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Presumed left upper eyelid chalazion 

 

Clinical History 

A 71 year old female presented with a five month history of a painless nodule on her left upper eyelid 

suspicious for a chronic lipogranulomatous lesion (Fig. a).There was a subtarsal conjunctival 

congestion and bluish-brownish pigment inclusions (Fig. b). The medical history was uneventful and 

the patient was healthy apart from arterial hypertension and hypothyreosis. Since the lesion was 

unresponsive to therapy the patient was scheduled for chalazion removal. Intraoperatively, no 

chalazion-typical material could be removed. The excision of small fragments of the lesion was quite 

painful for the patient but yielded enough material for a first histopathological evaluation which made 

complete removal of the lesion necessary. 

 

 

Ocular Pathology  

 

Gross inspection 

Upper left eyelid specimen, 11 x 6 x 4 mm. 

 

Light microscopy 

Lesion composed of pleomorphic small blue cells invading the tarsal plate and the adjacent muscle (Fig. 

c, d). Invasion of lymphatic vessels present (no angioinvasion). Proliferation rate up to 25-30%. 

 

Immunohistochemistry 

Positive: chromogranin, synaptophysin (Fig. e), cytokeratin 7 (focal) 

Negative: TTF-1 (Fig. f), CK20  

 

 

 

Diagnosis neuroendocrine tumor (NET, G3) 
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Follow-up 

Although TTF-1 was negative indicating a primary lesion and not a metastasis of a lung tumor which is 

typically TTF-1 positive, our tumor board advised to conduct a FDF-PET/CT, cMRI, and a DOTATOC 

PET/CT. These investigations revealed lesions in the lung (left bronchus), skin, axilla and paraaortal. 

Thus, our tumor is likely to represent a metastasis of the lung tumor. 

 

Discussion 

This case highlights the necessity to analyze tissue from clinically benign appearing lesions. In 

addition, the pathological diagnosis should not be based on one immunohistochemical marker alone 

since this may lead to false results (first interpretation was primary eyelid tumor based on TTF-1 

negativity).  

Additional clinical imaging features were helpful to reach the final diagnosis and may be considered in 

all neuroendocrine tumors which are CK20 negative and thus not Merkel cell tumors. 
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