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ABSTRACT
Epiphora consequent to stenosis of the nasolacrimal duct, an unexpected sequel of trans nasal endoscopic
angiofibroma excision was treated by a revision flap dacrocystorhinostomy.
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INTRODUCTION
Angiofibroma characteristically arises from the
periosteum of the sphenopalatine foramen, widens and
occupies the pterygopalatine fossa with a potential to
spread three dimensionally. The conventional external
approaches have been taken over by the trans nasal
endoscopic ones.1 Angiofibroma excision necessitates a
lateral plane/para- saggittal plane access, involving a
sequential, medial maxillectomy, anterior decompression
of pterygopalatine fossa and ligation of the internal
maxillary as well as the sphenopalatine arteries.2,3 The
intervening naso-lacrimal duct, confronted during the
medial maxillectomy stage is obliquely transected, to
keep apposing edges apart and thereby synechia
formation. A late restenosis is likely due to closure of the
terminal resected end. We report an intriguing patient
with late epiphora.

the junction of the roof of the maxillary sinus with the
lamina papyracea. The sphenopalatine and internal
maxillary arteries and veins were ligated and the benign
tumor delivered. Three years following surgery, he
developed epiphora, and on syringing there was
regurgitation from the opposite punctum.
A computed tomography scan showed an oval balloned
out lacrimal sac with a bony flake at its lower end (Figure
1, 2) patient with late epiphora.

CASE REPORT
A 20-year male underwent a trans nasal endoscopic
resection of angiofibroma using the medial maxillectomy
Denker's approach. The nasolacrimal duct was delineated,
meticulously dissected and obliquely transected high at

Figure 1: Axial computed tomographic section
showing balloned right lacrimal sac with a bony flake
at its lower end.
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Moment of the lacrimal sac on external digital pressure
confirmed its position. Gelfoam was placed to keep the
flaps everted.
Post-operative syringing and egress of secretions in the
nasal cavity completed the dacrocystorhinostomy
procedure.

Figure 2: Coronal computed tomographic section
showing dilated lacrimal sac right side.
Patient
was
taken
up
for
endoscopic
dacrocystorhinostomy under local anaesthesia. A bony
chip was lifted off the lacrimal sac and the residual
nasocrimal duct (Figure 3). The sac and duct were
marsupliised and stagnant purulent collection was drained
(Figure 4 and 5).
Figure 5: Lacrimal sac and duct marsuplialized.

Figure 3: Bony chip lifted off the lacrimal sac.
The anterior and posterior flaps of the lacrimal sac were
everted and spread anteriorly over the nasomaxillary
process and posteriorly over the uncinate process and the
axilla of the middle turbinate (Figure 6).

Figure 6: Anterior and posterior flaps of the lacrimal
sac everted.
DISCUSSION
During endoscopic removal of angiofibroma, the
nasolacrimal duct (NLD) is resected as it forms part of
the medial wall of the maxillary sinus disruptingthe
nasolacrimal drainage system. The overall incidence of
prolonged epiphora reported in literature after
maxillectomy is 15.6%.4
Techniques for transected ducts include simple oblique
transection without any additional procedure, silicone
tube stenting, transcanalicular Silastic stenting, and
marsupialization without stenting.5-7
As the nasolacrimal duct is transected obliquely during
resection, the incidence of epiphora after angiofibroma
removal is very less. The main cause of chronic

Figure 4: Purulent collection drained out.
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dacrocystitis after angiofibroma surgery by medial
maxillectomy is fibrosis of the terminal resected end .
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