
Periocular lesions are some of the most common com-

plaints encountered in Ophthalmic practice.  Whilst 
some of the diagnoses may be obvious, some are not.  

There are a few characteristics which are common 
features of benign lesions such as a long-standing histo-

ry with no evidence of recent growth, well circum-
scribed and absence of destruction of normal struc-

tures (such as hair follicles growing through the lesion). 
On the contrary; advancing age, recent rapid growth, 

recurrences despite initial excision, irregular borders 
and destruction of normal structures are characteris-

tics of malignant lesions. 

 

A 59 year old lady was referred for a recurrent chalazi-
on despite four episodes of incision and curettage. Its 

external appearance was of a multi-loculated lesion 
along the right upper eyelid margin with surface telangi-
ectasia (Figure 1). There was one less row of lashes 

and the lashes had become sparse in the affected area.  
Eversion of the eyelid showed destruction of normal 

eyelid margin architecture and a lesion with sebaceous 
content subtarsally with an adjacent haematoma. The 

lesion was surrounded by vascularisation along the tar-
sal conjunctiva (Figure 2). The above features were 

highly suggestive of a malignant lesion, such as a seba-
ceous carcinoma. There was no palpable lymphade-

nopathy. 

 

A subsequent incisional biopsy confirmed sebaceous 
cell carcinoma. Simultaneous mapping biopsy ruled out 

pagetoid spread. Subsequently, the lesion was planned 
for complete excision with a 4mm margin.  During the 

excision, the medial 1/3 of whole tarsus with its attach-

ing levator, punctal and upper canalicular system were 
removed. Extensive reconstruction was performed 

with a combination of flap and graft (upper tarsus, 
postauricular).  Post-operatively, the patient recovered 

well with reasonably good aesthetic and functional out-
come. (Figures 3 and 4). She is under regular follow up 

for recurrence. 

 

 

RECURRENT CHALAZION IN THE UPPER EYELID, ANNOYING OR SOMETHING DIFFERENT?  

“Despite being a rare condition 

among the Caucasians, the 

incidence is higher in Asia, with the 

reported incidence of SGC ranging 

from 0.5 to 5% of all lid 

carcinomas in USA and 28% in 

China”  
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Figure 1 

Figure 2 



Sebaceous cell carcinoma is a malignant lesion 

which mostly affects the upper eyelid, predomi-

nantly in females.  It arises from the meibomian 

glands, glands of Zeiss of the eyelashes, caruncle 

and eyebrow.1  Despite being a rare condition 

among the Caucasians, the incidence is higher in 

Asia, including Malaysia.  The reported incidence of 

SGC varies from 0.5 to 5% of all lid carcinomas in 

USA and 28% in China.2,3 It is a great masquerad-

er and can mimic benign lesions such as recurrent 

chalazion, blepharoconjunctivitis and superior lim-

bic keratoconjunctivitis.4-6  It therefore presents 

late and the author has seen cases of exenteration 

secondary to late presentation.  It usually behaves 

aggressively and progresses quickly and can spread 

to regional lymph nodes in stage T2b and above.  

In Stage 3a and above, it can metastasise and lead 

to death.7 It is known for its high recurrence rate 

(33%) and requires long term follow up.  Follow-

up is also required to monitor additional visceral 

malignancies as in Muir-Torre Syndrome. 

 As differentiation of benign and malignant lesions 

is difficult, it is important to have pre-operative 

photos prior to any incision. Very often oculo-

plastic surgeons are referred a malignant lesion 

post-incisional biopsy.  The healing process follow-

ing incisional biopsy makes determination of lesion 

margins extremely difficult and over/under further 

excision frequently occurs without initial photos as 

a reference. It is advisable that if the lesion is be-

lieved to be malignant, it is best to be referred to 

an oculoplastic surgeon to allow proper planning 

of the management without an incisional biopsy.  

As sebaceous cell carcinoma is suspected in this 

case, a mapping biopsy was also performed during 

the initial incisional biopsy to avoid another ses-

sion and allow proper planning.  During biopsy, 

proper handling of tissue is important as crush 

injury to the specimen 

often makes the patho-

logical interpretation 

difficult. 

Figure 3 (above) & Figure 4 (below) 
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