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 An 87-year old woman presented with progressive left 

lower lid swelling of one-year duration .

No history of associated pain or discharge in relation 

to the lesion. 

No history of preceding trauma in left eye.

TheCase:



External examination showed: 

 Huge left orbital and eyelids mass with totally 
obscured left globe. 

 The mass was: non-tender with marked 
telangiectasia, feeder blood vessels, areas of 
hemorrhage and crusting.

 There were no palpable pre-auricular or neck 
lymph nodes.

TheCase:



Figure 1

The clinical appearance of our 87-year old patient showing huge left orbital and eyelids 

mass with totally obscured left globe. 

feeder blood vessels, areas of hemorrhage and crusting are displayed



 Initial clinical diagnosis was:

Sebaceous gland carcinoma

TheCase:



Computerized tomography (CT) scan 
of the brain and orbits:

i. Large oval-shaped heterogeneous mass noted in 
the antero-inferior aspect of the left orbit.

ii. Mass appeared to be originating from the left 
lower eyelid and to be intimately abutting the left 
globe, which was displaced postero-laterally. 

iii. No evidence of intra-ocular extension of the mass 
into the left globe. 

Cont…. The Case



Computerized tomography (CT) scan of the brain and orbits: large 

oval-shaped heterogeneous mass.

Figure 1



 Histopathological examination:

Cont…. The Case



Cont…. The Case



IHC staining: 

CK8/18



IHC staining: 

CK 7



IHC staining: 

EMA



IHC staining: 

Synaptophysin



IHC staining: 

NSE



IHC staining: 

CD56



IHC staining: 

TTF-1



IHC staining: 

 Positive: CK 8/18, CK7, EMA, Synaptophysin, NSE, 
and CD56.

Weak positivity: Thyroid Transcription Factor 1 (TTF-1)

 Negative: CK 20, CK 5/6, p63, CD45, CD99, S-100, 
HMB-45, Vimentin, neurofilament and Chromogranin.



IHC staining: Ki67



Cont…. The Case

The Diagnosis was 

small cell neuro-endocrine tumor



Cont…. The Case

The case was discussed in the tumor 

board and the plan was for: 

palliative radiation
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The clinical appearance of our 16-year old patient showing significant 

right side proptosis.  



Axial T1-magnetic resonance imaging showing the right isodense

mass pushing the optic nerve, with ring of contrast enhancement.

Axial T2-magnetic resonance 

imaging showing the progressive 

increase in the right orbital tumor 

size in 4/12.



Positive tumor cells to cytokeratin 8/18 (original magnification x 400).



Positivity to Chromogranin stain (original magnification x 100).



Positive tumor cells to Synaptophysin (original magnification x 200).



Cont…. The Case

■ Proliferation rate was 20% by Ki67 

■ Histological Diagnosis:  Neuroendocrine tumor: 

grade G2.

a. Primary

b. Secondary





 The most common location of small cell 
neuroendocrine tumor (NET) is pulmonary while 
the overall incidence of extrapulmonary NET is 
less observed.

Extrapulmonary sites include the salivary 
glands, sinuses, thyroid, larynx, trachea, pleura, 
thymus, gastrointestinal tract, genitourinary 
tract, ovary, uterus, cervix, brain, lymph nodes, 
skin and eyelids. (1)

Discussion::



 Non-ocular NET has been reported in various 
anatomic locations; however, primary orbital 
NET is uncommon, and majority of cases are 
metastatic. (2)  

Orbit has been reported to be involved by NET in 
only 4-5% of all orbital metastatic cases. (3)

NET of the eyelid is a rare entity that has not 
been reported extensively in the ophthalmic 
literature. (4) 

Discussion::



Discussion:

Histopathologically, the tumor may be difficult to 

distinguish from other small round cell tumors 

such as metastatic pulmonary small cell 

carcinoma, malignant lymphoma, high grade 

melanoma, and notably Merkel cell carcinoma.



In conclusion: 

 Neuroendocrine cells exist throughout the body, 
thus, neuroendocrine carcinoma should be kept in 
mind as a differential diagnosis of primary eyelid 
tumors.

 In our case, we favor a primary small cell NET 
arising in the eyelid -even though it is very rare-, 
however metastatic lesion remains a possibility. 

 We strongly believe that systemic workup must be 
done to rule out evidence of primary pulmonary, 
bronchial or gastro-intestinal NET. 
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