apocrine adenocarcinoma reported in the literature. Similarly, male breast cancer arising
in ectopic axillary breast tissue is also an extremely rare malignant neoplasm that has a high
incidence of misdiagnosis. Due to the atypical location, a correct diagnosis is often reached
during the later stages of cancer. The number of previous studies on male axillary ectopic breast
cancer is extremely low. In the current study, a case of primary cutaneous apocrine carcinoma
arising in male axilla is presented, highlighting the diagnostic dilemma between Primary Ductal

Apocrine Adenocarcinoma of Axilla and Accessory Mammary Gland Carcinoma in Axilla.
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INTRODUCTION

Cases of primary adenocarcinoma in the axilla are uncommon
and can be regarded as sebaceous or sweat gland cancer,
mammary carcinoma arising in an accessory mammary gland,
or metastatic lymph nodes from breast cancer or another
primary cancer.' Herein, we describe a rare case of a male
patient with a primary axillary malignant tumor which was
histopathologically compatible with primary cutaneous
apocrine carcinoma of axilla as well as breast cancer arising in
an accessory mammary gland.

Case Report

A 66 year old Indian male presented with a right axillary
superficial mass that had been present for 2 years. The lesion
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was slow growing and asymptomatic. A physical examination
revealed a seemingly healthy male. No mass was palpable
inside either breast. The skin lesion was of an irregular shape
and size, with maximum dimensions of 6x4 ¢m. There was no
ulceration, pain or fever. No cervical, supraclavicular or
contralateral axillary swollen lymph nodes were observed.
Notably, the patient underwent a right axillary lesion excision
and the histopathology report revealed a well demarcated
tumour in subepithelial tissue (Figure 1).

The tumour was disposed in lobules, cords, tubules and glands
(Figure 2). The malignant cells had round to oval nuclei,
coarsely granular chromatin, prominent nucleoli and moderate
amount of eosinophilic cytoplasm. (Figure 3) These cells were
embedded in large extracellular pools of myxoid/mucoid
material (Figure 2). Tumour giant cells and atypical
mitotic figures were seen too. No normal breast tissue
or lymphoid tissue was identified (Figure 1,2,3). On
Immunohistochemistry, tumour was positive for estrogen
receptors and negative for CK-7, CK 20, CEA and gross cystic



2971 Dr. Deepti Gupta et al. Primary ductal apocrine adenocarcinoma of axilla vs accessory mammary gland carcinoma in axilla — a diagnostic
dilemma: case rep

disease fluid protein 15. USG and MRI revealed no primary
lesion in the either of the breasts as well as the breast tails.
Similarly, PET scan and CT demonstrated no evidence of any
malignant or occult primary lesions apart from the axillary
tumor. The differential diagnosis included a Primary
Cutaneous Ductal Apocrine Adenocarcinoma, apocrine
carcinoma with mucinous carcinoma-like features and primary
mammary carcinoma arising in an ectopic axillary breast.
Because the mass had no connection to the breast as was
confirmed by physical, mammographic, ultrasound and
histopathological examination, the lesion was slow growing
and present subcutaneously in the axilla, an axillary extension
of a mammary carcinoma was not likely. A negative CK 20
helped us to rule out apocrine carcinoma with mucinous
carcinoma-like features. Thus, a diagnosis of primary
cutaneous ductal apocrine adenocarcinoma was made.

Figure 1. HXE (10x) stained section shows a well demarcated
tumour in the subcutaneous tissue

Figure 2. HXE (10x) stained section shows tumour disposed in
glandular pattern with pools of mucin

Figure 3. HXE (40x) stained section shows malignant cells having
round to oval nuclei, coarsely granular chromatin, prominent
nucleoli and moderate amount of eosinophilic cytoplasm

DISCUSSION

PCDAA is an extremely rare malignancy arising in apocrine
sweat gland areas (Bitran and Ultmann, 1992). Till date, 40
cases have been reported. The most common site of
occurrence is axilla. The highest incidence is between the ages
of 40 — 60 years with male predominance. They usually are
slow progressing tumours and present as painless, solitary
nodules. Upto 50% of the patients present with regional lymph
node metastasis at the time of presentation (Pucevich Brian et
al., 2008). The relatively slow progression of tumour growth
in PCDAA and relative lack of symptoms such as pain,
swelling or ulceration make the clinical diagnosis of these
tumours delayed. The histological examination reveals
adenocarcinoma that may be well, moderate or poorly
differentiated. The adenocarcinoma shows ductal or glandular
structures with apocrine features (Pucevich Brian et al., 2008).
The differential diagnosis of PCDAA from metastatic
mammary adenocarcinoma is not possible only on
morphological grounds, and immunohistochemistry, has only
been partly helpful in solving this conundrum. It has been
suggested in the past that the tumours of apocrine phenotype
exhibit estrogen receptors (ER)—, progesterone receptors
(PR)— and androgen receptors (AR)+ expression (Robson
et al., 2008). However, Robson et al studied a large series of
PCDAA and demonstrated that 62% were ER+, 60% were
PR+, and 36% were AR— (Robson et al., 2008).

GCDFP-15 is considered as a very specific marker for
apocrine differentiation, however, many of the PCDAA
reported have shown a weak and focal expression of GCDFP-
15, or have failed to show any expression of the marker at all
(Watson et al., 1999). Once thought as a useful marker to
detect neoplasms of mammary origin, in a series, GCDFP-15
failed to mark 4 ductal breast carcinomas, whereas it marked
the only PCDAA studied (Ansai et al., 1995). CK 5/6 is
usually expressed strongly and diffusely by PCDAA (Qureshi
et al., 2004). On the other hand, only a small percentage of
cutaneous metastases of breast tumours express CK 5/6 and
they usually do it weakly. However, it is known that breast
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carcinomas can express CK 5/6 and its expression usually
carries a bad prognosis (Shin et al., 2008). Focal CK7
expression is suggestive of a primary adnexal tumour, whereas
diffuse immunostaining is mainly seen in metastatic tumours
(Qureshi et al., 2004). EGFR was once demonstrated as more
frequently expressed in sweat gland carcinomas than in breast
carcinomas (Busam et al., 1999). Nevertheless, some series
have demonstrated expression of epidermal growth factor
receptor by up to 22% of their cases of primary breast cancers
(Busam et al., 1999 and Brandt et al., 2009). Fernandez used
mammaglobin in a small series of PCDAA. In his study, breast
carcinomas expressed intense and diffuse staining of
mammaglobin, whereas PCDAAs showed only scattered
positive cells. However, some of their breast carcinoma cases
also showed only scattered positive cells, same as in PCDAAs.
He therefore concluded that if mammaglobin marker is
positive in the tumours cells with good intensity then a
diagnosis of metastatic breast tumour should be made. On the
contrary, a negative or weak staining in few scattered cells is
non-conclusive  (Fernandez-Flores, 2009). The above
mentioned long list of immunohistochemical markers shows
that none of the markers can be used alone to make a diagnosis
of PCDAA. A panel of markers is required in order to reach a
correct diagnosis. However, before making a diagnosis of
PCDAA, a thorough search for any occult primary is also
required.

REFERENCES

Bitran, J. D. and J. E. Ultmann, 1992. Malignancies of
undetermined primary origin. Disease-a-Month; 38(4):
217-60.

Pucevich Brian, Catinchi-Jaime Steven, Jonhan Ho and Jukic
Drazen, M. 2008. Invasive Primary Ductal Apocrine
Adenocarcinoma of Axillaz a case report with
immunohistochemical profiling and a review of literature.
Dermatology Online Journal; 14(6):5.

Robson, A., Lazar, AJ., Ben Nagi, J., Hanby, A., Grayson, W.,
Feinmesser, M. et al. 2008. Primary cutaneous apocrine
carcinoma: a clinico-pathologic analysis of 24 cases. Am.
J. Surg. Pathol.; 32:682-90.

Watson, MA., Dintzis, S., Darrow, CM., Voss, LE., DiPersio,
J., Jensen, R. et al. 1999. Mammaglobin expression in
primary, metastatic, and occult breast cancer. Cancer Res.;
59:3028-31.

Ansai, S., Koseki, S., Hozumi, Y. and Kondo, S. 1995. An
immunohistochemical study of lysozyme, CD-15 (Leu
M1), and gross cystic disease fluid protein-15 in various
skin tumors. Assessment of the specificity and sensitivity
of markers of apocrine differentiation. Am. J.
Dermatopathol., 17:249-55.

Qureshi, HS., Ormsby, AH., Lee, MW., Zarbo, RJ. and Ma,
CK. 2004. The diagnostic utility of p63, CK5/6, CK7, and
CK20 in distinguishing primary cutaneous adnexal
neoplasms from metastatic carcinomas. J. Cutan. Pathol.,
31:145-52.

Shin, BK., Lee, Y., Lee, JB., Kim, HK., Lee, JB., Cho, SJ. et
al. 2008. Breast carcinomas expressing basal markers have
poor clinical outcome regardless of estrogen receptor
status. Oncol. Rep., 19:617-25.

Busam, KJ., Tan, LK., Granter, SR., Kohler, S., Junkins —
Hopkins, J., Berwick, M. et al. 1999. Epidermal growth
factor, estrogen, and progesterone receptor expression in
primary sweat gland carcinomas and primary and
metastatic mammary carcinomas. Mod. Pathol., 12:786-93.

Brandt, SM., Swistel, AJ. and Rosen, PP. 2009. Secretory
carcinoma in the axilla: probable origin from axillary skin
appendage glands in a young girl. Am. J. Surg. Pathol.,
33:950-3.

Fernandez-Flores, A. 2009. Mammaglobin immunostaining in
the differential diagnosis between cutaneous apocrine
carcinoma and cutaneous metastasis from breast
carcinoma. Cesk. Patol., 45(4):108-12.

skokskoskosk kook



