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Septum orbitale

Gland of Moll ¥ Meibomian gland
Gland of Zels —o- . A - Muscle of Riolan

Cilium

Levator anguli oculi medialis m.
(palpebral branch of facial n.)

Levator palpebrae superioris m{oculomotor n.)

. ) / /4/,,‘,/ Frontalis m(palpebral branch of facial n.)
Horner’s m. \ " E "7

(part of orbicularis) R ,{' Orbicularis oculi m

NS (palpebral branch of facial n.)

{palpebral branch of facial n)
Medial palpebral
Malaris m.

(+dorsal buccal branch of facial )
E-Elevate upper lid
D—~Depress lower lid
C—constrict palpebral fissure
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Right eye Dorsal

Tapetal Fundus
(Varys in Color)

Arteriole
Non-Tapetal Optic
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Fig. Drawing of the relationship between the RPE and outer segments of the photoreceptors.

Bruch’s Membrane
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FIXATION FORCEPS CILIA FORCEPS

pemsa—

SPENCER Stitch Scissors Strabismus Scissors STEVENS Tenotomy Scissors . . -~
delicate weight ELSCHNIG-O'BRIEN ADSON NISBET Fixation Forceps CILIA FORCEPS

. standard weight Fixation Forcepe Tissue Forceps ZIEGLER
MISCELLANEOUS

CAPSULE FORCEPS

SPATULA MUSCLE HUOK
CASTROVIEJO Cyclodialysis VON GRAEFE
fiat, semi-aharp sides.

1owm blade

15mm blade

LAWTON Extrucspsular Forceps ARKUGA Capsule Forcepe
with 11 x 1] teeth.

%5

CASTROVIEJO
Lid Clamp

TYRELL Iris Hook, 4%"

DESMARRES Lid Retractor
KIMURA
PLATINUM SPATULA

&
N
EYE KNIVES
b JAEC R Kerawme, angular blade, carbon WEBER Canaliculus Knife, carbon steet
a0 Ferl, L adium, size 2
- BEAVER BLADES AND HANDLES 4
CANNULA
Air Injection
lock hub.
EYE SPECULA EYE SPECULA 27 gauge CASTROVIEZO I
Plain Wire SMITH W gauge Cyclodialisis Cannuls

Tary

CUTTING BLADES
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WECK
Speciul Blades for Biade Breakers
stainiess steel

BLADE HOLDERS % SWISS MODEL
WALTON Razor Blade Breaker and Holder lade Breaker and Holder
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BARD-PARKER BLADES AND HANDLE
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chow chow, collie, shetland sheepdog, kerry blue
terrier, bull terrier

A 2] ! lengthening palpebral fissure by lateral
canthoplasty
1) ggsie Aougd
canthotomy)
2) blunt section®.2 ¢HHATE RN 3
(fornix7}A] )
3) 2%g A2& 4o (60 silk, interrupted)
4) 14-219 Fof IA}
3. Large palpebral fissure Lo I
AFE ZAQd LA He
English buil dog, Spaniel, Hounds
A %] . Tarsorrthaphy A#E-g&
1) 3siekdd g g dF 2o ARy
2-3mm 2.8 A
2) AAE 33 AFAL 5-0sikE BRBY
3) 14 Foll LA}
4. Entropion QRAL{EIS
inversion of the eyelid margin
lids, eyelash7} 293 Zige) A7, &4& &
24 | % (lacrimination)
chronic ocular discharge
a%E8
%
blepharospasm
1} Congenital entropion
F&74, Btz wol A7
chow chow, blood hound, poodle, labrador retriever,
english bull dog, st. bernard, Irish setter
DRZFEL BF 4-67149 7R 7)os]
(AaFe 7t 244 wi7R)
A %] . modified Holtz-Celus Procedure
a WHE ¢t dolAM 2-3mm BolR FolA Hal-
sted forceps2 half-moon shaped flap& THE (¢
Ao YUF 2 dAsA 2R)
flap2] 271 e 22T 3—4mm A= ¢
slofof ¥
. oF 303t clamping
. blunt scissor2 8|
. 22 8% (2mm 73, 50 or 60 silk)
€3 Fole dol AN gojok st

9zt A7 (lateral

® A0 o
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Fig.  Lengthening palpebral fissure by lateral canthop. A. A lateral conthotomry is performed. The size of the
in thotomy is equivalent to the desued size of palpebral fissure. hemorrbage is mmrmal and is cootrolled by
pinpoint electrocutery. B. After performing the canthotomy, the palpebral conjunctira is undermined by blunt
dissection, using a Stevens tenotomy scissors. The blunt dissection. involving the conjunctiva of both the upper
and lower temporal lids, is carried to the fornix C. The conjunctiva is sutured to the new lateral canthus with
simple incerupted 50 silk sutures. and the knots are tied on the outside of the lid. The canthotomy incision must
be lined by conjunctiva to prevent the development of adbesions between raw lid surfings. D. The palpebral
fissure is lengthened. The sutures are removed in 14 to 21 davs. Reprinted with permission from Bistner. S.,
Agurre. G, and Batik. G. Atals of Veterinary Opirthalmic Surgery. W. B. Saunders. Philadelphiz. 1977)

Fig. Permanent sbortenmg of palpebral tixsare.
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Fig. Lower eyelid entropion with most of the eyelid involved.

a. Appearance of eye before surgery.

b. Grasping skin with curved mosquito hemastatic forceps. Shaded area along edge of the eyelid represents the area of eyelid
that was touching the comea.

c. Positioning second forceps.

d. Appearance of eyelid after forceps removed. This incorporates enough skin to bring the eyelid into normal position. The skin
that was rolled in is lighter colored than normal skin.

e. Skin removed with surgical scissors. Be sure to start incision at the temporal canthus.

{. Appearance of wound after skin removal. The orbicularis muscle is not disturbed.

g Wound sutred with 6-0 silk suture. 4-0 can be used in large breeds of dogs. Be sure to take a large suture bite so that the
stitch will not pul out befre the wound is healed. The suture should bring the tissues into apposition but not be tight. The eyelid
will develop postsurgical deema, and sutures that are too tight will pull out.

Fig. Severe entropion at canthus, mild in the center.
a. Before surgery. b. After skin removed. c. After suturing.

SN Es

Fig. Complete entropion upper lid, partial entropion lateral canthus lower lid. This is often seen in the chow

chow.
a. Appearance befroe surgery. b. After skin removal. c. After suturing.

Fig. Lateral canthus entropion and central ectropion, for ceps scissors technique. Typical of St. Bernards.
a. Before surgery. b. After skin removal. c. After suturing.
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Fig. The amount of palpebral fissure to be closed is estimated by pinching the lids closed at the lateral
canthus. The upper and lower lids are then split over an area that encompasses the amount of closure desired.
The lid-splitting technique separates skin-orbicularis muscle from the underthing conjunctiva. 2. A cut (A) is
made at the nasal end of the lid split in the lower lid, and the tarsal(ciliary) margin of this undermined lower lib
flap is removed. A similar cut at the nasal end of the upper lid split is made, and the incision is extended
outward and downward to end at the lateral canthus. This triangular piece of skin-orbicularis muscle is removed
from the upper lid. 3. A double-armed 4-0 silk suture is used to place a mattress suture in the upper eyelid
tarsoconjunctiva and then through the lower lid skin-muscle flap. The lower lid is then drawn upward to fit into
the defect created in the upper lid, and the mttress suture is tied. 4. Additional 6-0 silk sutures are used to secure
the flap and recreate the lateral canthus. Care must be taken to close the lid-splitting defect in the lower
lid.(Reprinter with permission from Bistner, S.I, Aguirre, G., and Batik. G : Atlas of Veterinary Ophthalmic

Surgery. W.B. Saunders. Philadelphia. 1977)
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g AN ZEE HFo] AR

h. 10-149 F @A}

2) Spastic entropion ZIZiA QIZ{LEt
A
—&TRAF 9% orbicularis oculis muscle( S+
)9 ZA™o] 99
conjunctivitis, foreign bodies, trichiasis,
comeal ulceration
—ZAHAHAHA vHF entropion®] BAHW
spastice. 2 )
A5 - Yed 49 AA
temporary tarsorthaphy( A #83& 2-3 F31)
entropion correction

o4

3) Acquired entropion
enopthalmos
orbital fat®] &4,

=)

529 9=
sl o ATFEEH .
X & : lateral canthoplasty to shorten the palpebral
fissure
4) Medial entropion and facial folds
poodles, Pekingese, Pugs{brachiocephalic bre-
eds)
a. medial entropion
—ietztz o] ko] ozt W H o] lacrimal punta
£ Zeth
—epiphora
—41351x) && 4= WHA X E(5Smg of oral tet-
racycline once a day)
b. a combination of medial entropion and facial
folds
keratitis, pigment infiltration of comea® @&
Z.
X & :older dog(7-8M °144)Q AS- Alge] FAE
29 A2 A HAe G7IdEd F
& Bda,
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Fig. Lateral blepharoplasty for correction of combined entropion-ectopion. A, Folds of upper and lower
lids are made to meet opposite the lateral canthus. B, Excision of folds. C, Commencing at (a) and (b), tongues of
orbicularis muscle are dissected to terminate in a single bundle base. Step completed(C). D, Skin incision is
made from the base of the muscle bundle to an area over the temporal bone. E, Tongues are brought together at
the base. One needle (A) traverses the base and is turned and brought up through the opposite tongue. F, The
second needle (B) is brought up the lenght of the other tongue. G. The bundle is “tacked” to the periosteum over
the inferior process of the temporal bone. H, Skin closure.(Reprinted with permission from Magrane, W.G.:Canine
Ophthalmology. 3rd ed. Lea & Febiger, Philadelphia, 1977.)

Fig. Partial nasal fold removal.

a. Lateral view.

b. Nasal portion of fold removed. Lateral view of the area. The remover tissue is shown.
c. There is still a small nasal fold after suturing the wound.

=~

ZEN

a4 A J' d. ///////{/”W/
Fig. Complete fold removal.
a Lateral view. c. Entire fold removed.
b. Starting incision with scissors at lower end of fold d. Wound after suturing.
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Fig. V-Y procedure for cicatricial ectropion.
a. V-shaped incision. d. Y-closure to midpoint.
b. Flap freed so it can retract upward allowing edge of eyelid to roll back. e. Y-closure completed.

c. Subcutaneous scar tissue excised.

Fig. Lateral canthus triangle technique for ectropion.

a. Notching the eyelid 3mm, from the lateral canthus with mosquito hemostatic forceps.

b. Estimate of the excess amount of eyelid and notch the eyelid to indicate the amount of eyelid that should be removed.
¢. Crimping facial skin to outline triangle of skin to be removed.

d. Making first incision from notch at temporal canthus to crimped area on the skin.

e. Making second incision with scissors tip extended beyond the lower limit of wound.

f. Appearance of eyelid after triangularpiece of skin has been removed. Note that the conjunctiva is intact in lower 1/2 of
wound.

g. Wound sutured with 6-0 nonabsorbable suture.

[

Fig. Removal of small tumor.

a. Small tumor on upper eyelid.

b. Pie-shaped wedge removed from eyelid.

c. Suture the wound the same as described for closing eyelid lacerations(see Figure 48).

younger dog$l 7% progressive pigmentary k-

eratitis’l &Y 2 congenital! A$9 & Sﬂki_ @Q%’-i}.' )

W EUsht Zode vHe Ao & 5) Combined entropion—ectropion

o — St. Bemard, doberman pinscher, English bull
=R .

nasal foldsel 918 B4 blunt scissor® 2 0% Cocker spaniel o

& 2e Eole] 1/25)4 AAMN 6-0 or 5-0 ~ lid deformity that involves both an inversion and
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a. NORMAL EYELID
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Fig. Removal of Large Tumors.
a. Lower eyelid with large tumor. Lines represent where skin incision will be made. In this case, the skin and edge of the eyelid
are in volved and the ccnjunctiva is normal. The normal conjunctiva will not be removed.

b. Undermining tumor starting at base of eyelid and dissecting toward eyelid margin. Normal conjunctiva in left in place.
c. Appearance of eyelid after tumor removal.

d. Removing triangular piece of skin with scissors.

e. Appearance of eyelid after all tissues removed.

f Flap pulled into place. Undermining may be necessary.

g. First two sutures placed along edge of lig.

h. Skin sutures in place.

i. Conjunctiva sutured to siin flap with continuous suture.

-, e,

- )
M
4

b. TRICHIASIS ¢ DISTICHIASIS 4 DISTICHIASIS(atypical) ¢ DISTRICHIASIS

Vo

Fig. Schematic drawings of normal and abnormal eyelashes.
a. Normal.

b. Trichiasis.

c. Distichiasis, typical.

d. Distichiasis, ingrown cilia.
e. Districhiasis.




Fig. Eyelid splitting for distichiasis. ,

a Incising the palpebral conjunctiva along the base of the affected meibomian glands.

b. Splitting the eyelid to remove the affected meibomian glands.

c. Tuming the razor blade at a 45° angle to extend the incision toward the palpebral conjunctiva.

d. Removing the affected meibomian glands by joining the two incisions.

e. Cutting the affected tissue free with a scissors. The angle of incision is 45°.

f. Appearance of eyelid after affected meibomian glands have been removed. Removed tissue is shown.

Fig. Eyelid wound with little tissue loss.

a. Appearance of wound before debridement. g. Tension suture placed.

b. wound cleaned and debrided. h. final appearance of wound.

¢. Suturing conjunctiva with continuous absorbable suture. i. Figure “8” suturing pattem can be used as an alternate to the
d. Appositional suture started along edge of lid. appositional and tension sutures. Finalstep of suture placement.
e. Opposite side of appositional suture placed. j. final appearance of sutured wound with figure “8".

f. Suture tied and knot on edge of eyelid.

eversion of one or both lids(lateral entropion, Ade
central ectropion). 2 AAY lateral tensiond FA S retractor
A% 674 e o] A9 oA severe mucopurulent anguli muscle®] 71553 &2 2&
discharge$} keratoconjunctivitis® B¢ 7HdlA & excessive facial skin(St. Bernard)
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X & ! Lateral blepharoplasty(&<t348<4) or
Lateral canthoplasty($]tZtA 3 <)
a. 24 PZoA M2 vhie AkA sk
o] ¥ RHL e HA
b. 38N A 2 GETS WS A s
o JA2RA =&
c. el ¥FI7A A
d =&A AHAETE I 71T & 2 Q)
£ g3 It} EA . (cruciate—type sut-
ure with 3—0 Dexon or nylon)
e. 50 silkE skin 2%
f 2 ¥ swelling®] 4317} wWl-&o) hot packing$
8ol 2814 23U 7 A A
5. Ectropion QFz4Q|4t
A Aol s} Aato] a2 FH
St. Bernard, blood hound, American cocker spaniel,
bull dog
—congenital
=t F2 2y
=371 FFAE AFYHe] FFAA d2 w2
P
—chronic keratitis, conjunctivitis®] ©]8¥ o] W3}
# X gol ¥rgo] Qg o & nd
A &  Warton—~Johnes blepharoplasty(V—Y techni-
ques)
1) ourd Renc Eo QA 1 YAA (B3
A) sking VAgoz Hi)
2) ¢t7<49 2-3mm oo A AAHg A
3)EZAA 50 or 60 silkZ ZAEH
4) Qto] AFBWYIA Fo g B
5) A/Y YrA iz 248§
6. Eyelid tumors
common in dogs
Tarsal gland adenoma
R & : surgical excision
1) %ol A9 1/3 ol 3¢
a. lesion®] immobilization using chalazion forceps
b. T¥NARE 2-3mm EojA A=A VA
% 2N
c. VA dutgte]l M RE 50 or 6~0 chromic
gut2 conjunctiva® &%
d. 1id margin®} A ¥-€] 5—0 or 6—0 silkZ skin®] 2
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2) 1/3 ool AR ofd A §-
advancement flap

3) & AEA BS-
mucocutaneous subdermal flap

7. Eyelash—Related Diseases
A2 (E4)s #gAE A

1) Distichiasis;an extra row of lashes emerges from
the openings of the meibmian glands

2) Districhiasis; %+ gland opening®| A & cillium ©]
A ez ’

3) Ectopic cilia;cilia arise from the meibomian gla-
nds but emerge through the palpebral conjuncti-
va

4) Trichiasis;direction of the cilia is abnormal

24 AEARS
ulceration
lacrimination
X £ . manual epilation(T2.)
electroepilation
—hair follicle 3 (5-6719] cilia &A1)
conjunctival resection

—cilia7t R€W AL, 2 7 F% ¢Ho) £4

7] W&o 43 7FsAo] AT Fe& AU A
$ o] gkol A 7beAdol Erh

8. Chalazion 4I2l&

accumulation of secretory products in a blocked

tarsal gland

—common in dog, F& 3¢

—tid maginolA 4—6mm @@ Fol painless

swelling

—AE FAANAS W AHEARE B

a thickened yellow—whithe swelling
1) incision with blade
2) curettage
9. Hordeolum 2glE
hair follicle® Zeis’ (external hordeolum) &2 tar-
sal gland(internal hordeolum)®] bacterial infection(F
2 XETH)

-39 279 A IFFE

—external hordeclums(A A9} F30 e &

¥)



—internal hordeolums(small white pustules along
the base of the tarsal glands)

AR 27 ZEEAN AFE e g
B AN EL Z4 A 2 294 R
FEIAA A lE

10. Lacerations

] S. . Simple two layer technique
1. conjuntiva simple continous suture with 6-0
cat gut
2. skin interrupted suture with 6-0 silk

* AWAL Mg F gy F2dy
© T8 AL FAT F AN v
< OAA == §.

Conjunctiva a%
palpebral ccnjunctiva gkl
bulbar conjunctiva e Ly
forniceal conjunctiva A=A

- responds rapidly to injury and has regenera-
tive capacity

M

—

3

o H3

1. Demmoids RIS

A9 oA

M 23 49g 9 55 1 do) X§E
& 3¢ Zete A9 epiphoras) W] H7)
=%

uncommon and negligible

A&/ ! surgical excision

2. Lacrimal caruncle S+

wetztel EAste A939 E72 =S &F
ATEEFY A @7 7HE poodlesell A Tl A
Fdd do] UF 2o Furg AFsto godS
do 4 9%
X & ! surgical excision
3. Subconjunctival lacrimal cysts

congenital misplacement of lacrimal tissue

EldH 3} 718 8 —conjunctival neoplasm

subconjunctival foreign bodies
dermoids
X & : comjunctival incision
subconjunctival dissection

28y Yt

1. traumatic disorders
—abrasions
small laceration —> short term topical antibiotic
therapy
(24—48 A|3te) )
—severe lacerations—>gentle washing with saline
and suture
QTR A%l %)
—subconjunctival hemorrhage
2 AFAF) o F F7]1AH} o} §1o.W topical
antibiotics and corticosteroids A&
resorbed gradually over 10—14 days
—extensive hemorrhage
379 perforation®] A FnZ ARG HAAL
A A
—subconjunctival emphysema
* occurs after fractures of the paranasal sinus walls
+ subconjunctival swelling, crepitus
- F7e 2o FoEY FozREY Fdd
g S8 AMdA=E o
2. Symblepharon SFLFE}
abhesions of the palpebral conjuntiva to the bulbar
conjuntiva that may also involve the comea
conjuntival sacg& FFAIFIL ¢, A EEE
A g
Y92 ! rarely congenital anomaly
a sequela to trauma, surgery
severe acute keratoconjunctivitis, chronic recu-
ment keratoconjunctivitis
A& ! surgical correction
1) Small adhesions2l Z<
—severed
52 BAE A8 glass rod E+= stainless steel
spatula® AHE-3 19 2-33] #3% £
~AA, ZEEA Fo
2) a more extensive adhesion?! ZH<
Arlt technique( ZHIZ)
3. Inflammatory tumors
1) granulomatous reactions to subconjunctival in-

jections
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Fig. Eyelid suturing with through-and-through sutures. ) .

a Cutaway diagram showing position of simple interrupted suture. Fig.  Arlt technique for symblepharon repair. A.
b. Cutaway diagram of horizontal mattress suture. The adherent conjunctiva is shaved off the comea
and the incision continued onto the palpebral surface.
A double-armed 4—0(or 50) silk suture is passed
through the mobilized flap and the eyelid to emerge
at the edge of the lower orbital rim. B. The bulbar
conjunctiva is mobilized by blunt dissection and su-
tured with 6-0 absorbable material. The flap of con-
junctiva is stitured to the fornix with similar material.
The knots may be buried. The skin sutures are tight-
ened and tied over a tension devicé.(Reprinted with
permission from Peiffer, R.L. . Feline ophthalmology,
In Gelatt, K.N. : Textbook of Veterinary Ophthalmol-
Fig. Split thickness horizontal sutures. ogy Lea & Febiger, Philadelphia. 1981.)

a. Cutaway diagram of preplaced split thickness sutures.

b. Cutaway diagram of tied split thickness sutures.

¢. Appearance of eyelids sutured together.

Fig. Preparation of hood(180°) and complete(360°) bulbar conjunctival flaps. A and B. The conjunctiva is
incised at the limbus and dissected from the episcleral tissues. C. For the hood(180°) flap, four to six 60,
nonabsorbable, simple interrupted sutures anchor the leading marigin of the conjunctiva directly to the comea. D.
Five to six interrupted mattess sutures of 5-0 or 6-0 nonabsorbable suture are sued to appose the dorsal and
ventral bulbar conjunctiva for the complete bulbar conjunctival flap. E. After removal of the sutures from the
complete bulbar conjunctival flap, the conjunctiva is abherent to the comeal ulcer site. The remaining conjunc-
tiva is transected, leavting a small graft in the comeal defect.(Reprinted with pemission from Helper, L.C. : The
canine nictitating membrane and conjunctiva. In Celatt. K. N.(ed.). Texbook of Veterinary Ophthalmology. Lea &
Febiger, Philadelphia, 1981.)

AvgaLoz AW tolad YAH A —most commonly seen in young to middle aged
o2 ZAYS collies
L —92EH ]9 non neoplastic
2) proliferative keratoconjunctivitis ~yellow to red masses7} ¢+72%, A¥E 4
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Fig.  The bridge or strip bulbar conjunctival flap,
usually a band of conjunctiva, is connected at both
ends for treatment of comeal ulcers. This flap is pre-
dominantly a graft and does not provide as much
support to the weakened comea as other types of
bulbar flaps.(Reprinted with permission from Helper.
L.C. . The canine nictitating membrane and conjunc-
tiva. In Celatt. K.N.(ed)Textbook of Veterinary
Ophthalmology. Lea & Febiger, Philadelphia, 1981.)

Fig. Conjunctivobuccostomy.

2 A3+ 9 margindl = ¥4
—rapid growth
293 A A4
—Ztgt AW A] blindness
3) Ocula nodula fascitis
—benign form

—firm, raised, flesh—colored masses
—RYRJE proliferative keratoconjuntivitis$t ¥l

2

=
—conjuntiva 2ol nodulez EAI3HH Zo] &3]
A e
X & : 27|99 ¥ topical, subconjunctival and systemic
sterioids 22U i€ dle Azl
29
ocula nodular fascitisQ! 3¢ corticosteroi-
dsell poor respond
excision
Conjunctival flaps
1) hood flaps(180% Z7R)
2) complete flaps(360%= W)
3) bridge flaps
4) pedicle flaps
Indication
—repair of large defects in adjacent areas of con-
junctiva
(simple apposition of the wound edges7} 7%
)
—recurrent comeal erosion, deep or progressive ulcers
Mg AeAATRY o) HFR AF AEFPL
2 &A% B3, g EAse e ENY
AEA7 GAEHE A, AAFA FYA 7}
A ztubo] AL, Afotd xS ANBRE F
A3} 0|37} £, 3% 228 ¥I-AF
7.
The lacrimal -system
Epipora:overflow of tears into the surface as the result
of an impaired outflow apparatus
Lacrimation:incresed production of tears
Lacrimal patency 71573
1) fluorescein or rose bengal¥ conjuntival sacel
instill 5520 external naresell Eo{oF &.
2) topical anesthesia or firm restraint ¥ saline
flushing
*Technique for flushing
3ml syringe filled with saline.
lacrimal needle(20-25gauge) with a 90 bend or
polythylene tube.
CAgAL iE:ez HowA doe

405



et

+ lacrimal needle®] tipel <A FHEA
Az o 2 ¥t}

- insertion(needle{l 7-- 2mm °]4 ¥AY A)

Epiphora| ®¢l

1. Congenital anomalies of drainage
1) absence of punctum
2) conjunctiva membrane®] FHE E1 AL
3) stenotic punctum
4) misplaced puntum
5) atresia of canaliculi or lacrimal duct
6) eyelid abnormalities
1),2),3) . % 3ol EAEW I ATH & 53l
flushingd}d 243l 289 ZAuto] BE3A Holu
<. o] B EE AA flushing® A 2 cortisonAl
Aol H8-g 54T AA
—A3t o] B L7ekd o
AL AA) AN FELD FES LAY 5
Ae
nonpigmented center with pigmented rim
4)brachiocephalic breedsol]l ¥o] @&} &9
A%l & HaX g
5) facial fissure®] properly close®] A3
6) qHolFoE AT +A, FHY JAAY B
SRk s
2. Acquired anomalies of tear outflow
1) spastic entorpion
2) cicatricial entropion
3) blepharitis
4) conjunctivitis
5) autoimmune disease
6) neoplasia
7) folliculosis
3. Acquired occulusion of the canaliculi, sac
or nasolacrimal duct
1) Idoxuridine—$t3}-4-9) uloji 24 AAE F
7] AEA HAgoz dojd £ AL
2) upper respiratory infection
3) Dacryocystitis(7'd ¥ )—nasolacrimal sac®] @%
—epiphora with a mucoid to mucopurulent discharg-

406

e from the lower punctum
-mechanical flushing® 2 /NS4 &R, &AUA A
28 2 g ANFoz A
4) Dacryolith
AZE9ME =BT} mycotic infection® ¥
5) Mucocele
lacrimal sacol HAAF. Facial swelling over the
sac
6) neoplasia
g e ¥aA % =Evh Nasal tumor®
extension
7) Lacerations
4. Tear staining syndrome
—clinical entity affection several breeds of dogs and
some cats
—chronic facial moisture and secondary staining of
facial hairs
—drainage] th3l oW o4& 2AF F fl=l
5 2733 FEol &8 €& ddde A
A& 1) tetracycline treatment
2) chronic low grade inflammation of the nasa-
], pharyngeal area or tonsils—~33A & &
A A&
3) surgical treatment
— removal of the gland of the third eyelid
- total tear volume®} ZA(50%)
+ schirmer tear testol 4] schirmer tear value7} 1
£ 20mmE dolok &
—reduce the tautness of the eyelids and allow the
formation of a lacrimal lake
- U)ok AR AT A, Uigkzhg FopA &
A Azwo g FolFA(RHFER F9),
ujetzte] AATE JHE 2AH9 HYd
stabl incision AA] tenotomy scissorg ‘%]
medial palpebral ligment A% 2983
5. Deficiency of precomeal tear film{dry
eyes)
WYRE AARH A4 W g e
Keratoconjunctivitis sicca(?8 22 %)
1) Premature eyelid opening
A3Z 10-15¥ 7R ankyloblepharon, ©]del &
o] WAH lacrimination®] ¢HE Weol2z2 AAZ Y



o o]g g & L.
2) Infectious conjunctivitis
tear producing glands®] damage
3) systemic diseases
Canine distemper®] 2<%
—adenitis of lacrimal gland
* adenitis of gland of 3rd eyelid
4) Drug induced deficiency
Urinary analgesics(ohenazopiridine)
sulfonamides—tear production®] 74
parasympatholytic drugs
371%9 B71 AHEAl FTAR] 7Y &3S
5 e
5) Trauma
FRARA FL w2 AAREAY &4
6) Senile atrophy
A8 :
a. medical treatment
—topical treatment
antibiotics
corticosteroids
mucolytic agents
parasympathomimetics
2-35 X8 ¥ AA}
—Oral pilocarpine therapy
+ one drop of a 2% pilocarpine sol. for each Skg
of body weight, twice daily
+ every 3 days, the dose increased by one drop
until gastrointestinal signs are produced
- A4 30Y7HA T8 gland7t ZF ol
= Foigled Hkg
b. Surgical treatment
—Punctual occlusion
* suture
* cautery
—permanent partial tarsorrhaphy
—parotid duct transposition
8ol ¥ & AL
3rd eyelid or nictitationg membrane
(&% Wt A dute] Yoz AL
) |
1. Prolapse of the gland of the third eyelid
protrusion, chernry eye, hypertrophy

—Inherited, especially in beagles and cocker spa-

niels between 3 and 12 months of age
—gland 71X ¥-¢} 47 FAZF Aold] F-3HE o]
de 223 YA
2] :

1) Repositioning of the gland by suturing it to the

episclera

2) Resection of gland

2. Cartilage abnomalities

A 3dAol WA & oA 4o

congenital or due to injury

—inherited eversionymore common in German

Shepherds, Pointers, Great Dane, English
bull dogs

671 Q o)A B#F
AR AYge doidAY B F3d 924
A& AN, AM3Ae FHE FolFd HYd F§
o] B9 AN 8t cartilage ¥2) deformed cartilage 3
A, A8

3. Third eyelid flaps

Indication:Protective bandage for the cornea ulcera-
tion, laceration, keratoconjuntivitis
A

1) third eyelid flap to the upper eyelid

2) third eyelid flap to bulbar conjunctiva

Comea 218}

OHAAO| QIS @ ddA s A
Compact construction: il 2 d#o[Lt A2
o HAY A%

* Five layers

1) precomeal tear film

2) epithelium and basement memb—simple strati-

N —

i

fied squamous and non—keratinized cells
3) stroma—fibrocytes, keratocytes, collagen
4) Descemet’s membrane—collagen fibrils(basement
memb. of the endothelium)
5) endothelium—one cell thick
3. Pathological reactions tend to be sluggish,
chronic and infractable
4 ChE obEEoiMel Twao| 2iatms
o ubslol plel
407



Fig. Catheterization of parotid salirary duct with
a monofilament nylon suture. the parotid duct papilla
is iocated abore the carnassial tooth craninal to the
zygomatic papilla.

Fig. The eathercrized duct is disseelert beueath the
buccal nerres and farial rein at the cranial aspeet of
the incision.

Fig. The freed duct is transposed to the ventrolater-
al conjunctival fornix through a subcutaneous tunnel.

ex. )59 AZF A 3
Infectious canine hepatitis ] virus7t HEF=2
5 2y
Uveitis

408

Fig. The mucosa collarette is anchored to the con
junctive by four to sic absorbable sutures.

Infiltration of corneal stroma inflammatory cells
and blood vessels in canine chronic superficial
keratitis

9191’4 &1-Trauma of misplaced cilia
W14 8 —comeal dystropies, hyperlipidemia
Ao A

Comeal pathological reactions

1) Edema

—excess fluid accumulates within the stroma

—collagen lamellage apart, causing loss of trans-
parency—hazy blue

—chronic comeal edema—*vascularization, bullous
keratopathy

—cleared temporally for examination by hyperosmo-
tic sol.

(40% glucose sol., 50% glycerin, 5% NaCl)

2) Vascularization

—-34Ze = §HEEV AT 98711 ¥ F
Q Fejoll A= " #0] comeal stroma®ll £33

—Superficial vessels® stroma?] A 1/3%-o] £ ¥3}
I AY9EHE B¥9 Lo

—Deep vesselst= F5-ol £X3 1 LYAIAELEE
o] d&oltt. A erzbetd (limbus) ol A K€ 1o)
2 %A @

—Superficial vesselst AE4-% Z1L deep vessels
= ¢38< HAdE

—HAE X dolv £459 FolE Yehddn
4 de

—simple injury*] 9] FAFE—-TY F=R.

3) Sear formation

—ZtahEago] oW A&4E vt
YA = Aoz &
e & ¢ €.

~size$} density®] We} scar® AF A}EHS W

o
>
s
2
o
i
oX

o



$(nebula), ¥ (macula), #1H(leukoma)o)et
&.

—stroma’} €33] HIAPLEN AL £ 3= o
+%
+ Descemetocele
- Anterior synechia
+ Posterior synechia
« Iris prolapse

~Zdol AAE epitheliumo] SRS corti-
costeroids®) AFE0 2 vascularization, pigmenta-
tiong #FH2AIA FEAEE F7HZ & A0
1% dexamethasone or 1% prednisolone drops).

4) Pigmentation

—a non—specific response to corneal inflammation

—not a primary disease

—stromal pigmenti= limbal melanoblasts7} & 3%
A& met o] T F

—comeal epithelium®] pigment= basal layeroll 4]
-

—epithelial pigmentationg WA Ztetdglo)) thg

Zarmg

Hav H7U2: A Fo] Hol Y EFL ¢

- itk 1 f900] AWILE 4t o] el FAE
F AE F4e 4uEE, 4oz dYE, A
%3}, fols}, 1)1 Aot RzFe &
A% 2 ATl A BAF e & 4] €AY 34
9l o7 Ad Aok AFo| FIAY 7]
AALD Age ZuEig T /AR A4
Rolthr} @r|7td AAr ez 3EE 4 gt ok
AFolgE W Hog 43 A$(d) I YY)
A= ZetEg X YRAF diild] FHsE 2F
g = ok ZAFo] A A9 = HFsnA A
g dd#g AR £3AE o Yoprl Exg
H(FA g ZFA e 9F), ALGTE 2gn s
& o2 FFH ¢ o7t Txwd(FA9 2
A E%F), AA7FE 122 SFY o= 73
€} sl MEEAY ALFFHY FTE AF
.21~ N

Ztetggov ¥@Asst $EE We 4 AF
A7t E 5 e 4AdL A Ak Dok B3 w40l
4E ZA2FA BEor B0 B (HE @

Fig. Two techniques for repair of prolapsed gland of the third eyelid. A. Prolapse of the gland of the
nicitiating membrane up and over the free edge. B. Ineision throuhg the bulbar mucosa of the membrane. C.
Dissection of the mucosa overlying the gland. D, The globe is rotated dorsally and 4-0 absorbable mattress suture
placed in the inferior nasal bulbar fascia and the prolapsed base of the gland. E. the gland is positioned ventral to
the globe as the suture is tied. F. An altemate technique involves placing a hemostat proximal to the portion of
gland to be excised. G. Resection of gland distal to crushed area.
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Fig. Repair of everted cartilage of the third eyelid. A. Appearance prior to surgery. B. Incision of mucosa on
the bulbar surface of the nicitiating membrane over the deformed cartilage. C. Blunt dissection with strabismus
scissors to free the cartilage from the bulbar and palpebral mucosa. The cartilage is disseeted free (D) and the
deformed cartilage is resected(E). F, Mucosa may be sutured with knots buried, or the meision may he left to
heal by secondary intention. G. Immediately postoperatively the membrane should lie flat on the globe.

Fig. Suturing the third eyelid to the bulbar conjunctiva.

a. Normal eye.

b. The central suture is placed first. Identify the central portion of the cartilage of the third eyelid and place the suture needle
through the third eyelid, catching the cartilage about lmm, from its edge.

¢. A horizontal mattress suture placed in the bulbar conjunctiva about 5-7mm, from the limbus. Pick up the conjunctiva with a
forceps to be sure it is freely mobile.

d. The suture needle is passed through the third eyelid. Be sure the third eyelid is sutured from the inside out and the needle
catches the cartilage as before.

e. The first suture is then tied. If the suture has been properly placed, the entire comea will be covered by the third eyelid as it
slides over the conjunctiva.

f. Second and third stitches are placed in the same manner, catching the nasal and temporal limits of the cartilage.

g. Additional simple interrupted sutrues may be needed in exophthalmic dogs to properly cover the comea.

h. The 3 horizontal mattress sutures may be preplaced and then tied if the surgeon prefers. :



Fig. Suturing third eyelid to upper eyelid.

a Directing the needle through the eyelid immediately above the base of the meibomian glands.
b. Placing the needle in anterior surface of third eyelid incorporating the central portion of the cartilage about 1mm, from its

outer edge.

c. Passing the needle through upper eye from inside to outside completing sliding horizontal mattress stitch.
d. Free ends of suture are tagged with hemostatic forceps so the remaining 2 stitches can be preplaced.

e. Three preplaced sutures,

f. First suture tied.

g Sutures tied.

h. Sutures preplaced through wide rubber band.
1. sutures tied over wide rubber band.

5

“Ghost vessels”...- - '
(visible when magr;ified)‘ -

t: Conjunctival flust

3

Fig. Diagrammatic sequence of comeal vascularization in a simple injury.

)& BF e AgERE dodle A3AR F
52 ¥E FE AT e Ao FupEol
e A4 AFE WHlshs 94U0) 2 Qo) =
€3 A EFEN 52 dnE A Fol
ol Ytk HALEL 1Y 4-63] A48 Yart SIA

W ATE 19 28] A8 5] BE] o] 94l

Ne A78 Bol Aeshn Uk
Au|dEe] 4712 B AW zrera o) &4
W A 237 2ge) 52 & B 5 A
9w o] Wl 2ds APFolAe] YRAF} o
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Fig. Corneal lesions. A. Desecemetocele. B, Anterior synechia. C, Posterior synechia. D, Iris prolapse.

Fig. Coneal suturing.

HEol A BT B4 BRYE Ae 44
# WH sidto] £4RA Aol war. By
A% A4 F& TUHYA F4ole TN
He Yoo Ayarz I5H7 qed 22y
QYR A 2] 3Y FL AsBe fur
Yoo] Wo| BFWY. ArzAE FSxz A&R
e AFRE 29NA 1 INHA AVERSE
Fe AL flapo 2 HYRE HBHFE ol
A flgpE o £ 8. UFY AE AU fobzy
of AYRE ASA =AM WA 299 A5d B
o gojATh AYRE AL KolzAE FolAm
A 9 4202%e WA S Aol A met
obtt THY & U A= Wk AMAEo] g
Aol ZEEAAE AHeshE ghad,

9 A8 He] dadse) w254 HY e

412

Fig. Iodine cauterization of corneal ulcer using a
cott onwound toothpick in the shape of the pupil.

Zo] BT FYoA Hole g gkn g@gigel
AEe oz AFH7 4oh. AFHY ALgEs}
2 vt A9 FA, FAAT FEFS LeTA
Hu ANV €2 Folle A% AHE 542
Ho|7 "t} RoA e AFFFol o] Aojx R
231H AT go s Hu 2AAREEL FUdstE o
AXe 52 44 8 F Uk AGAse T W
Hoz sx ZAEAE A8 FBA 9 AAAXNE
A A%,

¥t Fe ARA(AdAd-Jd)ds 293
A ok A Zbete] EEo] #FEM ZAGAPY
F9o NEANY e Y@Eo| FFH] Yok A
A Ziel FAA 2 FEEA B aFEH

Az wWiEto] Lt & YUoAN #FE &
Aok xxuryd FH9 FupRFos AGA T4,



ofd:mulolel A Y T YN FAL Fo 7HE
232 & 3o 94 FA 7149 Fol| 2AE F
Aot ZRF A= #dE 5 e LAY oy
de APdsel sutdn. AsA =HE Fesg
AEE To2 2HE § o Axe A
TEEAA ] H &2 FUFAoIY. 1% olER
o] HAx AAHY o] FE 43} 1 T
Ztebate] f3-g WAE] felth

volg 7l 53] B2EH o Xgetel A & 5
AE Zehy sl o] Fed A Fol e Pz Weto]
#2E 5 o A dAPElel 7138 vEs
Ao APolnz FEEAA % A} ok

g FERY £ FME dAE 5 2
om o] A4 F4L Aol A2Y =7E Fu
Ageke AHE 34 9 AxAT. AdNE
Z7Eo] 34 Fol dot o]l A A He B
Fo o] &) gy, ARl 3y
AT 22 AAAEY F /7, HAESS, A2 2
%, =3 223 AHAA 4 Tl o) 242
F ot A3 EES BFH FH 4GP Ge
XAE SAAde YA S FEIEAA Y Foq7L
ANE} EBEYE FZATI7] A3 4% pilocar-
ping FHEH 40 Do EF 3FF 25 58
o o] Agrt 43I HEE wEEEA =
FHME 715 st div] HAH 345 ol X7
€ A&k dot. AR N85t Ao A9l
© Feid PHor FAE U e JABS
ATl B8 Fol A
TEEHFE FEIVNE Zfo] AxHE AS
T TEY FL TAEQ GHHANA EugE A
2 £& Ao Goblet celll A EH]E= mucin B
H 255 A48 5 Ao o] F$ kAgo] A7}
Hez ol & A5r} AA P

FF 5ol40] e dRg o2 Yol E Boxerdl A
BEHE comeal erosion syndrome#} German Sheph-
erddl A @& pannusE E F Utk

Zfato|al
AFE 6AIZE oW A&,

4'C moist chamberoll B A] 48A17H7A] A} &7}
AXREgo] Ao 9%l AE.

Lens T |

Pathological reactions

AF T g f&502 A3 A=EZDY
et A

2ok Ao B3P Wl o3t A= A W
s-Azg7, W3
FRFFe stz A FIE 2497

Cataract S§LHZ}
> a non—specific disease that results in opacifica-
tion of the lens fibers or capsule caninedl| A&
7} inherited DB AU surgical disease
* W FH{
Developmental cataract
A=A R0 A9 AAAHA HKo] FH, I%
2 A5l o3 JFS o} AT
congenital—€fol'd W HE EA 3 o EAS A
= &5
52 RS g A e Qe
juvenile—F-AAd o8 1-64 Hol 231 %A
A7t A& WA FPH.
Poodle, Cocker spaniel, wire hair terriers,
miniature schnauzer, Boston terrier, Afgh-

an hound

Degenerative cataracts
x#, 3k, 5 59 93 HIPA wslz 24
Eig
senile—A 28 o] AHlo] 3 vlRR Gt
diabetic—¢r¥=W 9 glucose Hr}+= aldose FHYE
Ao 9% A2z FLYITIFL =
o FE9 §9& F7MHes 2. F
EEANA FF2H gty W 2
AA BuE AU & degs.
traumatic, radiation, complicated, toxic.
Secondary(hereditary) cataract
Aol BAGlel B3 FWYPJ 2 F progressive
retinal atropy$} B'@3, Z7|ode Meto] dA=zyH
o A4 F& HEg9 Fyz Jehdn Ajzte] A3
48 DR A $4o2 0] 7l2AEA H
o] “Y"z el E e,
% Stages of development of a cataract
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Fig. A and B, Removal of a large lesion en bloc. Although clear at this stage, the comea soon becomes
edematous. C, Division of the comea into quadrants. D, Outline of the area to be removed with a comeal
trephine. The canthotomy is closed (Redrawn after severin, C.:Veterinary Ophthalmology Notes. 2nd ed. Colorado
State University Bookstore, Ft. Collins, CO, 1976.)

B

Fig. Lamellar(A) and penetrating (B) keratoplasty with corneal trephine. Reprinted with permission from Castroviejo. R.
Atlas of Keratectomy and Keratoplasty. W. B. Saunders, Philadelphia. 1966.
04mm +1.0mm

Fig. Globe stabilization.
a. Placement of 60 silk sutures in the sclera at a 6 and 12 o'clock position.
b. Sutures tied in open loops and secured with serrifine artery clamps.



Fig. A. Diagram representing a descemetocele. B. Preparation of the graft bed and graft. The graft tissue(cros-
shatched) is undermined, but left attached at the limbus until after the diseased tissue around the defect(stippled)
area is removed. C. the partial-thickness, autogenous graft is positioned and sutured using a continuous or
interrupted pattern.

Fig. Extracapsular cataract extraction via a clear comeal incision. A, Using a #64 Beaver blade 1mm
anterior to the limbus, a 180°, 3/4-depth comeal incision is made. B, The anterior chamber is entered with a #
65 Beaver blade at the 12 o’clock position. C and D, The comeal incision is completed with left-and right-
handed comeoscleral scissors, following the previously made coreal groove.

15



Fig. pxtracapsular cataract extraction(continued). A, The corneal flap is grasped with a fine-toothed forcep
and gently elevated to allow entrance of the toothed capsulotomy forceps. The capsulotomy forceps are inserted
into the anterior chamber with closed jaws. As the forceps are positioned over the anterior lens capsule, the jaws
are opened, gently depressed, and closed to grasp the anterior lens capsule. With gentle elevation and rotation of
the capsulotomy forceps, the anterior lens capsule tears at the equator. B, A lens loop is positioned to gently
depress the superior iris. An extraocular muscle hook is placed opposite the lens loop on the outside of the globe
2mm posterior to the limbus; gentle pressure is exerted to deliver the lens. C, Following anterior chamber
irrigation, the comeal incision is closed with simple interrupted sutures; the anterior chamber is re-established
with saline solution. Residual lens debris may be aspirated. D, An air bubble one-third the volume of the anterior
chamber reconstitutes the anterior chamber and closure is completed. Balanced salt solution may be used in

preference to air.
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—history taking
—pupillary light resopnse
—ophthalmoscopic examination
—electroretinogram
@ concurrent related diseases
(B, cushing’s disease)
A A : Extracapsular lens extraction
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antibiotic—corticosteroids
1% atropine sulfate sol.
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Fig. Enncleation. A. A lateral canthotomy is performed. B, The globe is dissected free from the conjunctiva
via a perilimbal incision. Extraocular musele msertions and periobita are dissected from the globe back to the
optic nerve. C, The optic nerve is transected and the eve removed D. The cavity is packed with sponges for
temporary hemostasis, and the third eyelid in$s removed completely E. The inl marguns are removed. F, The
sopnges are removed, and the conjunctiva is sutured with 3-0 Vicryl or chromic gut. G. The enture hd uncrsaon
is stitured with 3-0 silk.

Fig.  Transpalpebral enucleation A. The eyelids are sutured with a simple contmmous snture tred at either
end and are held with hemostats. B. A perocular mersion is made and dissection carried down outside the
evtraconlar museles to the apex of the orbit. C. and D. The optic nerve and associated vessels are clamped and
ligated and transeeted. F. Conjunctiva and Tenons capsule are sutured with 3-0 chromic gut or Vicrvl. and the
skin is closed with simple interrupted sutures of a nonabsorbable material approprate for the size and environment
of the pathent(t.g. 40 silk or nylon gor cats and dogs.)
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Fig. A, Metric calipers measuring the corneal diameter. B, The conjunctiva and tenons have been incised. Stay
sutures have been placed and a stab incision of the sclera is made. C, The scleral incision is enlarged with
tenotomy scissors. D, The uveal tract is removed with forceps and a cyclodialvsis spatula. E, Sphere holder and
introducer. F, The silicone prosthesis is introduced into the globe. C, The scleral wound is closed with a

continuous pattern after removal of the stay sutures.

T35t A F-S BEg 5-633F Alold] 9AE 4
&

American Coker Spaniel— Progressive Rod Cone
Degeneration

English Cocker Spaniel— Progressive Rod cone
Degeneration

Labrador Retriever Progressive Rod Cone Degen-

eration

Primary Retinal Pigment Epithelial disease
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Fig. The routes of iqueous drunage from the
canine ridocomeal angle. Aqueous taken up by the
venous system in the angle may drain anterorty to the
episceral and conjunctival veins(l). posteriorly into
"the vortex venous system (2). or through the cliary
muscle interstitium to the suprachoroid and diffuse
through the sclera(uveoscleral flow. 3).

- glycerol(glycerin) per oral 1-2gm/kg
—carbonic anhydrase inhibitors
- o] BHE 40-50%71A A
cH|EERd e RETY
c BT FAF 1A TolU el YElt oF 843
A&
acetazolamide 10—30mg/kg, IV, bid to tid.
28 43 A} (panting, vomiting, anorexia, ac-
idosis)
=a s A2
methazolamide)
2) Topical therapy
—epinephrine bitartrate 0.5-2%
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decrease aqueous formation

2 #(dichlophenamide,

increase the outflow facility
—pilocarpine 2%, 4%
miosis, SF ¢ A3k
Az AYgETz A% SHZA e AHLE
3) Surgical therapy
—Procedures that increase aqueous outflow
combined  sclerectomy—cyclodialysis—iridenc-
leisis
(F9d AE) (2EA velg) (FAEEE)
Ao N Ze3A 02 direct pathwayZt A3
O 97 AAe
© 8mm, Z°] 10mm ©]49 limbus—based con-
junctival flap
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Fig. Procedure for combined cyclodialysis,
sclerectomy, and iridencleisis.(Reprinted with permis-
sion from Peiffer, R. L., Cwin, R. M,, Gelatt, K. N.,
and Schenk, M. : Combined posterior sclerectomy,
cyclodialysis and trans-scleral iridencleisis in the
management of primary glaucoma. Conine Pract.
4:54;1977.)

Illustration continued on opposite page.

® 2X5mm9] sclera®) blocke AA 3t uveal tis-
sueN A £ (limbus®| A 3—5mm Qo}3)
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(flushing and forceps manipulation)
@ HAMEL air bubble &2 balanced salt sol. &2
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@ conjunctiva closure

Postoperative therapy
topical antibiotics, corticosteroids
2538} #A (topical pilocarpine, epinephrine)
hligte] A71HQ A
—Procedures that decrease aqueous production by
ciliary body destruction
+ cyclodia—therapy ¥-2t-& 41§
+ cyclocryotherapy
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