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Introduction

A dacryocystocele is typically a
pediatric disorder since almost all
the cases occur in neonates or
infants.1-4 It is also known by the
terms lacrimal sac mucocele,
lacrimal sac cyst, amniotocele, or
amniocele. It is a relatively rare
variant of congenital nasolacrimal
duct obstruction (NLDO), but dif-
fers by the presence of a cystic
dilatation of the lacrimal sac. This
results from a complete obstruc-
tion of the lacrimal outflow sys-
tem at two sites. The distal site of
obstruction is at the valve of
Hasner, where the membrane fails
to perforate. The proximal site of
the obstruction is at the junction of
the common canaliculus and the
lacrimal sac, and develops as the
expanding lacrimal sac collapses
the valve of Rosenmuller.

Clinically, a congenital dacry-
ocystocele presents at the time of
birth as a blue or pink swelling at
and below the medial canthal

region. There is often an intranasal
expansion beneath the inferior
turbinate that can cause nasal
obstruction. When the expansion
is significant and bilateral, this can
lead to respiratory distress in
neonates because they are obligate
nasal breathers. Other complica-
tions can occur, such as recurrent
acute dacryocystitis and subse-
quent preseptal cellulites.1-3

The diagnosis is made by
inspection, nasal endoscopy, and
imaging. The management of a
congenital dacryocystocele is con-
sidered on a case by case basis
because the natural course is
extremely variable. Although it
may resolve with conservative
measures, many become infected
and require systemic antibiotic
treatment, and most require early
surgical intervention.1-4 The sur-
gery usually consists of probing
associated with a marsupialization
of the intranasal cyst, an out-
fracture  of a medially displaced
inferior turbinate in order to

improve the patency of the nasal
airway. This paper outlines a case
of a dacryocystocele in an adult
that was successfully managed
with an endonasal endoscopic
dacryocystorhinostomy. The report
details the pre-operative imaging
and the intra-operative findings,
and reviews the literature avail-
able on this original topic.

Case report

A 42-year-old woman presented at
an outpatient consultation for
lacrimation from the right eye
and recurrent acute rhinosinusitis.
The epiphora was intermittent and
had been present for more than
5 years. Yet, recently, after a cold,
the epiphora became permanent
and impeding. She did not com-
plain of any pain. The patient
denied any history of acute dacry-
ocystitis, sinus or ocular surgery,
facial trauma, radiation therapy,
use of eye drops, or allergy. The
clinical examination did not
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identify  a swelling below the right
medial canthus. The anterior
rhinoscopy showed a narrow nasal
fossa, but the mucosa of the infe -
rior turbinate was not inflamed.
Nasal endoscopy did not show
purulent secretions or any intra -
nasal mass. The ophthalmologic
examination determined that the
patient had normal visual acuity. 

Extraocular movements were
full, and the anterior and posterior
segments were found to be nor-
mal. Globe position was normal
with no evidence of proptosis. Slit-
lamp biomicroscopy and fundus
examination were unremarkable.
The lacrimal puncta were normal.
There was no reflux of the
lacrimal sac material when digital
pressure was applied. Canalicular
probing demonstrated a soft stop.
Irrigation resulted in a total reflux
from the punctum. 

A computed tomography scan
of the orbit and the sinuses identi-
fied a non-enhancing, well-defined,
low-density oval lesion measuring
2.3 � 1.2 cm in the right medial
canthal region, widening the proxi -
mal portion of the nasolacrimal
bony canal (Figure 1). There was
no evidence of sinusitis. An injec-
tion of contrast medium into the
right lacrimal pathway showed an
opacification of only the medial
and superior portions of the
lacrimal sac, but the mass was
not completely opacified. A MRI
was then ordered to exclude the
presence of a benign orbital
tumour. The MRI confirmed a
cystic dilatation of the lacrimal
sac with a low signal intensity in
the T1-weighted sequences and a
high signal intensity in the T2
weighted sequences. The defini-
tive diagnosis of a dacryocysto-
cele was made and an endonasal
dacryocystorhinostomy was per-
formed under general anaesthesia. 

During the surgery, a yellowish,
clear, serous secretion was aspirated
from the cyst. An obstruction was
found inferiorly at the level of the
nasolacrimal duct and superiorly
there was a thin membrane sepa-

rating the cyst from the highest
portion of the lacrimal sac. After
removal of this membrane, a
syringing through the upper and
lower canaliculi confirmed the
patency of the high lacrimal sys-

Figure 1
a: Computed tomography (CT) scan (coronal cut) showing visualization of the mass in
the lacrimal fossa; b: CT dacryography (coronal cut); opacification of the superior and
medial portion of the lacrimal sac; c: Magnetic resonance image (MRI) (coronal cut)
T1-weighted sequence, low intensity signal in the mass; d: MRI (coronal cut) T2-
weighted sequence, high intensity signal in the mass; e: Intra-operative view (right nasal
fossa) of the cystic mass, visualized after removal of the nasal mucosa; f: Intra-
operative view of the lumen of the cyst, with a – 30° rigid telescope.

a b

c d

e f



Endonasal endoscopic DCR for a dacryocystocele in an adult 181

tem. No silicone intubation was
placed. A culture of the fluid from
the cyst did not show any growth.
Post-operatively, the patient’s
symp toms of epiphora disap-
peared. The patient was free of
infection 9 months after the sur-
gery. The tearing disappeared,
except when she was at the sea-
side exposed to the wind and
sun. A recurrent lacrimal mass
was not discovered. The stoma was
wide, and irrigation through both
lacrimal puncta confirmed the pas-
sage of saline easily into the throat.

Discussion

A dacryocystocele refers to a
painless, sterile, cystic dilatation
of the lacrimal sac. Although the
vast majority of cases occur in
neonates, this condition can also
occur in adults.4-10 In adults, dacry-
ocystocele are most often a conse-
quence of chronic dacryocystitis,
facial trauma, lacrimal or sinus
surgery, or radiation therapy.
Other causes include nasolacrimal
duct obstruction associated with
agenesis of the lacrimal puncta;
these dacryocystoceles are called
secondary. On the other hand,
some adult cases of dacryocysto-
cele are primary, because no obvi-
ous etiologic factor can be identi-
fied. These cases are rare. Only a
few primary cases have been
reported in the literature, mostly
in the form of case reports.5-10 The
largest series in the literature is
that of 21 cases reported by Xiao.4

In this report, we describe a pri-
mary case. The only possible con-
tributing factor is a history of
recurrent acute rhinosinusitis. Yet,
when we consider the number of
patients with recurrent acute rhi-
nosinusitis who have no lacrimal
problems, a link between these
two disorders seems unlikely.

Primary dacryocystocele
presents  as a firm, immobile, and
non-tender mass located inferior
to the medial canthal ligament.
Intranasal expansion may exist,
but this is unusual. 

The differential diagnosis for a
non-inflammatory medial canthal
mass includes orbital tumours
such as hemangioma, neurofibro-
ma, lymphangioma, and rhab-
domyosarcoma. Lacrimal sac
tumours must also be considered.
These tumours are rare, but
include a high proportion of
malignancies, such as squamous
cell carcinoma. Finally, one must
consider lacrimal sac diverticula,
dermoid cysts, nasal gliomas, and
meningoceles. 

A complete pre-operative
assessment is mandatory and
should include nasal endoscopy,
an ophthalmologic assessment,
and imaging of the lacrimal path-
way (a dacryocystography and a
computed tomography scan of the
paranasal sinuses).6

In the present case, a MRI scan
was ordered to rule out a benign
orbital tumour. The low intense
signal on T1- and the high intense
signal on T2-weighted images
were consistent with the mucoid
or proteinaceous material found in
the dacryocystocele.

The management of a dacry-
ocystocele in an adult consists of a
probing and marsupialization of
the intranasal cyst.6 In the present
case, no intranasal lesion was
seen, and an endonasal dacryocys-
torhinostomy was successfully
performed. At the end of the pro-
cedure, it is important to check the
patency of the common canalicu-
lus by irrigation. When there is a
functional blockage of the valve
of Rosenmuller, a dacryocystorhi-
nostomy (DCR) alone is sufficient
because the valve mechanism dis-

appears as soon as the lacrimal sac
is open. On the other hand, when
there is a mechanical obstruction
of the common canaliculus, a con-
junctivodacryorhinostomy must
be considered. In our case, we
removed a thin membrane that
separated the cyst from the upper
portion of the lacrimal sac to
obtain the optimal patency of the
entire lacrimal system. Another
treatment option would have been
to put in a polyurethane stent
under fluoroscopic guidance, as
proposed by Xiaoa.4 A major
problem with this technique is the
occlusion of the stent by a granu-
loma and/or a fibrous tissue in
about 30% of cases after 1 or
2 years, leading to removal of the
stent.11

On the contrary, when an
endonasal DCR is performed, the
opening is definitively opened in
about 90% of cases and no foreign
body is left in place for a long
period of time.12

One last point to discuss is the
role of silicone intubation. In our
case, we did not place any stents
because the stoma was large and
the high lacrimal apparatus was
patent based on irrigation at the
end of the surgery. 

Conclusion

This case report illustrates the
need for a complete assessment of
the lacrimal pathway in cases of
lacrimation and a non-inflamma-
tory mass located below the medi-
al canthal ligament. A thorough
ophthalmologic examination,
nasal endoscopy, and an imaging
(dacryography or CT dacryogra-
phy with or without a MRI) must
be included in the diagnostic
workup. In case of a dacryocysto-
cele without intra nasal expansion,
an endonasal DCR is an effective
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treatment option with minimal
morbidity.
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