
Letters to the Editor

Indian Journal of Dermatology, Venereology, and Leprology | July-August 2014 | Vol 80 | Issue 4356

Muir-Torre syndrome

Sir,
The Muir‑Torre syndrome (MTS) is a rare autosomal 
dominantly inherited genodermatosis involving 
sebaceous neoplasms which occur as markers for 
multiple internal malignancies. Diagnostic criteria 

carbamezapine). This could explain the preponderance 
of EMPACT syndrome among patients treated with 
phenytoin and whole brain radiation therapy.

We report this case to highlight the possibility of 
increased risk of adverse reactions to drugs that 
induce CYP3A in patients receiving radiotherapy. 
Levetiracetam or gabapentin are suggested as safer 
seizure prophylaxis options in such patients.[3,5]
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include presence of at least one sebaceous gland 
neoplasm and synchronous or metachronous 
occurrence of at least one internal organ cancer 
in the absence of other precipitating factors such 
as radiotherapy or acquired immunodeficiency 
syndrome (AIDS).[1]

A 65‑year‑old male patient presented with a slowly 
increasing, subcutaneous, nodular lesion on the 
back. The patient noticed the swelling in 2002, but 
did not seek any medical consultation as the lesion 
was asymptomatic. [Figure 1a and b] The lesion 
was excised under local anesthesia. We received 
a well‑circumscribed, gray‑white soft tissue mass 
measuring 4 × 3.5 × 3.5 cm. Cut section revealed 
multiple small cystic areas.

Microscopically, the lesion was composed of multiple, 
well‑circumscribed lobules of various sizes. The 
lobules were made up predominantly of small, 
uniform basaloid cells with bland nuclear features 
admixed with mature‑appearing sebaceous cells from 
the periphery to the center comparable to normal 
sebaceous glands [Figure 2a and b].

The mature sebaceous cells showed abundant 
vacuolated cytoplasm and ovoid nuclei. The lobules 
contained haphazardly distributed ducts and areas of 
cystic degeneration filled with eosinophilic material. 
The lesion was reported as sebaceoma.

In view of its rarity and strong association with MTS, 
the patient was screened for internal malignancies. 
Colonoscopy revealed an ulcero‑nodular mass in the 
cecum and ascending colon [Figure 3a and b].

His hemoglobin was 10.2 gm/dl and stool was positive 
for occult blood by heme‑spot guaiac test. Other 
hematological and biochemical parameters were 
normal. Serum carcinoembryonic antigen (CEA) level 
was 9.79 ng/ml (normal < 4.7 ng/ml). Computed 
tomography (CT) scan of the abdomen revealed 
irregular thickening of cecum and ascending colon 
suggestive of carcinoma [Figure 4].

Colonoscopic biopsy of the ascending colon mass 
confirmed the diagnosis of well‑differentiated 
adenocarcimoma [Figure 5].

In year 2000, the patient underwent wide local excision 
of right ala of nose for well‑differentiated squamous 


