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a b s t r a c t 

Sebaceous carcinoma is a rare, malignant tumor of the sebaceous glands. This is a case re- 

port of a 75-year-old man who presented with a right lower axillary mass which initially 

was considered to be a benign sebaceous cyst from sonography. The lesion rapidly changed 

in clinical and sonographic appearances and on histology was a sebaceous carcinoma. This 

unusual tumor accounts for less than 1% of all cutaneous malignant tumors, and the chest 

wall is a rare extraocular site with only nine cases described in the literature. Immunohis- 

tochemistry was negative for MSH2 and MSH6, and positive for MLH1 and PMS2, raising the 

possibility of Lynch or Muir-Torre Syndrome which is a known association with this rare 

tumor. 

Crown Copyright © 2021 Published by Elsevier Inc. on behalf of University of Washington. 
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( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Sebaceous carcinomas (SC) is a rare but aggressive tumor
of the sebaceous glands, accounting for less than 1% of all
cutaneous malignant tumors. Although SC can arise from a
sebaceous gland within any part of the skin, these are usually
confined to the eyelid with extra-ocular presentations in
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only one quarter of reported cases. Moreover, there are only
9 reported cases of axillary presentation of SC and in these
circumstances a diagnosis of Muir-Torre syndrome should
be considered in patients diagnosed with a primary SC. [1 –2]
Furthermore, surgical excision is the recommended primary
treatment modality and this includes Moh’s micrographic
surgery [3] . An unusual case of SC is presented with accom-
panying imaging that is crucial for differential diagnosis of
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Fig. 1 – Initial ultrasound of right axillary lesion. (A) A well-circumscribed heterogenous mass measuring 10 × 13 mm. 
Peripheral (B), and internal (C) vascularity on power Doppler and color Doppler respectively. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

this entity. Recognition of suspicious clinical and radiological
features that are not typical of a benign epidermoid cyst is
pertinent for making a correct diagnosis. 

Case report 

A 75-year-old man presented to his general practitioner with
a 3-month history of a painless lump in the right axilla. Ex-
amination revealed a discrete 3 cm soft mass within the skin
of the chest wall in the mid-axillary line. There was some
red discoloration of the overlying skin but no punctum and
no signs of acute inflammation. There was no ipsilateral ax-
illary lymphadenopathy. The differential diagnosis was be-
tween a sebaceous cyst or lipoma and an ultrasound exami-
nation was requested by the general practitioner. This showed
a well-defined but heterogeneous mass in the skin measur-
ing 10 × 13 mm with peripheral and central vascularization
on color Doppler scanning ( Fig. 1 ). As the lesion lay within
the skin and had clinical features consistent with a sebaceous
cyst, this was the presumed diagnosis. Nonetheless, on ac-
count of enhanced vascularity of the lesion on imaging, fur-
ther radiological opinion was sought; the degree of vascularity
was not considered typical of a benign sebaceous cyst and re-
peat sonographic assessment was arranged and undertaken
after a COVID-19 related delay of 12 weeks. This revealed an
increase in size of the mass that now measured 21 × 15 mm
and displayed lobulations with marked internal vascularity
on Doppler. Moreover, the lesion encroached into the subcu-
taneous tissues but no axillary lymphadenopathy was seen.
These appearances were concerning for a malignant lesion
either of primary origin or a secondary deposit. Ultrasound-
guided core biopsy was undertaken with a 16 G needle and 3
passes ( Fig. 2 ). 

The patient was subsequently referred for urgent assess-
ment in the Cambridge Breast Unit where further enquiry re-
vealed the patient to be otherwise well with no evidence of
weight loss, back pain or cough and no history of previous skin
cancer. He was a non-smoker with minimal alcohol intake and
had non-insulin dependent diabetes mellitus. On further ex-
amination, there was a hard, irregular but mobile mass lying
in the skin and subcutaneous tissues of the lateral chest wall
in the region of the low axilla. This measured 3 cm in max-
imum diameter and was clinically suspicious with incipient
ulceration of the overlying skin ( Fig. 2 ). There was no axillary
lymphadenopathy nor other chest wall lesions. 

The case was reviewed at the breast multidisciplinary team
meeting and histology revealed a malignant tumor comprised
of sheets of basaloid cells with zones of overt sebaceous gland
differentiation. There was prominent mitotic activity along
with some apoptotic debris and moderate cellular pleomor-
phism within the basaloid cells. The sebaceous cells were seen
to merge into squamous epithelium with keratinization and
giant cells with fibrosis were present in the adjacent connec-
tive tissue. These features were consistent with a sebaceous
carcinoma that was confirmed on subsequent immunohisto-
chemistry (negative staining for MSH2 and MSH6 and positive
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Fig. 2 – Repeat ultrasound of right axillary lesion after 12 wk. (A) Lobulated heterogenous mass measuring 15 × 21 mm 

within the subcutaneous tissue extending to the skin. (B) Marked internal vascularity on color Doppler imaging. (C) 
Ultrasound-guided core biopsy. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 3 – Clinical photography of the right axillary lesion 

prior to surgery. 

 

 

 

 

 

 

staining for MLH1 and PMS2). This immune-profile also raised
the possibility of Lynch or Muir-Torre syndromes. A contrast-
enhanced CT staging scan of the chest, abdomen and pelvis
revealed no evidence of regional nodal nor distant metastatic
disease. 

The patient was referred to the skin and plastics multi-
disciplinary teams for further management of this rare cu-
taneous malignancy. It was recommended the lesion be ex-
cised widely with a minimum surgical margin of clearance of
10 mm and ideally 20 mm. The location of the lesion permit-
ted primary closure without excessive mobilization of tissues.
No axillary surgical staging procedure was undertaken due to
normality of nodes on imaging with both ultrasound and CT
scan, but regular clinical follow up with an initial interval CT
scan was arranged ( Fig. 3 ). 

Discussion 

Sebaceous carcinoma is a rare malignant tumor of the seba-
ceous glands and extra-ocular lesions typically present as a
painless skin lesion often involving the subcutaneous tissues.
[4] . SC is referred to as the ‘great masquerader’ and differential
diagnosis includes several inflammatory conditions as well as
other tumors [5] . The differential diagnosis of a sebaceous car-
cinoma includes benign sebaceous (epidermoid) cysts, and the
very rare skin malignancies of dermatofibrosarcoma protuber-
ans and cutaneous B-cell lymphoma. [6–8 ] These lesions all
can present with nodules in the skin with or without skin dis-
coloration and as originate in the dermis, have similar appear-
ances on ultrasound which are often non- specific. 

In particular, SC may be clinically indistinguishable from a
benign sebaceous (epidermoid) cyst, but suspicious should be
raised when such a lesion is growing, is recurrent or has any
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atypical features. A benign epidermoid cyst is a smooth, well-
defined lesion contained within the skin and without demon-
strable internal vascularity on Doppler scanning. As seba-
ceous cysts are very common, it is possible for clinicians to be
diagnostically complacent; they should maintain an index of
suspicion for other benign and malignant skin lesions and en-
sure that biopsy (needle or excision) is performed when tissue
acquisition is warranted for diagnostic uncertainty. Nonethe-
less, there can be variable histological as well as clinical and
radiological features of SC that may delay definitive diagnosis
and commencement of treatment. When a benign diagnosis
is made initially, patients must be informed that any increase
in size of the lesion or change in the overlying skin is a rea-
son for further clinical review. However, patients should not
be routinely following up for an otherwise typical benign se-
baceous cyst. 

SC is associated with the Muir-Torre syndrome linked to
mutations in the MLH1 or MSH2 genes with an autosomal
dominant pattern of inheritance. The syndrome is associ-
ated with sebaceous skin tumors (including adenoma and
carcinoma) together with internal malignancy most com-
monly of the gastrointestinal and genitourinary tracts [9 –10] .
In this patient, microsatellite instability was found in the
MLH1 and PMS2 genes with immunohistochemistry, but with
negative findings for the MSH-6 genes. Details of the molecu-
lar pathogenesis of SC remains to be elucidated, and further
research will provide additional insights into molecular mech-
anisms underlying this rare malignancy of the skin. Interest-
ingly, there are variable histological patterns described for SC
associated with Muir-Torre syndrome and these lesions can
either precede or follow malignancy of the internal organs [11] .
Early diagnosis and recognition of SC can raise suspicion for
a diagnosis of Muir-Torre syndrome and ultimately improve
both morbidity and mortality for patients affected by this
syndrome. The latter should undergo regular and long-term
surveillance for other malignancies (most commonly colorec-
tal and renal tract tumors) that can be detected at an earlier
stage with dramatic improvements in prognosis [12] . 

The primary treatment approach for SC is wide local ex-
cision or more targeted Moh’s micrographic surgery. Overall
rates of local recurrence range from 12%-32% with a broad
range of follow up (5-71 mo) in reported series. Rates of local
recurrence are generally higher following wide local excision
(11%-36%) than micrographic surgery (6.4%-11%), although
have fallen in the past 15 years for widely excised ocular SC
[13] . When the SC occurs in the axillary region, sentinel lymph
node biopsy may be offered for surgical staging of the axilla
when nodal metastases are suspected on imaging (despite
normal needle biopsy of axillary nodes) [9] . 

Conclusion 

This case report illustrates how a rare form of skin cancer can
initially present with clinical features that mimic a common
skin lesion with suspicion raised on subsequent ultrasound
examination. Delayed investigation in this case due to COVID-
19 permitted clinical progression of the lesion. Atypical clin-
ical features such as rapidly changing size or skin changes
should prompt ultrasound examination with assessment of
vascularity. Once a diagnosis of SC is established histologi-
cally, syndromes such as Muir-Torre should be considered as
these as associated with potentially life-threatening malig-
nancies that can be screened for with improvement in prog-
nosis. 

Patient consent 

The patient has given signed consent for the use of his medi-
cal records and imaging to be used in education and in publi-
cation of this case report. 
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