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SUMMARY

We report the case of a woman with epiphora and purulent rhinorrhea for which she initially
underwent a dacryocystorhinostomy. The unilateral rhinorrhea was persistent and one year
later an oncocytoma of the lacrmal sac with extension to the nasolacrimal duct was diag-
nosed. Surgical excision of the tumour via a medial maxillectomy was accomplished. Long-
term follow-up for 10 years was without evidence of recurrence. To our knowledge only 22
oncocytomas of the lacrimal sac but none involving the duct have so far been reported. In
patients with acquired nasolacrimal duct obstruction a lacrimal sac or nasolacrimal duct
tumour though rare is a possibility and should be kept in mind. The majority of these
tumours are malignant and oncocytomas may undergo malignant transformation.
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INTRODUCTION

Acquired nasolacrimal duct obstruction usually is caused by
chronic inflammation and fibrosis of the lacrimal sac. These
patients have complaints of epiphora and are usually treated by
dacryocystorhinostomy. Rarely, nasolacrimal duct obstruction
is caused by a lacrimal sac tumour. These tumours include
benign as well as malignant tumours: adenocarcinomas, ade-
noid cystic carcinomas, squamous cell carcinomas, lym-
phomas, pleomorphic adenomas and oncocytomas (Pe’er et al.,
1996). The incidence of lacrimal sac tumours in patients with
nasolacrimal duct obstruction is low (Tucker et al., 1997).
However, this diagnosis alters the treatment dramatically.
Lacrimal sac tumours usually are malignant and should be
treated with wide surgical excision.

CASE REPORT

A 58-year-old female was referred to our hospital for com-
plaints of purulent rhinorrhea on the right side since some
years. One year before she had undergone a right dacryocys-
torhinonostmy elsewhere, because of a 2-year history of right
epiphora. Thereafter, her complaints of epiphora disappeared,
but the rhinorrhea persisted. There were no complaints of
nasal obstruction, loss of smell or headache. There was no
medical history of allergy or chronic sinusitis.

Clinical examination revealed on anterior rhinoscopy purulent
secretion in the right inferior meatus. On nasal endoscopy a
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tumour at the exit of the nasolacrimal duct was visualized. A
CT-scan showed the extension of the tumour filling the entire
lenght of the right nasolacrimal duct from the orbit to the
nasal cavity (Figure 1). Histopathological examination of a
biopsy taken from the tumour from the inferior meatus
showed large cells with abundant eosinophilic granular cyto-
plasm and round nuclei (Figure 2). The cytoplasmic granules
stained positive with phosphotungistic acid-heamatoxylin.
Flectron microscopy showed an abundance of mitochondria
(Figure 3). The diagnosis of oncocytoma of the lacrimal sac
with extension in the nasolacrimal duct was made.

Patient underwent a medial maxillectomty and excision of the
tumour. By removing the medial wall of the maxillary sinus
and a medial part of the orbit the entire nasolacrimal duct and
lacrimal sac could be excised. Histopathological examination
of the surgical specimen showed bone and columnar epitheli-
um with fields of large cells with abundant eosinophilic granu-
lar cytoplasm and nuclei with polymorphism and anisokaryosis
and moderate chronic inflammatory infiltration. The excision
margins were free of tumour. Postoperative course was
uneventful. During follow-up some polypoidal mucosa and
granulative tissue were removed from the nasal cavity.
Histopathological examination showed no signs of recurrence.
Ten years later she has no complaints and no evidence of
recurrence has been detected.
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Figure 1. Axial (A) and coronal (B) CT-scan showing the tumour in
the lacrimal sac and nasolacrimal duct extending in the nasal cavity.

DISCUSSION

Oncocytomas are rare benign tumours and account for 3.5% of
all lacrimal sac neoplasms (Stefanyszyn et al., 1994). To our
knowledge only 22 patients with an oncocytoma of the lacrimal
sac have been reported to date (Chow et al., 1996; Pe’er et al.,
1996; Chen et al., 1998). As far as we know no oncocytoma of
the nasolacrimal duct has been reported. In our patient the
tumour probably originated from the lacrimal sac and extend-
ed to the nasolacrimal duct.

Oncocytomas are composed of large epithelial cells with abun-
dant eosinophilic granular cytoplasm that is shown on elec-
tronmicroscopically to be rich in mitochondria, and a round to
oval paracentral nucleus (Pe’er et al., 1996). The nature and
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Figure 2A and B. Histopathological examination of the tumour show-
ing large epithelial cells with abundant granular eosinophilic cytoplasm
with centrally located nuclei consistent with the diagnosis oncocytoma
(hematoxylin-eosin staining; original magnifications x 10 and 40).

function of oncocytes is unknown. Oncocytes are believed to
represent metaplastic epithelial cells. This transformation may
be due to age-induced exhaustion or excessive physiologic
stress, like chronic inflammation (Chow et al., 1996).

Figure 3. Electron microscopy showing abundance of pleomorhic
mitochondria (original magnification x 8,000).



Oncocytoma of the nasolacrimal sac

Therefore, in our patient it was difficult to determine if the
oncocytoma is due to chronic inflammation or the purulent
rhinorrhea was due to the lacrimal sac tumour.

Surgical excision is the treatment of choice, especially because
malignant transformation may occur (Tucker et al., 1997;
Perlman et al., 1995). Only three malignant oncocytomas of the
lacrimal sac have been so far described in the literature (Tomic
et al., 1995). In the majority of patients with a malignant
lacrimal sac tumour the diagnosis is only made in an advanced
stage of the disease. Patients with malignant tumours of the
lacrimal sac have an overall mortality of 37.5% (Ni et al., 1982).
If the nasolacrimal duct is involved, a lateral rhinotomy is rec-
ommended (Pe’er et al., 1996). However, a medial maxillecto-
my including part of the floor and medial orbital wall offers
wider excision.

In patients with aquired nasolacrimal duct obstruction the pos-
sibility of an underlying lacrimal sac or nasolacrimal duct
tumour, like an oncocytoma, should be kept in mind. These
patients require careful long-term follow-up to detect tumour
in an early stage and with the recognition that recurrence or
malignant transformation is possible, especially if complaints
persist after dacryocystorhinostomy.
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