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Lacrimal sac SFTs may present as nasolacrimal duct 
obstruction, recurrent dacryocystitis, or as a slow‑growing 
mass in the medial canthal region.[2‑4] Complete surgical 
excision should be performed. Due to histological diversity, 
SFTs can mimic other tumors such as mesotheliomas and 
sarcomas. Immunohistochemistry is confirmatory test.
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Figure 5: (a) Immunohistochemistry showing diffuse positivity for 
CD34. (b) Immunohistochemistry showing diffuse positivity for 
BCL 2
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Figure 4: (a) Microphotograph (Haematoxylin and Eosin staining, 10×) 
showing a ‘patternless’ growth pattern with thin‑walled vascular spaces in a 
branching pattern (black arrows). (b) Microphotograph (Haematoxylin and 
Eosin, 20×) showing spindle cells (black arrowhead) arranged randomly
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A 30‑year‑old immune‑competent Asian woman, coolie 
by occupation, presented with painless conjunctival lesion 
with progressive enlargement since 1 month. Patient was 
a nonsmoker and had significant exposure to ultraviolet 
radiation because of her occupation. Examination revealed 
a yellowish white, well‑defined conjunctival nodule in 
interpalpebral region, 2 mm away from nasal limbus with 
a central hyperkeratotic core, and limited mobility [Fig. 1a]. 
Tumor was excised by “no‑touch technique” with margin 
clearance, cryotherapy, and surface reconstruction. 
Histopathological examination showed an epithelial lesion 
with central keratin‑filled crater surrounded by buttress like 
thickened epithelium [Fig. 1b]. Higher magnification showed 
irregular epithelial proliferations [Figs. 2 and 3], displaying 
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Figure 2: Stromal invasion by multiple, irregular, atypical epithelial 
proliferations of varying sizes  (few loosely cohesive: asterisks 
marked‑  Figure  2; circles’ marked‑  Figure  3) and stromal actinic 
change. Nuclear pleomorphism, atypia, and conspicuous nucleoli 
noted in epithelial component (Hematoxylin and Eosin, 40X). Foci of 
dyskeratosis (tadpole like cell, arrow marked, Figure 3) and atypical 
mitoses (arrow head, Figure 3) also noted
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squamous cell carcinoma. There has been no recurrence 
24‑months postsurgery.

Freeman first described “conjunctival keratoacanthoma” based 
on classical history, typical nodular appearance, central crater, 
rounded edges, and distinctive histopathology.[1] Keratoacanthoma 
is a biologically unstable tumor with potential for self‑regression 
and can also show enigmatic progression to   squamous cell 
carcinoma (SCC).[2] There is limited understanding of the natural 
course of mucosal keratoacanthoma, as they are frequently excised 
than observed.[3] Conjunctival keratoacanthomas are rare with 
sparse reports in Asians.[3,4] Similar to SCC, they have a limbal 
predilection ‑ temporal more than nasal.[3‑5]

On histopathology, central keratin‑filled crater surrounded 
by overhanging epidermal edges is characteristic. The 
epithelium is acanthotic with eosinophilic glassy appearance 
of cytoplasm.[1] Histopathology may vary between early, well 
developed to regressing stages or a tumor undergoing SCC like 
change.[2,5] Despite the typical features in well‑developed phase, 
definite differentiation from SCC may be challenging as KA 
in its early/proliferative phase may show horn pearls, cellular 
atypia, mitoses, and infiltrating borders, present in SCC.[1,3] In 
our case, the crateriform lesion also showed stromal invasion by 
irregular epithelial masses with loose cohesion, pleomorphism, 
atypia, and atypical mitoses, indicative of carcinoma. Complete 
surgical excision with margin clearance is recommended for 
suspected conjunctival keratoacanthoma and histopathological 
evaluation further aids prognostication. Long‑term follow‑up is 
recommended for early detection of recurrence. Patients should 
be educated to avoid long and persistent exposure to ultraviolet 
radiation and to self‑examine the site of surgery and other UV 
exposed areas for recurrence or development of new lesion.
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Figure  1: (a) Clinical image showing a conjunctival nodule with 
central hyperkeratotic core; (b) Photomicrograph showing a central 
keratin‑filled crater surrounded by thickened epithelium (Hematoxylin 
and Eosin, 2X)
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Figure 3: Stromal invasion by multiple, irregular, atypical epithelial 
proliferations of varying sizes  (few loosely cohesive: asterisks 
marked‑  Figure  2; circles’ marked‑  Figure  3) and stromal actinic 
change. Nuclear pleomorphism, atypia, and conspicuous nucleoli 
noted in epithelial component (Hematoxylin and Eosin, 40X). Foci of 
dyskeratosis (tadpole like cell, arrow marked, Figure 3) and atypical 
mitoses (arrow head, Figure 3) also noted

atypia and extending through the basement membrane into 
stroma, some of which were loosely cohesive,  (asterisks 
marked‑ Fig. 2; circles marked‑ Fig. 3). Stroma showed actinic 
change. Dyskeratosis (Fig. 3 tadpole like cell‑arrow marked) 
and atypical mitoses  (Fig.  3, arrow head marked) were 
noted. Thus, the lesion was termed as keratoacanthoma‑like 


