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ABSTRACT
Aim: To highlight canaliculitis masquerading as chronic dac-
ryocystitis that may mislead a rhinologist.

Background: Canaliculitis is an inflammation of the lacrimal 
canaliculi caused by infection or as a complication of punctal plug 
insertion.It is often misdiagnosed, leading to a delay in diagnosis.

Case report: We report a case of a 20-year-old female patient 
who presented with complaints of watering from left eye since 
1 year and was referred to the Department of Ear, Nose, and 
Throat for endoscopic dacryocystorhinostomy (DCR). She had 
a history of silicone punctal plug insertion in the same eye for 
“dry eye” following an attack of herpes zoster 12 years earlier. 
She was asymptomatic for 10 years following punctal plug 
insertion, but started complaining of epiphora since the last  
2 years. Punctal plug was removed 1 year back by an ophthal-
mologist but the epiphora persisted. Regurgitation of purulent 
discharge on pressure over lacrimal sac area made it look like 
dacryocystitis. Syringing through lower punctum was blocked 
while through the upper punctum it was patent. Thus, possibil-
ity of nasolacrimal duct block was ruled out. An occuloplasty 
opinion was sought and a diagnosis of lower canaliculitis with 
possibility of retained plug was made.

Conclusion: Canaliculitis should be considered as a differential 
diagnosis in cases presenting with epiphora as canaliculitis is 
a close masquerade of dacryocystitis.

Clinical significance: As more and more rhinologists are 
getting direct referrals of cases needing endoscopic DCRs, it is 
important for them to be well aware of other associated patholo-
gies of proximal lacrimal system. This will help them to reach 
a correct diagnosis before going ahead with endoscopic DCR.
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BACKGROUND

Canaliculitis is an inflammation of the lacrimal canaliculi 
caused by infection or as a complication of punctal plug 
insertion.1 It is often misdiagnosed leading to a delay 
in diagnosis.2 Canaliculitis is an uncommon condition, 
often can mimic many other common ocular conditions. 
It should be appropriately diagnosed and treated to avoid 
recurrent inflammation and possible obstruction of the 
upper portion of the lacrimal system.1

It is of utmost importance for rhinologists to be well 
versed with conditions of the proximal lacrimal pathway, 
such as canaliculitis since it can masquerade as chronic 
dacryocystitis. Careful clinical examination of the medial 
can thus alert the physician to that diagnosis.

CASE REpORT

We report a case of a 20-year-old girl who presented with 
complaints of watering from left eye since 1 year and 
was referred to the Department of Ear, Nose, and Throat 
(ENT) for endoscopic dacryocystorhinostomy (DCR). She 
had history of silicone punctal plug insertion for dry eye 
following an attack of herpes zoster 12 years ago. She was 
asymptomatic for 10 years and started having epiphora 
since the last 2 years. Punctal plug was removed 1 year 
back by an ophthalmologist but the epiphora persisted. 
Regurgitation of discharge on pressure over lacrimal sac 
area made it look like dacryocystitis. Ocular examination 
did not show any apparent swelling, redness, or indura-
tion in the lacrimal area.

Syringing through lower punctum was blocked, 
while through the upper punctum it was patent. Thus, 
possibility of nasolacrimal duct block was ruled out and 
a diagnosis of lower canaliculitis was made.

Three-snip punctoplasty with canalicular curettage 
was done (Fig. 1). Yellow granular material (Fig. 2) was 
removed from the lower canaliculus. Material was sent 
for culture and microbiological examination. Microbio-
logical examination revealed Actinomyces sp. Though, on 
culture, no growth was seen as culturing of Actinomyces 
is difficult due to its anaerobic nature.1 It was concluded 
that concretions which do not grow characteristic findings 
of Actinomyces or other organism may simply be sterile 
necrotic tissue and debris.
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Syringing was repeated through lower canaliculi 
postsurgery and was found to be patent. On 6 months 
follow-up, patient was free of symptoms.

DISCUSSION

Canaliculitis can masquerade as chronic dacryocystitis 
in patients presenting with epiphora and may pose a 
clinical challenge for a rhinologist. Advantage of working 
in an eye and ENT hospital gives us an opportunity to 
see a variety of such cases and thus enables in better 
understanding of different conditions causing epiphora.

Lacrimal canaliculitis often remains undiagnosed for 
extended periods of time as a result of its rarity. Patients 
with canaliculitis typically present with epiphora, 
punctal discharge, and a pouting punctum; however, 
they often masquerade as a chronic purulent conjunc-
tivitis, hordeolum, chalazion, or dacryocystitis leading 
to unnecessary manipulations and further delay in the 
effective treatment of this condition.2

If the literature accurately reflects clinical practice, 
it would appear that it is more common to misdiagnose 
patients with canaliculitis than to identify this condi-
tion. Case studies of canaliculitis report percentages 
of patients previously misdiagnosed as 45% in a major 
review by Freedman et al3 in 2011. In a study by Bal-
dursdóttir et al,4 at least seven of the nine subjects with 
canaliculitis had been misdiagnosed previously.

Chronic lacrimal canaliculitis is rarely detected in 
clinical practice, accounting for 2% of lacrimal duct dis-
eases. Of the agents involved in canaliculitis, Actinomy-
ces varieties, Gram-positive, anaerobic bacteria that are 
difficult to isolate and identify are the most commonly 
isolated, although other bacteria, fungi, and viruses may 
also appear.5 The yellowish granular material removed 
by curettage in our case is the yellow dacroliths called 
”sulfur granules” and is typical of Actinomyces sp.

Decision regarding management depends on the final 
diagnosis. In our case, three-snip punctoplasty along with 
curettage of canaliculi led to complete cure, but resistant 
or recurrent cases associated with nasolacrimal duct 
block may need DCR as well.

CONCLUSION

Canaliculitis is a rare condition but a close masquerade 
of dacryocystitis. It should be considered as a differen-
tial diagnosis in all cases presenting with epiphora and 
especially in patients with history of previous lacrimal 
procedures like silicone punctal plug insertion.

CLINICAL SIGNIFICANCE

As more and more rhinologists are getting direct refer-
rals of cases needing endoscopic DCRs, it is important 
for them to be well aware of other associated patholo-
gies of proximal lacrimal system. This will help them 
to reach a correct diagnosis before going ahead with 
endoscopic DCR.
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Fig. 1: Concretions from canaliculi Fig. 2: Yellowish granules (sulfur granules) in a petri dish


