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A 65‑year‑old woman visited the outpatient eye clinic with 
a complaint of persistent itching. She had developed facial 
paralysis 6 years prior and accordingly underwent a lateral 
tarsorrhaphy five years prior. Left eye lateral tarsorrhaphy 
had been implemented; however, severe left brow ptosis 
was notable. Bell’s phenomenon was strongly positive. 
In the primary position, there were no signs of eyelid 
abnormality  [Fig.  1]. Complete ophthalmic examination 
involves assessment of visual acuity, extra‑ocular movements, 
and pupillary movements.[1] However, when the left brow 
was lifted up, a thick, white, clumpy  (cottage‑cheese‑like) 
substance with minimal odor was detected [Fig. 2]. C. albicans 
was confirmed on culture. C.  albicans can cause infections 
that range from superficial skin infections to life‑threatening 
systemic infections.[2‑4] The patient had no predisposing immune 
deficiency diseases such as diabetes mellitus. The white colonies 
of C. albicans were removed and the eyelid skin was found to 
be intact. There were no signs of fungal invasion. The patient 
was prescribed topical oxiconazole nitrate 1% cream (twice per 
day) and terbinafine hydrochloride 250 mg (once per day). The 
patient was told to keep the eyelid dry. There were no symptoms 
of cutaneous candidiasis such as itching and no supporting 
clinical findings in the first week of follow‑up.

To date, there have been no reports of cutaneous candidiasis 
of the upper eyelid, neither as a complication of long‑term 
facial paralysis nor in a healthy individual. This case has 
demonstrated that cutaneous candidiasis in the eyelid can 
occur even in an individual with a normal immune system as 
a complication of long‑term facial paralysis. Furthermore, this 
case highlights the value of complete examination of ocular 
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Figure 1: Sign of candidiasis observed in the primary position

Figure 2: Cottage cheese‑like substance found when the brow was 
lifted up
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adnexa and the importance of lifting up the brow to check the 
deep upper lid in every facial paralysis patient.
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Haemolacria is a condition caused by a group of disorders 
resulting in production of tears that are partly composed of 
blood. It can be unilateral or bilateral. The etiology includes 
ocular, systemic, psychological, pharmacological, and 
idiopathic.[1‑3]

We present an unusual case scenario of unilateral 
hemolacria in a 62‑year‑old previously fit and well gentleman 
who presented to ER  (emergency consultation room) with 
sudden onset epistaxis from the right nostril. Immediate 
evaluation included local examination by an ENT (Ear Nose 
and Throat department) colleague and systemic evaluation by 
the physician. The Physician diagnosed severe hypertension 
(BP recorded was 190/110 mm hg) and antihypertensive 
therapy was initiated. The source of the nasal bleed was 
identified as the Little’s area  (Kiesselbach’s plexus). An 
attempt to cauterize the bleed under local anesthesia was 
made by the ENT colleague, following which anterior nasal 
packing was done. Within a few minutes of packing the nose, 
patient started shedding blood mixed tears from the right 
eye  (Haemolacria)  [Fig.  1]. The BP continued to stay high 
at 160/100 mm of Hg. Following this the antihypertensive 
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Figure 1: Shows blood mixed tears coming out of right eye of the 
patient. It shows right haemolacria and the free end/thread of the 
anterior nasal pack in the right nostril

measures were intensified resulting in complete resolution of 
the symptoms within the next 6 hours.

Preliminary ophthalmic evaluation revealed no local 
ocular causes of haemolacria, no previous trauma or lacrimal 
surgeries. We suspect retrograde blood flow through the 
Nasolacrimal duct to the conjunctival cul de sac following 
mechanical attempts at stopping the epistaxis, which alone was 
apparently ineffective as the underlying primary pathology 
was uncontrolled systemic hypertension. The authors 
also suspect a possible congenital absence of the valve of 
Hasner[4] or iatrogenic damage to the valve of Hasner at the 
inferior meatus at the time of primary mechanical attempts 
at haemostasis[5] that resulted in the above presentation. The 
patient was lost to further follow up thus preventing a further 
lacrimal outflow reassessment and a formal nasal endoscopic 
re‑assessment.

Declaration of patient consent
The authors certify that they have obtained all appropriate 
patient consent forms. In the form, the patient(s) has/have 

Mangesh.Kamble
Rectangle


