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Case Report

ABSTRACT
Nasal sebaceous carcinoma is an extremely rare cutaneous malignancy. We present the case of an 86‑year‑old female who had a skin nodule 
with surface telangiectasia on the right ala of the nose. The lesion had been removed and has been reconstructed with an advancement rotational 
flap with a minimal residual defect. Upon histopathological examination, the lesion was diagnosed with sebaceous carcinoma. The patient was 
followed up because of the high rate of recurrence as well as metastatic potential. No recurrence occurred during 4 years of follow‑up, and the 
patient was unwilling to reconstruct the remaining alar defect. We present a rare skin cancer case that could be encountered during the head 
and neck examination by oral and maxillofacial surgeons. By reporting this case, we aimed to raise the awareness and familiarize clinicians 
with these less common lesions.
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INTRODUCTION

A variety of medical disciplines are regularly consulted on 
the skin lesions of the head and face. Oral and maxillofacial 
surgeons are involved with everyday examinations of the 
face and could encounter the cutaneous lesions on the nose. 
Sebaceous gland malignancies represent one of the rare and 
potentially aggressive types of skin neoplasms. Sebaceous 
carcinoma arises from the sebaceous glands’ epithelium, and 
any anatomic site containing sebaceous glands may exhibit 
neoplastic sebaceous differentiation. The most common site of 
these neoplasms is the ocular adnexa (glands of Zeis) and skin 
of the face, and it is believed to arise from the sebaceous glands 
of the skin.[1] One of the most extensive reviews of 1349 cases 
of sebaceous carcinoma showed that orbital or periorbital 
involvement has comparable frequency and aggressiveness. 
The present study also showed a higher incidence of lesions 
among advanced age patients and a slight male predominance.[2]

CASE REPORT

We present an 86‑year‑old female with a history of the 
growing nodule on the right side of nasal alar skin. The patient 
and her guardians signed written informed consent for the 
scientific use of the patient’s information and photographs. 

The medical history of the patient was unremarkable. Physical 
examination showed a firm sessile nodule with thin surface 
telangiectasia and abrasion of the lesion [Figure  1]. The 
primary diagnosis was basal cell carcinoma. No radiographic 
examination was requested. During surgery, the right alar 
lesion was excised with a 5‑mm free margin, and the nodule 
was removed with a portion of lower lateral cartilage 
extending to the vestibular portion of the right nostril. Due 
to the limited extension of the lesion, no frozen section 
was requested. An advancement‑rotational nasolabial flap 
was designed, and the defect was partially reconstructed 
[Figure  2]. Microscopic sections show irregular lobules, 
and sheets of atypical cells with sebaceous differentiation 
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arranged in nests show considerable nuclear and nucleolar 
pleomorphism with eosinophilic cytoplasm with high mitotic 
activity. Many atypical mitoses and some areas of necrosis 
were noted microscopically. The immunohistochemical 
study shows immunestaining for epithelial membrane 
antigen (EMA) [Figure 3].

The cellular characteristics were consistent with sebaceous 
gland carcinoma.[3] The advancement‑rotational flap 
was shrunk with the remaining alar defect. No further 
reconstructive surgeries were desired by the patient [Figure 2]. 
The patient is currently 90  years old, which has been 
disease‑free for 4 years.

DISCUSSION

Nasal sebaceous gland carcinoma is an extremely rare skin 
adnexal tumor, with few nasal sebaceous carcinoma cases 
reported in the literature. The periocular region is the most 
common site for sebaceous carcinoma, whereas the nasal area 
represents only 5% of 400 reviewed cases.[1] Another review 
shows that the number of these cases is increasing, and only 
25% of these cases occur extraocular.[4]

Previous reports showed a tendency toward female and Asian 
ethnic groups, which has been challenged by a more recent 
study that showed a male predominance with no risk factor 
associated with Asian/Pacific Islander ancestry.[2] The specific 
etiological factor is still unknown, but patients with a history 
of radiotherapy and human papillomavirus infections were 
more associated with these lesions.[5] Another factor that 
might occur in this lesion is the genetic characteristics of 
Muir‑Torre syndrome. It shows an autosomal dominant with 
variable skin manifestation and penetrance. These lesions 
can precede or concur with other visceral malignancies, 
such as colorectal carcinomas, which are the most common 
type.[6] Therefore, concise evaluation of Muir‑Torre syndrome 
consisting of colonoscopy and early morning urine sample for 
genitourinary malignancy. The present case was unlikely to be 
a Muir‑Torre syndrome due to no family history or previous 
skin carcinoma and no symptoms of neither colorectal nor 
genitourinary tract malignancies.

Although multiple etiological features have been shown in 
the literature, our patient had no recurrence.[7] Possible local 
spread of lesions during surgery is very unlikely and did not 
occur in our case. These lesions have high metastatic potential 
among carcinomas, which can occur by the lymphatic drainage 
of the primary site. In our case, no lymphatic enlargement 
was observed over a relatively long period (4 years), and the 
patient was disease‑free. Histopathological examination 
showed no vascular, lymphatic, or neural invasions.

Histopathologically, the principal differential diagnosis 
is basal cell carcinoma with sebaceous differentiation. 

Figure 2: Four years postoperative healed lesion with remaining defect

Figure 1: Preoperative clinical view of the lesion

Figure 3: Histopathologic examination of the lesion (a) microscopic view 
at ×40; (b) Necrotic areas; (c) Atypical mitoses; (d) The immunohistochemical 
staining for epithelial membrane antigen
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In this regard, immunohistochemical study for EMA and 
Cytokeratin (CAM 5.2) is helpful, which both are positive in 
sebaceous carcinoma.

The face and the nasal area have vast vascular supplies with 
various anastomoses such as columellar and nasal vestibular 
arteries branching from the facial artery.[8] Micrometastatic 
seeding might occur during surgery. Another possibility might 
be a direct spread of lesion, which has not occurred in our 
case,[9] but these speculations are not ruled out. Both types 
of sebaceous carcinoma are known to metastasize to the 
regional lymph node. The most common sites of metastasis 
are the preauricular and parotid lymph nodes.[10,11] Reports 
show that the extraocular type of sebaceous carcinoma 
has a metastatic rate of 21%.[2] Due to aggressive behavior 
of extraocular sebaceous carcinoma, Sawyer et  al.[12] 
recommended sentinel lymph node biopsy. Although there 
is no consensus regarding nodal neck treatments, some of 
the authors suggested sentinel lymph node dissection, neck 
dissection, or even close surveillance.[13] Therefore, each case 
should be decided individually base on prompt preoperative 
evaluation to rule out regional or distant metastasis.

Treatment modalities of the sebaceous gland are cryotherapy, 
radiation, and surgical removal. However, previous reports 
show that radiation therapies hold high mortality rates than 
those treated surgically with free wide margins.[14] These 
lesions’ treatment choice is currently surgical excision with 
a wide free margin proved by the frozen section.[15]

CONCLUSIONS

We present an extremely rare skin cancer case that could be 
encountered during head and neck examinations by oral and 
maxillofacial surgeons. By reporting this case, we aimed to 
raise the awareness and familiarize clinicians with these less 
common lesions. These lesions should be treated aggressively 
to obtain free margin, and patients should be closely followed 
up during at least the first 5 years due to its high recurrence 
rate and high tendency to metastasize.
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