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Masquerading as a Benign Lesion: 

A Rare Case Report

CASE REPORT
An 80-year-old male presented to the Department of Ophthalmology 
with progressively enlarging mass over the left upper and lower 
eyelids for six months, associated with cosmetic disfigurement. 
Six months ago, the patient observed a little swelling above the left 
eyelids, which grew larger over time [Table/Fig-1a,b]. There was no 
accompanying ulceration, bleeding, discharge, or visual problems; 
the masses were hard, painless, and gradually growing. He sought 
medical assessment because of the noticeable development and 
cosmetic concern. No past history of cancer or abnormalities on 
the eyelids. No known family history of skin malignancies or similar 
eyelid lesions. No relevant occupational exposure or history of 
trauma mentioned. 

The MRI revealed a well-defined soft tissue lesion involving the left 
upper and lower eyelids, with features suggestive of a neoplastic 
aetiology, most likely Basal Cell Carcinoma (BCC) or Squamous Cell 
Carcinoma (SCC). In view of the progressive increase in size and 
radiological suspicion of malignancy, complete surgical excision of 
the lesion with adequate safety margins was recommended where 
Mohs micrographic surgery was undertaken.

Both eyelid lesions were surgically excised as part of the planned 
management strategy for this case. In this instance, the degree of 
eyelid involvement determined the surgical course of treatment. 
Mohs micrographic surgery was taken into consideration because 
it preserves the greatest amount of healthy tissue while enabling 
real-time microscopic evaluation of operative margins. To guarantee 
total cancer removal, Wide Local Excision (WLE) with a 5-6 mm 
safety margin was used instead. To rule out pagetoid spread within 
the conjunctiva, conjunctival map biopsies were performed. 

To maintain adjacent structures and provide sufficient safety 
margins, each mass was carefully dissected and removed in toto. 
Excised specimens showed intact skin covering grey-brown nodular 
tumours upon gross inspection. The lesion from the upper eyelid 
measured 1.0×0.5×0.3 cm, while the mass from the lower eyelid 
was 1.0×0.5×0.5 cm. Both were sent separately for histological 
analysis.

The nodules’ cut surfaces were hard and consistent, with no 
discernible cystic elements [Table/Fig-2]. In order to guarantee 
total tumour removal and reduce the possibility of residual disease, 
surgical margins were carefully evaluated intraoperatively and then 
verified histologically. Specimens were labelled based on their 
anatomical locations and prepared for microscopic analysis, which 
served as the foundation for a conclusive diagnosis and directed 
subsequent treatment planning.

Topical chemotherapy (mitomycin C) was taken into consideration 
for ocular surface involvement, and adjunctive cryotherapy was 
used to lower the probability of persistent microscopic illness in the 
event of conjunctival involvement. After the cancer was removed, 
the proper reconstructive treatments were performed using the 
Hughes flap and tarsoconjunctival grafts to restore the function of 
the eyelids as well as their aesthetic look.
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ABSTRACT
Sebaceous carcinoma, a rare and aggressive malignancy originating from sebaceous glands, is commonly observed in the Asian 
population and associated with syndromes like Muir-Torre syndrome and prior radiation therapy. Clinically, it often mimics benign 
conditions such as chalazion or blepharitis, thereby delaying diagnosis. This case report discusses an 80-year-old male presenting 
with progressively enlarging masses on the upper and lower left eyelids. Magnetic Resonance Imaging (MRI) suggested neoplastic 
aetiology, and surgical excision confirmed sebaceous carcinoma through histopathology and immunohistochemistry, with strong 
positivity for Cytokeratin 7 (CK7) and Epithelial Membrane Antigen (EMA). Histological examination revealed malignant epithelial 
cells arranged in islands & ribbons, with basaloid cells, squamous epithelial pearl formation, and comedonecrosis. These findings 
highlighted the tumour’s aggressive nature and the need for comprehensive management. Postoperative recovery was uneventful, 
but follow-up was emphasised due to high recurrence risk.

[Table/Fig-1]:	 a) A nodular, erythematous swelling of the lower eyelid causing lid 
distortion and conjunctival congestion, suggestive of a localised neoplastic lesion; b) 
A lobulated reddish mass involving the lower eyelid with more prominent protrusion, 
indicating a likely malignant eyelid tumour requiring histopathological confirmation.
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and full excision with tumour-free margins, no adjuvant modalities 
like chemotherapy or radiation were necessary in this instance. To 
keep an eye out for any indications of recurrence, routine clinical 
follow-up was recommended.

DISCUSSION
Sebaceous carcinoma arises from cutaneous sebaceous glands, 
including the glands of Zeis and Meibomian glands [1]. It has been 
linked to syndromes like Muir-Torre syndrome, a kind of hereditary 
non polyposis colorectal cancer [2,3], as well as is more commonly 
described in Asian populations. It may also seldom appear after 
radiation therapy for retinoblastoma [4]. Clinically, BCC and SCC 
continue to be more prevalent, although SGC, which accounts for 
around 5% of eyelid malignancies, is uncommon but aggressive 
[5-9]. Early identification and effective treatment are essential 
because of its high-risk of metastasis and local recurrence [10]. 
Neither a syndromic relationship nor a history of radiation exposure 
was found in this instance.

The SGC is widely known for its “masquerade syndrome,” which 
often causes a delayed diagnosis by imitating benign or inflammatory 
illnesses [11]. Clinically, it might manifest as a widespread unilateral 
thickening of the eyelids that resembles chronic blepharitis or 
chalazion, or as a painless, hard, yellowish subcutaneous lump 
[12,13]. Numerous reports of underlying sebaceous carcinoma in 
persistent or recurring chalazion-like lesions highlight the necessity 
of biopsy in atypical or non resolving patients [14-17]. Before 
histological confirmation revealed cancer, the following benign 
differentials were taken into consideration in this case: chalazion/
pseudo chalazion, persistent blepharoconjunctivitis, sebaceous 
hyperplasia/adenoma, keratoacanthoma/papilloma, actinic 
keratosis, xanthelasma, and nevus.

Particularly for large or clinically ambiguous lesions, imaging can be 
helpful in determining the size of the tumour; in this instance, MRI 
indicated a neoplastic aetiology, which aided in surgical planning 
[10]. For diagnosis, histopathology is still the gold standard. 
Recent research emphasises the significance of genetic and 

Microscopic analysis showed a malignant epithelial tumour that had 
infiltrated the dermis and was organised as irregular lobules, nests, 
and wide ribbons. Sebaceous differentiation was indicated by the 
tumour cells’ large nucleoli, hyperchromasia, significant nuclear 
pleomorphism, and moderate to abundant pale or vacuolated 
cytoplasm. The occurrence of central comedo-type necrosis 
inside tumour lobules, a distinctive feature of Sebaceous Gland 
Carcinoma (SGC), was a notable and diagnostically significant 
observation. Cells in a number of foci had lipid-content-consistent 
foamy cytoplasm. With bulbous downward expansion of rete 
ridges and hyperplastic and dysplastic alterations, the overlaying 
epidermis suggested pagetoid or intraepithelial dissemination, a 
characteristic commonly linked to SGC. Keratinisation and localised 
squamous pearl formation were observed however they were 
few and did not constitute the predominant pattern. There were 
no noticeable intercellular bridges or generalised keratinisation, in 
contrast to SCC. Furthermore, there were no stromal retraction 
clefts or homogeneous basaloid cells with peripheral palisading, 
which are characteristics of BCC. Comedonecrosis, cytoplasmic 
vacuolisation, lobular architecture, and pagetoid spread evidence 
all helped to confirm the diagnosis of sebaceous gland cancer and 
successfully differentiate it from SCC and BCC.

Based on these findings, the tumour exhibited growth patterns 
classified as trabecular, lobular, papillary, and BCC-like, with cell types 
including basaloid, basosquamous, and epidermoid. The tumour was 
graded according to 7th edition of Tumor, Node, Metastasis (TNM) 
classification [Table/Fig-3a,b]. As is typical of sebaceous carcinoma; 
there were tumour islands made of peripheral basaloid immature 
cells. Squamous epithelial (keratin) pearl development with regions 
of keratinisation was seen inside these islands, indicating localised 
squamous differentiation. Comedonecrosis areas were also seen, 
suggesting core necrosis in tumour nests. All of these results point to 
the diverse cytologic architecture frequently observed in sebaceous 
carcinoma and corroborate the diagnosis.

Immunohistochemical analysis confirmed the diagnosis. The tumour 
cells showed strong positivity for CK 7 and EMA [Table/Fig-4a,b]. 
These markers are specific for sebaceous carcinoma and were 
critical in distinguishing the lesion from other neoplastic conditions 
such as BCC or SCC.

Following surgery, the patient was monitored for 1st visit after a 
month and 2nd visit at two months. Eyelid function was adequately 
maintained, and wound healing was good with no side effects 
including infection, haematoma, or wound dehiscence. The 
surgical margins were verified to be tumour-free. In order to restore 
aesthetic appearance, prosthesis maintenance was started three 
months after the surgery site had fully healed and the margins had 
stabilised. Since there was no sign of nodal or distant dissemination 

[Table/Fig-2]:	 Gross appearance of ocular sebaceous carcinoma of eyelid.

[Table/Fig-3]:	 a) Photomicrograph showing lobules of malignant epithelial cells 
with central comedo-type necrosis and areas of sebaceous differentiation, con-
sistent with Sebaceous Gland Carcinoma (SGC). Haematoxylin and Eosin (H&E) 
with 40× magnification; b) Photomicrograph demonstrating infiltrative lobules and 
nests of atypical sebaceous cells with central comedo-type necrosis and areas of 
cytoplasmic vacuolisation, consistent with Sebaceous Gland Carcinoma (SGC). 
(Haematoxylin and Eosin (H&E) with 40× magnification).

[Table/Fig-4]:	Photomicrographs: (a) 200×; and (b) 400× showing strong granu-
lar cytoplasmic immunopositivity on IHC with adipophilin, confirming sebaceous 
differentiation within tumour lobules. The tumour cells also demonstrate positivity 
for CK7 and Epithelial Membrane Antigen (EMA), further supporting the diagnosis 
of SGC.
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immunohistochemical markers in SGC, showing that aggressive 
behaviour and the propensity for metastasis are correlated with 
high Ki-67 proliferation index and frequent p53 mutations [18-21]. 
Increased tumour aggressiveness has also been connected to 
other molecular changes such ZEB2/SIP1 and BAG3 expression 
[22,23]. Although no particular genetic or syndromic connections 
were found, immunohistochemistry in this instance showed CK7 
and EMA positivity, supporting the diagnosis of ocular sebaceous 
cancer.

CONCLUSION(S)
With a high incidence of distant metastases, regional lymph node 
dissemination, and local recurrence, ocular sebaceous carcinoma is 
an aggressive periocular cancer that usually affects people between 
the ages of 60 and 80. Because it commonly mimics benign 
illnesses like chalazion or chronic blepharitis, diagnosis is usually 
delayed. Complete surgical excision with histologically verified 
tumour-free margins, ideally with margin-controlled procedures like 
Mohs surgery, remains the cornerstone of therapy. Exenteration 
may be necessary in situations that are advanced and entail orbital 
involvement. Early diagnosis of metastasis or recurrence requires 
long-term surveillance with frequent clinical exams and imaging as 
necessary.
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