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tomography showed no sign of recurrence.
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A Case of Parotid Metastasis from Sebaceous Carcinoma of the Eyelids

Hee Sung Chae, MD', Hui Joon Yang, MD', Seung Won Paik, MD', Ji-Hoon Kim, MD?*

Department of Otorhinolaryngology-Head and Neck Surgery, Yonsei University Wonju College of Medicine, Wonju, Korea,
Department of Otorhinolaryngology, National Health Insurance Service Ilsan Hospital, Goyang, Korea?

Sebaceous carcinoma is a relatively rare and aggressive malignant tumor. Periocular area (especially eyelid)
is the most common lesion to occur, and the most common extraocular lesion is the parotid gland. Because the
lesion also mimic other benign inflammatory diseases, this leads to delayed diagnosis or misdiagnosis. Here, we
report a 58-year-old male patient who presented with a non-tender painless left parotid mass after wide excision
of sebaceous carcinoma in the left eyelid two years ago. When he was diagnosed with sebaceous carcinoma of
left eyelid, there was a small left parotid tumor on the computed tomography. But no further examination and
treatment were performed. Two years later, physical examination revealed growing parotid tumor and multiple
neck nodes on the left side. After radical parotidectomy and neck dissection, histological examination showed
a sebaceous carcinoma and neck node metastasis. Considering the aggressiveness of sebaceous carcinoma, further
evaluation for parotid glands should be considered when sebaceous carcinoma of the eyelid was discovered.
Postoperative chemoradiotherapy was performed for disease control. Follow up after two years, and computed
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Fig. 1. Preoperative imaging evaluation of the eyelid mass. (A) Enhanced CT scan showed heterogeneous mass in the left lower
eyelid (white arrow). (B) A small mass of the left parotid gland was incidentally observed at the time of diagnosis (white arrow).
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Fig. 2. Preoperative imaging studies. (A-C) Enhanced CT scan showed a 3.0 x 1.6 x 2.2 cm sized ill-defined lobulated mass
in the left parotid gland and multiple enlarged lymph nodes. (D-G) Axial fused image of PET-CT scan showed intense FDG
uptakes at the left parotid gland and level Il lymph nodes. No distant metastases were revealed.

Fig. 3. Infraoperative findings and resected specimens. (A) Image shows the surgical site after left radical parotidectomy and
neck dissection. (B) 3.2 x 3.0 x 1.7 cm sized firm, iregular surfaced parotid gland mass and left level IV lymph nodes.

Fig. 4. Mlcroscoplc Ond immunohistochemistry findings. (A) H&E staining shows the tumor lobules composed of large foamy
cells surrounded by basaloid cells (x 200). (B) Numerous cells with sebaceous differentiation is shown (x 200). (C) Diffuse positive
for epithelial membrane antigen (EMA) is shown (x200). (D) Diffuse positive for androgen receptor (AR) is shown (x200).
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