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CASE REpoRt
A 50-year-old woman, a homemaker, presented with a slowly 
growing nodular mass in her left upper eyelid for the last 2 years 
which had lately rapidly increasing in size for one month duration. 
On examination, the mass was 40x30mm [Table/Fig-1a] hard, 
rubbery in consistency, yellow in colour and tethering to the tarsal 
plate  (seen on everting the eyelid) [Table/Fig-1b]. There were 
sparse eyelashes in the upper eyelid. Rest ocular examination 
revealed within references ranges except for early cataractous 
changes. Clinically, it resembled a nodular variety of meibomian 
gland carcinoma. She gave history of some past ocular surgery 

1 year back of which no documents were available. She was not 
a known diabetic. She gave no history of anorexia/weight loss, 
drug allergy, and no exposure to radiation etc. General physical 
examination was within reference ranges. There was no regional 
or distant lymphadenopathy. Metastatic work up was negative. 
Her chest X-Ray, USG Abdomen and pelvis, liver function tests, 
renal function tests were within normal limits. Our patient was 
classified as stage T3aN0M0 according to AJCC (American 
Joint Commission on Cancer) [1]. After taking consent from the 
patient, we planned to go ahead with the surgical procedure. A 
wide margin (5mm) excision was performed and sent for frozen 
section histology. The frozen section technique [2] was completed 
intraoperatively, pagetoid spread was confined to a small portion of 
the lesion which was subsequently excised and after confirmation 
of tumour free margins, eyelid reconstruction was planned. The 
histopathology showed zones of necrosis, marked nuclear atypia, 
and abnormal mitotic figures, and an infiltrative growth pattern 
[Table/Fig-2]. However, immunohistochemistry was not done in 
our patient. A Cutler-Beard procedure was planned [Table/Fig-3]. 
Stage 1 was accomplished after creating a lower eyelid flap with a 
horizontal incision and advancing to the superior eyelid below the 
eyelash margin by separating the anterior and posterior lamellae. 
The anterior and posterior lamellae were sutured separately to 
the levator muscle and the orbicularis oculi muscle by placing the 
flap on the area of defect. Local dressing of the wound was done 
regularly for six weeks with frequent follow-ups (every 2 weeks 
till six weeks) for keeping surveillance for graft failure. The patient 
returned to us after six weeks and stage 2 was planned. The graft 
was in situ with good vascularity. The bridge flap was cut and 
conjunctiva sutured to reconstructed upper eyelid. The lower 
eyelid wound margins were freshened, underlying tissues and 
skin sutured to the surrounding tissue. Postoperatively after one 
week, there was no lag ophthalmos or exposure keratitis, and no 
residual periocular malpositioning [Table/Fig-4]. She was regularly 
followed up for one year to look for loco-regional metastases and 
her metastatic work-up was found to be negative.

DISCUSSIoN
Sebaceous carcinoma is a highly malignant neoplasm of eyelids 
arising from meibomian glands and glands of Zeis and less 
commonly from sebaceous glands of caruncle and eyebrow. 
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ABStRACt
Malignant tumours of the face are usually seen in the periocular region, mainly on eyelids most commonly in the inferior eyelid, medial 
canthus and superior eyelid, respectively. The prime treatment for eyelid malignant tumours is the total excision of the lesion with frozen 
section control or by Mohs Micrographic surgery. The postoperative defects should be reconstructed judicially taking care that the 
near normal anatomical and functional recovery is achieved. The Cutler-Beard flap procedure, a good alternative in the reconstruction 
of superior near-total eyelid defects resulted in good restoration of anatomy and function in our patient. We report a case of an eyelid 
growth persisting for 2 year duration mimicking a chalazion. Clinically the eyelid mass had malignant features and hence was planned for 
wide excision with frozen section of margins. After confirming the tumour free margins, we performed reconstruction of the eyelid defect 
with Cutler Beard flap procedure. She was followed up for one year which showed no local recurrence or regional/distant metastases.     

[table/Fig-1]: (a) External photograph of the left upper eyelid mass; (b) measuring 
40x30mm, hard, rubbery in consistency, yellow in colour and tethering to the tarsal 
plate on eyelid eversion

[table/Fig-2]: Histopathology under 10 X magnification showing zones of necrosis, 
marked nuclear atypia, and abnormal mitotic figures, and an infiltrative growth 
pattern.
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It is a rare and potentially aggressive cutaneous tumour with 
high recurrence rate, a substantial potential for metastases and 
significant mortality rate. Although it is relatively rare, it is the fourth 
most common neoplasms of the eyelid [3,4]. It metastasizes through 
lymphatic spread to regional lymph nodes [5]. It affects all races 
(mostly Asian and South-Asian races), women more than men and 
usually presents in sixth to seventh decades [6]. Associated risk 
factors include prior irradiation, and with production of nitrosamines 
and photosensitization from previous use of diuretics. Clinically, 
the tumour is a firm or rubbery, yellowish nodule adherent to the 
tarsus and adjacent tissues, size varies from 2-10 mm, resembling 
a chalazion. The tumour most commonly affects the upper eyelid, 
and to a lesser extent the lower eyelid or both eyelids [7]. 

Our case was a middle aged female of Indian origin without previous 
history of irradiation or any genetic predisposition who presented 
with a tumour of size 40x 30mm that resembled a giant chalazion 
but on eversion of the upper eyelid we could see involvement of 
the tarsus and surrounding tissues with yellowish multiple nodules. 
The patient came to us only when the mass showed aggressive 
increase in size and hence this delay in presentation predisposed 
for bad prognosis.  

Histopathogically,  it was composed of lobules of large hyper-
chromatic neoplastic cells with vacuolated, basophilic cytoplasm 
 suggestive   of sebaceous gland carcinoma. Histologically, it may 
resemble  the appearance of squamous cell carcinoma but the 
difference lies in the type of cytoplasmic content which is ba-
sophilic in sebaceous gland carcinoma whereas eosinophilic in 
squamous cell carcinoma. Typically, four histological patterns have 
been described: lobular, comedocarcinoma, papillary and mixed. 
Special stains for lipid (oil red-O) on fresh tissue may help in further 
confirmation of diagnosis [8-10]. Rao et al., have described four 

histological patterns with poor prognosis: multicentric origin of the 
tumour, moderate to low sebaceous differentiation, infiltration and 
pagetoid invasion [11]. 

A comprehensive history and physical exam is a must in any 
case of eyelid mass. Baseline metastatic work-up should also 
be performed in these patients to rule-out metastatic disease. 
Standard treatment involves wide local excision with at least 4mm 
clear margins under frozen section control or Mohs Micrographic 
surgery. Once the tumour margins are clear, reconstruction can 
be done by variety of flap procedures. However, conjunctival map 
biopsies are recommended before start of the surgery as there is 
always a chance of intraepithelial pagetoid spread.  If the tumour 
is very large or recurrent, or if there is pagetoid spread, or if it has 
spread to other eyelid or to orbital tissues, a subtotal or complete 
exenteration may be required or more tissue sparing alternatives 
such as cryotherapy or topical chemotherapy with Mitomycin C 
may be tried. In our case however there was very early pagetoid 
invasion which could be excised completely. If there is any 
evidence of spread to regional lymph nodes, the patient should 
be referred to a head and neck surgeon for possible lymph node 
or radical neck dissection. Radiation therapy can be considered 
as an adjunct treatment to local surgery since primary radiarion 
therapy is associated with high chance of recurrence [12]. 
However, few published studies have shown good results with 
primary radiation therapy due to improved irradiation techniques 
and newer technology [13-15].

Our patient was classified as stage T3aN0M0 and had a favourable 
clinical course. She showed no recurrence or metastasis to the 
regional lymph nodes or distant metastases even after one year 
following surgery.

CoNClUSIoN
Sebaceous carcinoma is not a very uncommon, aggressive tumour 
of the eyelids that mimics many inflammatory and neoplastic 
lesions. Precise diagnosis followed by apt management with a 
multimodal approach should be undertaken to achieve good 
tumour control and reduce the morbidity and mortality in these 
patients.
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[table/Fig-3]: (a) Intraoperative photograph showing > 75% upper eyelid defect after wide excision of the mass, (b) Cutler beard lid sharing procedure after suturing of innermost 
conjunctiva, (c) middle muscular layer; and (d) outer skin layer

[table/Fig-4]: Postoperative External photograph showing good functional and 
cosmetic recovery after Cutler beard stage 2 procedure: (a) with eyelids open showing 
good eyelid contour, (b) showing good eyelid closure.
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