
August 2019	 	 1371Case Reports

Conflicts of interest
There are no conflicts of interest.

References
1.	 Gaucher D, Erginay A, Lecleire‑Collet A, Haouchine B, Puech M, 

Cohen SY, et al. Dome‑shaped macula in eyes with myopic posterior 
staphyloma. Am J Ophthalmol 2008;145:909‑14. doi: 10.1016/j.ajo. 
2008.01.012.

2.	 Lorenzo D, Arias L, Choudhry N, Millan E, Flores I, Rubio MJ, 
et  al. Dome‑shaped macula in myopic eyes: Twelve‑month 
follow‑up. Retina  (Philadelphia, Pa) 2017;37:680‑6. doi: 10.1097/
IAE.0000000000001222.

3.	 Fajardo Sánchez J, Chau Ramos  CE, Roca Fernández JA, 
Urcelay Segura  JL. Clinical, fundoscopic, tomographic and 
angiographic characteristics of dome shaped macula classified by 
bulge height. Arch Soc Esp Oftalmol 2017;92:458‑63 doi: 10.1016/j.
oftal. 2017.03.007.

4.	 Mehdizadeh M, Nowroozzadeh MH. Dome‑shaped macula in eyes 
with myopic posterior staphyloma. Am J Ophthalmol 2008;146:478; 
author reply 478‑9. doi: 10.1016/j.ajo. 2008.05.045.

5.	 Imamura Y, Iida T, Maruko I, Zweifel SA, Spaide RF. Enhanced 
depth imaging optical coherence tomography of the sclera in 
dome‑shaped macula. Am J Ophthalmol 2011;151:297‑302. doi: 
10.1016/j.ajo. 2010.08.014.

6.	 Caillaux  V, Gaucher  D, Gualino  V, Massin  P, Tadayoni  R, 
Gaudric A. Morphologic characterization of dome‑shaped macula 
in myopic eyes with serous macular detachment. Am J Ophthalmol 
2013;156:958‑67.e1. doi: 10.1016/j.ajo. 2013.06.032.

7.	 García‑Ben A, Sanchez MJM, Gómez AG, García‑Basterra  I, 
García AS, García‑Campos  JM. Factors associated with serous 
retinal detachment in highly myopic eyes with vertical oval‑shaped 
dome. Retina  (Philadelphia, Pa) 2019;39:587‑93 doi: 10.1097/
IAE.0000000000001970.

8.	 Ohsugi  H, Ikuno  Y, Ohara  Z, Imamura  H, Nakakura  S, 
Matsuba S, et  al. Changes in choroidal thickness after cataract 
surgery. J Cataract Refract Surg 2014;40:184‑91. doi: 10.1016/j.jcrs. 
2013.07.036.

9.	 Lavinsky F, Lavinsky D. Novel perspectives on swept‑source 

optical coherence tomography. Int J Retina Vitreous 2016;2:25. doi: 
10.1186/s40942‑016‑0050‑y.

10.	 Schneider  EW, Fowler  SC. Optical coherence tomography 
angiography in the management of age‑related macular 
degeneration. Curr Opin Ophthalmol 2018;29:217‑25. doi: 10.1097/
ICU.0000000000000469.

11.	 Ng DSC, Cheung CYL, Luk FO, Mohamed S, Brelen ME, Yam JC, 
et al. Advances of optical coherence tomography in myopia and 
pathologic myopia. Eye (Lond) 2016;30:901‑16. doi: 10.1038/eye. 
2016.47.

12.	 Ohsugi H, Ikuno Y, Oshima K, Yamauchi T, Tabuchi H. Morphologic 
characteristics of macular complications of a dome‑shaped macula 
determined by swept‑source optical coherence tomography. Am J 
Ophthalmol 2014;158:162‑70.e1. doi: 10.1016/j.ajo. 2014.02.054.

13.	 Pilotto E, Guidolin  F, Parravano M, Viola  F, De Geronimo D, 
Convento E, et al. Morphofunctional evaluation in dome‑shaped 
macula: A microperimetry and optical coherence tomography 
study. Retina  (Philadelphia, Pa) 2018;38:922‑30. doi: 10.1097/
IAE.0000000000001621.

14.	 Ellabban AA, Tsujikawa A, Matsumoto A, Yamashiro  K, 
Oishi A, Ooto S, et  al. Three‑dimensional tomographic features 
of dome‑shaped macula by swept‑source optical coherence 
tomography. Am J Ophthalmol 2013;155:320‑8.e2. doi: 10.1016/j.
ajo. 2012.08.007.

15.	 Viola F, Dell’Arti L, Benatti E, Invernizzi A, Mapelli C, Ferrari F, 
et al. Choroidal findings in dome‑shaped macula in highly myopic 
eyes: A longitudinal study. Am J Ophthalmol 2015;159:44‑52. doi: 
10.1016/j.ajo. 2014.09.026.

16.	 Ellabban AA, Tsujikawa A, Muraoka Y, Yamashiro K, Oishi A, 
Ooto S, et al. Dome‑shaped macular configuration: Longitudinal 
changes in the sclera and choroid by swept‑source optical coherence 
tomography over two years. Am J Ophthalmol 2014;158:1062‑70. 
doi: 10.1016/j.ajo. 2014.08.006.

17.	 Dolz‑Marco R, Phasukkijwatana N, Sarraf D, Freund KB. Regression 
of type 2 neovascularization into a type 1 pattern after intravitreal 
anti‑vascular endothelial growth factor therapy for neovascular 
age‑related macular degeneration. Retina  (Philadelphia, Pa) 
2017;37:222‑33. doi: 10.1097/IAE.0000000000001279.

Oculoplasty and Ocular Oncology Services, Centre for Sight Hospital, 
New Delhi, 1Ocular Pathology Services, Centre for Sight Hospital, 
Hyderabad, Telangana, India

Correspondence to: Dr. Vikas Menon, Centre for Sight, B5/24, Safdarjung 
Enclave, New Delhi ‑ 110 029, India. E‑mail: doc.menon@gmail.com

Manuscript received: 05.12.18; Revision accepted: 17.03.19
Cite this article as: Menon V, Deshmukh R, Mulay K. A rare masquerade of 
chalazion: Adenoid cystic carcinoma. Indian J Ophthalmol 2019;67:1371-3.

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non‑commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

For reprints contact: reprints@medknow.com

Access this article online
Quick Response Code: Website: 

www.ijo.in

DOI:
10.4103/ijo.IJO_2009_18

PMID: 
*****

A rare masquerade of chalazion: 
Adenoid cystic carcinoma

Vikas Menon, Rashmi Deshmukh, Kaustubh Mulay1

Adenoid cystic carcinoma  (ACC) is a rarely seen malignant 
epithelial tumor of the eyelids. We present a rare case of 
primary ACC arising from the tarsal plate of the lower lid 
that clinically resembled a chalazion. A  66‑year‑old female 
presented with a recurring nodule in her left lower lid. She 
gave history of surgery for chalazion removal from the same 
site twice earlier. An initial diagnosis of a recurrent chalazion 
was made, and incision and curettage was done. Light 
microscopy showed a solid tumor composed predominantly of 
sheet‑like and nested pattern of basaloid to low‑columnar cells 
with intervening fibrovascular septa and lacking an obvious 
cribriform or tubular architecture. The tumor cells were positive 
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for pan‑cytokeratin and CD117 and negative for adipophilin, 
HMB45, and BerEP4. A  diagnosis of solid variant of ACC of 
the eyelid was made. Wide excision was performed and eyelid 
defect was reconstructed.

Key words: Adenoid cystic carcinoma, chalazion, eyelid 
malignancy

Adenoid cystic carcinoma  (ACC) is a malignant epithelial 
tumor mostly arising from the major and minor salivary 
glands and the lacrimal gland. It has also been shown to 
arise from the esophagus, bronchi, skin, breast, lungs, and 
prostate.[1,2] It is an extremely rare tumor of the eyelids, where 
it can arise from accessory lacrimal glands, palpebral lobe of 
the lacrimal gland, adnexal glands, or from ectopic lacrimal 
gland tissue.[3]

We present a rare case of primary ACC arising from the 
tarsal plate of the lower lid that clinically resembled a chalazion.

Case Report
A 66‑year‑old female presented with a recurring nodule in 
her left lower lid. She gave history of surgery for chalazion 
removal from the same site, done elsewhere twice before. There 
was no other systemic positive history. On examination, her 
best‑corrected visual acuity was 6/6 both eyes. There was a small 
nodule arising from tarsus measuring about 3 × 5 mm with an 
irregular surface, visible on the conjunctival side [Fig. 1]. No 
associated feeder vessels, lid margin deformity, or lash loss could 
be seen. The overlying skin was not adherent to the nodule. An 
initial diagnosis of a recurrent chalazion was made. A vertical 
incision was given from the conjunctival side and contents were 
curetted. Light microscopy of the curetted material showed a 
solid tumor composed predominantly of compact, sheet‑like, 
and nested pattern of basaloid to low‑columnar cells with 
intervening fibrovascular septa [Fig. 2a] and lacking an obvious 
cribriform or tubular architecture. The cells had moderate, 
pale eosinophilic cytoplasm and vesicular, round to elongated 
nuclei with conspicuous nucleolus in some  [Fig.  2b]. No 
perineurial invasion was seen. The tumor cells were positive for 

pan‑cytokeratin [Fig. 2c] and CD117 [Fig. 2d] and negative for 
adipophilin, HMB45, and BerEP4. A diagnosis of solid variant 
of ACC of the eyelid was made [Fig. 2]. Systemic examination 
was negative for any metastases.

To clear any microscopic residue, a wide excision under 
frozen section margin control was performed subsequently. 
Eyelid defect was reconstructed with a Hughes flap for 
posterior lamella and a temporal advancement flap for the 
anterior lamella of the eyelid. There was no recurrence after 
3 years of follow‑up.

Discussion
ACC is a slow‑growing epithelial malignancy. ACC of the 
eyelid is a rare entity and has a tendency to recur locally. It is 
a subtype of sweat gland carcinoma, and metastasis to lymph 
nodes and distant organs is rare.[1]

It may mimic a chalazion in that it presents as a slow‑growing, 
painless nodule.[4‑6] However, firm nodules with associated 
loss or distortion of cilia or skin ulceration in a middle‑aged 
or elderly patient give a clue about a possible underlying 
malignancy.[2]

Goto et al. reported a case of primary ACC of the eyelid that 
clinically resembled a chalazion.[7] In their case, although there 
was no skin ulceration, loss of cilia was observed corresponding 
to the indurated eyelid lesion. In our case, however, there was 
no skin ulceration, no rubor, neither was there any loss of cilia 
or feeder vessels noted. The only clue to a possible malignancy 
was the history of recurrence of the chalazion‑like lesion at 
the same site.

Figure 1: Small nodule arising from tarsus measuring about 3 × 5 mm 
with an irregular surface on the conjunctival side

Figure 2: Histopathologic features of solid adenoid cystic carcinoma. 
(a) Compact, sheet‑like, and nested arrangement without any 
obvious cribriform or tubular pattern  (hematoxylin and eosin, ×40). 
(b) Relatively uniform basaloid cells with pale cytoplasm and vesicular 
nuclei (hematoxylin and eosin, ×400). (c) Positive pan‑cytokeratin in 
tumor cells (pan‑CK, ×200). (d) Positive staining for CD117 in tumor 
cells (CD117, ×400)
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Apart from ACC, Moll gland adenocarcinoma is a rare 
adnexal tumor that may present with a clinical picture similar 
to a chalazion. This is a very aggressive tumor with extensive 
perineural involvement and lymph node metastasis.[8,9]

On histology, ACC is classified into solid, tubular, and 
cribriform variants. Among these, tumors showing solid pattern 
on histology have a worse prognosis.[10] Histopathologically, 
it is one of the differential diagnoses of adenoid basal cell 
carcinoma.[3] They are differentiated from each other in that 
ACC lacks contiguity with the hair sheaths or epidermis, 
and there is lack of peripheral palisading of nuclei on 
histopathology. In the present case, there was no contiguity 
with the epidermis or hair sheath, and peripheral palisading 
of nuclei was not seen. Other differential diagnoses include 
basal cell carcinoma, sweat gland carcinoma, and sebaceous 
carcinoma. While negative staining with BerEP4 excludes a 
BCC and lack of adipophilin expression excludes a sebaceous 
carcinoma, CD117 expression helps ascertain the diagnosis 
of ACC.

ACC of the eyelid has a better prognosis when compared 
with ACC of the lacrimal gland, the other most common site 
of ACC in ocular adnexa.[2] One of the possible causes could 
be that patients seek medical attention sooner in eyelid ACC 
that typically presents as nodules. Also, eyelid ACC has a 
more indolent course. The origin of ACC in this case is unclear. 
The possible sites could be glands of Moll, accessory lacrimal 
glands in conjunctiva, or ectopic lacrimal gland tissue. Since 
the overlying skin was free from the nodule, it is less likely 
to be of cutaneous origin. ACC being a relatively rare tumor 
of the eyelid, optimal treatment is yet unknown. We chose to 
do a wide excision with verification of margins in our case. In 
cases where total resection is not possible, such as in cases of 
perineural invasion, radiotherapy and chemotherapy also have 
an adjuvant role.[3]

It cannot be commented upon whether the previous lesions 
that were excised for this patient were chalazion or ACC. Since 
the patient had a history of recurrence, long‑term follow‑up 
is needed. There are no signs of recurrence in this case after 
3  years of follow‑up. Our case highlights the importance 
of histopathological examination in a case of chalazion. 
Histopathological examination of the curetted material must 
be considered in recurrent chalazion‑like lesion in elderly, or 
associated with destruction of meibomian gland architecture 
and loss of cilia or when intralesional or feeder vessels are 
seen.
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