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Abstract

Squamoid eccrine ductal carcinoma (SEDC) is a
cutaneous adnexal malignancy that is histologically
challenging to distinguish from squamous cell
carcinoma. We report three cases of this rare entity
and review the present literature regarding clinical,
histological, and immunohistochemical features.
Patients presented with a single nodule or plaque
lesion on their back and temple. The shave biopsies
for Patient A and C were interpreted as SEDC. Patient
B’s initial shave biopsy was interpreted as probable
surface of squamous cell carcinoma, and subsequent
excision revealed SEDC. Ductal differentiation was
confirmed by positive expression of epithelial
membrane antigen and carcinoembryonic antigen
immunostains in all three patients. Review of the 67
previously reported cases emphasizes the
importance of diagnosing SEDC accurately and
promptly given its potential for distant metastasis
and mortality. Perineural or lymphatic invasion is
associated with higher rate of recurrence or
metastasis. There should be high pathologic
suspicion for SEDC in an elderly patient presenting
with a palpable lesion, even if located outside of the
head and neck area, particularly when there is
suggestion of ductal differentiation in a sample of a
squamous neoplasm.

Keywords: adnexal carcinoma, ductal differentiation,
eccrine, squamoid neoplasm

Introduction
Squamoid eccrine ductal carcinoma (SEDC) is a
cutaneous adnexal malignancy. It is exceedingly rare,
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comprising less than 0.1% of the cutaneous tumors,
although underreporting may contribute to its rarity.
Since 1991, when it was first described [1], a total of
67 cases have been reported in the literature (Table
1). Squamoid eccrine  ductal carcinoma
demonstrates deep ductal and superficial squamous
differentiation, which could mimic squamous cell
carcinoma (SCC) on histologic evaluation of
superficial biopsy specimens. Current data on this
rare entity is lacking. We report three cases and
review the literature to provide guidance on
diagnosis, prognosis, and management.

Case Synopsis

Clinical presentations

Patient A was a 72-year-old man who presented with
an irregularly shaped asymptomatic 1.5cm pink
nodule on his left upper back with clinical differential
diagnosis of a melanocytic nevus, scar, or SCC
(Figure 1A). Patient B was a 74-year-old man who
presented with a 1.5cm irregular and tender pink
nodule with white scale on his right suprascapular
region with clinical impression of an irritated
seborrheic keratosis versus SCC (Figure 1B). Patient
C was an 88-year-old woman who presented with a
2cm pink scaly plaque on her right temple that was
suspicious for SCC (Figure 1C).

Histopathologic findings

A shave biopsy was performed for all three patients.
Patient A’s biopsy showed an infiltrative epithelioid
tumor composed of nodules, nests, and cords of
atypical cells with squamous and ductal
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Figure 1. A) Patient A presented with an irregularly shaped
asymptomatic 1.5cm pink nodule on his left upper back. B) Patient
B presented with a 1.5cm irregular and tender pink nodule with
white scale on his right suprascapular region. C) Patient C
presented with a two cm pink scaly plaque on her right temple.

differentiation (Figure 2A-D). Epithelial membrane
antigen (EMA) and carcinoembryonic antigen (CEA)
immunohistochemical (IHC) stains highlighted the
intracytoplasmic lumina (Figure 2E-F). Patient B’s
initial sample showed surface of an atypical cystic
and endophytic squamous proliferation, suggestive
of surface of a well-differentiated SCC (Figure 3A).
Subsequent excision showed a tumor composed of
nests, cords, and strands of atypical cells with
squamous and ductal differentiation, deeply
infiltrating into the subcutis (Figure 3B). Although
there was cystic-like growth with squamous
differentiation within the superficial aspect of the
tumor, the deeply infiltrative component revealed
ductal differentiation with positive expression of
EMA and CEA (Figure 3C-F). Positive expression of
p63 and CK5, along with negative expression of CK7
and CK20, were consistent with a primary cutaneous
origin. Patient C's biopsy showed an infiltrative

tumor in the dermis with squamous and ductal
differentiation and positive expression of EMA and
CEA (Figure 4A-F).

Case outcomes

There was no evidence of vascular or perineural
invasion in our three cases. Patients A and B
underwent complete excision and no recurrence
were noted three months and three years later,
respectively.  Patient C underwent Mohs
micrographic surgery without recurrence within
seven months after surgery.

Discussion
It is important to diagnose SEDC accurately and
promptly given its potential for metastasis and
mortality. Our review finds a mortality rate of 5%,
which is likely an underestimate of the true rate
given the limited available patient follow-up.
Additionally, of the 49 previously reported cases for
which follow-up was available, 18% recurred within
5 months to 2.7 years after initial diagnosis, 14%
metastasized to lymph nodes, and 6% metastasized
to distant sites (Table 1). These rates are greater than
for SCC with 3% recurrence rate after Mohs surgery
[2,3] and 4-9% metastatic rate [3,4]. Perineural or
lymphovascular invasion was present in 20% of the
reviewed cases and approximately 20% of cases with
perineural invasion and 33% of cases with lymphatic
invasion recurred or metastasized (Table 1), [5-35].
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Figure 2. Patient A. A) H&E section shows an infiltrative carcinoma composed of nests and cords of atypical cells with squamous and
ductal differentiation, 40x; and B) superficial aspect of the tumor with cystic component, 200x. C, D) High-power illustrations show ductal
differentiation; C) 100x, D) 400x. Immunostains highlight intracytoplasmic lumina with E) CEA, 100x; and F) EMA, 400x.
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Figure 3. Patient B. A) H&E section of the initial biopsy shows prominent cystic squamous appearance, 200x. B) The excision shows a
tumor composed of nests, cords, and strands of atypical cells with squamous and ductal differentiation, infiltrating into the subcutis, 40x.
C) While there is residual cystic-like growth with squamous differentiation within the superficial aspect of the tumor, the deep infiltrative
component reveals ductal differentiation, 100x. D) High-power illustrations of ductal differentiation, 400x. Immunostains highlight
intracytoplasmic lumina with E) CEA, and F) EMA immunostains. 100x.

Clinically, SEDC most commonly presents as an
asymptomatic irregularly-shaped palpable papule or
nodule on the head of an elderly man. There is
variation in size, ranging from 0.16cm to 7.8cm at the
time of diagnosis. Location ranges from scalp to toe,
notably with 36% of cases occurring outside the
head and neck area, including 20% on the limbs and
14% on the trunk. The median age at the time of
diagnosis is 77 years (range 10-96) and 56.25% of
patients are men. Squamoid eccrine ductal
carcinoma'’s low prevalence and non-specific clinical
features that overlap with those of more common
cutaneous malignancies could result in diagnostic
delay. As dermoscopic findings have rarely been

reported and vary, their utility in the diagnosis is not
yet known [5,6]. There are no established risk factors,
although rare cases in the setting of
immunosuppression related to organ transplanta-
tion or leukemia have been reported [7].

Histologic examination remains the most important
diagnostic tool for SEDC. Squamoid eccrine ductal
carcinoma often deeply infiltrates within the dermis
and, in up to 70% of cases, extends into the
subcutaneous tissue. A case series found tumor
thickness ranging from 0.15cm to 1.8cm, although it
did not comment on any association with tumor
behavior [8]. Most cases exhibit epidermal
connection, often with no in situ component or one
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Figure 4. Patient C. A, B) H&E section shows a tumor with squamous and ductal differentiation, A, B) 100x. C, D) High-power illustrations
of ductal differentiation; C) 200%, D) 400x. Intracytoplasmic lumina are highlighted by E) CEA, and F) EMA immunostains. 200x.

that appears distinct from actinic keratosis or SCC in
situ [8-10]. There is usually a biphasic growth pattern
of nested and cystic squamous proliferation more
superficially and ductal differentiation within the
deeper aspects. The superficial squamoid nests may
reveal keratinization, horn cysts, intercellular
bridges, and squamous eddies [9]. The deeper aspect
of the tumor with ductal differentiation is often
composed of angulated basaloid cells with tubular
structures in a desmoplastic stroma [11]. Thus, a
superficial shave or punch biopsy that primarily
captures the surface squamoid appearance could be
indistinguishable from a well- or moderately-
differentiated SCC, as occurred in several previously
reported cases [10,12-16]. Although there is more
distinction between SEDC and poorly-differentiated
SCC, there were two cases of misinterpretation of
SEDC as poorly-differentiated SCC [6,17]. In
representative specimens, IHC stains can be critical
for making the correct diagnosis. CEA and EMA
highlight ductal differentiation in SEDC, whereas a
similar staining pattern is not expected in SCC [10].
Although there have been no cases with both EMA
and CEA stains being negative, negative expression
of one of these stains alone does not exclude SEDC,
as reported in four cases [13,18-20].

In addition to SCC, the histologic differential
diagnosis includes microcystic adnexal carcinoma,
porocarcinoma, and cutaneous metastasis [17,21].
Compared to SEDC, microcystic adnexal carcinomaiis
more common on perioral and periocular areas as
well as nasolabial folds. It reveals a lower degree of
cytologic atypia with prominent keratocysts in the
dermis without epidermal connection and a deeper-
seated component of infiltrative cords and ducts
without squamoid differentiation [7,9,10,21,22].
Porocarcinoma generally arises in the setting of a
poroma with uniform polygonal cells on distal
extremities [10,11,21], and cutaneous metastasis
could be distinguished according to their
immunohistochemical staining pattern. Positive
expression of p63 and CK5/6 in SEDC support
primary cutaneous origin and negative expression of
these markers has not been reported in SEDC [23].

There is no consensus on the management of SEDC,
which is usually surgically removed. Of the eight
cases treated with Mohs and sixteen cases treated
with conventional excision, up to 12.5% and 31.25%,
respectively, recurred or metastasized. Radiation has
been used for SEDC that invaded into the
neurovascular structures, failed multiple excisions, or
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recurred. However, lack of sufficient data precludes
assessment of potential benefits as recurrence and
death related to disease progression in this setting
have been also reported [24-25]. Imaging including
MRI and CT-scan was utilized in five cases to assess
the extent of primary, recurrent, or potentially
metastatic SEDC [12,13,16,17,26,27]. With rate of
metastasis to the lymph nodes being 14% and to
distant sites being 6%, imaging could be beneficial
especially in cases with neurovascular invasion.
Sentinel lymph node biopsy was used for one case of
SEDC with lymphatic invasion [17]. Recurrence
occurred in 18% of cases and the shortest time to
recurrence was five months.

Conclusion

In conclusion, despite there being over 60 reported
cases of SEDC, it remains an under-considered
diagnosis. Our literature review provides a detailed

References

1.  Wick MR, Swanson PE. Eccrine carcinoma. In: Cutaneous adnexal
tumors. A guide to pathological diagnosis. Kaye VN, Marrogi A,
editors. 1%t ed. American Society of Clinical Pathologists Press;
1991. p. 10-13.

Lansbury L, Bath-Hextall F, Perkins W, Stanton W, Leonardi-Bee J.
Interventions for non-metastatic squamous cell carcinoma of the
skin: systematic review and pooled analysis of observational
studies. BMJ. 2013;347:f6153. [PMID: 24191270].

Brantsch KD, Meisner C, Schonfisch B, et al. Analysis of risk factors
determining prognosis of cutaneous squamous-cell carcinoma: a
prospective study. Lancet Oncol. 2008; 9:713. [PMID: 18617440].
Brougham ND, Dennett ER, Cameron R, Tan Street The incidence
of metastasis from cutaneous squamous cell carcinoma and the
impact of its risk factors. J Surg Oncol. 2012;106:811-815. [PMID:
22592943].

Lobo-Jardim MM, Souza BDCE, Kakizaki P, Valente NYS.
Dermoscopy of squamoid eccrine ductal carcinoma: an aid for
early diagnosis. An Bras Dermatol. 2018;93:893-895. [PMID:
30484539].

Rovesti M, Satolli F, Ricci R, et al. Once in a Blue Moon ... Rare
adnexal tumor: From the clinical and videodermoscopical aspects
to the mohs surgery and the histological diagnosis. Open Access
Maced J Med Sci. 2018;6:146-148. [PMID: 29484014].

Terushkin E, Leffell DJ, Futoryan T, Cowper S, Lazova R. Squamoid
eccrine ductal carcinoma: A case report and review of the
literature. Am J Dermatopathol. 2010;32:287-292. [PMID:
20010402].

Van der Horst MP, Garcia-Herrera A, Markiewicz D, Martin B,
Calonje E, Brenn T. Squamoid eccrine ductal carcinoma: A
clinicopathologic study of 30 cases. Am J Surg Pathol. 2016;40:755-
760. [PMID: 26796504].

assessment of SEDC's clinical course, revealing a
mortality rate of at least 5%, a metastasis rate of 16%,
and a recurrence rate of 18%. We find that perineural
and lymphatic invasion could be associated with
higher risk of recurrence and metastasis. We
emphasize the importance of biopsy technique to
capture a fully representative sample and we
highlight histopathologic differences between SEDC
and other cutaneous neoplasms. There should be
high pathologic suspicion for this neoplasm in an
elderly patient presenting with a palpable tumor,
even if located outside the head and neck area,
particularly when there is suggestion of ductal
differentiation in a partial biopsy sample of a
squamous neoplasm.

Potential conflicts of interest
The authors declare no conflicts of interest.

Cardoso JC, Calonje E. Malignant sweat gland tumours: an update.
Histopathology. 2015;67:589-606. [PMID: 26114606].

Mckissack SS, Wohltmann W, Dalton SR, Miletta NR. Squamoid
eccrine ductal carcinoma: An aggressive mimicker of squamous
cell carcinoma. Am J Dermatopathol. 2018;41:140-143. [PMID:
29979196].

Perkins AC, Goldberg D, Maloney ME. Primary eccrine ductal
carcinoma masquerading as metastatic squamous cell carcinoma.
J Am Acad Dermatol. 2011,;64:AB126. [DOI:
10.1016/j.jaad.2010.09.514].

Wang B, Jarell AD, Bingham JL, Bonavia GH. PET/CT imaging of
squamoid eccrine ductal carcinoma. Clin Nucl Med. 2015;40:22-
324. [PMID: 25243946].

. Yim S, Lee YH, Chae SW, Kim WS. Squamoid eccrine ductal
carcinoma of the ear helix. Clin Case Rep. 2019;7:1409-1411. [PMID:
31360499].

Segars K, Gopman JM, Elston JB, Carter W, Harrington MA.
Squamoid eccrine ductal carcinoma. Eplasty. 2015;15:ic33. [PMID:
26171108].

Chhibber V, Lyle S, Mahalingam M. Ductal eccrine carcinoma with
squamous differentiation: apropos a case. J Cutan Pathol.
2007;34:503-507. [PMID: 175187811.

Kim YJ, Kim AR, Yu DS. Mohs micrographic surgery for squamoid
eccrine ductal carcinoma. Dermatol Surg. 2005;31:1462-4. [PMID:
16416622].

Wasserman DI, Sack J, Gonzalez-Serva A, Konnikov N, Bohac G,
Demierre M-F. Sentinel lymph node biopsy for a squamoid eccrine
carcinoma with lymphatic invasion. Dermatol Surg. 2007;33:1126-
1129. [PMID: 17760607].

Jacob J, Kugelman L. Squamoid eccrine ductal carcinoma. Cutis.
2018;101:378;380-385. [PMID: 29894529].

11.

12.

15.

18.



Dermatology Online Journal || Case Report

Volume 30 Number 2|March/April 2024
30(2):3

19.

20.

21.

22.

23.

24,

25.

26.

27.

Chan H, Howard V, Moir D, Dyall-Smith D. Squamoid eccrine
ductal carcinoma of the scalp. Australas J Dermatol. 2016;57:e117-
9.[PMID: 25752474].

Ranasinghe A, Rytina E, Flanagan N, Jenkins R, Ha T. Squamoid
eccrine ductal carcinoma: A rare adnexal tumor. J Am Acad
Dermatol. 2013;68:AB88. [DOI: 10.1016/j,jaad.2012.12.363].
Accessed on April 23,2024

Kavand S, Cassarino DS. “Squamoid eccrine ductal carcinoma”: an
unusual low-grade case with follicular differentiation. Are these
tumors squamoid variants of microcystic adnexal carcinoma? Am
JDermatopathol. 2009;31:849-852. [PMID: 197868511.

Van der Horst MPJ, Brenn T. Update on malignant sweat gland
tumors. Surg Pathol Clin. 2017;10:383-397. [PMID: 28477887].
Qureshi HS, Ormsby AH, Lee MW, Zarbo RJ, Ma CK. The diagnostic
utility of p63, CK5/6, CK 7, and CK 20 in distinguishing primary
cutaneous adnexal neoplasms from metastatic carcinomas. J
Cutan Pathol. 2003;31:145-152. [PMID: 14690459].

Frouin E, Vignon-Pennamen M, Balme B, et al. Anatomoclinical
study of 30 cases of sclerosing sweat duct carcinomas (microcystic
adnexal carcinoma, syringomatous carcinoma and squamoid
eccrine ductal carcinoma). J Eur Acad Dermatol Venereol.
2015;29:1978-1994. [PMID: 25873411].

Graham P, Krach K. Squamoid eccrine ductal carcinoma: A unique
diagnostic and therapeutic challenge. J Am Acad Dermatol.
2017,76:AB240. [DOI: 10.1016/j.jaad.2017.04.933].

Jung YH, Jo HJ, Kang MS. Squamoid eccrine ductal carcinoma of
the scalp. Korean J Pathol. 2012;46:278-281. [PMID: 23110015].
Kim JW, Jeon MK, Kang SJ, Sun H. Surgical management of
recurrent squamoid eccrine ductal carcinoma of the scalp. J

28.

29.

30.

31.

32.

33.

34.

35.

Craniofac Surg. 2012;23:e276-8. [PMID: 22801148].

Sharma B, Malhotra P, Bhardwaj M. Squamoid eccrine ductal
carcinoma: A diagnostic dilemma. Ann Pathol Lab Med.
2018;5:C119-121.[DOI: 10.21276/APALM.1909]. Accessed on April
23,2024.

Saraiva MIR, Vieira MAHB, Portocarrero LKL, Fraga RC, Kakizaki P,
Valente NYS. Squamoid eccrine ductal carcinoma. An Bras
Dermatol. 2016;91:799-802. [PMID: 28099603].

Magro C. Squamoid eccrine ductal carcinoma. The Dermatologist.
2016.
https://www.hmpgloballearningnetwork.com/site/thederm/site/
cathlab/event/quamoid-eccrine-ductal-carcinoma. Accessed on
April 23,2024,

Limbert R, Biessel J, Kooi Kvan der, Dorton D. The diagnostic
challenge of squamoid eccrine ductal carcinoma: A case report
and literature review. J Am Acad Dermatol. 2015;72:AB264. [DOI:
10.1016/j.jaad.2015.02.1052].

Clark S, Young A, Piatigorsky E, Ravitskiy L. Mohs micrographic
surgery in the setting of squamoid eccrine ductal carcinoma:
addressing a diagnostic and therapeutic challenge. J Clin Aesthet
Dermatol. 2013;6:33-6. [PMID: 23630640].

Pusiol T, Morichetti D, Zorzi MG, Piscioli F. Squamoid eccrine
ductal carcinoma: inappropriate diagnosis. Dermatol Surg.
2011;37:1819-1820. [PMID: 22182240].

Herrero J, Monteagudo C, Jorda E, Llombart-Bosch A. Squamoid
eccrine ductal carcinoma. Histopathol. 1998;32:478-80. [PMID:
96391271.

Wong TY, Suster S, Mihm M. Squamoid eccrine ductal carcinoma.
Histopathol. 1997,;30:288-293. [PMID: 9088963].




. Volume 30 Number 2|March/April 2024
Dermatology Online Journal || Case Report | P 30(2):3|

Table 1. Summary of current cases and the previously reported 67 cases of SEDC.

Studies Age/sex Location Size (cm) PNI/LVI Management and outcome
Patient A 72/M Back 1.5 NA Ex — no recurrence at 3mo
Patient B 74/M Back 1.5 NA Ex — no recurrence at 30mo
Patient C 88/F Temple 2 NA Mohs — FU NA
Yim et al. [12] 80/M Ear 1.5 NA CT scan — Ex — no recurrence at 9mo
Mckissack et al. [9] 91/F Finger 2 NA MRI — Amputation — PET/CT, met to LN at 3mo — died
Lobo-Jardim et al. [4] 76/F Nose NA NA Ex — FU NA
Jacob et al. [17] 77/M Chest 5 PNI Ex — LN and distant met — radical resection and LN dissection— no
recurrence at 60mo
Rovesti et al. [5] 75/M Temple 2 PNI Mohs — no recurrence at 12mo
Sharma et al. [27] 50/M Scalp 1 NA No recurrence at 5mo
Graham et al. [24] 80/M Forehead NA NA Mohs — no recurrence at 24mo
96/M Forehead 1 NA No recurrence at 28mo
92/M Sternum 2 NA No recurrence at 8mo
94/F Cheek 0.6 NA Died at 7mo
89/M Forehead NA NA Died at 22mo
42/M Cheek 1.3 NA LN met at 8mo — recurrence at 14mo — died at 32mo
60/F Cheek 1 NA No recurrence at 32mo
82/M Hand 2.2 NA No recurrence at 32mo
82/F Calf 2.5 NA No recurrence at 43mo
85/M Ear 1.3 NA No recurrence at 36mo
74/F Arm 1 NA FU NA
38/M Forehead 1.2 NA No recurrence at 5Tmo
72/M Scalp 1.5 NA Recurred, LN met
91/M Neck 1.5 NA Died at 32mo
van der Horst etal. [21] 71/F Cheek 0.8 NA No recurrence at 30mo
84/M Ear 0.7 NA No recurrence at 40mo
10/M Neck 0.5 NA LN met — no recurrence at 99mo
80/M Scalp 2 NA No recurrence at 24mo
53/F Nose 1 NA Recurred at 20mo — no recurrence at 50mo
55/M Nose NA NA Recurred at 24mo
68/M Temple 1.1 NA Recurred at 7mo — no recurrence at 13mo
19/M Nose NA NA No recurrence at 1T1Tmo
87/F Hand 2 NA Recurred at 12mo
77/F Forehead 0.8 NA No recurrence at 10mo
80/M Scalp 0.6 NA No recurrence at 6mo
94/F Cheek 1.7 NA FU NA
79/M Ear 0.6 NA No recurrence at 30mo
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86/M Ear 0.7 NA No recurrence at 17mo
83/F Arm 0.8 NA FU NA
49/F Lip 1 NA FU NA
62/F Chest 0.6 NA FU NA
Saraiva et al. [28] 72/F Nose NA NA Ex x2 and radiation for recurrence at 5mo — no recurrence at 23mo
Chan etal.[18] 85/M Scalp NA No Ex — FU NA
Magro et al. [29] 75/F Wrist NA No FU NA
Segars et al. [13] 89/M Back NA PNI Ex x2 — FU NA
Limbert et al. [30] 81/M Chest NA NA FU NA
Wangetal.[11] 91/F Finger NA NA MRI — amputation — PET/CT with met to arm and LN at 2mo
74/F Nose 15 Ex x5 with enucleation, amputation, radiation — died from SEDC at
42mo
81/F Forehead NA Ex x 2 — no recurrence at 156mo
Frouin et al. [23] 91/F Nose NA PNland LVIin | Ex — no recurrence at 68mo
71/F Canthus 0.5 4 patients Ex — no recurrence at 92mo
80/M Cheek 7.8 Ex x 2 — no recurrence at 44mo
76/F Cheek NA Ex — no recurrence at 54mo
96/F Cheek 4 Mohs — recurred at 32mo
Ranasinghe et al. [19] 65/M Nose 0.7 PNI Mohs — FU NA
Clark et al.[31] 75/M Clavicle 0.16 NA Mohs — no recurrence at 12mo
Jung et al. [25] and Kim et al.
[26] 53/M Scalp 2.6 NA CT — Ex — FNA with met to LN at 5mo — Ex and LN dissection
Perkins et al. [10] 72/M Ear NA LVI Mohs — FU NA
Pusiol et al. [32] 54/F Tibial 1.2 NA Ex — no recurrence at 18mo
Terushkin et al. [6] 63/M Cheek 2.7 No Mohs — no recurrence at 10mo
Kavand et al. [20] 61/F Toa NA No Amputation — no recurrence at 8mo
Chhibber et al. [14] 90/M Forearm NA LVIand PNI Ex — no recurrence at 5mo
Wasserman et al. [16] 68/M Chest 0.9 LVI Ex — negative CT and SLNB — no recurrence at 12mo
Kim et al. [15] 30/F Neck 25 NA Negative CT— Mohs — no recurrence at 14mo
Herrero et al. [33] 41/M Knee 2 NA FU NA
81/M Ear <2.5 PNI Ex with 3 recurrences within 36mo
Wong et al. [34] 85/F Hand <2.5 NA Ex — FU NA
86/F Axilla <25 PNI Ex — FU NA

CEA, carcinoembryonic antigen; cm, centimeter(s); CT, computerized tomography; EMA, epithelial membrane antigen; Ex, excision; F, female; FDG, F-labeled fluoro-2-deoxyglucose; FU, follow
up; IHC, immunohistochemistry; LN, lymph node; LVI, lymphovascular invasion; M, male; met, metastasis; mo, month(s); NA, not available; PET, positron emission tomography; PNI, perineural

invasion; SLNB, sentinel lymph node biopsy,





