direct laceration

tears the medial canthal tendon and
associated canaliculus
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avuision injury ofter
and irfigation should be performed

superficial insps

R DO
e D ()
epiphora

‘especially with ocular iritation
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success rate of primary repair is much higher
than that of secondary reconstruction
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general anesthesia

/" placement s faily straightiorward
magnification with optimal lumination
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laterally,canaliculus s located near eyelid
margin
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surgical repair

cut at the medial canthus and retrieved from
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canaliculus
| retrieved intranasally with metal guiding probe

occlusion with plugs is not successful

can be performed under local anesthesia EEnmocinnresanaicn s \ [:] ' _simple solution s available
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simply pulled through the punctum A :Immm sm:l: ":n‘:::‘g‘c:: ; m:: of temporary

stents are usually left in place for =2 months

inserted into the punctum and into the N
lacerated canaliculus but does not extend into
the nose

without metallic probe monocanalicular stents

ccomplete loss of lacrimal outflow can result in
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\ ocular iritation \ota and adjacent canaliculi
\ surgical occlusion Gl pacent conalich
\ \ infection complications often, despite fairly aggressive attempts, the
\ puncta persist or reform
\ local inflammation

iheisliobifisraiiop] handheld cautery unit
\ o granuloma
\ \ noedlo-tp unipolar cautery unit

‘with either direct closure or placement of an
direct laceration \ ampullectomy overlying conjuncival grait

fracture of surrounding bones

excision of punctal and adjacent canalicular
b during rhinoplasty etiology N

direct anastomosis of cut canaliculus over
silicone tube can be accomplished with
closure of pericanalicular tissues.

suturing of canaliculi s probably not g
necessary i

endoscopic sinus surgery when the
physiologic maxillary sinus ostium is being
enlarged anteriorly
Lacrimal Sac and Nasolacrimal Duct
fracture reduction

soft-tissue repair

early treatment
\ treatment
B silicone intubation of the entire lacrimal

B crainage system

late treatment
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