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Case presentation 

Multifocal extramammary Paget’s disease-associated adenocarcinoma: a rare condition of flexoral skin of 
multiple sites 
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Abstract 
Extramammary Paget disease (EMPD) is a rare malignant neoplasm of apocrine sweat glands that is morphologically and 
histologically identical to Paget disease of the breast. The primary lesion is usually a solitary, well-demarcated, erythematous, 
scaly plaque that may contain crust, erosions, or ulcerations. The vulva is the most common site, but any area containing apocrine 
sweat glands may be involved. We present a case of triple extramammary Paget disease of the groin and bilateral axillae in a 
diabetic patient whose axillary lesions appeared consistent with acanthosis nigricans. This case demonstrates the need to consider 
EMPD in the evaluation of acanthosis of the axilla given its ability to mimic more common conditions. 

Keywords: extramammary Paget’s disease, acanthosis nigricans 

Abbreviations: CEA: carcinoembryonic antigen, CK7: cytokeratin 7, CK20: cytokeratin 20, EMPD: 
extramammary Paget’s disease, PAS-D: Periodic acid-Schiff-diastase  

Case synopsis 
A 63-year-old man presented with an approximate five-year history of asymptomatic rash in his groin and bilateral axillae. The 
onset of the rash occurred shortly after he received the diagnosis of diabetes mellitus type two. He had been evaluated by several 
physicians and prescribed various topical medications, including anti-fungal agents and corticosteroids, none of which were 
effective. He then underwent abdominoplasty and resection of the plaques in the bilateral axillae and groin by plastic surgery. All 
of the surgical specimens were placed into a single container and sent for pathology. The pathology was read as Paget disease, 
present at the tissue edge, with areas of focal adenocarcinoma and associated seborrheic keratosis. Shortly thereafter he presented 
to our clinic with residual lesions. 

His past medical history included hypertension, hypercholesterolemia, gastroesophageal reflux disease, gout, benign prostatic 
hypertrophy, and history of pulmonary embolism. Medications included Metformin and rivaroxaban.  
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Figure 1. Cobblestoned and pebbly acanthotic skin colored and light pink to brown plaques of the right axilla.  Figure 2. Well demarcated, 

pink and brown plaques of the suprapubic area and right groin. 

Physical exam revealed cobblestoned and pebbly acanthotic skin colored and light pink to brown plaques of the bilateral axillae 
(Figure 1). In the suprapubic and bilateral inguinal areas, there were several pink and brown, well demarcated plaques, some of 
which were sclerotic and others acanthotic (Figure 2). There were also well-healed scars from the recent cosmetic surgery in the 
bilateral axillae and suprapubic area. 

The groin plaques appeared to be highly suspicious for extramammary Paget disease. However, given the patient’s history of 
diabetes, the axillary lesions were suspected to be acanthosis nigricans. Punch biopsies were taken from the bilateral axillae and 
groin. 

   
Figure 3. H&E stain of punch biopsy showing large, round, pale staining cells (Paget cells) scattered throughout the epidermis.  Figure 4. 
H&E stain of punch biopsy showing Paget cells with abundant, pale, basophilic cytoplasm and enlarged, central nuclei with nuclear atypia. 



 

   
Figure 5. Positive immunohistochemistry stain for CEA.  Figure 6. Positive immunohistochemistry stain for CK7. 

The biopsies revealed areas of pale staining Paget cells scattered throughout the epidermis (Figures 3, 4). Focal invasion 
(adenocarcinoma) was seen in one specimen. Immunohistochemistry stains of the groin biopsy were positive for cytokeratin 7 
(CK7) and carcinoembryonic antigen (CEA) (Figures 5, 6), whereas the axillary biopsies were positive for CK7 alone. 
Cytokeratin 20 (CK20) stain was negative. 

The patient received further workup for underlying malignancy including a mammogram, ultrasound, and computed tomography 
of the abdomen and pelvis, all of which were essentially negative for malignancy. Surgical resection was decided as the treatment 
of choice. The patient is currently doing well without evidence of disease for one year. 

Discussion 
Extramammary Paget Disease (EMPD) is a rare intra-epithelial adenocarcinoma that is morphologically and histologically 
identical to Paget disease of the breast. Like Paget disease of the breast, it is also associated with an increased risk of internal 
malignancy. EMPD comprises 6.5% of all cutaneous Paget disease and generally affects individuals 50 to 80 years of age, with a 
peak incidence around age 65 [1]. The vulva is the most common site, comprising 65% of EMPD, but it can be found in any area 
containing apocrine sweat glands [1]. EMPD of the axilla has previously been reported, but multifocal EMPD is quite rare [2,3]. 
In a review of 76 patients with EMPD, two patients had exclusive axillary involvement and three patients had both genital and 
axillary involvement, while the remainder had solely anogenital disease [4]. 

There are a wide variety of clinical presentations of EMPD. The primary lesion is usually a well-demarcated, scaly plaque that 
may contain overlying crust, erosions, or ulcerations. The color can range from pink to red to reddish brown. Infiltrated nodules, 
vegetative lesions, and lymphadenopathy may be present. Lesions are usually solitary, and either hypo- or hyperpigmentation may 
be seen. Pruritis is reported in 90% of patients [5]. The clinical differential diagnosis includes superficial fungal infection, 
psoriasis, and various forms of eczematous dermatitis. The lesions are often initially misdiagnosed and treated with topical 
steroids or antifungal agents [1]. Because of EMPD’s broad spectrum of clinical presentations, any inflammatory skin condition 
involving an area containing apocrine sweat glands should be biopsied if it does not respond to standard topical treatments [6].  

Histopathological examination reveals an intraepithelial proliferation of large round cells (“Paget cells”) with abundant, pale, 
basophilic cytoplasm and enlarged, central nuclei with nuclear atypia. Paget cells are predominantly found in the lower epidermis 
and can be grouped in nests or occur as single cells [1]. The pathological differential diagnosis includes superficial spreading 
malignant melanoma, Bowen disease, mycosis fungoides, Langerhans cell histiocytosis, and Spitz nevus [7].  

Immunohistochemistry is often helpful in diagnosis. Most cases of EMPD stain positive for CK7, CK20, and CEA. Unlike its 
mammary counterpart, EMPD has mucin-containing tumor cells that stain positive for Periodic acid-Schiff-diastase (PAS-D) [8]. 



 

Another difference is that 50% of Paget’s disease of the breast cases are positive for estrogen and progesterone receptors, whereas 
EMPD cases generally are not [9]. 

The mainstay of treatment for EMPD is surgical excision with 1 cm margins. Alternative treatment modalities include 
electrodessication and curettage, laser surgery, aminolevulinic acid photodynamic therapy, radiotherapy, and topical 
chemotherapy. It has been suggested that topical imiquimod 5% cream be considered as an initial treatment for EMPD, with 
surgical excision or alternative modalities reserved for recurrent or persistent disease [10]. Along with resection of the primary 
lesion(s), patients should undergo lymph node assessment and investigation for underlying malignancy. Rates of underlying 
malignancy vary widely in the literature, ranging from 8 to 86%, but are believed to be lower than in Paget disease of the breast 
[11]. A workup for malignancy is may include urine cytology, colonoscopy, and pelvic ultrasound [1].  

EMPD generally carries a favorable prognosis, with a five year survival rate of 72% [12]. The average rate of recurrence is 35-
44%; therefore patients should be closely followed for at least two years [13,14]. The use of Mohs micrographic surgery is 
associated with a lower rate of recurrence (8-26%) [15,16]. Important prognostic indicators include invasion level and the 
presence of lymph node metastases [4]. 

Our case is unique in that the disease was multifocal and involving the axillae. The axillary plaques appeared clinically consistent 
with acanthosis nigricans, a much more common diagnosis, especially in the context of diabetes. The patient presented with 
extensive involvement of the groin and axillae after having failed several topical medications. This case illustrates the necessity 
for increased awareness of the diverse presentations of EMPD to allow earlier detection of an associated malignancy. 

Conclusion 
EMPD can present in a variety of different clinical manifestations and it is often initially misdiagnosed. This case demonstrates 
the need to consider EMPD when evaluating patients presenting with acanthosis of the axilla, given its ability to mimic more 
common conditions. Increased awareness about atypical presentations of EMPD can help improve early recognition of the disease 
and lead to earlier diagnosis of any underlying malignancy. 

References 
1. Lam C, Funaro D. Extramammary Paget’s disease: summary of current knowledge. Dermatol Clin. 2010 Oct;28(4):807-26. 

[PMID: 20883922] 
2. Chapgar AB, Heim K, Carron KR, Sewell C. Extramammary Paget’s disease of the axilla: an unusual case. Breast J. 2007 

May-Jun;13(3):291-3. [PMID: 17461905] 
3. Gibson JR, Baker H, Pegum JS, Pollock DJ. Multifocal extramammary Paget’s disease. J R Soc Med. May 1983;76(5):426-7. 

[PMID: 6306236] 
4. Hatta N, Yamada M, Hirano T, Fujimoto A, Morita R. Extrammamary Paget’s disease: treatment, prognostic factors, and 

outcome in 76 patients. Br J Dermatol. 2008 Feb;158(2):313-8. [PMID: 18028492] 
5. Shaco-Levy R, Bean SM, Vollmer RT, Jewell E, Jones EL, Valdes CL, Bentley RC, Selim MA, Robboy SJ. Paget disease of 

the vulva: a study of 56 cases. Eur J Obstet Gynecol Reprod Biol 2010;149:86-91. [PMID: 19969410] 
6. Wagner G, Sachse MM. Extramammary Paget disease – clinical appearance, pathogenesis, management. J Dtsch Dermatol 

Ges. 2011 Jun;9(6):448-54. [PMID: 21205169] 
7. Lloyd J, Flanagan AM. Mammary and extramammary Paget’s disease. J Clin Pathol. 2000;53:742-9. [PMID: 11064666] 
8. Kuan SF, Montag AG, Hart J, Krausz T, Recant W. Differential expression of mucin genes in mammary and extramammary 

Paget’s disease. Am J Surg Pathol. 2001;25:1269-77. [PMID: 11717535] 
9. Lloveras B, Googe PB, Goldberg DE, Bhan AK. Estrogen receptors in skin appendage tumors and extramammary Paget’s 

disease. Mod Pathol. 1991 Jul;4(4):487-90. [PMID: 1656434] 
10. Cohen PR, Schulze KE, Tschen JA, Hetherington GW, Nelson BR. Treatment of extramammary Paget disease with topical 

imiquimod cream: case report and literature review. 2006 Apr;99(4):396-402. [PMID: 16634252] 
11. Sarmiento JM, Wolff BG, Burgart LJ, Frizella FA, Ilstrup DM. Paget’s disease of the perianal region--an aggressive disease? 

Dis Colon Rectum. 1997;40:1187-94. [PMID: 9336114] 
12. Siesling S, Elferink MAG, van Dijck JA, Pierie JP, Blokx WA. Epidemiology and treatment of extramammary Paget disease 

in the Netherlands. Eur J Surg Oncol. 2007;33:951-5. [PMID: 17215101] 
13. Zollo JD, Zeitouni NC. The Roswell Park Cancer Institute experience with extramammary Paget’s disease. Br J Dermatol. 

2000;142:59-65. [PMID: 10651695] 
14. Davenport E, Ng A. Extrammary Paget’s disease. ANZ J Surg. 2013 Jul;83(7-8):593-4. [PMID: 23890310] 
15. Hendi A, Brodland DG, Zitelli JA. Extramammary Paget’s disease: surgical treatment with Mohs micrographic surgery. J Am 

Acad Dermatol. 2004;51:767-73. [PMID: 15523356] 



 

16. O’Connor WJ, Lim KK, Zalla MJ, Gagnot M, Otley CC, Nguyen TH, Roenigk RK. Comparison of Mohs micrographic 
surgery and wide excision for extramammary Paget’s disease. Dermatol Surg. 2003;29:723-7. [PMID: 12828695] 




