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Microcystic adnexal carcinoma: an immunohistochemical reappraisal Mai P Hoang1, Karen A Dresser1, Payal Kapur2, Whitney A High3 and Meera Mahalingam1 1



Department of Pathology, UMass Medical School, Worcester, MA, USA; 2Department of Pathology, University of Texas Southwestern Medical Center, Dallas, TX, USA and 3Department of Dermatology, University of Colorado Health Sciences Center, Aurora, CO, USA



Even though immunohistochemical comparisons of microcystic adnexal carcinoma vs infiltrative basal cell carcinoma and desmoplastic trichoepithelioma exist, they are mostly restricted to the use of a single stain. In addition, a comparison with squamous cell carcinoma has not been reported previously. In this study, we compare the expression of cytokeratin (CK) 15, CK7, CK20, CK903, carcinoembryonic antigen (CEA), CD10, CD15 and BerEP4 in 13 microcystic adnexal carcinoma, eight desmoplastic trichoepithelioma, 10 infiltrative basal cell carcinoma, and eight squamous cell carcinoma of which five exhibited ductal differentiation. We found that the majority of microcystic adnexal carcinoma (92%) and desmoplastic trichoepithelioma (100%) cases expressed CK15 while the infiltrative basal cell carcinoma and squamous cell carcinoma cases were all negative. Forty percent of infiltrative basal cell carcinoma expressed CK7; while only two microcystic adnexal carcinoma cases (15%) and one squamous cell carcinoma with ductal differentiation (12%) expressed CK7 in the remaining three tumor categories. None of the desmoplastic trichoepithelioma expressed CK7. All tumors were strongly positive for CK903. While the neoplastic cells were negative, luminal staining of ductal structures was noted for CK7, CD15 and CEA in some of the microcystic adnexal carcinoma, desmoplastic trichoepithelioma and squamous cell carcinoma with ductal differentiation cases. Sixty percent of infiltrative basal cell carcinoma, 31% of microcystic adnexal carcinoma, and 25% of squamous cell carcinoma express CD10. BerEP4 expression was noted in 38% of microcystic adnexal carcinoma, 57% of desmoplastic trichoepithelioma, 100% of infiltrative basal cell carcinoma, and 38% of squamous cell carcinoma. In conclusion, we found CK15 to be a useful marker in distinguishing microcystic adnexal carcinoma from infiltrative basal cell carcinoma and squamous cell carcinoma with ductal differentiation. Our experience indicates that microcystic adnexal carcinoma and desmoplastic trichoepithelioma have a similar immunohistochemical profile that is, CK15 þ and BerEP4 þ /; thus, additional studies are needed to separate these two entities. Modern Pathology (2008) 21, 178–185; doi:10.1038/modpathol.3801000; published online 7 December 2007 Keywords: microcystic adnexal carcinoma; squamous cell carcinoma with ductal differentiation; desmoplastic



trichoepithelioma; infiltrative basal cell carcinoma; cytokeratin 15; BerEP4



First reported in 1982 by Goldstein et al,1 microcystic adnexal carcinoma has been referred to by a variety of names—all of which allude to the clinical behavior and histopathologic features of this lesion. Briefly, these include sweat gland carcinoma with syringomatous features, malignant syringoma, sclerosing sweat duct carcinoma and syringomatous carcinoma.2–5 Clinically, microcystic adnexal carcinoma has a predilection for the head and neck area and is slow growing but locally aggressive.6–8 From a Correspondence: Dr MP Hoang, MD, Dermatopathology Unit, Massachusetts General Hospital, 55 Fruit Street, Warren 820, Boston, MA 02114, USA. E-mail: [email protected] Received 23 July 2007; revised and accepted 08 October 2007; published online 7 December 2007



histopathologic perspective, the main differential diagnosis for microcystic adnexal carcinoma, a stratified, infiltrating neoplasm characterized by a superficial component of keratinous cysts and a deeper component of smaller nests and strands of cells embedded in a markedly hyalinized stroma, is sclerosing/infiltrative basal cell carcinoma and desmoplastic trichoepithelioma. In addition, we noticed misdiagnosis of a few cases of microcystic adnexal carcinoma as squamous cell carcinoma at our institution—most likely a consequence of the biopsy technique (superficial shave). The differentiation of microcystic adnexal carcinoma from any of these other entities is not merely semantic but extremely relevant to clinical management. Microcystic adnexal carcinoma has an increased propensity for perineural invasion—a feature that is
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believed to account for its high recurrence rate. While local recurrence is reported in 50% of cases of microcystic adnexal carcinoma with positive margins, 40–60% of patients experience one or more local recurrences anywhere from 6 months to 30 years after standard wide local excision.4,6,7,9–11 Thus, while the standard of care for microcystic adnexal carcinoma is wide local excision, no further management is mandated for a desmoplastic trichoepithelioma. Therefore, although the histology of microcystic adnexal carcinoma is fairly distinctive, it appears that immunohistochemical confirmation of the same would be a useful ancillary tool. This is particularly true if the biopsy is a superficial one precluding an appreciation of the characteristic stratified nature of the neoplasm—a defining feature of microcystic adnexal carcinoma. However, studies investigating the utility of immunohistochemistry in the diagnosis of microcystic adnexal carcinoma are few and restricted both in the spectrum of lesions and antibodies studied (Table 1).12–26 Thus, even though immunohistochemical comparisons of microcystic adnexal carcinoma vs infiltrative basal cell carcinoma and desmoplastic trichoepithelioma exist in the published literature, they are confined to a single stain; and to date, only two studies employing a panel of immunohistochemical stains are performed.17,19,21,23,24,26 In addition, a comparative study of microcystic adnexal carcinoma with squamous cell carcinoma particularly squamous cell carcinoma with ductal differentiation has not, to our knowledge, been reported previously. We sought to ascertain the utility of immunohistochemistry in differentiating microcystic adnexal carcinoma from its histologic mimics by using a comprehensive immunohistochemical panel that included stains previously and even more recently reported to be diagnostically useful (CK7, CK20, CD15, CEA and BerEP4). In addition, we expanded the panel to incorporate novel stains (CK15, CD10 and CK903). All of the lesions included in the study were characterized by infiltrating strands and islands of cells. They included 13 microcystic adnexal carcinoma, eight desmoplastic trichoepithelioma, eight squamous cell carcinoma of which five exhibited ductal differentiation, and 10 infiltrative basal cell carcinoma.



Materials and methods The study was approved by the UMass Medical Center (IRB No H-12484) and University of Texas Southwestern Medical Center (IRB No 062007-076) institutional review boards. Archival materials were retrieved from the pathology files of UMass Medical Center, Worcester, MA, USA. Briefly, these included nine cases of microcystic adnexal carcinoma, eight cases of squamous cell carcinoma, eight cases of desmoplastic trichoepithelioma, and 10 cases of



infiltrative basal cell carcinoma (Table 2). Of the squamous cell carcinoma category, we included five cases of squamous cell carcinoma with ductal differentiation. Four additional cases of microcystic adnexal carcinoma were retrieved from the archives of University of Texas Southwestern Medical Center, (Dallas, TX, USA) and University of Colorado Health Sciences Center (Aurora, CO, USA). Histologic sections of all cases were re-reviewed and the diagnoses confirmed independently by two dermatopathologists (MPH and MM). All patient data were de-identified. Immunohistochemical studies were performed on five-micrometer-thick sections of formalin-fixed, paraffin-embedded tissue. Antigen retrieval was carried out with heat-induced epitope retrieval buffer in an 800-W microwave oven for 15 min for all stains with the exception of BerEP4; in which digestion with proteinase-K (Dako, Carpinteria, CA, USA) for 5 min was performed. The slides were stained on the DAKO Autostainer using the EnVision þ (Dako) staining reagents and primary antibodies against CD10 (56C6, 1:10, Vector Laboratories, Burlingame, CA, USA), CD15 (MMA, 1:20, BD Biosciences, San Jose, CA, USA), CEA (1:6000, Dako), CK903 (34bE12 1:50, Dako), CK7 (OV-TL 12/ 30, 1:100, Dako), CK20 (Ks 20.81:200, Dako), CK15 (LHK15, 1:80, NeoMarkers, Fremont, CA, USA), and BerEP4 (BerEP4, 1:150, Dako). Appropriate positive and negative controls were included. The immunostains were reviewed by two dermatopathologists (MPH, MM), and disagreements were reviewed together to achieve a consensus score. Positive staining of CK15, CK7, CK20, CK903, CD10, CD15, CEA and BerEP4 was scored as 3 þ (greater than 50% of the tumor cells), 2 þ (10–49%) or 1 þ /negative (less than 10%).



Results Microcystic Adnexal Carcinoma



A total of 13 cases with a male/female ratio of 3:7 was studied. Thirteen specimens of microcystic adnexal carcinoma were from 10 patients (age range, 65–93 years; mean, 79 years; median, 80 years). Two patients had recurrent disease. Involved sites included the lower eyelid (one patient), nose (two patients), cheek (two), perioral (one), upper lip (one), chin (one), neck (one) and axilla (one). Histologic features of all cases were characterized by superficial portion composed of small keratocysts (containing lamellar keratin) with alternating islands and strands of basaloid and epithelioid cells showing variable ductal differentiation and calcification (Figure 1a). The mid portion of the tumor was characterized by strands rather than islands (Figures 1a and 2a) and the deep portion, extending into the subcutaneous tissue and muscle (Figures 1b and 2b) by even smaller nests and strands of cells in a Modern Pathology (2008) 21, 178–185
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Table 1 Historic overview of immunohistochemical profile of microcystic adnexal carcinoma to date 1986 12 Cases studied Alphalactalbumin Alpha-smooth muscle actin Bcl-2



a



1



1987 14 2 1/2



1988



1990



1990



15



16



17



1



1



12



1993 18



1995 19



1995 20



2000 21



2001 22



2001 23



2005 24



2006 25



13



Current study 2007 13



0/13



5/13



2007 26



17



6



8



8



3



10



0/3



+



7



1



1/1



Focal + +a 0/2 1/2



1/6 0/10 5/7 2/2 2/2 a



1/1 a



2/2 a 2/2



4/13 1/13 a



6/12 1/1 a



1/1 a



7/12 12/12



0/5 7/7 a 1/1



0/6



0/10 a



3/3



a



10/10 10/10



4/13 a



1/1 1/1 a



2/13 a



1/1 8/12 12/12



1/1 12/13



0/8



0/10



1/1 1/1 0/1 13/13



2/2



+a



7/12 2/8





 Lihat lebih banyak...



Comentários



























Relatórios "Microcystic adnexal carcinoma: an immunohistochemical reappraisal "






Por favor, preencha este formulário, tentaremos o mais rápido possível.


Teu nome




Correio eletrônico




Razão
-Escolha um motivo-
Pornografia
Difamação
Ilegal / Haram
Spam
Outros termos de serviço
Arquivar uma reclamação de direitos autorais





Descrição do Produto








Fechar
Enviar














Download "Microcystic adnexal carcinoma: an immunohistochemical reappraisal "





Somos uma comunidade de intercâmbio. Por favor, ajude-nos com a subida  1  um novo documento ou um que queremos baixar:



ARQUIVO DO DOCUMENTO DE ATUALIZAÇÃO


OU DOWNLOAD IMEDIATAMENTE













Fechar













Compartilhar e Incorporar "Microcystic adnexal carcinoma: an immunohistochemical reappraisal "





Copie e cole esse script de incorporação para o local onde deseja incorporar



Incluir Script




Tamanho(px)
750x600
750x500
600x500
600x400





URL










Fechar











 
 
 



Sobre nós | 
Termos | 
Privacidade | 
Direito autoral | 
Contato










Copyright © 2017 DADOSPDF Inc.






