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Abstract
A 85 year old lady came with a recurrent eyelid swelling since last 5 years with a previous history of surgery at the same site. The
present swelling was excised and sent for histopathological examination. Apocrine adenocarcinoma arising in the Glands of Moll
was diagnosed after histopathological examination.
Materials and Methods: Routine histochemical stains and light microscopy were used for diagnosis. As the morphology was
evident on light microscopy, immunohistochemistry was not required.
Conclusion: Malignant tumours arising in the Glands of Moll are a rare occurrence and their early clinical and histopathological
diagnosis is of utmost importance for a favorable outcome.
Keywords: Apocrine adenocarcinoma, Glands of Moll, Eyelid tumor

Introduction
Tumours originating in sweat glands are rare.(1,2) In
the eyelids they may arise from eccrine or apocrine
glands. Moll's glands are apocrine sweat glands at the
lid margin from which both benign and malignant
tumours may occur.(1,2) Although cysts of Moll's glands
are common, true neoplasms are rare.(1) The Moll's
glands open into follicles of the cilia, the duct of the
Zeis glands, or directly on to the lid margin. They differ
from eccrine sweat glands in that they are larger,
contain eosinophilic cytoplasm, and show decapitation
secretion of apical cytoplasmic processes.
Apocrine adenocarcinomas originating from ocular
region are generally considered to pursue a relatively
indolent course, but few cases showing aggressive
biological behaviour have been reported.

spread clinically. There was no palpable regional
lymphadenopathy. With a clinical suspicion of a lid
malignancy she underwent wide excision of the lesion
followed by lid reconstruction. The specimen was sent
for histopathological analysis.

Case History
An 85 year old lady presented with a history of
recurrent swelling in the lower lid of left eye since 5
years. She underwent cyst excision 5 years ago
following which the swelling completely resolved. She
had a recurrence of the swelling 3 years ago when she
was diagnosed as having a tarsal cyst and an excision
biopsy revealed a benign lesion (details are not
available).
On presentation she gave a history of recurrence of
the lid swelling since the past couple of months that has
been gradually increasing in size. There was no
associated pain or redness. The lesion was involving
the left lower lid margin(Fig. 1). It measured 5 mm
across and was involving the full thickness of the lid
margin. It was a pale bluish coloured firm mass with a
cystic component medially. There was an associated
loss of lashes. The conjunctiva showed mild
congestion. There was no evidence of conjunctival

Fig. 1: Nodular swelling present in the margin of the
lower lid measuring about 5 mm in diameter. The
surface is smooth and there is loss of eyelashes
Grossly a skin covered tissue was received
measuring
0.8X0.8X0.5
cm.
Histopathological
examination revealed a tissue fragment lined by
stratified squamous epithelium with underlying cystic
tumour composed of closely packed papillary structures
with fibrovascular cores (Fig. 2). These papillae were
lined by cells having round to oval pleomorphic nuclei,
prominent nucleoli and eosinophilic cytoplasm. Many
of the tumour cells showed apocrine differentiation in
the form of apical snouts (Fig. 3). Based on the
histomorphology a diagnosis of papillary apocrine
adenocarcinoma was given.
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Fig. 2: Tissue lined by stratified squamous
epithelium with a solid and cystic tumour in the
subepithelium. The tumour is composed of cells
arranged in papillary architecture and acinar
pattern. (40X)
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Patterson(11) have reported one case of Moll's gland
carcinoma.
Chuo Ni, Michael Wagoner et al(12) reported four
cases of tumors arising from Moll’s glands – two
benign mixed cell tumors of the skin and two
adenocarcinomas. They found that contrary to the
common assumption of moll’s gland tumors as being
low grade malignant tumors, the adenocarcinomas
described were highly malignant. Despite vigorous
treatment including orbital exenteration and lymph
node resection, one was rapidly fatal within one year
due to intracranial extension, and the other recurred
with extensive involvement of the paranasal sinuses.
Anne C. Hunold, Martina C. Herwig, Frank G.
Holz et al(13) reported a case of a pigmented nodular
lesion present on the left lower lid, which was
confirmed to be apocrine adenocarcinoma, most
probably
originating
from
the
glands
of
Moll. Differential diagnoses to be considered are
mainly simple apocrine hidrocystoma, apocrine
cystadenoma, and metastatic lesions.
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Fig. 3: The cells lining the papillae are cuboidal to
columnar with hyperchromatic nuclei and
eosinophilic cytoplasm. Many of these cells show
apical snouts suggestive of an apocrine origin.
(400X)
On follow up the patient was doing well and was
clinically healthy.
Discussion
This case describes an apocrine adenocarcinoma
most probably originating from the glands of moll at
the lid margin. Aurora and Luxenberg(3) postulated three
criterias to designate a tumor of ocular adnexa to be of
apocrine origin. According to them, firstly, the tumor
should be located at the lid margin. Secondly,
histologically the cells should be seen to have an
eosinophilic cytoplasm with apocrine decapitation
areas. Thirdly, presence of iron positive intracellular
granules in one-third of the tumours. Very few cases of
adenocarcinoma arising from the gland of Moll have
been reported in literature.(3-9) In a series by Stout and
Cooley;(10) of 11 sweat gland carcinomas, 3 were
accepted as belonging to gland of Moll. Whorton and
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