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causing significant morbidity. Its pathogenesis is still not well 
understood. If local causes are ruled out and local treatments 
fail, there could be a role for systemic immunosuppressive 
therapy. There is a need for controlled trials to find out which 
immunosuppressive therapy best benefits these patients.
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Use of smart lacrimal probes

Dear Editor, 
Nasolacrimal duct probing is the treatment of choice for 
an unresolved congenital nasolacrimal duct obstruction  
(CNLDO).[1] We have found routine use of a nasal endoscope 
(5 mm, 0°) and smart lacrimal probes [Fig. 1A] as useful 
adjuncts to probing, especially for older children and repeat  
probings.[1,2]

However, there are two problems:
1. unavailability of endoscope at many eye hospitals and
2. difficulty in visualizing the probe in the nose.

I write this communication to bring to the notice of the 
readers, the utility of smart lacrimal probes that we have found 
valuable.

1. The graduated/measured probe [Fig. 1B]
Size of the lacrimal punctum in an infant is 0.3 mm.[3,4] However, 
even the thinnest probe measures 0.45 mm (Bowman 0000 
lacrimal probe). To avoid injury, punctum should be dilated 
using one end of this instrument which is designed like a 
Nettleship’s punctum dilator.

On the other side, there is a 0.65-mm diameter stainless 
steel rod with markings at every 10 mm. After inserting the 
probe through the lacrimal punctum, the probe tip advances 
into the canaliculus. When the first mark at 10 mm approaches 
the punctum, the tip of the probe enters the lacrimal sac 
(canalicular length = 2 mm vertical + 8 mm horizontal).[5] This 

requires little manipulation to negotiate the probe through the 
common canaliculus.

After changing the direction of the probe, one continues to 
insert the probe. When the second marking (20 mm) approaches 
the lacrimal punctum, the tip of the probe approaches the 
bony canal. One can feel the resistance of the bony part of the 
nasolacrimal canal. With little manipulation, the probe tip 
enters the canal (the functional diameter of the bony canal is 
around 1 mm).[3,4,6] If the canal is stenotic, a gritty sensation is 
felt or the probe cannot be negotiated any further.

As the probe is advanced, third mark on the graduated 
probe (30 mm) approaches the punctum. One can feel slight 
resistance of the imperforate valve of Hasner and a sudden 
give away of the resistance as the probe tip enters the inferior 
meatus. When the probe is inserted beyond 30 mm mark, the 
tip of the probe can be visualized in the inferior meatus with 
the endoscope or can be felt as a metallic touch with another 
probe inserted in the inferior meatus.[2]

2. The cannulated/irrigating probe [Fig. 1C]
This is 0.7 mm in diameter with 0.3 mm cannulation. The end 
of the probe is knurled and tubular with a side opening for an 
easy entry and manipulation. The stainless steel cannulated 
rod is mounted on a holding member and connected to a 
silicon tube connected to a syringe containing fluorescein dye. 
Once the inferior meatus is reached, the fluid is injected which 
wells up in the inferior meatus momentarily and can be easily 
visualized by an endoscope or retrieved in suction catheter or 
on nasal gauze.

These probes do not improve the success rate by themselves 
but there are advantages. Graduated probe makes it easy to 
guess the location of the tip of the probe in the lacrimal system. 
When combined with the tactile feedback, good comprehension 
is achieved to decide what manipulation or maneuver may be 
required to proceed further and where exactly the stenosis or 
atresia may be located in the case of resistance or failure to 
proceed. It also helps to avoid unwarranted use of force when 
correct manipulation is required and it helps to decide when 

Figure 1: (A) Instruments used for performing the probing using nasal 
endoscope and the smart lacrimal probes; (B) graduated probe; (C) 
cannulated probe
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to stop probing further and look into the inferior meatus to 
confirm the presence of the probe tip there.

The cannulated probe is helpful to directly inject the 
fluorescein dye into the inferior meatus for an easy confirmation 
of the presence of the probe tip without having to insert 
a separate cannula. It also avoids regurgitation of the dye 
from the punctum and inadvertent injection of the dye in the 
pericanalicular or periorbital tissue.

At present, we have combined both the designs into one and 
used a graduated and cannulated probe. Every time I perform 
a lacrimal probing using this probe, my heart silently thanks 
Bangerter who first described the hollow probe,[7] Miyake who 
designed the graduated probes[4] and the Indian ophthalmic 
instrument manufacturer (Ankur metal works, Kolkota) who 
made them available at a very low cost. 

Mihir Kothari
Jyotirmay Eye Clinic and Pediatric Low Vision Center, Khopat,  

Thane, Maharashtra, India

Correspondence to: Dr. Mihir Kothari, Jyotirmay Eye Clinic, 205 
Ganatra Estate, Khopat, Thane West - 400 601, Maharashtra, India. 

E-mail: drmihirkothari@jyotirmay.com

References
1. Cibis GW, Jazbi BU. Nasolacrimal duct probing in infants. 

Ophthalmology 1979;86:1488-91.
2. Sener EC, Onerci M. Reappraisal of probing of the congenital 

obstruction of the nasolacrimal system: Is nasal endoscopy 
essential? Int J Pediatr Otorhinolaryngol 2001;58:65-8.

3. Kurihashi K, Imada M, Yamashita A. Anatomical analysis of 
the human lacrimal drainage pathway under an operating 
microscope. Int Ophthalmol 1991;15:411-6.

4. Ipek E, Esin K, Amac K, Mustafa G, Candan A. Morphological 
and morphometric evaluation of lacrimal groove. Anat Sci Int 
2007;82:207-10. 

5. Tucker NA, Tucker SM, Linberg JV. The anatomy of the common 
canaliculus. Arch Ophthalmol 1996;114:1231-4.

6. Muller KM, Busse H, Osmers F. Anatomy of the naso-
lacrimal duct in new-borns: Therapeutic considerations. Eur J 
Pediatr 1978;129:83-92.

7. Bangerter A. [From the practice for the practice]. Ophthalmologica 
1953;125:398-405.

DOI: 10.4103/0301-4738.73702 PMID: 21157083

Distichiasis-lymphedema syndrome 
with optic disc pit

Dear Editor, 
An eight-year old boy, first born to third degree consanguineous 
parents, presented with right leg swelling for three months, 
with gradual onset, which progressed up to knee. There was 
no history of fever, injury, abdominal pain or contact with 
tuberculosis. He was treated with anti-filarial drugs elsewhere. 
At two years of age, he had frequent episodes of redness and 
constant rubbing of eyes and was then diagnosed to have 

double-rowed eye lashes involving all four eyelids and the 
extra rows of lashes were cauterized and removed elsewhere. 
The boy still continued to be symptomatic. None of the other 
family members had similar complaints. 

On examination, he had right lower limb edema, which 
was from the knee downward. [Fig. 1] There were no bony 
deformities or vertebral anomalies. Systemic examination was 
normal. He had mild congestion of both eyes. His visual acuity 
was 20/20; N6 in both eyes, and had no refractory error. Slit-
lamp examination revealed distichiasis. [Fig. 2] A focal area of 
loss of eyelashes and depigmentation of skin was noted in the 
left upper eyelid. Fundus examination revealed an optic disc 
pit in the left eye and the macula was normal [Fig. 3]. 

Blood parameters were normal. Night smears for 
microfilaria were negative. Ultrasonography (USG) abdomen, 
echocardiogram, magnetic resonance imaging (MRI) spine, and 
vascular Doppler studies of both limbs were normal. Isotope 
lymphoscintigraphy confirmed the lymphedema. The parents 
were also screened and found to be normal. A clinical diagnosis 
of distichiasis-lymphedema syndrome (DLS) was made. 
Conservative management for symptomatic distichiasis, with 
lubrication and epilation was carried out, advice for Amsler 
test at home periodically and stockings for lymphedema were 
given. The parents were genetically counseled for prevention 
of secondary complications such as, cellulitis, foot infections, 
and varicose veins.

Lymphedema in DLS typically appears in late childhood / 
puberty. It is confined to the lower limbs, usually bilateral and 
often asymmetric, becoming evident between 5 and 20 years of 
age.[1,2] Distichiasis presents from an early age, probably at birth, 
where accessory eyelashes occur along the posterior border 
of the lid margins in the position of the Meibomian gland  
orifices.[2] It is associated with irritative ocular problems namely 
corneal irritation, recurrent conjunctivitis, and photophobia.[1]

The extra eyelashes can usually be seen on torch light 
examination, but in some cases slit lamp examination is 
required.

DLS has an autosomal dominant inheritance pattern with 
marked variability of expression. Mutations in the Forkhead 
family gene FOXC2 located on chromosome 16q24.3 have been 
identified to be associated with this syndrome.[3]

Epidural cysts, cardiac abnormalities, short stature, ptosis, 
microphthalmia, strabismus, partial ectropion of the lower 
lid, pterygium coli, chylothorax, cleft palate, bifid uvula, 
micrognathia, scoliosis / kyphosis, and cryptorchidism are the 
other occasional abnormalities reported with DLS.[1]

The optic disc pit is a congenital anomaly characterized by 
excavation of the optic nerve head and is usually unilateral. 
It is commonly found in the temporal part of the optic nerve 
head and the disc on the affected eye is larger than the fellow 
disc.[4] Patients with optic disc pit may develop complications 
like serous macular detachment, macular holes, cystic changes 
in the macula, vision loss, and deterioration of the visual field, 
hence, requiring regular screening.[5] 

Occurrence of optic disc pit in a patient with DLS has 
not been reported. These could be two different congenital 
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