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Introduction
Hidradenocarcinoma is a rare malignancy of the eccrine sweat 

glands occurring in only one in every 13,000 dermatopathology 
specimens [1]. They most frequently occur on the head and neck and 
less commonly in the limbs. The mean age of onset is 50 years and there 
is no apparent predilection of sex [1].

The natural history of hidradenocarcinoma disease has been 
variably described from indolent to aggressive [2] with a mean 5 year 
survival rate from time of diagnosis of 73.9%. Local recurrence is 
common and the disease will often metastasize to regional lymph nodes 
by the time of diagnosis, spreading to distant tissues in approximately 
60% of patients and ultimately resulting in death in 40% of those 
diagnosed [2].

We present a unique case of a woman with a history of 
hidradenocarcinoma of the right index finger, confirmed via biopsy, 
who presented to our otolaryngology clinic for evaluation of a neck 
mass. This case report highlights the rarity of this malignant carcinoma, 
illustrates the aggressive course of the disease from regional nodal 
involvement to diffuse, widespread metastatic disease, emphasizing the 
importance of margin-free resection, as well as the need to evaluate 
regional nodes for detection of early subclinical metastases.

Case Report
The patient is a 43-year old female with a history of 

hidradenocarcinoma of the right medial index finger who was referred 
from radiation oncology to our otolaryngology clinic for evaluation of 
a new neck mass. Nine months prior to presentation, she underwent 
excision of a right index finger lesion by a hand surgeon. This lesion 
was later found to be a hidradenocarcinoma by histopathologic 
evaluation. Tumor involvement of the margins was found and wide 
local excision of the previous site was recommended. However, the 
patient declined surgery due to cosmetic and functional concerns and 
instead opted for ten weeks of adjuvant radiotherapy six weeks after 
her original surgery. Her radiation course was complicated by multiple 
interruptions secondary to severe blistering. 

Five and a half months after her initial surgery, lymphadenopathy 
of the right axilla occurred which was positive for metastatic 

hidradenocarcinoma, confirmed via needle biopsy. Positive Emission 
Tomography (PET) scan from the skull to thigh revealed isolated 
involvement of the right axilla but revealed no other sites of abnormal 
hypermetabolism (Figure 1). Lymph node dissection of the right axilla 
was performed with subsequent diagnosis of hidradenocarcinoma 
within multiple nodes. Histopathology examination of the specimen 
found no evidence of extranodal soft tissue extension. Following 
surgery, she received external beam radiation to the right axilla and 
right supraclavicular fossa for a total of 50.4 Gy. Two weeks after 

Abstract
Hidradenocarcinoma is a rare malignancy of the eccrine sweat glands. Existing case studies on this cancer 

focus on margin free dissection and, less frequently radiation therapy. We report on a unique case of a 43 year old 
female who had been previously treated via surgical and radiation therapy for hid adenocarcinoma of the right index 
finger, referred to our practice from radiation oncology, with complaints of a new left neck mass. Subsequent imaging 
studies confirmed the presence of a left sided node as well as numerous metastatic nodules present throughout 
the body. Chemotherapy was the recommended treatment. We review the limited literature regarding surgical 
versus nonsurgical approaches for early detection and treatment of hid adenocarcinomas. The patient’s refusal of 
recommended treatment highlights the aggressive nature of this rare cancer.

Figure 1: PET scan revealing axial involvement.
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completion, the patient noticed a mass in the contralateral neck and 
was referred to our practice for otolaryngology evaluation. 

At the time she presented for otolaryngologic evaluation, the 
patient had no complaints other than her left neck mass. Physical exam 
revealed a 3 cm, mobile, round level II node without involvement of the 
overlying skin in the left neck. Other than the expected post-treatment 
changes in the right axilla and index finger, she was otherwise well-
appearing. To evaluate her for distant disease and surgical candidacy 
for neck dissection, Computerized Tomography (CT) scan of the head 
and neck and PET scan of the skull to thigh were performed. Neck CT 
revealed a 1.1 cm lesion of the left floor of mouth with infiltration of the 
left genioglossus muscle, a 3.4 cm left level III node, a 0.8 cm left level II 
node, and a 1.0 cm left level IV node (Figure 2). The PET scan revealed 
numerous hypermetabolic nodules throughout the body including 
nodes in the head and neck coincident with the CT and in the bilateral 
axilla (Figure 3). Fine-Needle Aspiration (FNA) of the left neck nodes 
was consistent with metastatic hidradenocarcinoma. In light of these 
findings of wide spread metastatic disease, the decision was made to 
forego neck dissection and proceed with systemic chemotherapy. 

Discussion 
Sweat glands are classified as apocrine or eccrine glands based on 

location and histology. Eccrine glands are found in the palms and soles, 
head, trunk, and extremities while apocrine glands are found in the 
axilla, anogenital area, mammary tissues, and eyelids [3]. Malignant 
carcinomas of the eccrine sweat glands occur in 1 of every 13,000 
dermatopathology specimens of which hidradenocarcinoma is one 
histological type [1]. 

Margin-free resection, sentinel lymph node biopsy, and long-term 
follow are essential to successful treatment of hidradenocarcinoma 
[4]. Complete margin-free excision can be accomplished through 
several modalities. Successful margin-free resection through simple 
and wide-local excision of hidradenocarcinoma of the finger has been 
described [4]. On the nose and scalp, Mohs micrographic surgery has 
been effectively used [2,5]. In the present case, tumor involvement of 
the margin was found and wide local excision of the previous site was 
offered by a plastic surgeon but was declined by the patient. In place of 
surgery, the patient opted to pursue radiation. 

Data on the use of radiation in treating hidradenocarcinoma, 
especially in light of margin involvement, is limited and conflicting. 
Harari et al. [6] describe two cases of hidradenocarcinoma treated 
with surgical excision with positive margin involvement followed with 
radiation to the tumor bed and regional nodes and found 27 and 35 
months of disease-free survival. In a large retrospective analysis of 1045 
patients with eccrine gland carcinoma, other investigations have found 
no significant difference in 5-year survival when adjuvant radiotherapy 
was used.

As previously mentioned, hidradenocarcinoma primarily 
metastasizes via regional lymphatics at a rate as high as 50% [7]. In 
the presence of regional lymph node involvement or distant metastasis, 
survival is limited to 5 to 24 months even with wide excision [4]. The 
absence of nodal disease indicates better prognosis.

Unless there was clinically evident lymph node involvement, 
regional lymph nodes have not been evaluated surgically or 
histologically on a consistent basis in the literature. A large 
retrospective study including 236 cases of hidradenocarcinoma, 0 
nodes were positive in 10.2% of cases, 1 or more were positive in 1.8%, 
while the majority of hidradenocarcinoma cases had unknown nodal 
status (88%) [8]. One limitation mentioned by the authors is that the 
majority of cases included in the review predated the time of routine 
sentinel lymph node biopsy. Some reports, including the present 
case, did not initially evaluate the regional nodes further because no 
clinical lymphadenopathy was found on exam and the pathologic 
findings from the initial surgery were low grade [9]. Others advocate 
elective lymph node dissection or radiation to clinically uninvolved 
regional nodes due to the high rate of metastasis [10]. An alternative 
is sentinel lymph node mapping and biopsy which has been shown 
to detect subclinical metastatic disease. This may increase clinical 
staging accuracy, allow early treatment, and avoid the morbidity of a 
formal dissection if further surgery is not needed [8]. However, the 
prognostic and therapeutic impact of sentinel lymph node biopsy has 
not been formally studied for sweat gland carcinomas and remains to 
be uncertain.

Hid adenocarcinoma is a rare and aggressive malignant neoplasm 
of the eccrine sweat glands with high rates of local recurrence and 
metastasis. The primary treatment consists of complete surgical 
excision with full evaluation of the margin. To date, nonsurgical 
treatment modalities have not been consistently shown to prevent 

Figure 2: Neck CT revealing genioglossal involvement.

Figure 3: Systemic hype.
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recurrence or metastasis when local tumor at the margin is found. 
However, given the aggressive nature of this tumor, and the tendency 
toward nodal metastasis, early detection of subclinical disease with 
sentinel node biopsy, leading to directed node dissection or adjuvant 
radiation therapy, may lead to improved outcomes for these patients. 
Whereas early case reports of hid adenocarcinoma detailed advanced 
metastatic disease due to delayed or unknown diagnosis, the presented 
case presents a clear clinical history from initial detection, through 
treatment, and into ultimate exacerbation with multiple noted 
metastasis. In this atypical case, where surgical standard of care 
treatment was refused by the patient, the aggressive nature of this 
cancer was demonstrated with widespread metastasis, evidence of 
which has been rarely documented in previous literature.   
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