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In the Archives of Ophthalmology, Vol. L, 
No. 3, May 1921, thene is a practical article 

by Dr. Allan Greenwood, of Boston, entitled 
" 

Lachrymal Sac Extirpation Simplified," 
pointing out that the usual descriptions of the 
operation are poor, and that its difficulties are 
exaggerated. For these reasons he con- 

siders it timely to publish a description of the 
simple method which he has practised with 
success for some years, and he gives a few 
useful hints which are worth the attention of 

ophthalmic surgeons. 
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There is no doubt that the difficulties of the 

operation have been exaggerated in the past, 
but there are at least two excellent accounts 

of it in easily accessible standard works. I 

refer to Meller's Ophthalmic Surgery, and 

Elliot's Tropical Ophthalmology. The former 

gives a very clear and detailed description of 
the Vienna operation with the minute anatomy 
of the parts concerned. Tlie latter does not 

pretend to be an operative treatise, but gives 
numerous practical improvements based on a 
large experience, which the surgeon familiar 
with Meller's operation will have no difficulty 
in adopting. Dr. Greenwood's operation is 

very similar to that originated by Colonel 

Elliot in the Government Ophthalmic Hospital, 
Madras, and which is still practised with cer- 

tain modifications introduced by Colonel 

Kirkpatrick. These modifications, together 
with one or two points in technique which 
I consider helpful, will be touched upon 
below. 

In Dr. Greenwood's article, it may be noted 
that he demarcates the anterior lip of the 

lachrymal fossa by placing the finger on the 
canthus and pressing on the lachrymal crest 
with the finger nail. He incises over the 
curved line thus delineated. I frequently use 
this method of demonstrating approximately 
the position and shape of the incision, but as 
I consider the most important step in the 

operation is to avoid the angular vein, I 

always make my incision external to the 

vein, no matter what the surface marking of 
the crest. It is surprising in what a number 
of patients the angular vein is obvious at a 

glance. Its position varies, but it is seldom 
so near the canthus that one has not 5 to 10 
m.m. between the two, at the level of the 
internal tarsal ligament. In making the 
infiltration (2 per cent, novocaine in lj 10,000 
adrenalin, approx.), care is taken to insert 
the needle to the temporal side of the vein. 
The vein is now obscured by the swelling due 
to the infiltration; this is dispersed by firm 
pressure against the bone over the site of 
the injection. The parts having resumed their 
normal appearance, the position of the vein 
is kept in view. The skin is now put evenly 
on the stretch with the canthus as centre, by 
a divergent drag with the fingers of the left 
hand. This gets the vein out of the way and 
aids in making a clean section. The short 
(2 c.m.) slightly curved incision is now made 
with the point of a very sharp small scalpel 
held like a pen but more vertically, with the 
blade cutting away from the operator as he 
sits at the patient's head. A short sawing 
motion is imparted to the knife, insuring a 
clean incision through the delicate skin which 
is on the stretch. The incision must be 
between the canthus and the angular vein 
and in the natural line of cleavage. It may 
be within 5 m.m. of the canthus, if necessary; 
that does not matter; the great point is not 

to wound the vein, and this goes a long 
way towards securing a bloodless operation. 
The incision, at present in vogue here, differs 
somewhat from Colonel Elliot's, in that its 
upper extremity is carried slightly above the 
ligament. The incision is only carried 
through skin and subcutaneous tissues, so 
that when the Meller's retractor is inserted 
a quadrilateral field is exposed with the 
internal tarsal ligament white and prominent 
crossing its upper third, whilst the oblique 
fibres of the orbicularis occupy the lower 
two-thirds. 
Here our technique differs from Dr. Green- 

wood's, in that we do not cut down directly 
on the periosteum immediately to the nasal 
side of the crest, except in difficult cases {e.g., 
extensive suppuration, discharging sinus, 
periostitis, erratic haemorrhage). In such 
cases the crest is an invaluable guide as he 
points out, and enables one to finish the 
operation by touch, if necessary. We, on the 
other hand, aim at Meller's technique, split- 
ting the orbicularis and then the fascia which, 
stretching between the anterior and posterior 
crests, ensheaths the sac externally. This 
is carried out by inserting the back of the 
point oT 'the knife between the orbicularis 
fibres just below the internal tarsal ligament, 
and pushing downwards in the line of the 
fibres. The fascia immediately appears in 
the gap, and it is treated similarly, being 
split by the knife point. 
The sac is now seen lying inside the fascial 

sheath, and is detached from its bed by means of 
an Elliot's dissector, the ideal instrument for the 
purpose. The edge of the dissector is inserted into 
the gap, and by moving it up and down, the 
outer side of the sac is first fr.eed. The 
movement is continued posteriorly and down- 
wards and then the instrument is carried 
across the front of the sac and separation is 
effected internally and downwards deep into 
the canal. Lastly, using it like an egg spoon, 
the dome is separated. At this stage, as 

Dr. Greenwood points out, one may have to 
use the scissors. In connection with this 
blunt dissection, he lays stress on an impor- 
tant point, namely, the fragile and frequently 
perforated nature of the lachrymal bone; this 
only needs mention; there must b,e: delicacy 
of manipulation all through. 
With regard to dividing the internal tarsal 

ligament, it is as often cut as not. Colonel 
Elliot did not sever it as a rule. Dr. Green- 
wood points out that it makes very little 
difference, and as this seems to be the case, 
I sever it in those cases where it is helpful. 
The severance should be at its attachment to 
the bone. All that remains after thorough 
separation is to seize the sac, divide. the 
canaliculi with scissors, push the blades down 
the canal and cut off the duct as low as 

possible. Cauterisation of the canal has now 
been given up; our procedure at present is 
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to pass a large-size lachrymal probe down the 
bony canal as a guide and, if necessary, to 

force it through into the meatus. This is; 
followed by a few short strokes of a curette, 
turning the instrument as these are made 
with its face against the bone, so as. to in- 

vaginate the sleeve of mucous membrane 
from the point of its severance downwards. 

Occlusion of the canaliculi is advocated by 
Dr. Greenwood, and this certainly seems a 

sound piece of technique. I intend to adopt 
it, not by ligature: as he advises, but by 
clamping the canaliculi with Halstead's mos- 

quito forceps before cutting them. The 
closure of the wound is, largely a matter for 
the individual surgeon. Two or three points 
of silk suture are used here for the sake of 

speed and convenience. There is no reason 

why one should not use subcuticular horse- 
hair and avoid puncture scars. 

It is important to eliminate dead space 
when dressing the wound. This we do by 
applying a small rounded pad squeezed out of 
a saturated watery solution of picric acid. 
A larger pad is placed on top of this and 
the whole tightly bandaged and left for three 
or four days. 
The simple operation of extirpation, as 

practised in the Madras clinic, is very rapid, 
taking five or six minutes in straight- 
forward cases. It is practically bloodless, 
and this fact is much appreciated by post- 
graduates from other parts of the world, to 
whom we have had the privilege of demonstrat- 
ing the operation. It is on this account that I 
have gone into considerable detail. 

In conclusion, it may be 'remarked that 
there are two points mentioned above, which 
it is well worth while for the ophthalmic 
surgeon to dwell upon, should they not be 
familiar to him. 

1. Occlusion of the canaliculi, as practised 
by Dr. Greenwood. 

2. Location of, and respect for, the 

angular vein. 


