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A 53-year-old man presented with weakness, loss of 
weight, pain in upper and lower extremities, and back 
pain.  He had an intermittent abscess like discharge 
from a left hemi scrotal lesion.  Thoraco abdomino pelvic 

computerized tomography revealed diffuse, multiple and 
hypodense lesions in the liver parenchyma.  Bone scan 
showed multi metastatic disease of the bone.  Complete 
resection of the scrotal lesion was performed.  In 
histopathological examination, apocrine adenocarcinoma 
was diagnosed.
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of eccrine origin.1  The disease most commonly occurs 
in the axilla, which contains high number of apocrine 
gland.  But it can also arise from apocrine glands in 
vulva, external auditory meatus, eyelid, scalp, wrist, 
anterior chest, and nipple.2-5

In the English published literature, scrotal localization 
of the disease has not been encountered yet. We report 
the first case of advanced stage primary apocrine 
adenocarcinoma to occur on the scrotum.

Case report

A 53-year-old man presented with weakness, loss of 
weight, pain in upper and lower extremities, and back 
pain over a 6 month period.  In his medical history, 
the patient had intermittent abscess like discharge 

Introduction

Apocrine adenocarcinoma is an extremely rare primary 
cutaneous malignant neoplasm.  It is established as 
apocrine derivates and it can be differentiated from 
benign apocrine adenomas, and sweat gland tumors 
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Figure 1.  a)  Scrotal lesion.  b) Liver metastasis in the 
computerized tomography.

Figure 2.   a) Bone metastasis in the whole body bone 
scan.  b) The tumor cells have eosinophilic cytoplasm 
and vesicular, pleomorphic nuclei forming cribriform 
features and focal comedo-type necrosis (H&Ex200).  
c) Small tumor cell groups in metastatic lymph node 
(H&Ex100).

from a left hemi scrotal lesion.  The lesion had been 
available for approximately 5 years and it showed a 
slow progressive growth without pain. 

In physical examination, there was a fi rm, non tender 
hyperemic lesion (3 cm x 2.5 cm x 2 cm) protruding from 
the left hemi scrotum, Figure 1a.  The right hemi scrotum 
was normal.  On the left inguinal region, maximum 2 cm 
x 2 cm in diameter, multiple lymph nodes were palpated.  
No abnormal fi ndings were found in the penile and 
testes examination.  In the biochemical analysis, 
aspartate aminotransferase was 69 u/l (normal range, 
0 to 50 u/l); alanin aminotransferase was 80 u/l (normal 
range, 0 to 40 u/l); gamma glutamiltransferase was 
352 u/l (normal range, 5 to 64 u/l); alkaline phosphatase 
was 2429 u/l (normal range, 40 to 150 u/l); total protein 
was 58 g/l (normal range, 64 to 83 g/l). Although 
serum prostate antigen, alpha fetoprotein, beta human 
chorionic gonadotropin, carcinoembryogenic antigen 
(CEA), and CA 15-3 levels were in normal ranges, CA 
19-9 was 462.9 u/ml (reference range, < 39 u/ml).

Cranio thoraco abdomino pelvic computerized 
tomography revealed diffuse, multiple and hypodense 
lesions in the liver parenchyma, Figure 1b.  There were 
no abnormal fi ndings in the brain and thorax.  Also, 
whole body bone scan showed increased activity 
accumulations on the vertebraes, ribs, pelvic region, 
upper and lower extremities, Figure 2a.  These fi ndings 
consisted with metastatic disease of the bone. 

Complementary examinations were performed 
to exclude another metastasis or malignancy: 1) in 
the esophago gastro duodenoscopic examination, 
esophagitis, erosive bulbitis and duodenitis were 
detected; 2) colonoscopy was normal except for 
internal and external hemorrhoids.

An incisional biopsy of the left inguinal lymph 
nodes and complete resection of the scrotal lesion with 
2 cm peripheral normal skin were performed. 

Histopathological examination 
The tumor was located in papillary and reticular 
dermis that extended to the subcutaneous tissue with 
infi ltrating margins.  There was no infi ltration in the 
epidermis.  The tumor was arranged in solid sheets 
and glandular pattern.  The cells were round to oval 
vesicular, hyperchromatic and pleomorphic nuclei 
with abundant eosinophilic to homogeneous granular 
cytoplasm.  Some cells had nucleoli.  The glands 
demonstrated cribriform features and focal comedo 
type necrosis, Figure 2b.  Relatively few mitotic 
fi gures were seen.  The stroma was infi ltrated with 
mononuclear, mainly with lymphocytic infl ammatory 
cells.  These findings consisted with apocrine 
adenocarcinoma.  The immunohistochemical study 
revealed a positive staining with pankeratin, CEA 
and no staining with S-100.  Gross cystic disease 
fluid protein-15 (GCDFP-15) revealed positivity 
in tumor cells.  The biopsy of left inguinal lymph 
node showed tumor metastasis.  The morphology of 
infi ltrating cells was similar in that of the scrotal tumor, 
Figure 2c. 

He did not want to pursue further therapy.  He died 
9 months after the diagnosis. 
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Discussion

Apocrine adenocarcinoma is an uncommon skin 
neoplasia with few cases being described in the 
literature.  Because of their rarity, we do not have 
suffi cient knowledge about their clinical occurrence 
and treatment modalities.

This type of tumor presents as a single or multinodular 
solid or cystic masses ranging from 1.5 cm to 8.0 cm in 
diameter.2,3,6  In history, the lesion generally available 
for less than a year and the age of the patients usually 
greater than 50 years.2,4,7

Apocrine adenocarcinomas are not encapsulated 
tumors.  They may show different morphology 
including papillary, anastomosing tubular, solid, and 
cord like patterns.  The nuclei are usually vesicular.  
Decapitation secretion is found on the apical portion of 
the cytoplasm of some apocrine secretory cells.5  In our 
case, the pattern was mainly glandular and partially 
solid.  Moreover, the cells have abundant eosinophilic, 
homogeneous to fi nely granular cytoplasm. 

To diagnose apocrine adenocarcinoma, one must 
exclude metastatic origin.  A transitional zone between 
adenocarcinoma and hyperplastic or adenomatous 
lesion demonstrating the precursors are helpful 
in the diagnosis.  This fi nding is also important in 
differentiating apocrine adenocarcinomas from metastatic 
lesions.5,7  We did not observe such a transition in our 
case. 

Immunohistochemistry may be helpful in excluding 
metastatic cancer.  Apocrine adenocarcinoma is 
immunoreactive for CEA, cytokeratins, GCDFP-15, 
and negative for S-100.4,8  This staining pattern was 
also observed in our case.

Extramammary Paget’s disease is another important 
issue in the differential diagnosis.  Extramammary 
Paget’s disease affects less commonly the male 
genital or perianal area.  Histologically, Paget cells are 
found with in the epidermis.  In some instances, the 
Paget cells are found to be limited to the epidermis.9  
In our case, the Paget cells were not observed in the 
epidermis.

Wide surgical excision of the lesion is recommended 
in treatment of apocrine adenocarcinoma.2-7  In the 
literature, some cases were treated with adjuvant 
radiation therapy, but there are not enough reported 
cases to draw conclusions about the real impact of this 
combined treatment on patients’ survival.5  There is no 
report in the international literature on chemotherapy 
for apocrine adenocarcinoma. 

The prognosis of apocrine adenocarcinoma depends 
on the degree of tumor differentiation.1  Walker et al 
reported follow up in 10 cases and tumor growth was 

rapid in patients with unfavorable histopathological 
results and local lymph node positivity.2  In our case, 
advanced stage primary apocrine adenocarcinoma 
of the scrotum was diagnosed and he did not accept 
further treatment.

Conclusions

To our knowledge, this case was the fi rst report of 
an apocrine adenocarcinoma of the scrotum.  We 
believe that this tumor should be taken into account in 
differential diagnosis in patients with scrotal lesion.
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