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Abstract

Objective: We present the first reported case of sebaceous adenoma of the palate, to our knowledge.
Method: Case report and review of the English language literature, with a focus on the pathological spectrum of

sebaceous glands.

Case report: A woman presented with a growth on the hard palate, which was excised and examined. Histopathological
analysis showed features of sebaceous adenoma. Further evaluation with Sudan Black B special stains and Ki 67

immunohistochemistry was performed.

Conclusion: Sebaceous adenomas in the oral cavity are very rare, with only 10 cases previously reported in the English
language literature. Sebaceous adenoma of the palate has not previously been reported, to our knowledge. We discuss the
role of special stains and immunohistochemistry in the diagnosis of this tumour.
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Introduction
Sebaceous glands are prominent adnexal components of the
skin which are predominantly seen on the face and scalp.
Normal glands vary in size from 0.2 to 2 mm in diameter,
with the largest appearing in the skin of the nose and the
concha of the ear.' Sebaceous glands secrete sebum.’
Sebaceous differentiation in the oral mucosa and salivary
glands is an expected normal finding; however, sebaceous
neoplasms do occur in these regions, albeit rarely and with
low recurrence potential.

We present a rare case of sebaceous adenoma of the palate,
together with a review of the literature.

Case report
A 38-year-old woman presented with a growth in the hard
palate of eight months’ duration.

On examination, the lesion was situated in the right pos-
terior part and did not cross the midline. It was a well circum-
scribed, ovoid, firm, non-tender swelling with a smooth, pink
surface, and measured 2 x 1.5 cm (Figure 1).

Fine needle aspiration cytology was performed and
showed features of a benign lesion; however, the exact
nature of the lesion could not be conclusively determined.

Routine haematological and urine examinations were normal.

A computed tomography scan showed a well circum-
scribed, non-enhancing, 2.1 X 1.2 cm lesion confined to the
hard palate. Scalloping of the bone was evident without
any erosion, suggestive of benign pathology. There was no
evidence of calcification or necrosis (Figure 2).

The palatal mass was excised completely with a 2 mm
margin of apparently normal mucosa.
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The patient was fed nasogastrically for five days, followed
by a soft diet for two weeks.

Macroscopic examination of the excised lesion showed a
single, ovoid tissue mass measuring 3 X2 x 0.3 cm. The
cut surface consisted of grey-white tissue.

Microscopic examination of haematoxylin and eosin
stained sections showed stratified squamous epithelium
with stroma showing focal collections of sebaceous cells
in lobules. These lobules contained undifferentiated cells in
the periphery and mature sebocytes with clear cytoplasm in
the centre. Sheets, islands and cystic spaces of squamous
epithelial cells and sebaceous cells were seen, without any
cellular atypia or mitosis. A focal area of dense lymphoplas-
macytic infiltrate was seen. There was no mucoid element.
A diagnosis of sebaceous adenoma of the palate was made
(Figure 3).

Staining with Sudan Black B stain demonstrated the pres-
ence of sebum (Figure 4).

Immunohistochemical analysis using the Ki 67 marker
showed focal positive expression.

The results of special staining and immunohistochemical
analysis confirmed the final diagnosis of sebaceous adenoma.

The patient was followed up for six months, over which
time her palatal mucosa healed well.

After obtaining informed consent, a diagnostic colono-
scopy was performed to exclude Muir—Torre syndrome.
The colonoscopy was normal.

Discussion
Sebaceous glands are holocrine glands in which the cell dies
and secretions are discharged. These glands are normal skin
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FIG. 1
Photograph of the lesion.

FIG. 2

Coronal computed tomography scan showing the tumour, with
dimensions as marked.

FIG. 3

Photomicrograph of the tumour showing a lobule with undifferen-
tiated cells at the periphery and mature sebocytes in the centre.
(H&E; x40)
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FIG. 4

Photomicrograph of tumour preparation stained with Sudan Black
B, demonstrating the presence of sebum. (x10)

appendages present throughout the skin, with the exception
of the palms and soles.? Ectopic sebaceous glands are princi-
pally found in the major salivary glands, and are rarely seen
in minor salivary glands.'"

In the oral cavity, sebaceous glands normally appear as
yellow-white spots, termed Fordyce spots, and are com-
monly seen on the vermillion border of the lip, the labial
and buccal mucosa, and the retro-molar region.”

Sebaceous gland lobules are less common in children
because the pilosebaceous system does not reach full devel-
opment until after puberty.’

Sebaceous adenomas are rare, benign tumours arising
from sebaceous glands in the oral cavity." They account for
0.1 per cent of all sebaceous gland neoplasms.®> The mean
age of initial clinical presentation is 58 years, and the male
to female ratio is 1.6:1.

Approximately 149 primary sebaceous tumours of sali-
vary gland origin have been reported in the English literature
(see Table I).>~*° However, only 10 cases of intraoral sebac-
eous adenoma have been reported in the English language
literature, with common sites being the buccal mucosa and
retromolar area.” No cases of sebaceous adenoma of the
palate have previously been reported.

TABLE I
DISTRIBUTION OF SEBACEOUS GLANDS IN
ORAL CAVITY
Sebaceous differentiation Site

Physiological Major salivary glands
Fordyce spots®
Sebaceous adenoma
Sebaceous Ca
Sebaceous lymphadenoma
Sebaceous
lymphadenocarcinoma®
Warthin’s tumour
Low-grade mucoepidermoid Ca
Pleomorphic adenoma
Adenoid cystic Ca®
Sebaceous hyperplasia
Chronic sialadenitis®

Sebaceous neoplasms

Other salivary gland
neoplasms

Non-neoplastic

Ca = carcinoma
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TABLE I
ORAL CAVITY SEBACEOUS LESIONS: DIFFERENTIAL
DIAGNOSIS
Lesion Distinguishing features
Sebaceous Small size
hyperplasia Higher proportion of sebocytes'”

Sebaceous adenoma  Sharply demarcated lesion
Higher proportion of basaloid &
intermediate cells'!
Sebaceous carcinoma  Pleomorphism + areas of invasion &
necrosis'®
Sebaceous Originates from lymph nodes®

lymphadenoma

The presence of sebaceous glands, or evidence of sebac-
eous differentiation, has been noted in submandibular and
parotid salivary glands. Their presence in the oral cavity is
thought to originate in the intralobular ducts of the salivary
glands." However, an opposing school of thought states
that the presence of sebaceous lobules derives from the
inclusion of ectoderm in the oral cavity at the time of
fusion of the maxillary and mandibular processes, during
embryonic development.’

Histological examination of sebaceous adenoma shows an
encapsulated tumour consisting of nests of sebaceous cells in
a fibrous stroma. These are well demarcated lesions with a
multilobular pattern. The tumour comprises three types of
cells: undifferentiated germinal cells (at the periphery),
mature sebocytes and intermediate cells.’

The secretory product of sebaceous glands is called
sebum. Sebum comprises a mixture of lipids, including tri-
glycerides, waxes, squalene, and cholesterol and its esters.
Sebum may have weak antibacterial and antifungal
properties.®

Sudan Black B stain demonstrates the presence of sebum
within sebaceous adenomas.

Immunohistochemical analysis of sebaceous adenomas
utilises Ki 67, a proliferative nuclear marker found to show
higher expression in these tumours, compared with lower
proliferation indices in normal glands and sebaceous
hyperplasia.’

Sebaceous adenoma should be differentiated from other,
sebaceous-related lesions (see Table I1).%'*!!

Sebaceous adenomas do not recur after adequate excision,
and the prognosis is excellent.’

e Sebaceous adenomas rarely occur intraorally; only
10 cases have previously been reported in the
English language literature

e The first reported case of sebaceous adenoma of
the palate is described

e Complete excision is curative
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Sebaceous adenomas are also found in Muir—Torre syn-
drome. This is an autosomal dominant condition character-
ised by a combination of sebaceous tumours of the skin
and one or more internal malignancies, most commonly
colon cancer.'? An association with intraoral sebaceous ade-
nomas has not been reported. However, as only a tiny
number of intraoral sebaceous adenomas have been reported,
an association of such tumours with Muir—Torre syndrome
cannot be excluded at this stage.

Conclusion

Sebaceous adenomas occur very rarely in the palate.
Investigation using a combination of clinical and histopatho-
logical analysis is essential. Sudan Black B special staining
and Ki 67 immunohistochemical evaluation add valuable
information when differentiating this tumour from other
sebaceous lesions of the oral cavity. A possible association
with Muir-Torre syndrome should also be kept in mind.
Following adequate excision, recurrence does not occur.
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