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Introduction
PEH is a reactive epithelial proliferation 
an its diagnosis can be a great challange 
as this condition mimics many other 
malignant lesions. Hence, until a biopsy 
is performed, even the most experienced 
medical practitioner may get mislead in 
diagnosing this condition. Herein, we report 
an interesting case of PEH.

Case Report
A 20‑year‑old male [Figures 1 and 
2] presented to the department of 
ophthalmology with a history of mass/
growth in the right eye for the past 3 months 
which was progressively increasing in size. 
There was no other ocular complaint. There 
was a history of recurrent gingivitis for 
which he had previous dental consultations. 
There was neither other significant medical, 
surgical, personal, family, or drug abuse 
history nor the previous history of ocular 
disease/trauma. The patient was nonsmoker, 
nonalcoholic, and vegetarian. His general 
physical and systemic examination 
including oral mucosa was within normal 
limits. His visual acuity was 6/6 in both 
the eyes; pupillary reactions, ocular 
movements, color vision, intraocular 
pressure, fundus examination, and B‑scan 
ultrasonography were normal. Torch light 
and slit lamp examination revealed a 
nodular mass, 2> <2  mm, whitish in color 
with a tinge of brown color on its edges, 
located in the conjunctiva of the right eye 
at eight o’clock position and just adjacent 
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Abstract
Pseudoepitheliomatous hyperplasia (PEH) is a benign reactive inflammatory reaction of the epithelial 
cells to various conditions. It is a diagnostic dilemma which simulates malignancy, especially 
squamous cell carcinoma  (SCC). Many articles of PEH involving the oral mucosa are available on 
the internet, but ocular involvement is infrequent. The ocular lesion in our case resembled SCC but 
turned out to be PEH. We report a rare case of PEH in a 20‑year‑old male.
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to the limbus with a feeder vessel‑related to 
the mass. The presence of a nodular lesion 
with feeder vessels raised a suspicion of 
squamous cell carcinoma (SCC).

Routine blood investigations were normal. 
We planned a surgical excision biopsy 
of the lesion and the patient was fully 
informed of the procedure. Excision biopsy 
was conducted following “Shield’s no 
touch technique”, and the specimen was 
sent for histopathological examination. 
Postoperatively [Figure 3], the patient 
was put on the topical antibiotic‑steroids 
combination. The patient reported back to 
us after 1  week with the histopathology 
report [Figure 4] of his lesion which showed 
“stratified squamous mucosa which showed 
focal keratosis, hyperplasia, and irregular 
acanthosis. The cells lining the hyperplastic 
mucosa were orderly arranged. Few showed 
the presence of intranuclear inclusions 
which are amphophilic. Some showed 
more than one inclusions. The submucosa 
showed inflammatory granulation tissue in 
the form of lymphomononuclear cells and 
congested blood vessels.” Sections from 
all the surgical margins were free from the 
lesion. The findings were consistent with 
pseudoepitheliomatous hyperplasia  (PEH). 
Radiological investigations of the chest 
and abdomen were normal. Facility 
for immunohistochemical markers 
such as p53, E‑Cadherin, and matrix 
metalloproteinases‑1  (MMP‑1) was not 
available with us. The patient is on regular 
follow‑up with us for the past 3  months, 
and his ocular and systemic examination is 
within the normal limits to date.This is an open access article distributed under the terms of the 
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Discussion
PEH is a benign condition characterized by hyperplasia 
of the epidermis and adnexal epithelium. PEH may be 
primary (e.g., primal gingival PEH) or secondary  (e.g., 
granular cell tumor or chronic irritation).[1] It can 
be a result of various conditions such as infections, 
inflammation, trauma, and malignancy and is also referred 
to as pseudocarcinomatous hyperplasia. Usually, PEH 
appears as a well‑demarcated plaque or nodule with 
scaling and crusting. Papules or nodules may range 
from  <1  cm to several centimeters in size. The color of 
the lesion may be as that of the mucosa or pigmented as 
in case of melanoma.[2] Pathogenesis of PEH is probably 
the release of cytokines produced by the tumor and 
inflammatory cells lead to a proliferation of the overlying 
epithelium.[3]

Histological grading of PEH puts it into three types:[4]

•	 Grade  I: Hyperplasia, acanthosis, elongation of rete 
ridges to sweat glands, and intact basement membrane

•	 Grade II: Noticeable proliferation of the rete ridges and 
extension deeper, irregular interpapillary projections, 

indefinite basement membrane, and cells epithelial 
down growth assumes embryonic character

•	 Grade  III: Mixture of irregular extensions of the 
epithelial down growth with the granulomatous 
formation and embryonic cell character. Appearance 
similar to well‑differentiated SCC.

The differential diagnosis of PEH is SCC, keratoacanthoma, 
granular cell tumor, necrotizing sialometaplasia, malignant 
melanoma, and verrucous carcinoma.[4]

It is often difficult to distinguish PEH from SCC. The 
SCC shows increased staining for p53 and MMP‑1 and 
less intense staining for E‑cadherin[5] plus, the universal 
cytological criteria for SCC are nuclear enlargement, 
hyperchromasia, irregular nuclear outline, coarse nuclear 
chromatin, and prominent nucleoli.[6] The presence 
of a nodular lesion with feeder vessels and intrinsic 
vascularity should raise a suspicion of invasive SCC[7] as 
was seen in our case, and hence, the word “diagnostic 
dilemma” is one of the most appropriate words for this 
lesion.

Complete excision and additional cryotherapy is the most 
appropriate management for this condition as difficulty 

Figure 1: Patients photo 1 Figure 2: Patients photo 2

Figure 3: Patients postoperative day 1 photo

Figure 4: Histopathological report



Chauhan, et al.: Pseudoepitheliomatous hyperplasia

116� Indian Journal of Medical and Paediatric Oncology | Volume 39 | Issue 1 | January-March 2018

prevails in clinically and histologically differentiating PEH 
from low‑grade  SCC,[8] while the use of photodynamic 
therapy and microdebrider shaver in its treatment of has 
also been reported.[9]

Conclusion
Whether PEH possesses a malignant potential or not is still 
a dilemma. Some studies consider it having a premalignant 
potential. Complete surgical excision of the lesion is a 
known treatment modality for malignancy while wait and 
watch is mostly advocated for benign lesions. The authors 
consider complete surgical excision of any suspicious 
ocular mass so that not only a good biopsy is achieved, but 
any future ocular threat to the eye is avoided.
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