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Abstract: Undifferentiated pleomorphic sarcoma (UPS) is an aggressive soft tissue sarcoma with
a poor prognosis. The patients are usually found to have metastasis when the primary tumor is
diagnosed. Eccrine syringofibroadenoma (ESFA) is a rare cutaneous adnexal lesion of eccrine duct
origin. There are five subtypes, one of which is reactive ESFA, known to occur in reaction to an
inflammatory or neoplastic process. In this article, we report a case of the co-existence of both
UPS and ESFA in a 70-year-old male patient, presenting with a painless, erythematous, irregular
surface nodule with a peripherally extended brownish hyperkeratotic plaque on the right palm. The
histologic findings revealed an ill-defined dermal tumor of atypical epithelioid and spindle-shaped
cells with large pleomorphic hyperchromatic nuclei and abundant eosinophilic cytoplasm. Some
of those cells were multinucleated giant cells in the stroma with vascular proliferation and mixed
inflammatory cell infiltrate. The tumor cells, which were only positive for vimentin, supported
the diagnosis of undifferentiated pleomorphic sarcoma (UPS). Meanwhile, the overlying epidermis
demonstrated hyperkeratosis, papillated epidermal hyperplasia, and proliferation of anastomosing
slender cords and strands of cuboid cells within loose fibrovascular stroma. These findings are the
characteristics of eccrine syringofibroadenoma (ESFA). We describe here a patient in whom reactive
ESFA occurred on and surrounded the UPS tumor.

Keywords: undifferentiated pleomorphic sarcoma; eccrine syringofibroadenoma; malignant fibrous
histiocytoma; soft tissue sarcoma

1. Introduction

Undifferentiated pleomorphic sarcoma (UPS), previously termed malignant fibrous
histiocytoma, is a neoplasm of soft tissues. The patients usually present with a painless,
abruptly growing circumscribed mass on extremities. It is reported to affect males more
than females. The most common age group is 50 to 70 years old. It often involves the lower
and upper extremities, while other parts, such as the chest wall, retroperitoneum, abdomen,
head, and neck, can also be found [1,2].

Eccrine syringofibroadenoma (ESFA) is a rare cutaneous adnexal lesion of eccrine duct
origin. However, it remains unclear whether ESFA is a neoplastic process, hamartoma, or
reactive eccrine hyperplasia [3]. In this report, we present a rare case of a patient with both
UPS and reactive ESFA on the palm. To the best of our knowledge, the co-existence of UPS
and reactive ESFA has never been reported in English literature so far.
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2. Case Report

A 70-year-old male patient with no known underlying disease noticed a painless
erythematous irregular surface nodule on his right palm for five years. The nodule enlarged
more rapidly, developing a peripherally extended brownish hyperkeratotic plaque within
one year. Dermatological examination revealed a firm, faint erythematous verrucous
nodule size of 1 × 1 cm, surrounded by a brownish infiltrative plaque on the right palm
(Figure 1).
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Figure 1. A firm, faint erythematous verrucous nodule size of 1 × 1 cm, surrounded by a brownish 
infiltrative plaque on the right palm. 

An excisional biopsy was performed, and then the entire nodule, with some part of 
the brownish hyperkeratotic plaque located inferior to the nodule, was sent for histo-
pathological evaluation. The remaining lesion were shown in Figure 2. 

 
Figure 2. Two weeks after the excision of the nodule with some part of the brownish hyperkeratotic 
plaque on the right palm. 

Microscopic examination revealed an ill-defined, densely packed cellular tumor oc-
cupying the entire dermis and invading beyond the base of the biopsy specimen without 
any connection to the overlying epidermis. The tumor consisted of pleomorphic epitheli-
oid and spindle-shaped cells. The tumor cell morphologies were markedly atypical, with 
large hyperkeratotic irregular or vesicular nuclei and prominent nucleoli, multiple mi-
toses, including atypical mitotic figures, and multinucleated giant cells (Figures 3 and 4). 
The stroma consisted of delicate vasculature, focal myxoid changes, and a mixture of acute 
and chronic inflammatory cells. 

Figure 1. A firm, faint erythematous verrucous nodule size of 1 × 1 cm, surrounded by a brownish
infiltrative plaque on the right palm.

An excisional biopsy was performed, and then the entire nodule, with some part of
the brownish hyperkeratotic plaque located inferior to the nodule, was sent for histopatho-
logical evaluation. The remaining lesion were shown in Figure 2.
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Figure 2. Two weeks after the excision of the nodule with some part of the brownish hyperkeratotic
plaque on the right palm.

Microscopic examination revealed an ill-defined, densely packed cellular tumor occu-
pying the entire dermis and invading beyond the base of the biopsy specimen without any
connection to the overlying epidermis. The tumor consisted of pleomorphic epithelioid
and spindle-shaped cells. The tumor cell morphologies were markedly atypical, with
large hyperkeratotic irregular or vesicular nuclei and prominent nucleoli, multiple mitoses,
including atypical mitotic figures, and multinucleated giant cells (Figures 3 and 4). The
stroma consisted of delicate vasculature, focal myxoid changes, and a mixture of acute and
chronic inflammatory cells.
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The overlying epidermis showed hyperkeratosis, papillated epidermal hyperplasia,
and a proliferation of anastomosing slender epithelial cords and strands from multiple foci
of the epidermis, enclosed in loose fibrovascular stroma. The epithelial strand consisted of
poroid cells, some of which showed ductal lumina rimmed by a homogeneous eosinophilic
cuticle (Figure 5).

An immunohistochemical analysis was performed, revealing that the tumor cells were
strongly positive only for vimentin. The other markers, including cytokeratin AE1/AE3,
EMA, S100 protein, SMA, desmin, CD10, CD34, and CD68, were all negative.
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Figure 3. (a) Scanning view demonstrating an ill-defined, densely cellular dermal tumor affecting 
the entire dermis without any connection to the overlying epidermis (Hematoxylin and Eosin, 
×20). (b) Medium-power view demonstrating the tumor composed of atypical epithelioid and 
spindle-shaped cells with marked pleomorphic hyperchromatic or vesicular nuclei (Hematoxylin 
and Eosin, ×100). 
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Figure 4. (a) Tumor cells show pleomorphic nuclei and abundant cytoplasm as well as multinucle-
ated giant cells (black arrow). (b) Tumor cells exhibit marked pleomorphic bizarre-shaped nuclei; 
some atypical mitotic figures are occasionally observed (black arrow) (Hematoxylin and Eosin, 
×400). 

The overlying epidermis showed hyperkeratosis, papillated epidermal hyperplasia, 
and a proliferation of anastomosing slender epithelial cords and strands from multiple 
foci of the epidermis, enclosed in loose fibrovascular stroma. The epithelial strand con-
sisted of poroid cells, some of which showed ductal lumina rimmed by a homogeneous 
eosinophilic cuticle (Figure 5). 

Figure 3. (a) Scanning view demonstrating an ill-defined, densely cellular dermal tumor affecting
the entire dermis without any connection to the overlying epidermis (Hematoxylin and Eosin, ×20).
(b) Medium-power view demonstrating the tumor composed of atypical epithelioid and spindle-shaped
cells with marked pleomorphic hyperchromatic or vesicular nuclei (Hematoxylin and Eosin, ×100).
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Figure 5. (a) Scanning view demonstrating hyperkeratosis, papillomatosis, and proliferation of thin 
anastomosing slender cords and strands of epithelial cells from multiple foci of the epidermis, en-
closing loose fibrovascular stroma (Hematoxylin and Eosin, ×20). (b) High-power view demonstrat-
ing the epithelial strands, which consist of uniform poroid cells with ductal differentiation (Hema-
toxylin and Eosin, ×200). 

An immunohistochemical analysis was performed, revealing that the tumor cells 
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AE1/AE3, EMA, S100 protein, SMA, desmin, CD10, CD34, and CD68, were all negative. 

On the basis of the histological and immunohistochemical analysis, the diagnosis of 
undifferentiated pleomorphic sarcoma with reactive eccrine syringofibroadenoma was 
made. After the excisional biopsy, the patient underwent magnetic resonance imaging 
(MRI) of the right hand for further investigation. The study revealed mild edema of the 
overlying subcutaneous fat tissue at the excised area without a detectable mass. There was 
an enhancing nodule size of 0.7 × 0.3 × 0.2 cm at the ulnar dorsal side of the first proximal 
phalangeal shaft. The lesion abutted and caused cortical erosion at the proximal phalanx. 
The mass was located deep in the extensor pollicis longus tendon. Further tissue diagnosis 
or monitoring mass progression with MRI was recommended to rule out metastasis. The 
computed tomography scan of the chest and upper abdomen revealed no detectable pul-
monary nodule, significant lymphadenopathy or bone metastasis. However, low-density 
liver nodule sizes of 0.8 × 0.3 cm at segments 4 to 8 and 0.5 × 0.4 cm at segment 5 were 
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wider excision of the tumor on the palm were initially planned. Unfortunately, the patient 
was lost to follow-up. 
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Figure 5. (a) Scanning view demonstrating hyperkeratosis, papillomatosis, and proliferation of thin
anastomosing slender cords and strands of epithelial cells from multiple foci of the epidermis, enclos-
ing loose fibrovascular stroma (Hematoxylin and Eosin, ×20). (b) High-power view demonstrating
the epithelial strands, which consist of uniform poroid cells with ductal differentiation (Hematoxylin
and Eosin, ×200).

On the basis of the histological and immunohistochemical analysis, the diagnosis of
undifferentiated pleomorphic sarcoma with reactive eccrine syringofibroadenoma was
made. After the excisional biopsy, the patient underwent magnetic resonance imaging
(MRI) of the right hand for further investigation. The study revealed mild edema of the
overlying subcutaneous fat tissue at the excised area without a detectable mass. There
was an enhancing nodule size of 0.7 × 0.3 × 0.2 cm at the ulnar dorsal side of the first
proximal phalangeal shaft. The lesion abutted and caused cortical erosion at the proximal
phalanx. The mass was located deep in the extensor pollicis longus tendon. Further
tissue diagnosis or monitoring mass progression with MRI was recommended to rule out
metastasis. The computed tomography scan of the chest and upper abdomen revealed no
detectable pulmonary nodule, significant lymphadenopathy or bone metastasis. However,
low-density liver nodule sizes of 0.8 × 0.3 cm at segments 4 to 8 and 0.5 × 0.4 cm at segment
5 were found, which required further investigation for metastasis and staging. A liver
biopsy and wider excision of the tumor on the palm were initially planned. Unfortunately,
the patient was lost to follow-up.

3. Discussion

UPS is one of the most common subtypes of soft tissue sarcoma, previously known as
malignant fibrous histiocytoma (MFH) [2].

MFH, previously known as a soft tissue sarcoma, was considered to be of fibrohistio-
cytic lineage. The term MFH is no longer in use after careful pathologic and immunohisto-
chemical analysis showed no evidence of true histiocytic differentiation. It was replaced
by the term ‘UPS’ [4]. Many lesions previously called MFH have been reclassified into
lineage-specific sarcomas such as liposarcoma, leiomyosarcoma, rhabdomyosarcoma, ma-
lignant peripheral nerve sheath tumor, and osteosarcoma [5,6]. Currently, the World Health
Organization has classified the existence of UPS in the category of soft tissue tumors of
uncertain differentiation [7].

UPS represents about 5% of all soft tissue sarcomas. The tumors commonly occur
on the lower and upper extremities as deep-seated tumors that usually affect adults aged
50–70 years old [1,8]. UPS includes not only neoplasm from the skin but also sarcoma from
internal organs, retroperitoneal, and osteoid origins [1].
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Upon reviewing our patient’s detailed history, it was noted that five years ago, the
patient observed a small lump on his palm. It was initially believed to be a wart and
was treated topically, which resulted in some improvement, although it was never fully
resolved.

Approximately one year ago, the patient noticed the lump had grown, and there was
also a surrounding brown discoloration. At this point, we cannot conclusively determine
whether the events from five years ago are related to the current condition. The exact
duration of the tumor’s presence remains unclear, and thus we cannot definitively assess
whether there has been a lack of rapid growth. Typically, UPS presents as a painless,
enlarging mass, often over a period of several months, although in some cases, the duration
may be significantly longer depending on the rate of growth. A rapid increase in growth
usually prompts patients to seek medical attention promptly.

The histopathological appearance of the tumor is not very consistent, other than
showing closely packed tumor cells with various morphologies of atypical spindle-shaped
cells and epithelioid cells with pleomorphic, hyperchromatic, or vesicular nuclei, as well as
atypical multinucleated giant cells and often atypical mitotic figures.

Differential diagnoses may include dermatofibroma (DF) with monster cells, atypical
fibroxanthoma (AFX), poorly differentiated squamous cell carcinoma, melanoma, and other
sarcomas that commonly affect the skin.

UPS may be confused with DF with monster cells, a subtype of early-evolving lesion.
Although DF with monster cells may display strikingly atypical mononuclear cells or mult-
inucleated giant cells [9,10], it is distinguished from UPS by its typical histologic features
of DF in the background, such as epidermal hyperplasia with broad rete ridge elonga-
tion, epidermal hyperpigmented fibrohistiocyte proliferation, including sederophages and
lipophages, which interpose among keloidal collagen bundles, and perivascular lympho-
cytic infiltrate at the periphery of the lesion [11].

Atypical AFX histologically resembles UPS, which consists of atypical spindle-shaped
and epithelioid tumor cells with marked pleomorphic nuclei [12–14]. However, AFX is
usually relatively well-demarcated and confined to the dermis [1]; furthermore, it has
negative reactivity for CD10 and CD68 [14]. In our patient, the negative CD10 and CD68
help exclude AFX.

The negative reactivity of tumor cells for other lineage-specific markers, such as cytoker-
atin AE1/AE3, S100 protein, CD34, and SMA/desmin, allows distinction from poorly differen-
tiated squamous cell carcinoma, melanoma, angiosarcoma, and leiomyosarcoma, respectively.

In this patient, the lesion appears to be a small, superficial 1 × 1 cm mass due to
the visible exophytic portion. However, the tumor has invaded beyond the subcutaneous
tissue, reaching the bone and tendon, which is inconsistent with the typical presentation of
AFX, where the lesion is usually confined to the dermis. Moreover, the lower portion of
the lesion extends widely beyond the superficial nodule, beneath a large overlying eccrine
tumor (ESFA), measuring 4 × 5 cm.

Several factors, such as tumor depth, size, histological subtype, the patient’s age, and
local recurrence, consistently correlate with prognosis, including metastasis and survival.
For instance, tumors that are low-grade (<5 cm deep) with a histologic myxoid subtype
and occur in patients under 50 years of age are associated with a more favorable prognosis.
However, in this case, prognosis cannot be predicted solely based on histopathology. Long-
term follow-up is necessary, as local recurrence and distant metastases typically develop
within 12–24 months, although only a minority of patients develop metastases after five
years [15].

ESFA is a rare, benign, cutaneous adnexal lesion of the acrosyringium of eccrine sweat
ducts. It has variable clinical appearances, ranging from a solitary papule or nodule to
multiple lesions with palmoplantar distribution or keratoderma [16]. ESFA is categorized
into 5 subtypes according to its clinical presentation: (1) solitary ESFA, (2) multiple ESFA
associated with anhidrotic ectodermal dysplasia, (3) multiple ESFA without associated
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cutaneous findings, (4) non-familial unilateral linear ESFA, and (5) reactive ESFA associated
with an inflammatory or neoplastic process [17,18].

Reactive ESFA is probably a consequence of repeated damage to the eccrine sweat
ducts initiated from the primary process and thus contributing to cellular proliferation.

It can occur in association with chronic inflammation such as skin ulcers, chronic lym-
phedema, venous stasis, burn scars, lichen planus, leprosy, and bullous pemphigoid [19–23].
It can be rarely associated with preexisting malignant skin tumors such as squamous cell
carcinoma, Bowen’s disease, basal cell carcinoma, porocarcinoma, and Merkel cell carci-
noma [24–28]. Up to date, the associated reactive ESFA with UPS has not been reported.
This article presents a case of reactive ESFA that occurred in association with UPS.

Author Contributions: Conceptualization, V.V., I.T. and S.J.; writing—original draft preparation,
N.D. and R.A.; writing—review and editing, N.D., S.J. and I.T.; supervision, S.J., I.T. and V.V.; project
administration, N.D. All authors have read and agreed to the published version of the manuscript.

Funding: This case report received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Written, informed consent has been obtained from the patient to
publish this paper.

Data Availability Statement: The original contributions presented in the study are included in the
article, further inquiries can be directed to the corresponding authors.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Weiss, S.W.; Enzinger, F.M. Malignant fibrous histiocytoma. Analysis of 200 cases. Cancer 1978, 41, 2250–2566. [CrossRef]

[PubMed]
2. Chen, S.; Huang, W.; Luo, P.; Cai, W.; Yang, L.; Sun, Z.; Zheng, B.; Yan, W.; Wang, C. Undifferentiated Pleomorphic Sarcoma:

Long-Term Follow-Up from a Large Institution. Cancer Manag. Res. 2019, 11, 10001–10009. [CrossRef]
3. Chukwuma, O.; Walker, A.; Motaparthi, K.; Montanez-Wiscovich, M. Recalcitrant erosive plaques on the palms and soles: A rare

manifestation of eccrine syringofibroadenoma. JAAD Case Rep. 2000, 6, 590–592. [CrossRef]
4. Kleihues, P.; Sobin, L.H. World Health Organization classification of tumours. In Pathology and Genetics of Tumours of Soft Tissue

and Bone; Fletcher, C.D.M., Unni, K.K., Mertens, F., Eds.; IARC Press: Lyon, France, 2002; pp. 120–125.
5. Fletcher, C.D. Pleomorphic malignant fibrous histiocytoma: Fact or fiction? A critical reappraisal based on 159 tumors diagnosed

as pleomorphic sarcoma. Am. J. Surg. Pathol. 1992, 16, 213–218. [CrossRef] [PubMed]
6. Fletcher, C.D.; Gustafson, P.; Rydholm, A.; Willén, H.; AÅkerman, M. Clinical pathologic re evalulation of 100 malignant fibrous

histiocytomas: Prognostic relevance of subclassification. J. Clin. Oncol. 2001, 19, 3045–3050. [CrossRef]
7. Sbaraglia, M.; Bellan, E.; Dei Tos, A.P. The 2020 WHO Classification of Soft Tissue Tumours: News and perspectives. Pathologica

2021, 113, 70–84. [CrossRef] [PubMed]
8. Bertoni, F.; Capanna, R.; Biagini, R.; Bacchini, P.; Guerra, A.; Ruggieri, P.; Present, D.; Campanacci, M. Malignant fibrous

histiocytoma of soft tissue. An analysis of 76 cases located and deep seated in the extremities. Cancer 1985, 56, 356–367. [CrossRef]
9. Tamada, S.; Ackerman, A.B. Dermatofibroma with monster cells. Am. J. Dermatopathol. 1987, 9, 380–387. [CrossRef]
10. Setoyama, M.; Fukumaru, S.; Kanzaki, T. Case of Dermatofibroma with monster cells: A review and an immohistochemical study.

Am. J. Dermatopathol. 1997, 19, 312–315. [CrossRef]
11. Kaddu, S.; Mc Menamin, M.E.; Fletcher, C.D.M. Atypical fibrous histiocytoma of the skin: Clinicapathologic analysis of 59 cases

of evidence of infrequent metastasis. Am. J. Surg. Pathol. 2002, 26, 35–46. [CrossRef]
12. Beer, T.W.; Drury, P.; Heenan, P.J. Atypical fibroxanthema: A histological and Immunohistochemical review of 171 cases. Am. J.

Dermatopathol. 2010, 32, 533–540. [CrossRef] [PubMed]
13. Luzar, B.; Calonje, E. Morphological and Immunohistochemical characteristics of atypical fiboxanthoma with a special emphasis

on potential diagnostic pitfalls: A review. J. Cutan. Pathol. 2010, 37, 301–319. [CrossRef]
14. Mirza, B.; Weedon, D. Atypical fibroxanthoma: A clincopathological study of 89 cases. Australas. J. Dermatol. 2005, 46, 235–238.

[CrossRef]
15. Engellau, J.; Anderson, H.; Rydholm, A.; Bauer, H.C.; Hall, K.S.; Gustafson, P.; Åkerman, M.; Meis-Kindblom, J.; Alvegård,

T.A.; Nilbert, M. Time dependence of prognostic factors for patients with soft tissue sarcoma a Scandinavian group study of
338 malignant fibrohistiocytoma. Cancer 2004, 100, 2233–2239. [CrossRef]

16. Tiwary, A.K.; Firdous, J.; Mishra, D.K.; Chaudhary, S.S. A case report solitary eccrine syringofibroadenoma. Indian Dermatol.
Online J. 2017, 8, 35. [CrossRef] [PubMed]

https://doi.org/10.1002/1097-0142(197806)41:6%3C2250::AID-CNCR2820410626%3E3.0.CO;2-W
https://www.ncbi.nlm.nih.gov/pubmed/207408
https://doi.org/10.2147/CMAR.S226896
https://doi.org/10.1016/j.jdcr.2020.05.004
https://doi.org/10.1097/00000478-199203000-00001
https://www.ncbi.nlm.nih.gov/pubmed/1317996
https://doi.org/10.1200/JCO.2001.19.12.3045
https://doi.org/10.32074/1591-951X-213
https://www.ncbi.nlm.nih.gov/pubmed/33179614
https://doi.org/10.1002/1097-0142(19850715)56:2%3C356::AID-CNCR2820560226%3E3.0.CO;2-E
https://doi.org/10.1097/00000372-198710000-00003
https://doi.org/10.1097/00000372-199706000-00021
https://doi.org/10.1097/00000478-200201000-00004
https://doi.org/10.1097/DAD.0b013e3181c80b97
https://www.ncbi.nlm.nih.gov/pubmed/20526171
https://doi.org/10.1111/j.1600-0560.2009.01425.x
https://doi.org/10.1111/j.1440-0960.2005.00190.x
https://doi.org/10.1002/cncr.20254
https://doi.org/10.4103/2229-5178.198766
https://www.ncbi.nlm.nih.gov/pubmed/28217470


Dermatopathology 2024, 11 292

17. Starink, T.M. Eccrine synringofibroadenoma: Multiple lesions representing a new cutaneous marker of the Schöpf syndrome, and
solitary nonhereditary tumors. J. Am. Acad. Dermatol. 1997, 36, 569–676. [CrossRef]

18. French, L. Reactive eccrine synringofibroadenoma: An emerging subtype. Dermatology 1997, 195, 309–310. [CrossRef] [PubMed]
19. Trauner, M.A.; Narurkar, V.A.; Ruben, B.S. Eccrine synringofibroadenoma treated with a dual pulse width flashlamp pumped

pulsed dye laser. Dermatol. Surg. 1999, 25, 418–420. [CrossRef]
20. Siriknam, T.; Rojhirunsakool, S.; Vachiramon, V. Reactive eccrine synringofibroadenoma associated with neuropathy, venous

stasis, and diabetic foot ulcer. Case Resp. Dermatol. 2016, 8, 124–129. [CrossRef]
21. Ichikawa, E.; Fujisawa, Y.; Tateishi, Y.; Imakado, S.; Otsuka, F. Eccrine synringofibroadenoma in a patient with aburn scar ulcer.

Br. J. Dermatol. 2000, 143, 591–594. [CrossRef]
22. Kumar, P.; Das, A.; Das, P. Ractive eccrine synringofibroadenoma. Indian J. Dermatol. 2015, 60, 403–405.
23. Nomura, K.; Hashimoto, I. Eccrine synringofibroadenomatosis in two patients with bullous pemphigoid. Dermatology 1997,

195, 395–398. [CrossRef] [PubMed]
24. Temnithikul, B.; Jerasutus, S.; Sudtikoonaseth, P.; Voravutinon, N.; Kootiratrakarn, T.; Kattipathananpong, P. Eccrine synringofi-

broadenoma (ESFA): A report of two cases. Dermatol. Pract. Concept 2016, 6, 5–8. [CrossRef] [PubMed]
25. Lee, J.S.; Park, H.; Yoon, H.S.; Cho, S. Eccrine synringofibroadenoma associated with Bowen’s disease: A case report and review

of the literature. Ann. Dermatol. 2020, 32, 57–63. [CrossRef]
26. Hays, J.P.; Malone, C.H.; Goodwin, B.P.; Wagner, R.F., Jr. Reactive eccrine synringofibroadenoma associated with basal cell

carcinoma: A histologic mimicker of fibroepithelioma of Pinkus. Dermatol. Surg. 2018, 44, 738–740. [CrossRef]
27. D’Amato, M.S.; Patterson, R.H.; Guccion, J.G.; White, J.C.; Krasnow, S.H. Porocarcinoma of heel: A case report with unusual

histologic features. Cancer 1996, 79, 751–757. [CrossRef]
28. Salah, H.T.; Czelusta, A.J.; Sanchez, R.L. Reactive Eccrine Syringofibroadenoma (ESFA) in Association with a Merkel Cell

Carcinoma Excision Scar. Am. J. Dermatopathol. 2023, 45, 137–141. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/S0190-9622(97)70245-7
https://doi.org/10.1159/000245977
https://www.ncbi.nlm.nih.gov/pubmed/9529546
https://doi.org/10.1046/j.1524-4725.1999.08278.x
https://doi.org/10.1159/000446469
https://doi.org/10.1111/j.1365-2133.2000.03715.x
https://doi.org/10.1159/000245997
https://www.ncbi.nlm.nih.gov/pubmed/9529566
https://doi.org/10.5826/dpc.0601a03
https://www.ncbi.nlm.nih.gov/pubmed/26937300
https://doi.org/10.5021/ad.2020.32.1.57
https://doi.org/10.1097/DSS.0000000000001308
https://doi.org/10.1002/(SICI)1097-0142(19960815)78:4%3C751::AID-CNCR10%3E3.0.CO;2-U
https://doi.org/10.1097/DAD.0000000000002334

	Introduction 
	Case Report 
	Discussion 
	References

