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CASE SUMMARY

A 51-year-old patient presented to her
family physician with a 14-year history
of a tender, “pimple-like” lesion on her
left nostril (see Figure 1 for timeline).
Biopsy of the area confirmed squamous
cell carcinoma (SCC), stage 1.! Com-
puted tomography (CT) of the face and
neck reported a small soft-tissue mass
along the left nose extending to (but not
crossing) midline and no nodal involve-
ment. Treatment involved 61 Gy in 25
daily fractions using the parallel-op-
posed pair (POP) technique with 4 MV.
The radiation field covered the left nose
with superior margin falling off the nose,
onto the upper lip, and including the left
nasolabial fold and septum.

Eight years later, the patient pre-
sented again with a lesion in the left
nostril. Pathology and external consul-
tation confirmed syringomatous car-
cinoma due to the infiltrative growth
pattern of a dermal tumor. Treatment
included re-excision of positive mar-
gins, partial rhinectomy, and forehead
flap for nasal reconstruction. Fourteen
years after the diagnosis of syringoma-
tous carcinoma, the patient presented
for surgery to improve cosmesis and
relieve breathing obstruction. Biopsy of

the left nose revealed recurrent syringo-
matous carcinoma that extended deeply
up to but not invading the level of the
cartilage. The patient was not consid-
ered a good candidate for further radi-
ation therapy primarily due to previous
radiation and the relatively indolent
nature of her disease. A subtotal rhinec-
tomy was therefore recommended.

DIAGNOSIS

Radiation-induced syringomatous
carcinoma of the left nose. Differential
diagnosis included fibroblastic/desmo-
plastic trichoepithelioma, basal cell car-
cinoma, syringoma, and syringomatous
carcinoma.

DISCUSSION

Syringomatous carcinoma (SC) is
a rare, slow-growing, heterogenous
tumor of sweat gland origin.? Rarely
metastatic, the most common sites
include the head and neck regions,
particularly the scalp.? Histologically,
the absence of keratinizing cysts and
squamous differentiation (ie, islands
with parakeratotic keratinization) dis-
tinguish SC from other sclerosing
adnexal tumors such as microcystic
adnexal carcinoma (MAC) and squa-
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moid eccrine ductal carcinoma (SEDC),
respectively.? Historically, the literature
did not consistently distinguish between
SC and MAC. Providing an accurate
estimate of incidence for SC is there-
fore challenging. More generally, skin
adnexal carcinomas have an incidence
rate of 5.1 per 1 million person-years.*

Due to the rare nature of SC, its
pathogenesis is not yet well understood.
Development of a closely related neo-
plasm, MAC, however, has been linked
to patients who previously received
radiation treatment.>” Exposure to radi-
ation, whether therapeutic or otherwise,
causes changes in the DNA of normal
tissues, which can lead to tumorigene-
sis.® The site of previous radiation is at
highest risk of radiation-induced sec-
ondary malignancy due to the high ther-
apeutic radiation doses administered.’
Secondary radiation-induced malignan-
cies can occur decades after the initial
radiation treatment.’ The documented
link between previous radiation and
developing MAC suggests that muta-
genesis caused by radiation treatment
for this patient’s squamous cell carci-
noma likely contributed to the develop-
ment of syringomatous carcinoma.

In the reported case, the patient had
no other comorbidities. Her risk fac-
tors included a 50-pack-year smoking
history (she quit in 1972), and minimal
alcohol consumption. Her family his-
tory was significant for a brother who
died from an unknown type of cancer at
the age of 65, and a sister who died from
a brain tumor at the age of 42.
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FIGURE 1. Chronological timeline of patient case including anatomical location, pathology, and treatment modalities.

In addition to the patient’s ineligibil-
ity for further radiation, syringomatous
carcinomas are thought to be resistant
to radiation due to their slow-growing
nature. Wide surgical excision was per-
formed in this case, as it is the first-line
treatment. It has been reported in the
literature, however, that Mohs micro-
graphic surgery allows for a lower rate
of recurrence.!” Micrographic surgery
involves removing layers of tissue in
stages and examining them microscopi-
cally for cancerous cells. The process is
repeated until no cancerous cells remain,
resulting in up to 99% cure rates for skin
malignancies that have not been pre-
viously treated.!' Mohs micrographic
surgery is also considered the first-line
treatment for skin malignancies previ-
ously treated with radiation, and should
be considered in future cases.!!

CONCLUSION

Although radiation-induced MAC
has been reported, there are no previous
reports of radiation-induced syringoma-
tous carcinoma. This report presents a
unique case of likely radiation-induced

syringomatous carcinoma in a patient
previously treated with radiation for
a left intranasal squamous cell carci-
noma. It highlights the difficult bal-
ance between radiation therapy as an
effective oncologic treatment and as a
risk factor for the development of sec-
ondary malignancies. It is additionally
challenging to treat radiation-induced
malignancies, as radiation therapy is
generally no longer an effective treat-
ment option. In delicate locations such
as the head and neck, advanced surgical
techniques such as Mohs micrographic
surgery may be required to treat cutane-
ous radiation-induced malignancies.
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