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Case Report 

Malignant hidradenoma of the nasal tip mimicking basal cell carcinoma: A 

diagnostic pitfall 
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Abstract 

Malignant hidradenoma is a rare eccrine sweat gland tumor, most commonly occurring in the head and neck, followed by the extremities; however, involvement 

of the nasal tip is exceptionally uncommon. These tumors typically present as slow-growing, painless nodules and can mimic more common cutaneous 

malignancies, leading to diagnostic challenges. We report an 81-year-old female with a large, cauliflower-like mass over the nasal tip persisting for 3–4 years, 

clinically suspected as basal cell carcinoma due to its location and appearance. The patient underwent wide local excision with pedicled flap reconstruction, 

and histopathological evaluation confirmed malignant hidradenoma, with no nodal or distant metastasis. The unusual site and deceptive clinical appearance of 

this tumor emphasize the importance of including malignant hidradenoma in the differential diagnosis of nasal lesions. Early recognition, histopathological 

confirmation, and complete excision are crucial for reducing recurrence and ensuring optimal management. 
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1. Introduction 

Malignant Hidradenoma, also known as 

hidradenocarcinoma, is a rare and aggressive neoplasm of 

sweat gland origin, accounting for less than 0.001% of all 

skin tumors and approximately 6% of malignant adnexal 

neoplasms of eccrine origin.1 It typically affects individuals 

over 40 and commonly arises on the scalp, trunk, and 

extremities. Head and neck involvement is less frequent, and 

presentation on the nose, especially the nasal tip, is 

exceedingly rare.2,3 

These tumors may arise de novo or from preexisting 

benign hidradenomas.4 Histologically, malignant 

hidradenomas are characterized by infiltrative growth, 

nuclear pleomorphism, increased mitotic activity (more than 

4 mitoses per 10 high-power fields), necrosis, and a high Ki-

67 proliferation index (>10%).5 Immunohistochemical 

studies often aid in distinguishing malignant from benign 

forms. 

Standard treatment involves wide local excision with 

negative margins, with or without sentinel lymph node 

biopsy. Despite surgical management, recurrence rates are 

high, and distant metastases have been reported.6 Given the 

functional and aesthetic complexity of the nasal tip, 

malignant hidradenomas in this region present unique 

challenges in both oncologic resection and reconstruction. 

We report a rare case of Malignant Hidradenoma located 

at the tip of the nose, highlighting its clinical presentation, 

histopathologic features, surgical management, and 

reconstructive considerations. 
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2. Case Report 

An 81-year-old female presented to the ENT outpatient 

department with a large, cauliflower-like, pedunculated mass 

over the tip of the nose (Figure 1). The lesion had been 

gradually increasing in size over the past 3-4 years and had 

recently ulcerated and started bleeding. The mass had a firm 

consistency, was non-tender, and mobile in all directions, 

with no signs of intranasal extension or lymphadenopathy. 

3. Investigations 

Clinical examination revealed a pink, multi-lobulated, 

pedunculated mass measuring approximately 6 cm × 5 cm × 

4 cm. It extended vertically from the nasal dorsum to the tip 

and transversely between both the alae, with no adherence to 

underlying structures (Figure 1). The overlying skin was 

ulcerated in places. Anterior rhinoscopy was normal. No 

lymphadenopathy was noted. Based on clinical examination, 

basal cell carcinoma was considered as one of the differential 

diagnoses. 

 

Figure 1: Multiple photographs of the patient showing the 

lesion from multiple angles 

3.1. Treatment 

The patient underwent wide local excision of the nasal mass 

with 1cm tumor-free margins. As per the size and location of 

the resultant defect over the nasal tip, a paramedian forehead 

flap based on the right supratrochlear artery was planned. The 

flap was raised in the subgaleal plane and inset into the nasal 

defect. The pedicle was divided at three weeks, and minor 

revisions were performed for contouring (Figure 2). The 

patient healed well with satisfactory aesthetic and functional 

results. No recurrence was noted on short-term follow-up. 

 

 

Figure 2: Operative and postoperative photograph 

4. Histopathology 

Histopathological examination revealed a dermal-based 

tumor composed of nodular lobules and trabeculae of 

epithelial cells with moderate to marked nuclear 

pleomorphism and increased mitotic activity. Ductal 

differentiation with the area of necrosis was noted. The tumor 

showed an infiltrative growth pattern. Resection margins 

were tumor-free. The features were consistent with 

Malignant Hidradenoma (Figure 3). Immunohistochemistry 

was done outside, which showed eccrine differentiation. 

 

Figure 3: Histopathology of tumor. (H & E stain); A): Tumor 

cells seen arranged in nodules. (H&E, 40); B): Tumor cells 

seen infiltrating the superficial dermis with overlying thinned 

out epidermis, marked by the black arrow. (H&E, 100); C): 

Oval to spindled mildly pleomorphic cells arranged in sheets, 

showing vesicular nuclei and a moderate amount of pale 

cytoplasm. (H&E, 200); D): Mitotic figures seen marked by 

Black arrow (H&E, 400) 
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5. Discussion 

Malignant Hidradenoma, also known as 

hidradenocarcinoma, is a rare and aggressive adnexal tumor 

that arises predominantly from eccrine sweat glands.7  These 

tumors account for a small fraction of all cutaneous sweat 

gland neoplasms and often present diagnostic and therapeutic 

challenges due to their rarity and clinical overlap with other 

skin malignancies.  

Our patient’s presentation with a longstanding nodular 

lesion is consistent with the natural history of malignant 

hidradenomas, which tend to grow slowly over months or 

years before becoming clinically apparent or symptomatic.7,8  

This indolent course frequently leads to delayed diagnosis, 

often after the lesion has increased in size, ulcerated, or 

developed features suggestive of malignancy. In many cases, 

these tumors may be initially misdiagnosed as benign entities 

such as cysts, lipomas, or benign hidradenomas, underscoring 

the importance of maintaining a high index of suspicion when 

evaluating persistent or enlarging skin nodules. 

Clinically and histologically, Malignant Hidradenomas 

can mimic other cutaneous malignancies, including basal cell 

carcinoma, squamous cell carcinoma, and Merkel cell 

carcinoma, as well as metastatic carcinomas from other sites.8 

Ulceration and rapid growth can especially obscure the 

diagnosis. In our case, the clinical differential diagnosis 

included basal cell carcinoma due to the lesion’s appearance 

and chronicity.  Its pathogenesis is not fully elucidated, but it 

is believed to involve the malignant transformation of benign 

eccrine hidradenomas through the accumulation of genetic 

alterations, including mutations in TP53, PIK3CA, and cell 

cycle regulatory genes.9,11  

Histopathological examination remains the gold 

standard for diagnosis, where features such as infiltrative 

tumor borders, perineural invasion, vascular invasion, and a 

high mitotic index distinguish malignant hidradenomas from 

benign counterparts.9 In our case, perineural invasion and 

vesicular invasion were not present; however, a high mitotic 

index and infiltrative tumor borders favoured the diagnosis. 

Immunohistochemistry supported eccrine differentiation, 

showing positivity for EMA, CEA, and cytokeratin, helping 

to rule out other cutaneous malignancies. Genetic studies, 

although not performed in our case, can aid in the diagnosis 

of ambiguous lesions and provide insight into tumor biology. 

The biological behavior of malignant hidradenomas is 

variable. Although these tumors are locally aggressive, with 

a propensity for recurrence following excision, the incidence 

of distant metastases is relatively low but clinically 

significant when present.9  Common sites of metastasis 

include regional lymph nodes, lungs, and bones. Factors 

associated with poor prognosis include deep tissue invasion, 

lymphovascular involvement, perineural invasion, and high 

mitotic rate.9   Given these risks, thorough staging 

investigations and long-term follow-up are essential 

components of management. 

Surgical excision with wide, tumor-free margins remains 

the mainstay of treatment, with adjuvant radiotherapy 

considered in cases of recurrence or high risk.10,12 Margin 

status correlates closely with recurrence risk, underscoring 

the importance of meticulous surgical technique and 

intraoperative margin assessment whenever feasible. The 

role of adjuvant radiotherapy is not well defined but may be 

considered in cases with positive margins, perineural 

invasion, or recurrent disease.10,12 Chemotherapy and 

targeted therapies have not been extensively studied in this 

tumor due to its rarity and lack of clinical trials. Emerging 

reports suggest potential benefits of systemic treatments in 

metastatic or unresectable cases, but the evidence remains 

anecdotal.  

Our case highlights several key clinical and pathological 

features of Malignant Hidradenoma: prolonged lesion 

duration, clinical mimicry of other skin cancers, histological 

evidence of malignancy, and the imperative for wide surgical 

excision. Given the lack of established guidelines, reporting 

such cases adds to the collective understanding and may 

eventually inform standardized approaches. 

6. Conclusion 

Malignant hidradenoma is an uncommon and diagnostically 

challenging adnexal tumor that may clinically mimic more 

common cutaneous malignancies such as basal cell 

carcinoma or squamous cell carcinoma. The present case is 

unique due to its prolonged indolent course, deceptive 

clinical appearance, and eventual confirmation as a rare 

Malignant Hidradenoma on histopathology. This highlights 

the importance of maintaining a high index of suspicion for 

adnexal malignancies in persistent or atypical skin nodules, 

given their rare incidence. Early biopsy and meticulous 

histopathological evaluation are crucial for accurate 

diagnosis. Wide local excision with negative margins 

remains the primary treatment, and vigilant long-term follow-

up is vital due to the high risk of local recurrence and 

potential for metastasis. Documentation of such rare 

presentations contributes valuable insight to the limited 

existing literature and may help evolve standardized 

guidelines for diagnosis and management. 
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