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Abstract

Congenital dacryocystocele is a rare congenital anomaly of the lacrimal drainage system (0.02% of
newborns), which refers to the cystic dilatation of the lacrimal sac and nasolacrimal duct. In most cases
the pathology is unilateral with female predominance. Bilateral cases constitute 10% of all cases and in
most babies with bilateral disease there are coexistent nasal cysts. Clinically, dacryocystocele presents as
a grey-bluish cystic swelling of the lacrimal sac in the medial canthal area that typically present at birth
and often resolve spontaneously with conservative management in the first months of life. Bilateral cases
of congenital dacryocele are rarely reported, especially isolated dacryocystoles without coexistent nasal
cysts. We present a rare case of bilateral congenital dacryocystocele in a 10-day-old newborn boy,
without concomitant intranasal cysts. The infant was treated conservative with spontaneous resolution
of the disease 6 weeks after treatment initialization. No dacryocystitis or preseptal cellulitis was
observed, nevertheless rupturing of the dacryocystocele to the common canaliculus.
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Introduction
Congenital dacryocystocele is a rare congenital anomaly of the
lacrimal drainage system which refers to the cystic dilatation of
lacrimal sac and nasolacrimal duct often extending into the
inferior meatus and further into the nasal passage [1]. In most
cases it is unilateral condition and predominantly occurs in
girls [2]. Clinically, dacryocystocele presents as a grey-bluish
cystic swelling of the lacrimal sac in the medial canthal area
that typically present at birth [3,4] and often resolve
spontaneously with conservative management in the first
months of life [5]. Computed tomography and magnetic
resonance imaging are performed in differential diagnostic
difficult cases when meningoencephalocele is suspected [4]. In
all cases with bilateral dacryocystocele, a careful nasal
examination must be done for ruling out coexistent nasal cysts
that can cause sudden respiratory distress syndrome in
neonates [4]. Bilateral cases of congenital dacryocele are rarely
reported, especially isolated dacryocystoceles without
coexistent nasal cysts. We report a rare case of a 10-day-old
newborn boy with bilateral congenital dacryocystocele without
coexistent nasal cysts.

Case Report
A 10-day-old newborn boy was presented to our outpatient
care with bilateral bluish swellings near the medial canthal area
(Figure 1). The infant was born mature, without any history of
other congenital pathology. Parents noticed the bluish
swellings on the third day after delivery, but no treatment had

been started. There was no history of tearing or inflammation
symptoms. The swelling was more obvious on the left side and
two masses were tender without fluid reflux from the lacrimal
puncti.

Figure 1. Newborn with bilateral bluish swellings near the medial
canthal area.

The baby was diagnosed with bilateral congenital
dacryocystocele and otorhinolaryngologist consultation with
endoscopy examination was made that ruled out intranasal
cystic extension. A conservative treatment with gentle sac
massage and warm compresses was prescribed. A close follow
up (every 1 week) of the baby was initiated. Rupture of the
dacryocystocele to the common canaliculus with mucoid fluid
reflux in both eyes was observed on 10th day after treatment
initialization. Topical antibiotic was additionally prescribed
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and sac massage and warm compresses continued. No signs of
secondary dacryocystitis or preseptal cellulitis were observed.
Recurences of the swellings of both eyes was observed for a
period of six weeks, after that full resolution of the sac masses
was recorded just with conservative treatment. The patient has
been followed up for two months without any signs of
nasolacrimal duct obstruction.

Discussion and Conclusion
Dacryocystocele is a rare congenital condition that can be
observed in 0,005% of newborns [6]. A double obstruction of
the lacrimal system distally and proximally to the lacrimal sac
during fetal life is responsible for cystic dilation of lacrimal
pathway [1]. The obstruction is anatomical at the level of
Hasner valve and relative (functional) at the level of the
common canaliculus (Rosenmuller valve) [3]. Because of the
relative obstruction of the Rosenmuller valve amniotic fluid,
mucus or tears can enter the lacrimal sac but can’t drain
upwards through the common canaliculus because of the
Rosenmuller valve collapse or downwards because of the
anatomical barrier of the Hasner valve, forming sac swelling
[3]. In most cases dacryocystocele is a unilateral condition
(~90%) and have strong female preponderance (~70%) [2].
Clinically, congenital dacryocystocele presents as an enlarged
grey-blue cystic swelling in the medial canthal area, epiphora,
and high tear meniscus height [2-4,7] at or shortly after birth
[4]. The differential diagnosis is very broad and includes
encephalocele, meningoencephalocele, capillary haemangioma,
dermoid cyst, lymphangioma, nasal glioma and etc [2,4].
Ultrasonography is very important non-invasive method that
can be used pre and postnatally for the diagnosis and
differential diagnosis [1,4,8], as dacryocystocele is seen as a
hypoechogenic mass located inferiomedially with ostium
connected with the dilated nasolacrimal duct that may be seen
in the coronal or parasagittal plane including the nose and
medial angle of the orbits [1,4]. The ultrasonographic diameter
of the cyst varies with mean size of 11.5 mm in 5 neonates
with congenital dacryocystocele reported by Cavazza et al.
[4].  Whenever cranial pathology is suspected (meningocele,
meningoencephalocele) computed tomography or magnetic
resonance imaging must be performed [1,4]. In all cases with
dacryocele and especially in cases with bilateral disease
intranasal cyst must be ruled out with nasal bilateral endoscopy
[4,9]. The nasal cysts may be a direct extension of the
nasolacrimal duct, located beneath the inferior turbinate [9]
and can be responsible for 6% of cases with congenital nasal
obstruction [10]. Neonates are obligatory nasal breathers
therefore nasal cyst can be reason for acute respiratory distress
syndrome [4], especially during feeding and sleeping.

Management of dacryocystoceles remains controversial [4].
Some authors advocate for conservative treatment with sac
massage, warm compresses and topical antibiotic drops with
two weeks resolution in 76% of patients [5] and surgical

treatment (probing under general anaesthesia) in the first
months of life after non-resolution of the cyst [4] or urgent
surgery in cases with dacryocystitis, cellulitis, large cyst that
causes astigmatism or narrowing of the lid fissure and
especially in patients with intranasal cyst and respiratory
dyspnea [3,4]. Other physians prefer early surgical treatment
because of the high risk of dacryocistitis development [7]. In
cases with nasal obstruction, probing as an isolated surgical
manner is not sufficient and concomitant extensive
marsupialization of the dacryocystocele must be performed
[2,3].
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