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Abstract:

Tuberculosis is a communicable disease caused by
Mycobacterium tuberculosis. It spreads mainly via air droplet
infection and pulmonary tuberculosis is the most common
form. Extra-pulmonary tuberculosis accounts for 15-20%
cases.” The most common type of ocular tuberculosis is
tubercular uveitis. Tubercular dacryocystitis is rare® with just

A 17-year-old boy presented with bilateral epiphora for
one year. There were no other ocular or nasal complaints.
Patient did not have any past and family history of prior surgery
or any chronic illness. Regurgitation test was positive and
syringing done from both upper and lower puncta showed
nasolacrimal duct block on both sides. Nasal endoscopy was
normal. Complete blood count, kidney, liver function tests and
chest X-ray were normal. The diagnosis of chronic
dacryocystitis was made and patient was taken up for left
endoscopic dacryocystorhinostomy (DCR) surgery.

During surgery, after raising mucosal flap, part of frontal
process of maxilla overlying the lacrimal sac was found partially
eroded and lacrimal bone was friable, walls of the lacrimal sac
were inflamed and granulations were present. On incising the
lacrimal sac, it was filled with white cheesy necrotic material
(Figure 1). Biopsy was taken from the sac and overlying eroded

Figure 1 :

Nasal endoscopic picture
(left nostril) showing white
caseous material inside
lacrimal sac.

bone and further surgery was aborted.

Histopathology showed multiple caseating granulomas
with epithelioid cells suggestive of tuberculosis (Figure 2).

Figure 2 :
Histopathologic picture
showing caseating
granulomas (arrow)
H&E stain, 100x.

18 cases of tubercular dacrocystitis reported world-wide; and
no published data was found on bilateral cases. Considering
the rarity, high suspicion is required for its diagnosis. We
report a case of primary bilateral nasolacrimal sac
tuberculosis in a 17-year-old boy who presented with
epiphora.

Patient was further investigated.
Mantoux test was positive (15mm x
18mm induration). Erythrocyte
sedimentation rate (ESR) was
raised (54 mm). Category I anti-
tubercular therapy (ATT)
according to Revised National
Tuberculosis Control Program
(RNTCP), was started. The patient
completed six months of therapy
and responded well. Epiphora
resolved and on syringing, patency
was established on both sides. Tuberculosis of lacrimal sac was
thus established retrospectively on the opposite side as well.

Discussion

Extra-pulmonary tuberculosis involves head and neck
region in 10% of cases. The order of occurrence is tubercular
lymphadenitis (73.3%), laryngeal tuberculosis (14.5%),
tuberculous otitis media (2.4%), parotid (1.8%), oral cavity
(5%), nose (1%) and temporo-mandibular joint (1%)." Ocular
tuberculosis can affect uvea, sclera, cornea, choroid, lacrimal
gland adnexa and periorbital cutaneous tissue having variable
prevalence of 5.6—10.13% in India.” Tuberculosis of lacrimal sac
is very rare. Review of English literature revealed 18 cases of
tuberculosis of lacrimal sac to the best of our knowledge.
Bilateral afflictions have not been yet reported.

Konstam and Meynell referred to tuberculosis of
lacrimal sac as a primary tuberculous “chancre”.’ Tubercular
infection may reach the lacrimal sac via haematogenous route,
direct inoculation, and contiguous spread from nasal cavity, via
skin or through tears in cases of conjunctival exposure.
Tuberculosis of lacrimal apparatus may occur as primary form
or in association with nasal/paranasal sinus tuberculosis,
periorbital, and lupus vulgaris or with cervical lymphadenitis.
Tubercular dacryocystitis can ensue at any age particularly in
endemic countries. In our review of 18 cases, age group ranged
from 14 months to 60 years. There were 11 females and 7 males.
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Clinical attributes of dacryocystitis are epiphora and medial
canthus swelling. It is essential to ask for any nasal complaints
as 8 out of 18 reported cases were associated with nasal
tuberculosis.”™"*"” Two cases had associated cutaneous
tuberculosis and one had peri-ocular tuberculosis.™ Three
patients had lacrimal fistula at presentation.*** History of
failed lacrimal surgeries should raise suspicion and patients
need to be investigated for underlying cause. Six out of 18 cases
had failed drainage procedures.”*******® Family history of
tuberculosis should be sought as a possible source of infection.?

Examination should comprise of regional lymph node
evaluation, nasal endoscopy, and any local swelling or ulcer
should be carefully examined apart from lacrimal apparatus.
Lymph node tuberculosis was found to be associated with two
cases in the review.”” The importance of detecting an enlarged
lymph node is that it may provide valuable clues for the cause of
dacryocystitis on subsequent aspiration cytology.” Nasal
endoscopy is an essential tool for detecting any suspicious
lesion in nasal cavity. Any granulations or congested friable
mucosa in inferior meatus or middle turbinate should prompt
for pre-operative biopsy and confirming diagnosis.

The investigation includes fine needle aspiration
cytology from medial canthus/facial swelling, or any suspicious
lymph node. Routine blood investigations may detect
lymphocytosis, raised ESR or positive tuberculin test. Chest X-
ray is important in detecting any pulmonary tuberculosis. It is
interesting that no case had associated pulmonary tuberculosis
in the present study. Granulations in nasal cavity or skin lesion
over the lacrimal sac should be sent for histopathology and
culture. Histopathology may reveal caseating granulomas with
epithelioid, Langerhans giant cells along with tubercular
bacilli. Culture is gold standard for diagnosis. Other tests such
as QuantiFERON, TbFERON, polymerase chain reaction (PCR)
and nucleic acid amplification test (NAAT) help in detecting
tuberculosis in shorter duration. Computed tomography is
helpful in detecting soft tissue density in lacrimal sac and
associated nasal and paranasal sinus involvement. Bone
erosion or osteomyelitic changes in bones forming lacrimal
fossa should prompt for further investigations. This is
important for primary cases of tubercular dacryocystitis which
accounted for 5 cases out of 18 apart from the present
case.””"™" Intra-operative findings such as thick inflamed
lacrimal sac, granulations over sac, bone erosion and white
caseous material should persuade surgeon to take tissue for
biopsy and culture. Whitish caseous material and thinned bone
were the only findings in the present case report which arose
suspicion of tuberculosis. Treatment of tubercular
dacryocystitis is ATT with surgery reserved for cases who
remain epiphoric after medical treatment. Standard four drugs
(isoniazid, rifampicin, pyrazinamide and ethambutol),
Category I regimen according to RNTCP, India are applicable.
However, defaulters and drug-resistant forms may require
category II treatment. To summarise, primary lacrimal sac
tuberculosis is very rare. History of failed surgeries, tubercular
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contact and lacrimal fistula are valuable clues. Nasal endoscopy
is helpful in detecting cases of associated nasal tuberculosis.
Regional lymph node examination is essential. ATT is mainstay
of treatment. Endoscopic DCR should be reserved for
persistent epiphora after ATT.
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