
1SCientifiC Reports | 7: 6809 | DOI:10.1038/s41598-017-07364-9

www.nature.com/scientificreports

A Modified Preserved 
Nasal and Lacrimal Flap 
Technique in Endoscopic 
Dacryocystorhinostomy
Wenyan Peng1, Bowei Tan   2, Yandong Wang1, Haiying Wang1, Zhonghao Wang1 &  
Xuanwei Liang1

Here we describe a modified preserved nasal and lacrimal mucosal flap technique in endonasal 
endoscopic dacryocystorhinostomy (EES-DCR) for patients with epiphora secondary to primary 
acquired nasolacrimal duct obstruction (PANDO) and evaluate its outcomes. Twenty-five patients with 
PANDO were retrospectively reviewed. Modified preserved nasal and lacrimal mucosal flap technique 
in EES-DCR was applied in all 27 eyes of 25 patients. The patients were evaluated with objective 
(anatomical patency) and subjective (symptomatic cure) success rates within the duration of follow-up. 
In the present study, all of the patients’ surgical procedures were successful. There were 2 cases of 
flap dislocation from the rhinostomy site 1 week post-operation. After a mean follow-up of 4.9 ± 1.8 
months, the success rate of anatomical patency was 100% (27/27) and the success rate of symptomatic 
cure was 92.6% (25/27). No significant complications occurred intraoperatively. We concluded that the 
modified preserved nasal and lacrimal mucosal flap technique in EES-DCR for treating PANDO is simple 
and safe, can effectively cover the bare bone around the opened sac, and provide a similar or even 
better clinical outcome compared with other routine treatment techniques used for this condition.

Patients with primary acquired nasolacrimal duct obstruction (PANDO) may develop persistent epiphora, 
chronic or acute dacryocystitis, conjunctivitis or chronic conjunctival injection, which often require surgical 
treatment. To treat PANDO, dacryocystorhinostomy (DCR) is a surgical method used to re-establish tear flow 
from the lacrimal system to the nasal cavity, which may be applied either intranasally or externally. However, due 
to the instrumentation and technical difficulties in visualizing the surgical site and achieving effective mucosal 
tissue and bone removal, the popularity of intranasal DCR was limited. Lacrimal bypass surgery was performed 
almost exclusively through an external incision as described by Toti, and then became the “gold standard” tech-
nique to treat PANDO for almost the last 100-years1. With the development of the rigid fiberoptic endoscope 
and application of appropriate instrumentation, the first modern endonasal endoscopic DCR procedure was 
described by McDonogh and Meiring in 19892. Since then, endonasal endoscopic DCR (EES- DCR) was per-
formed more frequently in PANDO and successful results were reported.

Even though different methods to perform endonasal endoscopic surgery have been reported from 1990 to 
1997, the success rate of the endonasal approach was unsatisfactory and not comparable with that of the external 
approach3. The most common cause of surgical failure in endonasal endoscopic DCR is that the neo-ostium is 
obstructed by either granulation tissue or synechia formed postoperatively4, 5.

How to create a large bony ostium and minimize postoperative scarring, stenosis, and maintain sustained patency 
of the ostium is of key importance in performing EES-DCR. Therefore, numerous new methods have been invented 
to increase the surgical success rate of EES-DCR. These new techniques, including various lasers, surgical electrodes, 
powered drills, or punches were applied to remove the bone covering the lacrimal sac and duct6–10; mostly nasal 
mucosal flaps were preserved after wide resection to decrease the formation of granulation tissue and synechia. By 
fashioning a U-shaped flap over the ostia meatus, which purportedly led to primary healing without granulation, 
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Wormald achieved more than 95% surgical patency rate for an average of 11 months11. However, the techniques of 
U-shaped and L-shaped nasal mucosal flaps sacrificed most of the central part of the flap12, 13 and it hardly covered 
the widely exposed bone. Furthermore, the small portion of nasal mucosal flap was easily torn or even lost.

Herein, we report a modified technique to create nasal and lacrimal mucosal flaps in EES-DCR procedure. 
This modification simplifies the technical challenges, preserves the entire nasal and lacrimal mucosal flap, maxi-
mizes coverage of the bare bone and avoids the flap mobility and loss.

Participants and Methods
Ethics Statement.  This study was approved by the institutional review board (IRB) of ZhongShan 
Ophthalmic Center, Sun Yat-sen University, Guangzhou, China. And the methods were implemented in accord-
ance with the approved guidelines. Informed consents were obtained from all patients.

Participants.  From June 2013 to December 2014, 27 EES-DCRs were performed at the Zhongshan 
Ophthalmic center, Sun Yat-sen University of China. Data were collected from 25 patients (8 male, 17 female, 10 
right eyes, 13 left eyes, 2 bilateral cases). The average patient age was 40.6 years (range 6–70 years). Every patient 
received a complete external and nasolacrimal system examination prior to operation, including dacryocystog-
raphy and lacrimal system irrigation by the same ophthalmologist. Dacryocystography can directly visualize 
lacrimal sac atrophy, occupying lesions and/or foreign-body in the lacrimal drainage system and accurately local-
ize the obstruction preoperatively in patients with nasolacrimal duct obstruction. We excluded patients with a 
previous lacrimal surgery history, a history of physical scars, lower eyelid malposition including ectropion or 
entropion, suspicion of malignancy, post-traumatic bony deformity, and previous facial fractures or nasal dis-
eases, such as polyps and chronic sinusitis.

Surgical technique of EES -DCR.  All procedures were performed under general anesthesia by the same 
surgeon (Dr. Xuanwei Liang). To provide sufficient topical decongestion and vasoconstriction, the nose was 
packed with cotton pledgets soaked in 4‰ adrenaline, followed by submucosal injection of mepivacaine 20 mg/
ml and adrenaline 1:200,000 over the preconceived rhinostomy site12. Endoscopy was then performed with a 0° 
rigid endoscope (Stryker Surgical, Kalamazoo, MI, U.S.A.). The root of the middle turbinate and uncinate process 
was identified as a surgical landmark. A curvilinear incision was started 6 mm above the insertion of the middle 
turbinate, and then ceased at the top of inferior turbinate insertion, locating anteriorly to the uncinate process 
(Fig. 1A). A parallel curvilinear incision was made about 8 mm distal from the first incision, and then a nearly 
15 mm length narrow strip mucosal flap was formed and elevated with a freer elevator. The mucosal flap was 
about 8 mm (width) ×15 mm (length) (Fig. 1A). Next, the strip mucosal flap was cut in the middle, creating such 
an“H- shape” flap: the upper flap (U flap) was about 10 mm long, and the lower flap (D flap) was about 5 mm long 
(Fig. 1B). Then, the U and D flap were folded up and down respectively to expose lacrimal fossa bone, which was 
subsequently removed by a bone-biting forceps or drill and a 12 mm × 10 mm bony ostium was created (Fig. 1C). 
After the medial sac wall of the lacrimal sac was exposed, instead of using a bowman probe which may form a 
false passage occasionally, we utilized a 23-gauge laser light pipe to pass through either the superior or inferior 
canaliculus into the lacrimal sac and trans-illuminate the lacrimal sac wall, and tent up the medial sac wall so that 
we could confirm the surgical position in the lacrimal wall (Fig. 1D).

After the whole medial lacrimal sac mucosa was fully exposed, it was incised from its most superior position 
then straight down, ending at the level of the sac-duct junction. The incision was about 10 mm long. We then 
made two horizontal relaxing incisions at both ends to form a door “]” shape sac mucosal flap which was intended 
as the posterior edge of the bony ostium (J flap) (Fig. 2E). A silicone tube was placed from either the upper or 
lower punctum down in the nasolacrimal duct, and grasped with a Blakesley Forcep (Fig. 2F). The ends of the 
tubing were then tied and trimmed within the nasal cavity, and formed a continuous loop around the canaliculi 
(Fig. 2G). At the end step, we released all the flaps to cover the bony ostium without any tension, firstly the J flap 
covered the posterior edge of ostium, then the U flap covered the superior and anterior edge of ostium and finally 
the D flap covered the inferior edge of ostium. A suitable expansive sponge was placed at the osteotomy site and 
three mucosal flaps were compressively fixed at the conclusion of surgery (Fig. 2H).

Postoperative Care.  All subjects were treated with topical antibiotic-steroid drops and steroid nasal spray 
for 4 weeks after surgery. Patients were evaluated post-operatively at 1 week, 1 month, and every 3 months there-
after. All patients were instructed to have nasal spray with normal saline twice daily and lacrimal irrigation once 
daily to prevent crust formation upon discharge. The expansive sponge was removed from the operative site 1 
week after surgery and the silicone tube was usually removed 4 to 6 weeks after surgery. Patency of the lacrimal 
drainage system was verified by endoscopic observation of fluorescein dye flowing from the eye through the sur-
gical ostium into the nose in every follow up visit.

Results
All 25 patients who underwent EES-DCR were reviewed. Two patients had procedures in both eyes so a total of 
27 surgeries were performed, including 12 right eyes and 15 left eyes. The whole procedure took about 15–20 min-
utes, depending on the thickness of the lacrimal fossa bone that needed to be removed. No significant intraop-
erative complications were encountered. Two cases were found to have a U-flap dislocation from the original 
rhinostomy site one week after surgery. Both of them immediately had mucosal flap relocation under endoscopy 
with topical anesthesia and were packed with inflated sponges in outpatient clinic. After a mean follow-up of 
4.9 ± 1.8 months, the success rate of anatomical patency was 100% (27/27). No sump syndrome caused by resid-
ual lacrimal sac was identified in any of our patients. Most of our subjects were symptom free after the proce-
dure with only two patients complaining of epiphora on cold or windy days; the success rate of subjective cure 
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was 92.6% (25/27). All the patients are still being followed, and most patients now undergo examination every 
12-months with no further late failures reported.

Discussion
Previous evidence showed endoscopic approaches were superior over conventional approaches in numerous 
aspects, such as avoidance of skin trauma, scar tissue formation, preservation of the orbicularis muscle pump 
function, improved hemostasis, decreased incidence of intraoperative bleeding and better visualization of ana-
tomical structures, etc. Interest in EES-DCR has become increasingly popular since the 1990s. The success rate of 
EES-DCR reported in the literature ranges from 79.4% to 96%10, 14–17. The incidence of complications in endona-
sal DCR is not high, but has been reported: including infection, restenosis, hemorrhage, canalicular erosion, the 
blockage of the neo-ostium by granulation tissue or synechia and lacrimal sump syndrome4, 18–20. In order to 
increase the surgical success rate of endoscopic endonasal DCR, many new techniques have been applied in the 
last 20 years. The focus of these innovative approaches is how to preserve nasal mucosal flaps and create a large 
bony ostium21–24. Durvasula and Gatland reported that the formation of granulation tissue may be caused by the 
bare bone25. Kansu conducted a comparison study of surgical outcomes in EES-DCR with or without mucosal 
flaps and the results showed that the closure of bare bone with a nasal mucosal flap and an anastomosis between 
the lacrimal sac mucosa and the nasal mucosa decreased the formation of granulation tissue3. Mahendran intro-
duced another option, like using a free mucosal flap to cover the bare bone in patients undergoing EES-DCR26. 
However, it also had limitations and/or disadvantages, such as being time-consuming, flap mobility and difficulty 
with survival of the free flap on the bare bone; especially when the created flaps cannot reach a full coverage of 
the bare bone in the ostium.

Therefore, we designed a modified technique in DCR in order to decrease the formation of granulation tissue 
and synechia, lessen the risk for subsequent scar or closure of the ostium, shorten surgical time and improve the 
long-term outcome. In our study, EES-DCR showed an anatomic success rate of 100% (27/27) after the primary 
surgery, with an open pathway evaluation by irrigation of the lacrimal system and nasal endoscopy. No residual 
lacrimal sac in any of the patients was identified to cause sump syndrome in our study. The rate of subjective 

Figure 1.  A Modified Preserved nasal and lacrimal mucosal flap Technique in Endoscopic Dacryocystorhinostomy.  
(A and B) Localization of nasal mucosal flap. (C) Open bony ostium, and expose lacrimal sac. (D) The 23-gauge 
laser light trans-illuminates and tents up the medial sac wall to confirm the surgical position in the lacrimal wall.
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success was 92.6% (25/27). Only 2 cases had epiphora, and only on cold or windy days. This may also be attributed 
to their concurrent xerophthalmia.

We designed the strip flap and divided it into two parts. The upper flap (U-flap) was about 10mm long and the 
lower flap (D-flap) was about 5mm long. The lacrimal sac flap covered the posterior edge of the ostium; the U-flap 
and D-flap covered the upper and lower edges of the ostium. This design can avoid vastly formation of lacrimal 
sump syndrome which could lead to DCR failure. We believe the preservation of the nasal mucosa and fashioning 
of a nasal “H-shaped” flap, as well as the designation of upper and lower flaps, enables primary healing along the 
posterior, superior, and inferior edges of the lacrimal sac and nasal mucosa, thus marsupializing the lacrimal sac 
into the lateral nasal wall. The complete coverage of the edges of the rhinostomy site by flaps is intended to mini-
mize granulation tissue and synechia formation and prevent the occurrence of restenosis of the ostium, which is 
the most common cause of failure in endonasal DCR.

Whether a silicone stent should be applied intraoperatively is still controversial. In this study, a silicone stent 
is thought to help maintain the patency of the ostium during the packing process and to allow tear draining when 
irrigated. Some authors believe that silicone tube is too small in diameter to prevent future stenosis, and actually 
promotes granulation and therefore increases the failure rate27. However, some previous studies also showed that 
epithelial anastomosis and continuous fluid flow were necessary for maintaining a patent surgical rhinostomy, and 
both of these required silicone stent placement28. In our study, the silicone stents would be removed in the early stage 
(4 to 6 weeks after surgery) in order to minimize the risk of ostium closure by causing a granulomatous reaction29, 30.

The result of this study suggests that this nasal and lacrimal mucosal apposition allows the creation of a stable 
lacrimal ostium with healing by primary intention with minimal granulation tissue formation. This promotes a 
stable ostium with little shrinkage from 4 weeks to 12 months31. In this study, follow-up was limited to 6 months 
due to the anticipated drop-off in follow-up, and also because the majority of failures have been shown to occur 
early after surgery.

Generally, the time of epithelization of the bony ostium positively correlated with the extent of bare bone. 
With the bare bone maximally covered by nasal and lacrimal mucosal flaps in this technique, we can have more 

Figure 2.  A Modified Preserved nasal and lacrimal mucosal flap Technique in Endoscopic 
Dacryocystorhinostomy. (E) Localization of the lacrimal sac flap incisions. (F and G) Lift up lacrimal sac flap, 
Silicone tubes are placed through lacrimal punctum after lacrimal flap is everted. (H) Mucosal flaps cover 
posterior, superior, anterior and inferior edge of the exposed bony ostium surface. Note the position of the 
expansive sponge, to maintain a patent ostium.



www.nature.com/scientificreports/

5SCientifiC Reports | 7: 6809 | DOI:10.1038/s41598-017-07364-9

prompt epithelization of the bony ostium and achieve primary healing within a shorter period. However, this 
effective clinical outcome requires further study and a larger number of patients.

In the present study, we conclude that this modified technique in endonasal DCR may be recommended as a 
surgical procedure that achieves satisfactory objective and subjective success rates.

References
	 1.	 Toti, A. Nuovo metodo conservatore di cura radicale delle suppurazioni croniche del sacco lacrimale (dacriocistorinostomia). Clin 

Mod Firenze 10, 385–387 (1904).
	 2.	 McDonogh, M. & Meiring, J. H. Endoscopic transnasal dacryocystorhinostomy. The Journal of laryngology and otology 103, 585–587 

(1989).
	 3.	 Kansu, L., Aydin, E., Avci, S., Kal, A. & Gedik, S. Comparison of surgical outcomes of endonasal dacryocystorhinostomy with or 

without mucosal flaps. Auris Nasus Larynx 36, 555–559, doi:10.1016/j.anl.2009.01.005 (2009).
	 4.	 Zilelioglu, G. et al. Results of endoscopic endonasal non-laser dacryocystorhinostomy. Documenta ophthalmologica. Advances in 

ophthalmology 105, 57–62 (2002).
	 5.	 Jin, H. R., Yeon, J. Y. & Choi, M. Y. Endoscopic dacryocystorhinostomy: creation of a large marsupialized lacrimal sac. Journal of 

Korean medical science 21, 719–723, doi:10.3346/jkms.2006.21.4.719 (2006).
	 6.	 Kong, Y. T., Kim, T. I. & Kong, B. W. A report of 131 cases of endoscopic laser lacrimal surgery. Ophthalmology 101, 1793–1800 (1994).
	 7.	 Muellner, K. et al. Endolacrimal laser assisted lacrimal surgery. The British journal of ophthalmology 84, 16–18 (2000).
	 8.	 Javate, R. M. et al. The endoscope and the radiofrequency unit in DCR surgery. Ophthalmic plastic and reconstructive surgery 11, 

54–58 (1995).
	 9.	 Sham, C. L. & van Hasselt, C. A. Endoscopic terminal dacryocystorhinostomy. The Laryngoscope 110, 1045–1049, 

doi:10.1097/00005537-200006000-00029 (2000).
	10.	 Dolman, P. J. Comparison of external dacryocystorhinostomy with nonlaser endonasal dacryocystorhinostomy. Ophthalmology 110, 

78–84, doi:10.1016/S0161-6420(02)01452-5 (2003).
	11.	 Wormald, P. J. Powered endoscopic dacryocystorhinostomy. The Laryngoscope 112, 69–72, doi:10.1097/00005537-200201000-00013 

(2002).
	12.	 Trimarchi, M., Resti, A. G., Bellini, C., Forti, M. & Bussi, M. Anastomosis of nasal mucosal and lacrimal sac flaps in endoscopic 

dacryocystorhinostomy. Eur Arch Oto-Rhino-L 266, 1747–1752, doi:10.1007/s00405-009-1002-z (2009).
	13.	 Tsirbas, A. & Wormald, P. J. Mechanical endonasal dacryocystorhinostomy with mucosal flaps. Otolaryng Clin N Am 39, 1019-+, 

doi:10.1016/j.otc.2006.07.007 (2006).
	14.	 Hartikainen, J. et al. Prospective randomized comparison of endonasal endoscopic dacryocystorhinostomy and external 

dacryocystorhinostomy. The Laryngoscope 108, 1861–1866 (1998).
	15.	 Cokkeser, Y., Everelkioglu, C. & Er, H. Comparative external versus endoscopic dacryocystorhinostomy: Results in 115 patients (130 

eyes). Otolaryng Head Neck 123, 488–491, doi:10.1067/mhn.2000.105470 (2000).
	16.	 Liu, D. & Bosley, T. M. Silicone nasolacrimal intubation with mitomycin-C - A prospective, randomized, double-masked study. 

Ophthalmology 110, 306–310, doi:10.1016/S0161-6420(02)01751-7 (2003).
	17.	 Zilelioglu, G., Ugurbas, S. H., Anadolu, Y., Akiner, M. & Akturk, T. Adjunctive use of mitomycin C on endoscopic lacrimal surgery. 

The British journal of ophthalmology 82, 63–66 (1998).
	18.	 Sonkhya, N. & Mishra, P. Endoscopic transnasal dacryocystorhinostomy with nasal mucosal and posterior lacrimal sac flap. The 

Journal of laryngology and otology 123, 320–326, doi:10.1017/S0022215108003897 (2009).
	19.	 Ben Simon, G. J. et al. External versus endoscopic dacryocystorhinostomy for acquired nasolacrimal duct obstruction in a tertiary 

referral center. Ophthalmology 112, 1463–1468, doi:10.1016/j.ophtha.2005.03.015 (2005).
	20.	 Ari, S. et al. Outcomes of revision external dacryocystorhinostomy and nasal intubation by bicanalicular silicone tubing under 

endonasal endoscopic guidance. International journal of ophthalmology 5, 238–241, doi:10.3980/j.issn.2222-3959.2012.02.24 (2012).
	21.	 Robert, M. C., Maleki, B. & Boulos, P. R. Endocanalicular laser dacryocystorhinostomy with mucosal flaps. Ophthalmic plastic and 

reconstructive surgery 29, 294–297, doi:10.1097/IOP.0b013e318295f903 (2013).
	22.	 Cukurova, I., Caner Mercan, G., Cetinkaya, E., Gumusssoy, M. & Soken, H. Endoscopic dacryocystorhinostomy: outcomes using 

mucosal flap preserving technique. Eur Arch Otorhinolaryngol 270, 1661–1666, doi:10.1007/s00405-012-2285-z (2013).
	23.	 Tsirbas, A. & Wormald, P. J. Mechanical endonasal dacryocystorhinostomy with mucosal flaps. The British journal of ophthalmology 

87, 43–47 (2003).
	24.	 Tsirbas, A. & Wormald, P. J. Endonasal dacryocystorhinostomy with mucosal flaps. American journal of ophthalmology 135, 76–83 (2003).
	25.	 Durvasula, V. S. & Gatland, D. J. Endoscopic dacrocystorhinostomy: long-term results and evolution of surgical technique. The 

Journal of laryngology and otology 118, 628–632, doi:10.1258/0022215041917835 (2004).
	26.	 Mahendran, S., Stevens-King, A. & Yung, M. W. How we do it: the viability of free mucosal grafts on exposed bone in lacrimal 

surgery - a prospective study. Clinical otolaryngology: official journal of ENT-UK; official journal of Netherlands Society for Oto-
Rhino-Laryngology & Cervico-Facial Surgery 31, 324–327, doi:10.1111/j.1749-4486.2006.01170.x (2006).

	27.	 Mohamad, S. H., Khan, I., Shakeel, M. & Nandapalan, V. Long-term results of endonasal dacryocystorhinostomy with and without 
stenting. Annals of the Royal College of Surgeons of England 95, 196–199, doi:10.1308/003588413X13511609957939 (2013).

	28.	 Woog, J. J., Metson, R. & Puliafito, C. A. Holmium:YAG endonasal laser dacryocystorhinostomy. American journal of ophthalmology 
116, 1–10 (1993).

	29.	 Allen, K. & Berlin, A. J. Dacryocystorhinostomy failure: association with nasolacrimal silicone intubation. Ophthalmic surgery 20, 
486–489 (1989).

	30.	 Anderson, R. L. & Edwards, J. J. Indications, complications and results with silicone stents. Ophthalmology 86, 1474–1487 (1979).
	31.	 Mann, B. S. & Wormald, P. J. Endoscopic assessment of the dacryocystorhinostomy ostium after endoscopic surgery. The 

Laryngoscope 116, 1172–1174, doi:10.1097/01.mlg.0000218099.33523.19 (2006).

Acknowledgements
This work was supported by the Science and Technology Planning Project of Guangdong Province, China (Grant 
No. 2012B031800294, LXW), and the Science and Technology Planning Project of Guangdong Province, China 
(Grant No. 2013B022000037, WZH).

Author Contributions
X.W.L. and Z.H.W. made substantial contributions to the design and conception of the study, analysis and 
interpretation of the data, critical revision of the manuscript for important intellectual content. W.Y.P., B.W.T. and 
Y.D.W. contributed to the acquisition, analysis and interpretation of the data, preparation of figures, and drafting 
of the manuscript. H.Y.W. contributed to analysis and interpretation of images. All authors read and approved the 
final version of the manuscript for publication.

http://dx.doi.org/10.1016/j.anl.2009.01.005
http://dx.doi.org/10.3346/jkms.2006.21.4.719
http://dx.doi.org/10.1097/00005537-200006000-00029
http://dx.doi.org/10.1016/S0161-6420(02)01452-5
http://dx.doi.org/10.1097/00005537-200201000-00013
http://dx.doi.org/10.1007/s00405-009-1002-z
http://dx.doi.org/10.1016/j.otc.2006.07.007
http://dx.doi.org/10.1067/mhn.2000.105470
http://dx.doi.org/10.1016/S0161-6420(02)01751-7
http://dx.doi.org/10.1017/S0022215108003897
http://dx.doi.org/10.1016/j.ophtha.2005.03.015
http://dx.doi.org/10.3980/j.issn.2222-3959.2012.02.24
http://dx.doi.org/10.1097/IOP.0b013e318295f903
http://dx.doi.org/10.1007/s00405-012-2285-z
http://dx.doi.org/10.1258/0022215041917835
http://dx.doi.org/10.1111/j.1749-4486.2006.01170.x
http://dx.doi.org/10.1308/003588413X13511609957939
http://dx.doi.org/10.1097/01.mlg.0000218099.33523.19


www.nature.com/scientificreports/

6SCientifiC Reports | 7: 6809 | DOI:10.1038/s41598-017-07364-9

Additional Information
Competing Interests: The authors declare that they have no competing interests.
Publisher's note: Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2017

http://creativecommons.org/licenses/by/4.0/

	A Modified Preserved Nasal and Lacrimal Flap Technique in Endoscopic Dacryocystorhinostomy

	Participants and Methods

	Ethics Statement. 
	Participants. 
	Surgical technique of EES -DCR. 
	Postoperative Care. 

	Results

	Discussion

	Acknowledgements

	Figure 1 A Modified Preserved nasal and lacrimal mucosal flap Technique in Endoscopic Dacryocystorhinostomy.
	Figure 2 A Modified Preserved nasal and lacrimal mucosal flap Technique in Endoscopic Dacryocystorhinostomy.


