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The importance of 
considering sebaceous 
gland carcinoma in 
presumed chalazia in 
South Asian patients?
A 51-year-old Malaysian female was referred 
with a left lower eyelid lesion noticed 4 years 
ago. She consulted her GP a year ago and 
was diagnosed to have a chalazion. Her GP 
requested funding for treatment. The primary 
care trust (PCT) considered this a low-priority 
procedure and declined funding. One year 
later she approached her GP again and was 
referred to a hospital for management of 
this eyelid lesion (Figure 1). She underwent 
a biopsy and the histology was suspicious 
of a squamous cell carcinoma. She was 
referred to our unit. On examination, she had 
a left lower eyelid, firm 4mm nodule with 
thickening and distortion of tarsal conjunctiva. 
With a clinical suspicion of sebaceous gland 
carcinoma (SGC), a wedge excision of the 
lesion was performed. Paraffin section 
histology confirmed complete excision of 
SGC. Delayed repair required a Tenzel flap. 
She remains asymptomatic at 5-month 
follow-up. 

Discussion
Eyelid SGC is known to masquerade as 
chalazion.1 Patients with longer duration 
of symptoms have been reported to have 
more advanced disease and higher rates of 
recurrence or metastasis. Delay in diagnosis 
and treatment of SGC by more than 6 months 
has been reported to be associated with 
increased incidence of recurrence.2 In this 
case of SGC the treatment was denied by 
a PCT, after mis-diagnosis as a chalazion, 
considering it as a low priority procedure. 

Although criteria may vary, PCTs only 
fund excision of chalazion when the 
following criteria are met: the chalazion 
has been present for more than 6 months, 
it is situated on the upper eyelid, and it is 
causing blurring of vision.

SGC is more common in the upper eyelid 
than lower, with ratios varying from 1.3 to 
3. The above PCT criteria could lead to a 
delay in diagnosis of a SGC masquerading 
as chalazion in the lower eyelids. SGC is 
rare in the white population, accounting 
for 1–5.5% of all eyelid malignancies.3,4 
However, SGC appears to be much more 
common in the Asian population (South 
Asian and Indian), accounting for 27–40% 
of all eyelid malignancies.3,4 Hence, the 
possibility of SGC should be considered in 
Asian individuals presenting with persistent 
chalazion. Persistent or recurrent chalazion 
and increase in size of lesion particularly in 
individuals of Asian origin should justify early 
referral to the ophthalmologist.
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Figure 1. Lower eyelid lesion.
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