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Microcystic Adnexal Carcinoma
—Report of a case—

Eundeok Chang, M .D.. Younghee Jee, M .D. and Sunmoo Kim, M.D.
Department of Clinical Pathology Catholic University Medical College, Seonl, Kovea

Microcystic adnexal carcinoma is an unusual, locally aggressive neoplasm that has recently
heen recognized as a clinicopathologic entity. Its histologic appearance includes both pilar and
eccrine differentiation. Microscopically, the tumor consisted of small cysts and gland-like struc-
tures in superficial portion. In other area, basaloid cell nests and abortive hair follicles in the scle-
rotic stroma were seen. The cysts were filled with secretory ensinophilic material, which was
positively stained with Periodic acid-Schiff and carcinoembryonic antigen. Immuno-peroxidase
staining for carcinoembryonic antigen supported the dual differnetiation of this neoplasm. De-
spite the benign histologic appearance, there was deep and extensive infiltration of the subcuta-
neeus tissue, (Korean J Pathol 1993; 27: 290 ~292)
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Fig. 1. A 1x0.7 ecm sized ulceration with indurated
base in upper lip.

%'}1 LS SRR WY T W
Fig. 2. MAC showing cysts formation filled with eo-
sinophilic materials and diffuse small uni-
form basaloid cells in more superficial portion.
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Fig. 3. Ductal and glandular structures lined by two
lavers of epithelial cells, and some of basaloid
cells have clear cyvtoplasm.
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