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Abstract

Aggressive digital papillary adenocarcinoma (ADPA) is a rare tumor of the sweat glands. It has a high rate of recurrence, as
well as metastasis, and shows an affinity for metastasis to the lungs and lymph nodes. Despite this being a known characteristic
of the tumor, the role of the sentinel lymph node biopsy in ADPA remains unclear. We present a case of ADPA in which a
sentinel lymph node biopsy was performed. In addition, we have reviewed the literature for all reported instances of sentinel
lymph node biopsies in cases of ADPA. We have found that the rate of subclinical metastasis to the lymph nodes in cases where
a SLNB was performed to be 17%. This is higher than the previously reported metastatic rate of 9-11%. In addition, all patients
with a negative SLNB were alive and well at most recent follow-up. Given our experience and review of the literature, we

strongly recommend consideration of a SLNB in cases of ADPA to provide a clearer understanding of the prognosis.
Keywords: Digital adenocarcinoma; Hand tumors; Rare tumors; Sentinel lymph node biopsy

Introduction

Aggressive digital papillary adenocarcinoma (ADPA) is a rare sweat gland tumor with metastatic potential. While classically, it
affects Caucasian males in the 5" and 6™ decade of life, cases involving women and adolescents have been reported [1-7]. As
its name states, it affects the digits, with the hand being most commonly involved. The presentation can be extremely varied,
often leading to misdiagnosis with a potential for delay in treatment [4-8]. The standard treatment remains controversial. While
excision with clear margins or amputation has been shown to significantly reduce the rate of recurrence, the rare nature of this
tumor has made it difficult to define a superior treatment option. In addition, although the tumor has well known metastatic

potential, most frequently to lymph nodes and lungs, the role of the sentinel lymph node biopsy has been unclear [3-4].

Case Report

A 42-year-old Caucasian male presented with a lesion on the radial nail fold of his right index finger (Figure 1 and 2). The lesion
had been present for 1 year, although the patient had noticed abnormal skin changes to the area for over 10 years, including
occasional superficial cracking and callus formation. Over the past several months it had become increasingly painful and cold

intolerant. The lesion had previously been treated with incision and drainage for presumed paronychia without resolution. On

Copyright: All articles published in Clinical Images and Case Reports Journal are the property of Literature Publishers, and is protected
by copyright laws. Copyright © 2019, Literature Publishers, All Rights Reserved.
1


chelsea.c.wallace@uky.edu

Citation: Chelsea CW, Evan MM, Margaret EW, et al. Adenocarcinoma of the Finger: A Case for Sentinel Lymph Node Biopsy. Clin Image
Case Rep J. 2019; 1(1): 102.

exam, the lesion appeared as two adjacent firms, purplish-blue, cystic papules, slightly tender to palpation. Due to concern for
a glomus tumor, we elected to proceed with excision of the lesion. Histological review of the specimen revealed aggressive
digital papillary adenocarcinoma, with the tumor involving the specimen margins. Given this diagnosis, the patient underwent
screening to rule out the presence of metastatic disease. CT of the chest, abdomen, and pelvis, as well as whole-body PET scan,
did not show any evidence of metastasis. The patient returned to the operating room for amputation to the level of the proximal
interphalangeal joint as well as sentinel lymph node biopsy. Lymphoscintigraphy combined with a gamma detection probe
identified the sentinel node within the epitrochlear nodal basin. The sentinel lymph node was negative for metastatic disease.

The patient is doing well without evidence of disease 1 year after initial excision.

Figure 1

Figure 1: Pre-operative tumour appearance. | Figure 2: Pre-operative tumour appearance.

Discussion
Aggressive digital papillary adenocarcinoma (ADPA) was first described by Helwig in 1984 [9]. As the name implies the tumor
has an aggressive nature with high rates of recurrence and metastatic potential, as well as a predominately digital location. The
landmark study by Kao et al, reported 57 cases of ADPA, divided into adenoma and adenocarcinoma, the latter being
differentiated by the presence of poor glandular differentiation, necrosis, cellular atypia, and invasion of surrounding tissues [2].
However, this distinction fell to the wayside when, in a later study from the same institution, Duke and others found that none
of the previously described histological or clinical findings were predictive of recurrence or metastasis (Figure 3) [1].
APDA most commonly occurs in Caucasian males in their 5™ or 6" decade of life [1,3]. However, case reports of ADPA in
adolescents and women have been published [4-7].

Long term follow-up for ADPA is critical, as reported overall recurrence rates range from 21-28% [1,3,10]. However,
Duke and others showed that recurrence was only 5% in patients who underwent re-excision or amputation after initial excision,
compared to the 50% recurrence seen in patients who did not undergo re-excision. Metastasis occurs in 5-26% with metastasis
to the lymph nodes occurring in 9-11% of cases [1-3]. In the study by duke and others, all patients with lymph node metastasis
subsequently developed distant disease in the lungs. They also reported that 10% of patients treated with reexcision or
amputation and 9% of patients not treated by reexcision or amputation developed subsequent metastases [1]. This suggests that
amputation or re-excision may not absolutely protect against metastatic disease. It also points towards the possible presence of

subclinical metastasis at the time of initial diagnosis.
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Figure 3: Sentinel lymph node mapping to epitrochelear nodal basin.

The use of the sentinel lymph node biopsy in cases of ADPA was first reported by Malafa in 2000 [11]. Since that time there
has been 29 SLNB for ADPA reported in the literature (Table 1).

Table 1: Reported cases of aggressive digital papillary adenocarcinoma with sentinel lymph node biopsies.

Author | Ye | Age | Se | Durat | Size Tumor | Treatment/S | SL | SLNB Metast | Cour | Comm
ar X ion (cm) Locatio | urgical NB | site asis se ents
n Intervention
Malafa | 20 | 44 M |2 15x1 | 2ndtoe | Partial yes | N/A no N/A
00 years Amputation
Bogner | 20 | 30 F N/A 0.6x0. | Small N/A yes | axillary | yes (2 | ANE | Negativ
03 6 Finger LN) D e
3mon | Lymph
ths Nod
Dissect
ion
Bogner | 20 | 55 F | N/A 0.35x0 | Index N/A yes | axillary | no ANE
03 .18 Finger D 6
mont
hs
Bazil 20 | 15 F | lyear | N/A Plantar | Amputation yes | N/A No ANE
06 surface, D 1
2nd toe year
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Morita | 20 | 77 F | lyear | 1.2x1 | Thumb | Excision with | yes | N/A no ANE
06 1cm margin D15
years
Frey 20 | 15 M |2 2.7 Ring Amputation yes | N/A no ANE
08 years Finger Dat5
mont
hs
DePond | 20 | 55 M | 12 N/A Long Excision X3, | no elbow yes ANE | Not a
09 years Finger Excisional D 12 | SLNB,
Biopsy of years | ho
Elbow LN other
metasta
sis on
CT
Rastrelli | 20 | 45 M | 1.5yea | N/A Palm Excision yes |1 no ANE
11 rs epitroch D 3.6
elar, 6 years
axillary
Suchak |20 | 50 M | N/A N/A Finger | Partial yes | N/A no ANE
12 Amputation D 1
year
Suchak |20 | 52 M | N/A N/A Finger Partial yes | N/A no ANE
12 Amputation D 2
mont
hs
Suchak |20 | 54 M | N/A 1 Finger Partial yes | N/A no ANE
12 Amputation D 5
years
Suchak | 20 | 52 M | N/A N/A Finger | Partial yes | N/A no ANE
12 Amputation D 8
mont
hs
Hayashi | 20 | 61 M |3 2x2 Sole Excision yes | inguinal | no ANE
12 month , D 3
S poplitea years
I
Scolyer | 20 | 40 M |31 4 Long Excision yes | N/A no ANE
13 years Finger | followed by D 44
amputation years
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Kempto | 20 | 47 M | N/A 0.6 Long Partial yes | axillary | yes N/A | Negativ
n 15 Finger | Amputation e
Lymph
Node
Dissect
ion
Altman | 20 | 54 M |1 1|1xl LongFi | Excision yes | N/A no ANE
n 15 years nger D15
years
Bell 20 | 52 F | NA N/A Long N/A yes | N/A no ANE
15 Finger D 3
years
Bell 20 | 48 F | NA N/A Ankle N/A yes | N/A no ANE
15 D 4
years
Bell 20 |41 M | N/A N/A Index N/A yes | N/A yes ANE
15 finger (2/5) D 45
yeasr
Bell 20 | 58 M | N/A N/A Small N/A yes | N/A no ANE
15 Finger D 6
mont
hs
Bell 20 |39 F | NA N/A Heel N/A yes | N/A yes ANE
15 (1/4) D 15
years
Bell 20 |58 F | NA N/A Small N/A yes | N/A yes ANE
15 Finger D 6
mont
hs
Bell 20 |31 F | NA N/A Ankle N/A yes | N/A no ANE
15 D 1
year
Weinger | 20 | N/A | N/ | N/A N/A N/A N/A yes | N/A no N/A
tner 17 A
Weinger | 20 | N/A | N/ | N/A N/A N/A N/A yes | N/A no N/A
tner 17 A
Knackst | 20 | 53 M | 25 N/A Long Excision, yes | N/A no ANE
edt 17 years finger followed by D28
2nd  margin years
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excision
(7mm of

margin total)

Knackst | 20 | 65 M |6 2x1.2 | Thumb | Partial yes | N/A no ANE
edt 17 years Amputation D 9
mont
hs
Yokota |20 |38 M | lyear |1 Long Partial
17 Finger
Amputa | yes | axill | no | ANE
tion ary D 2
years
Yokota |20 | 43 M |13 0.7 Ring Excision yes | axillary | no ANE
17 years Finger D18
years
Wallace | 20 | 42 M | 1year | 1x1 Index Excision yes | epitroch | no ANE
18 finger followed by lear D 1
Amputation year

In our review of the literature we found that 5 of 29 (17%) reported SLNB showed evidence of subclinical metastasis. This is
higher than the previous reported 9-11% for metastasis to lymph nodes [1,3]. Unfortunately, information about subsequent
lymphadenectomy was only available for two of the cases, both of which were negative [7,12]. Follow-up was only available
for one of these cases, with the patient having no evidence of recurrence at 3 months.

Of the cases with negative SLNB with reported follow-up, all were alive without evidence of recurrence or metastasis, with
follow up times ranging from 5-60 months. 29% of SLN for ADPA of the hand were mapped to the epitrochelear nodal basin
when the site was reported. In addition, there is a reported case of ADPA metastasizing to the epitrochelear nodal basin [13].
This emphasizes the importance of thorough evaluation of the epitrochealar nodes in addition to the axilla during clinical
examination and sentinel lymph node mapping [14,15].

The role of the SLNB in ADPA remains controversial. Given the rare nature of the tumor, the ability to carry out prospective
studies is extremely limited. Current literature is retrospective and scarce in quantity. Despite these limitations it is possible to
derive evidence in support of the use of SLNB in ADPA. In our review, all patients with a negative SLNB were alive and well
at most recent follow-up [16-18]. In the setting of a negative SLNB, the SLNB allows the surgeon to provide the patient with
prognostics information. Of the cases reported, 17% of SLNB were positive [19]. This is of significant importance, as Duke and
others found a 100% rate of lung metastasis in patients with lymph node involvement. In addition, there have been multiple
cases reported of distant metastasis occurring long after the initial tumor excision, suggesting the presence of subclinical
metastasis that may be identified at the time of tumor excision. However, on the converse, there is no standardized treatment for
metastatic ADPA, so it is unclear how the use of a SLNB would steer therapy decision-making. In addition, there is insufficient

data to show if SLNB indeed has an impact on survival [20].
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Conclusion

While previously there have been no clear answers about the role of the sentinel lymph node biopsy in APDA, it is our hope that

this review of the current data provides additional information to aid in the treatment of patients affected by this rare tumor.

Given our experience and review of the literature, we strongly recommend consideration of a SLNB in cases of ADPA to provide

a clearer understanding of the prognosis.
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