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Introduction

Sebaceous cell carcinoma (SCC) arises from the sebaceous

gland and it is considered as one of the aggressive dermato-

logical malignancy. It may have an ocular as well as extra-

ocular origin however, the most common site is the ocular

region with the accountability of 34–59% cases [1]. The most

common site of ocular origin is the upper eyelid due to the

dense concentration of meibomian glands and involvement of

the lower eyelid is a very rare presentation [2]. However si-

multaneous involvement of both eyelids has been found in

about 1–6% of cases [3]. It is considered the third most com-

mon malignancy in the USA after basal cell carcinoma (BCC)

followed by squamous cell carcinoma (SCC) which is con-

trary to Asian people in whom it is more common than BCC

with accountability of around 28–60% of all ocular malignan-

cies [4]. SCC is most commonly found in elderly patients with

age range from 70 to 72 with no gender differentiation [5].

The origin of SCC is found in the meibomian gland, car-

uncle, gland of Zeis, and skin of the eyebrow [6]. There are

other ocular pathologies including both benign and malignant

entities which may mimic SCC. These are chalazion, BCC,

squamous cell carcinoma, ocular pemphigoid, conjunctivitis,

blepharitis, and leukoplakia. Thus, during evaluation of SCC,

all these pathologies should be addressed first and then defin-

itive management of SCC can be planned. We are reporting a

case of an elderly male who presented to us with post excision

status with positive margins who underwent re-wide excision

(Fig. 1).

Case Report

A 68-year-old gentleman with Eastern Cooperative Oncology

Group (ECOG) Performance Status I with no comorbidity

presented to our clinic with history of post excision status of

right lower lid lesion. The histopathology report was sugges-

tive of poorly differentiated carcinoma possibility of seba-

ceous cell carcinoma. We extracted all relevant history in re-

lation with pre-surgery complaints, investigations and surgery

details. Discharge summary was available where all relevant

findings were already documented. There was no

positive history of redness of eyes, loss of eyelashes, pain,

trauma, discharge or history of radiation in the past. There

was no significant medical and family history or hospitaliza-

tion for any major illness in the past. The patient was evalu-

ated by an ophthalmologist for chalazion and advised him to

undergo excision. The patient underwent wide local excision

and after getting a final histopathology report he was referred

to our clinic.

On clinical examination, a scar mark was noted just

near the midline of the lower eyelid with no palpable

parotid, cervical lymph nodes. The rest of the systemic

examination was unremarkable. The findings on the pa-

thology report mentioned specimen size of 0.5 cm

×0.5cm. The size of the lesion was not mentioned but

margins were involved by the tumor. We evaluated the

patient again with review of the pathology report by our
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expert team of oncopathologist. We did ultrasound of the

neck for cervical lymph node status and contrast-

enhanced computed tomography (CECT) of the neck,

chest, abdomenand pelvis for metastatic staging work

up. Our reviewed histopathology study reported presence

of nodular or diffuse growth pattern surrounded by a

dense fibrous stroma with infiltrative borders which was

highly suggestive of poorly differentiated sebaceous car-

cinoma (Fig. Fig. 2). The radiology report was negative

for enlarged parotid or neck nodes with no distant

metastasis.

After discussing index case in our multidisciplinary

tumor board, a decision was taken to plan for re-wide

excision of the scar with adequate margins with recon-

struction. Hence, after getting fitness from the anesthetist.

We did re-wide excision of the scar with modified Hughes

flap. The patient was discharged on the next postoperative

day with uneventful postoperative course. Again for adju-

vant treatment, there were conflicting evidences. Hence,

our multidisciplinary tumor board decided adjuvant radi-

ation therapy in view of poorly differentiated histology.

Post radiation therapy, patient developed eyelid erythema,

edema, conjunctival congestion and chemosis for the next

4 months which were resolved with symptomatic treat-

ment. After 5th month of completion of treatment there

was complete loss of eyelashes. The patient is still in

periodic follow-up with us and after 18 months of com-

pletion of treatment, he is disease free.

Fig. 1 Scar mark (post excision) over the right lower eyelid

Fig. 2 Microscopic view of Sebaceous cell carcinoma
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Discussion

There is scarcity of literature about the etiopathogenesis and

the risk factors of SCC. The possible etiology includes immu-

nosuppressive status, history of radiation treatment in the past,

some syndromic association with Muir–Torre syndrome, pro-

duction of carcinogen like nitrosamines and photosensitiza-

tion because of use of diuretics in the past [7]. About 80%

of SCC involves the skin of the head and neck with near about

40% involvement of the eyelids [5]. As we have already men-

tioned, several entities needs differentiation while ruling out

SCC. The typical presentation of SCC of the eyelid is a soli-

tary nodule which may be painless with some diffuse inflam-

mation or sometimes with loss of cilia. The clinical picture of

this finding mimics the presentation of chalazion. The second

most common presentation of SCC is with diffuse unilateral

thickening of the eyelid which simulates the common features

of blepharoconjuctivitis.

The extra-ocular site of SCC is located over the head, neck,

trunk, extremities and extracutaneous locations are the parotid

gland, nasal cavity, breast, large bowel, ovary and prostate [8].

The local spread of SCC involves the palpebral conjunctiva,

bulbar conjunctiva and cornea. In advanced cases, it may in-

volve the orbital soft tissue, bone, and intracranial cavity.

Metastatic spread involves the regional lymph nodes [9].

The upper eyelid tumor spreads to preauricular and parotid

lymph nodes while the lower eyelid tumor spreads to subman-

dibular and cervical lymph nodes. Distant metastasis may in-

volve the parotid gland, liver, lung and bone [10].

The diagnosis of SCC is suspected when an elderly patient

presents with history of unilateral blepharoconjunctivitis or

recalcitrant chalazion which is resistant to standard ophthal-

mic treatment. The diagnosis is only confirmed with excision

biopsy. Immunohistochemistry (IHC) is required to differen-

tiate it from BCC and squamous cell carcinoma. Poorly dif-

ferentiated SCC shows both, squamous and sebaceous differ-

entiation. This finding makes it difficult to differentiate it from

squamous cell carcinoma. There are some IHCmarkers which

rules out SCC from other varieties. SCC is near about 100%

positive for the following IHC markers—epithelial membrane

antigen (EMA), adipose differentiation-related protein (ADP)

and androgen receptor (AR) [11].

The differential diagnosis of SCC includes BCC, squamous

cell carcinoma, benign sebaceous lesions, Merkel cell carcino-

ma and inflammatory lesions. The best way to differentiate

these pathologies is by excision biopsy. BCC lesions are mostly

ulcerative and SCC does not have ulceration. IHC markers

EMA and ADP are negative in BCC and the same are positive

in SCC. EMA may be positive in squamous cell carcinoma

however, ADP and androgen receptor (AR) are consistently

negative whereas these are positive in SCC. Benign lesions

do not involve the periocular region. Inflammatory lesions

mostly respond to standard ophthalmic treatment. Merkel cell

carcinoma presents with red lesions over the eyelid and requires

histopathological examination for diagnosis [12].

Patients with SCC should be examined carefully to

define the clinical extent of the tumor and regional lymph

nodes should be palpated properly. If an enlarged node is

found, it should be posted for biopsy or fine-needle aspi-

ration cytology. The diagnosed patient should be referred

to an ophthalmologist for evaluation of conjunctival and

corneal involvement. Radiological investigations to define

the local extent and metastatic staging includes computer-

ized tomography (CT) or magnetic resonance imaging

(MRI) which are useful in evaluating invasion of orbital

soft tissue, bone or intracranial cavity.

Surgical treatment is the first-line treatment for SCC

and it includes wide local excision of the lesion with

frozen section control or if available, Mohs micrographic

surgery [13]. When conjunctiva gets involved, it may re-

quire surgical resection of the bulbar epithelium, cryother-

apy or topical mitomycin. When there is extensive orbital

involvement, it requires orbital exenteration. The role of

radiation treatment for SCC is still not clear. Use of up-

front radiation therapy has been reported by some studies

[14]. Adjuvant treatment with all available modalities has

been reported by few case series however, still there is no

supportive strong evidence. When there is pagetoid inva-

sion of conjunctiva, cryotherapy is frequently used as an

adjuvant therapy but it has some side effects like

symblepharon and corneal erosions [15]. Topical mitomy-

cin has been used in few cases of pagetoid invasion of

conjunctiva as an adjuvant treatment but it has side effects

like persistent keratoconjunctivitis and epiphora [16].

When there is regional nodal involvement, it requires nod-

al dissection or radiation therapy [17]. There are isolated

reported cases where cisplatin, capecitabine and fluoro-

uracil were used successfully as a topical agents and ra-

diation therapy for metastatic SCC [18]. Inadequate exci-

sion of the tumor is the most common factor responsible

for local recurrence which in turn affects the prognosis.

Local recurrence has been reported in 9–36% of patients

and distant metastasis reported in 3–25%. Older age,

poorly differentiated tumors and distant but not nodal me-

tastasis are unfavorable prognostic factors [19]. Hence, all

patients with SCC should be followed with extended

long-term follow-up protocol as late relapses had been

reported after 5–11 years [20].

Conclusion

Sebaceous cell carcinoma is considered a rare and high-

ly aggressive tumor of the ocular origin. The diagnosis

is confirmed with wide excision biopsy and requires
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long-term periodic follow-up to prevent local recurrence

and distant metastasis.
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