


Sebaceous Gland Carcinoma is one of the most 
common eyelid tumours in Asia. The hallmarks of 
this tumour are loss of lashes, focal superficial 
ulceration over a distinct nodular yellowish mass, 
superficial telangiectasia and rounding of the pos-
terior lid margin. This eyelid tumour is more com-
mon in the lower lid owing to the higher number 
of sebaceous glands in the lower lid as compared 

to the upper eyelid. A non-resolving ‘stye’ or a recurrent chalazion-like mass 
with rapid recurrence and increase in size are red flags that could indicate 
that the mass lesion could be a sebaceous gland carcinoma. (Shot on an 
iPhone 12 Pro, through a Haag-Streit BQ 900 slit lamp) 
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from Singapore. Subsequently, Dr. Ben Limbu was the editor of the newslet-
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The past two years have been a learning experi-
ence for all of us in healthcare:

Compared to the early 2020, we find our-
selves better equipped to handle cases of severe 
COVID-19; we have also changed our health 
protocols to allow mild cases to recover safely at 
home, relieving the load on the healthcare system.  
Additionally, with high vaccination coverage, coun-
tries around the world are slowly taking steps to 
begin ‘living with COVID-19’.[1] 

Oculoplastics was one of the most deeply impacted 
subspecialities of medicine. A reduction in elective 
procedures meant that a significant proportion of 
oculoplastic surgeries were disrupted. Lacrimal sur-
gery was particularly affected - lacrimal procedures 
were thought to be associated with a high risk of 
COVID-19 transmission and over 85% of APSO-
PRS members had either stopped performing elec-
tive lacrimal surgeries altogether or were providing 
only emergent care at the peak of the COVID-19 
pandemic.[2] Additionally, as was highlighted in 
the previous issue of iPlastics, Rhino-orbito-ce-
rebral-mucormycosis (ROCM) saw an astounding 
increase in incidence across the Indian subcon-
tinent. Oculoplastic surgeons and their ENT col-
leagues are still encountering cases of COVID-19 
associated ROCM in daily practice, albeit at a far 
lesser frequency. 

With these lessons learnt and experiences gained, 
we have emerged stronger and better prepared 
for the challenges that lie ahead. In this issue of 
iPlastics, we have a potpourri of topics that are 

covered by an 
exciting blend 
of contributing 
authors that 
includes our se-
nior APSOPRS 
members as well 
as young, first-time con- tributors. In 
her editorial, our president, Li-Dongmei looks at 
the activities of our society over the past year. Dr. 
Gangadhar Sundar from Singapore and Dr. Tarjani 
Dave from India, in a unique collaborative effort 
have contributed a comprehensive review on pa-
tient-specific orbital implants. Dr. Masashi Mimura 
and Dr. Tomoyuki Kashima’s exhaustive review on 
dacryoendoscopy is extremely detailed and I am 
sure our readers will benefit from their insights. 

As always, I seek the support of all our members 
in contributing, compiling and curating relevant, ac-
curate and useful information that can be a part of 
this newsletter. If our members wish to contribute 
by way of state-of-the-art review articles, inter-
esting case reports, photo essays, cover images, 
please do send them in at akshay@drakshanair.
com; other suggestions, contributions or comments 
are always welcome too!
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It is my pleasure to bring you this issue of iPlastics and share with you the latest information on APSO-
PRS. In the past year of 2021, APSOPRS has become more active online to adapt to the circumstance 
of COVID, and the traditional events have gone through a transformation to be globally accessible. We 
fully utilized the advantages of online communication and successfully launched the APSOPRS series 
webinars as well as the YAPSOPRS training program: the success of the early APSOPRS-APITEDS 
joint virtual conference facilitated more experimentation with webinars. The series webinars aimed at the 
most interesting topics of ocular plastics: challenge cases and thyroid eye disease (TED) and attracted 
doctors at all levels. Besides, the innovative YAPSOPRS online education program is running orderly 
and progressively.(Figure1)

Dongmei Li

Dear APSOPRS colleagues,

Figure 1 Figure 2
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At the same time, we have actively engaged in international cooperation. Besides series webinars co-
held with KSOPRS, HKSOPRS, and INASOPRS. APSOPRS co-hosted the 3rd Challenging Oculofacial 
Cases in Oculofacial Plastic Surgery with ESOPRS, the 4th Challenging Oculofacial Cases Webinar on 
Esthetic Oculofacial Surgeries with ASPORS, the SSOPRS Orbitofacial Soft Tissue Trauma Webinar with 
SSOPRS and APOTS.(Figure 2-5)

Last September, in the 36th Asia-Pacific Academy of Ophthalmology (APAO) Congress, APSOPRS 
colleagues shared attractive lectures about surgical techniques for oculoplastic surgery for two sessions. 

Figure 3 Figure 4

Figure 5
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Warmest Regards，
President of APSOPRS 
Professor , Doctorial Supervisor of Department of Ophthalmology
Beijing TongRen Eye Center, Capital Medical University

Figure 6 Figure 7

And it is noteworthy that three APSOPRS colleagues won the APAO 2021 Named Awards for their 
outstanding contribution in the field of Ophthalmology.(Figure 6-7)

We originally planned to have the APSOPRS annual meeting this November of 2022, in a hybrid form 
with both online and in-person attendance. However, due to the uncertainty of the policy, we are afraid 
that November is still too early for cross-border travel, so after discussing with councils, we are con-
sidering to postpone the conference to March 2023 in Chengdu city of China, the city of panda and 
hotpot. Hope till then, international travel will return to pre-COVID.(Figure 8)

I take this opportunity to express my sincere thanks to our editor-in-chief, Dr. Akshay, and the editorial 
board, for bringing us this content-rich issue of iPlastic. 

Hope you will enjoy and benefit from it!

Figure 8
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I am pleased to have this opportunity to speak about “YAPSOPRS Online Teaching Pro-
gram”. As part of ongoing efforts of AP-

SOPRS, the committee decided to establish 
“Young APSOPRS (YSPSOPRS)” in 2021. 
The mission of YAPSOPRS includes (1) 
supporting young members by providing ed-
ucation and coaching; (2) connecting young 
members socially and academically; and (3) 
establishing a sub-community to train future 
leaders of APSOPRS. However, due to the 
global crisis of COVID-19, we couldn’t have 
a face-to-face meeting to organize the YAP-
SOPRS committee. Instead, we have decided 
not to delay providing YAPSOPRS members 
with quality education opportunities.

Dr. Dongmei Li, the current president, pro-
posed to create an online education program 
for YAPSOPRS members and asked Stephanie 
Young and me to serve as organizing chairs of 
the program. Considering that education using 
lecture videos has become a familiar and ef-
fective method for young people, we decided 

to offer quality videos on essential topics of 
oculoplastics to APSOPRS members, especial-
ly young doctors in Asia. 
YAPSOPRS online teaching program consists 
of 10 sessions, including basic introduction, 
eyelids, lacrimal drainage system, orbit, and 
aesthetics (Table 1). 6-10 renowned oc-
uloplastic specialists in each session provide 
lecture videos about essential topics. Most 
speakers are the current council members and 
other experienced doctors from APSOPRS, but 
depending on the topic, famous doctors from 
other regions also provide their lectures for 
our members. I want to take this opportunity 
to thank all speakers for their devotion once 
again. 

For members’ convenience, lecture videos of 
each session are periodically uploaded to the 
“YAPSOPRS” section of APSOPRS website, 
and members can easily access the materials 
using personal ID and password. The con-
tent on this platform is meant for viewing by 
APSOPRS members only. Reproduction and 

Ho-Seok Sa, MD, PhD
Secretary of APSOPRS
Professor, Department of Ophthalmology
Director of Ophthalmic Plastic & Reconstructive Surgery
Asan Medical Center, University of Ulsan, Seoul, Korea
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distribution of photos and videos are strongly prohibited. After the successful release of the first 
session on January 24, 2022, you can currently view the second-session videos. We will try to 
upload new sessions every 1 or 2 months.

Again, it is grateful that this project of online teaching program was able to be made because of 
the contributions of many speakers. I would like to thank Dr. Dongmei Li, Dr. Stephanie Young 
(my co-chair), Ms. Jenna Cruz (secretariat), council members, and many speakers. Still, we 
need more speakers to cover many essential topics. We hope to get a lot of attention and par-
ticipation from all APSOPRS members. Thank you. 

Table 1. YAPSOPRS Online Teaching Program   

Organizers:  Dongmei Li (President), Ho-Seok Sa (Secretary), Stephanie Young (Treasurer)

Session 1. Basic Introduction to Oculoplas-
tics – Anatomy, Physiology, Imaging

Co-chairs: Ho-Seok Sa, Stephanie Young

Session 2. Eyelids Part 1: Ptosis
Co-chairs : Dongmei Li, Hunter Yuen

Applied surgical anatomy of the orbit 
(Dr. Raghuraj Hegde)

An overview of ptosis
(Dr. Dongmei Li)

Applied surgical anatomy of the eyelids
(Dr. Stephanie Young)

Minimally invasive ptosis surgery
(Dr. Bobby Korn)

Practical physiology of the eyelids 
(Dr. Yasuhiro Takahashi)

Posterior approach ptosis correction
(Dr. Hunter Yuen)

Physiology of the lacrimal system
(Dr. Swati Singh)

Management of congenital ptosis
(Dr. Ho-Seok Sa)

Anatomy and physiology of the nose, sinuses, 
and head and neck as it relates to the orbits 

and adnexa
(Dr. Akshay Nair)

Pearls to avoid complications
(Dr. Dongmei Li)

Computed tomography (CT) and its use in Oc-
uloplastic disorders

(Dr. Gangadhara Sundar)

Assessment and management of brow ptosis
(Dr. Farzad Pakdel)

Magnetic Resonance Imaging (MRI) and its 
use in Oculoplastic disorders

(Dr. David Honglei Liu)

Posterior whiteline approach ptosis correction
(Dr. Vanessa Naseem)

Imaging of the Lacrimal Drainage System
(Dr. Minwook Chang)

Applied anatomy of the lacrimal system
(Dr. Nandini Bothra)
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Session 3. Eyelids Part 2: Eyelid 
malpositions

Co-chairs : Yunia Irawati 

Session 4. Eyelids Part 3: Eyelid neoplasms 
and reconstruction

Co-chairs : Mary Rose Pe Yan

Overview of entropion Benign lumps and bumps around the eyelids

Management of entropion Evaluation of malignant eyelid neoplasms 

Overview of ectropion Principles of eyelid oncologic surgery and 
reconstruction after clearance

Management of ectropion

Regional anatomy including frequently used 
graft donor sites such as auricular cartilage, 

hard palate, buccal mucosa, posterior 
auricular and supraclavicular skin

Upper eyelid retraction – Causes and 
Management

Facial flaps for functional correction related 
to the management of periorbital malignancy

Epiblepharon

Eyelash abnormalities 
(trichiasis and distichiasis)

Facial palsy management from Oculoplastic 
surgeon viewpoint

Session 5. 
Lacrimal Part 1: Basic dacryology

Co-chairs : Reynaldo Javate, Javed Ali

Session 6. 
Lacrimal Part 2: Advanced dacryology

Co-chairs : Kyung In Woo, Reynaldo Javate

Evaluation of the patient with tearing Dacryoendoscopy

Congenital anomalies of lacrimal duct system Endoscopic luminal duct recanalization

Congenital NLDO – Evaluation and 
Management

Nasal endoscopy in relation to the manage-
ment of lacrimal and periorbital processes

Canalicular disorders including canaliculitis 
and trauma

Sinus surgery and endoscopy in relation to 
periorbital and lacrimal processes

External DCR Lacrimal sac tumors

Endoscopic Endonasal DCR Lacrimal gland disorders - Benign

Non-endoscopic Endonasal Endoscopic DCR Lacrimal gland disorders - Malignant
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Session 7. Orbit Part 1: Developmental disor-
ders and Inflammations of the Orbit

Co-chairs : David Liu,  Kelvin Chong, Reynaldo 
Javate

Session 8. Orbit Part 2: Neoplastic Disorders 
of the Orbit

Co-chairs : Farzad Pakdel , Dr. Rohit Saiju

Orbital developmental disorders: Cranial 
Embryology, Microphthalmia, Anophthalmia, 

Clefts, Craniosynostoses, Teratoma
Lymphoproliferative disorders of the orbit

Orbital cellulitis Orbital bone tumours

Orbital Inflammatory Disease Optic nerve and peripheral nerve sheath 
tumors

Thyroid Eye Disease – Diagnosis & Evaluation Fat, fibrous, muscle and other mesenchymal 
tumors of the orbit

Thyroid Eye Disease – Management Metastatic and secondary orbital tumours

Thyroid Eye Disease – Surgical Decompression Different orbital approaches for exploration, 
biopsy and tumor excision

Session 9. Orbit Part 3: Vascular and Traumatic 
Disorders of the Orbit

Co-chairs : Gangadhara Sundar, Farzad Pakdel  

Session 10. Aesthetics
Co-chairs : Kasturi Bhattacharjee, Debraj 

Shome

Vascular malformations The aging face

Infantile hemangiomas and other vascular 
Neoplasms Asian blepharoplasty

Vascular fistulae and orbital implications
Complications of peri-ocular cosmetic

 surgery with emphasis on upper and lower 
blepharoplasty

Orbital trauma – An Overview Neurotoxins and their applications

Orbital fractures - Management

Principles of filler use for periorbital 
rejuvenation and orbital rehabilitation, 
including orbital volume replacement, 

eyelid malposition and periorbital volume 
deficiency

Management of the anophthalmic socket Principles of autologous fat grafting for 
orbitofacial volume restoration
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T he lacrimal drainage duct consists of the 
puncta, canaliculus, lacrimal sac, and naso-
lacrimal duct, which migrate in the midface, 

and have an inner diameter of 0.5mm~4mm; 
therefore, the detailed examination of the lacrimal 
duct is not easy. 

Lacrimal irrigation using a syringe is the standard 
procedure to examine the lacrimal drainage paten-
cy; however, it cannot detect the exact obstructed 
portion, nor can it prove the partial obstruction 
objectively. Further examination for the lacrimal 
drainage system includes dacryocystography, CT/
MRI scan, ultrasonography, and dacryoendoscopy/
lacrimal-microendoscopy. The feature of dacryo-
cystography is that it can confirm the exact ob-
structed portion and investigate the disorder of the 
inner surface; however, the contrast of X-ray film-
ing obtained by dacryocystography is not enough 
to inform us of the detail of damaged mucosa. 
Imaging study using CT/MRI scan and ultrasonog-
raphy is also profitable to detect the influence of 
adnexal organs such as nasal sinus and/or orbit. 
However, again, it is not enough for detecting the 
detail of the lacrimal mucosa changes.

Masashi Mimura, Tomoyuki Kashima
Oculofacial Clinic Tokyo/Osaka 
Hyogo Medical University
Toho Medical University 

What is dacryoendoscopy ?

Fig 1 : A) An example of a surgical unit for 
a lacrimal procedure, dacryoendoscopy (middle-
low) and nasal-endoscopy unit (inferior low) with 
a monitor on top B) A micro-rigid-fiber for the 
dacryoendoscopy unit C) Irrigation channel, lighting 
fiber, and optic fiber are built-in the rigid probe with 
its diameter of 0.9mm. D) A clinical photo during 
a procedure using the dacryoendoscope to a patient 
in the left eye. The surgeon holds the fiber in the 
left hand and the irrigation syringe in the right hand. 
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On the other hand, dacryoendoscopy/lacrimal-mi-
croendoscopy is the most advanced imaging study 
to observe the inner lumen of the lacrimal duct. 
The system consists of a CCD camera, lighting 
source, and micro rigid fiber, including fiberoptics 
connected to the video camera and an irrigation 
channel connected to a syringe filled with water.
 
(Fig 1) Under an office setting, the fiber will be in-
serted into the lacrimal drainage system via punc-
tum through the nasal cavity that the physician can 
observe the inner lumen on the monitor connected 
to the main component. The advantage of the 
dacryoendoscopy is that it provides images of the 
inner mucosal change in every corner, which is 
the only feature rather than the other procedures.

(Fig 2) In addition, the other only forte of da-
cryoendoscopy is that it can be used to treat the 
lacrimal drainage obstruction, i.e., the ridged fiber 
can probe the obstructed portion under direct vi-
sualization to avoid false passage.

(Fig 3) Furthermore, in some type of dacryoen-
doscopes, micro-drill and/or laser can assist in 
removing the obstruction through a working chan-
nel under endoscopic view. Thus, it is a novel 
instrument that is available for diagnosis of the 
inner surface of the lumen but also contributes to 
the dislodgement of lacrimal drainage obstruction 
at the same time. 

The advantages are significant not only for the 
patients who suffer from the lacrimal disorder but 
for the physicians who dedicate their scientific work 
to elucidate the lacrimal disorders. Researchers in 
Japan have started a workshop regarding lacri-
mal study using dacryoendoscopy in 2004 and 
have established the Japanese Society of Lacrimal 
Passage and Tear Dynamics in 2011 since the 
dacryoendoscopy has taken the majority of lacrimal 
drainage studies. Now, about 80 research papers 
regarding dacryoendoscopy/lacrimal endoscopy 
have been published worldwide. From the above 
facts, the novel instrument is essential to proceed 
the medical development in lacrimal disorder to 
the next era. 

History of dacryoendoscopy

The history of dacryoendoscopy starts back in 1979 
when Dr. Cohen developed a direct trans-punctal 
optical-autoscope (dacryoscope: first generation) 
without an inner light source. After a decade, 
technological progress has developed more min-
iature and flexible endoscopes with optic-fibers 
connected to a lighting source and a video camera 

Fig 2 : Series of clinical photographs captured by 
dacryoendoscopy of the patients with; A) partial 
obstruction at the valve of Hasner B) brown 
pigmentation on the lacrimal sac wall C) a white 

granulation tissue on the lacrimal sac wall.

Fig 3 : Clinical photographs captured by 
dacryoendoscopy of a case after false lacrimal 
intubation which was performed blindly without 
dacryoendoscope. A) One end of the tube 
migrated under the nasolacrimal mucosa (arrow), 
but the other end (asterisk) is intubated in the 
proper pathway B) A captured image after removal 
of the tube showing the false intubation cause 
bleeding and inflammation and does not make any 

improvement on the obstruction. 
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with a monitoring system (canaliculoscope: second 
generation). However, it was limited for the infor-
mative observation of the inner lumen because of 
low image quality and less maneuverability. After 
the other decade, the technology had sharpened 
up to provide a ridged fiberscope with built-in a 
better-resolution optic-fiber and irrigation/working 
channel(s) and put on the market in Europe and 
Japan. (dacryoendoscope: third generation) For 
example, Fibertech (Fibertech, Tokyo, Japan) re-
leased a modified ridged fiberscope in 2002 that 
is angled 27 degrees on 10mm from the tip, 
which is based on the anatomical feature of the 
bony canal of the nasolacrimal duct, in cooper-
ation with Dr. Suzuki and Dr. Sasaki.[1,2] This 
fiberscope with a CCD camera had a 6000pixel 
resolution that was more than three times higher 
than the second generation, thus was available for 
clinical usage. On the other hand, European in-
dustries had focused on the treatment aspect, i.e., 
working channel to assist the recanalization using 
laser or micro-drill.

This third-generation dacryoendoscope is now 
commercially available by several industries glob-

ally, and its recent improvement in resolution, ir-
rigation/working channel handling, and mechanical 
tolerance is remarkable. For example, the latest 
endoscope in Japan has 15000 pixels with a high 
vision CMOS camera that can provide clear and 
smooth images during the procedures. 

(Figure 4) In addition, the shape of the ridged fi-
berscope has been modified as bent twice to fit 
in the variety of 3-dimensional structures of the 
lacrimal drainage duct. [3] 
(Figure 5)

Adjunctive techniques using 
dacryoendoscopy

On the other hand of industrial improvement, the 
software aspect of the dacryoendoscopy is also 
developing during the decade. The vital stain of 
indigo-carmine is one adjunctive procedure for 
further investigation of lacrimal mucosa under da-
cryoendoscopy.[4] The vital stain is reported to 
detect the weakness of the lacrimal mucosa’s ep-
ithelial and mutinous barrier function.

Fig 4 : A caption of a nasolacrimal duct under 
the latest dacryoendoscopy with a high-resolution 
CMOS camera provides smooth and clear images 
of the nasolacrimal duct, even its blood vessels.

Fig 5 : The conventional shape of rigid dacryoen-
doscope (straight and one-bent) is difficult to in-
sert in the patients with a prominent nasal process 
of the frontal bone (A), while the latest twice-bent 

shape can avoid the difficulty (B)
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(Fig 6) This procedure might be helpful to reveal 
the further histopathological aspect of epidemiology 
of lacrimal duct obstruction.  

Regarding adjunctive technique, “sheath” has 
been well known in Japan since 2007, when Dr. 
Sugimoto firstly reported.[5] 

(Fig 7) The sheath is made of the outer cathe-
ter of an 18G indwelling needle. That is loaded 

over the endoscope for a clear view of even the 
dislodgement of the obstruction. Also, the sheath 
can protect against the damage of the endoscope 
during the procedures. In addition, the sheath can 
guide the proper intubation after the endoscopic 
probing of the obstruction. 

(Figure 8) After the dacryoendoscope covered with 
a sheath was inserted from the puncta through the 
nasal cavity, the dacryoendoscope was removed 
with the sheath was left in the lacrimal duct tem-
porarily. Then, a lacrimal tube can be inserted 
through the inner lumen of the sheath to guide 
proper insertion, followed by removing the sheath 
from the inferior meatus or puncta. This technique 
can completely avoid false intubation and thus 
account for lacrimal intubation’s maximum effect. 
This concept is well established that Japanese 
lacrimal stent industries (Kaneka Co., Ltd., Osa-
ka, Japan and Rohto Pharmaceutical Co., Ltd., 
Osaka, Japan) have developed an original stent 

Fig 7 : Sequential photos of the “sheath” technique 
of dacryoendoscopy. A) A outer catheter of an 
18G indwelling needle chopped off the connecting 
part is prepared as a sheath. B) Make a cut to 
create a small handle (arrow), and the sheath is 
loaded over the dacryoendoscopy C) The handle is 
helpful for a telescopic move of the sheath during 

the procedure.

Fig 8 : Sequential photographs of sheath-guided 
lacrimal intubation A) The dacryoendoscope loaded 
with sheath is inserted from puncta B) After 
dislodging the obstruction using the combo, only 
the dacryoendoscope was removed C) The lacrimal 
tube was inserted in through the guidance of the 
sheath D) The sheath is removed from puncta 
after the correct intubation through into the nasal 

cavity.

Fig 6 : A clinical photograph of a case with fibrous 
tissue formation induced partial obstruction. The 
fibrosis was selectively stained blue by indigo-car-

mine.
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in phase with the dacryoendoscope, i.e., the stent 
designed exclusively for the dacryoendoscope that 
can be used both as the sheath for the probing 
and as a lacrimal stent to keep the patency after 
the probing. 

(Figure 9) In addition, the dacryoendoscopy can 
support the other lacrimal procedures, such as 
dacryocystorhinostomy and canalicular laceration 

repair. The light from the tip of dacryoendoscope 
can be a good landmark for finding the lacrimal 
duct from its outside. (Figure 10) 

Conclusion

The development of dacryoendscopy is still ongo-
ing. The role of dacryoendsocope may increase in 
terms of surgical less-invasivity and time-efficiency 
compared to the traditional therapy[6], as well as 
the scientific progress on the study of the lacrimal 
drainage system. However, dacryoendoscope is not 
a complete game-changer, and traditional irrigation 

and imaging study using dacryocystography, CT/
MRI scan, and ultrasonography is essential for the 
comprehensive study of a lacrimal drainage sys-
tem. Further investigation taking full advantage of 
all these procedures may reveal the detail of the 
lacrimal disorder to help patients and researchers.    
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Fig 9 : A sheath-type lacrimal tube is designed 
to attach to the dacryoendoscope (A) and to be 
left in situ as a lacrimal tube to dilate the lacrimal 

duct (B).

Fig 10 : The light of dacryoendoscope (arrows) 
can be a valuable tool as a landmark of the 
lacrimal duct during dacryocystorhinostomy (A: the 
light in the lacrimal sac can be seen at the lacrimal 
ridge at the middle nasal meatus) and canalicular 
laceration (B: The light of dacryoendoscope inserted 
from the right upper canaliculus into the common 
canaliculus can be seen from the lower canalicular 

laceration)
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Ophthalmic plastic surgery is a branch with a wide spectrum of clinical conditions, surgeries and 
techniques. Even after having spent two or more years as a fellow specializing in oculoplas-
tics, it is possible that there may be certain procedures that a trainee may never have seen 
or performed. But learning is a continuous process and as surgeons, we continue to learn from 
watching others operate as well. One such person who has taken the lead in teaching others 
through educational videos and surgical tutorials is Dr Milind Naik, an active APSOPRS member 
and prolific surgeon from LV Prasad Eye Institute, India. Dr. Milind Naik hosts EyeTuber, an 
extremely popular youtube channel with 21000 subscribers as of today from across the globe. 

Here, he tells us about his journey as a YouTuber. 

Social Media Perspective: 
My Journey with EyeTuber!
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The journey of my YouTube channel started 
in 2009, with a modest aim to explore 
various social mediaplatforms. Inever imag-

ined that the channel would grow to over 20,000 
subscribers, including both health care providers 
and patients.[1]

I practice as an Orbitofacial Plastic Surgeon at 
LV Prasad Eye Institutein Hyderabad, India. Be-
ing trained in Ophthalmology at Christian Medical 
College, Vellore, India and Oculoplastic Surgery at 
Stein Eye Institute, UCLA, Los Angeles, I have 
had the good fortune of changing the lives of 
thousands of patients, and several trainees during 
every phase of my training and practice.

I chose medicine as my profession because you 
get to work for others, rather than for yourself. 
In the late 1990s, ophthalmology was not a 
much sought-after specialty. However, the de-
mands of micro-surgical precision attracted me to 
this branch. With ophthalmology, I soon realized 
that oculoplastic surgery gave the widest and most 
interesting spectrum to work with and soon ocu-
loplastics became my area of focus.

My YouTube channel ‘EyeTuber’ happened as an 
accident. Being in an academic institution, teaching 
residents and fellows is an important part of my 
what I do. Also it is something that I enjoy im-
mensely. However, I soon realized that not every-
one can travel to me and spend a year or two as 
a fellow to learn the intricacies of surgery. It was 
then I decided to explore social media to reach 
many more students and practitioners interested in 

learning Oculoplasty.

My target audience has always been doctors, and 
I focused on how I could simplify surgical proce-
dures to improve understanding. Using clay models 
of the skull I was often able to simplify surgical 
steps to enhance learning, 

Despite having a busy schedule, I have now de-
veloped an acumen to convert clinical questions 
asked by trainees into useful YouTube videos that 
impart knowledge. The students around me provide 
the required inspiration that shapes my YouTube 
channel’s content and keeps my subscribers com-
ing back for more.

I usually shoot videos in the operating room or the 
clinic. Thereafter, I edit them myself in my office, 
which is almost a Mini Editing-Studio (Image 1). 
My goal with EyeTuber is certainly not to chase 
the highest number of viewership, but to make 
quality videos of the highest educational impact. 
With EyeTuber, I am certainly able to reach more 
doctors, and I feel proud when they associate me 
with my channel.[2] I learned how powerful social 
media can be in spreading positivity and hope. It 
has made me a humbler doctor and a more effec-
tive teacher. I feel that more doctors should take 
up this easy and effective route to spread their 
knowledge,for our time on this planet is limited. I, 
along withmy daughter, who shares similar creative 
hobbies, put up write-ups that provide DIY tips 
to make YouTube videos in a professional man-
ner![3]

http://www.youtube.com/user/drmilindnaik
https://aocmf.aofoundation.org/about-ao-cmf/news/interview/milind-n-naik
https://journals.sagepub.com/doi/full/10.1177/2472751220966160
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Lacrimal gland evaluation

The lacrimal gland contributes to the aqueous com-
ponent of tear film via secretory ductules opening 
onto the conjunctiva overlying the palpebral lobe.1 
Traditionally, Schirmer’s test, tear film height or 
area measurement, and tear osmolarity are con-
sidered indicators for lacrimal gland function. These 
techniques provide an idea of tear volume in the 
conjunctival cul-de-sac rather than lacrimal gland 
activity alone. The value of assessing the secretory 
function of the lacrimal gland lies in patients with 
dry eye, distinguishing between the aqueous defi-
cient dry eye (ADDE) and evaporative form of dry 
eye, detect the presence of ADDE in mixed dry 
eye. Also, the degree of involvement of gland in 
facial nerve palsy, lacrimal gland inflammations, and 
lacrimal gland surgeries. 

1.1. Morphology of the palpebral 
lobe

Morphological features of the palpebral lobe have 
never been studied before. The palpebral lobes of 

the lacrimal gland can be directly visualized on a 
routine slit-lamp biomicroscope by asking the patient 
to look inferonasally while the upper eyelid is lifted 
superotemporally. The morphology can be divided 
into size (exposed area), shape (convex or flat), 
and overlying conjunctival appearance (engorged 
vessels, whitish areas of subepithelial scarring, or 
symblepharon). The normal palpebral lobe is a 
convex-shaped, raised pinkish lobular structure with 
overlying normal conjunctiva (Figure 1). The lobe 
lies in the superotemporal fornix extending up to or 
beyond the lateral canthus. The lobe visibly looks 
small in patients with Sjogren’s Syndrome (SS), 
whereas cicatrization over the lobe is seen in Ste-
vens-Johnson syndrome (SJS) patients (Fig. 1B).2 
In our series of 46 eyes with SS, whitish areas 
of subepithelial scarring involving the palpebral lobe 
and overlying inflamed conjunctival appearance in 
13%(6/46) and 63%(29/ 46) of lobes, re-
spectively. In SJS patients, flat contour (79% vs. 
50%, p=0.0028), subepithelial scarring with or 
without symblepharon (52% vs. 13%, p<0.0001), 
and engorged conjunctival vessels (96% vs. 63%, 
p=0.00011) were seen in a significantly higher 
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proportion of lobes as compared to the SS lobes. In 
dacryoadenitis, the palpebral lobe looks grossly en-
larged with inflamed overlying conjunctiva (Fig. 1D).

1.2. Secretory activity of the lacrimal 
gland

Dynamic assessment of tear secretion (DATS) 
from the palpebral lobe can demonstrate significant 
differences between meibomian gland dysfunction 
(MGD), aqueous deficient dry eye, and dry eye 
in CC (Figure 1). 3 DATS was first introduced in 
1986 and was then quantified by Kim et al.4,5 The 
technique was further refined by Singh et al., where 
etiology-based differences in the tear flow among 
various subtypes of DED were analyzed.3 
Under a slit-lamp biomicroscope, a dry 2% sodi-
um fluorescein ophthalmic strip is applied onto the 
exposed palpebral lobe. The washout of fluorescein 
stain across the applied area is recorded till secre-
tion starts appearing. An image snapshot is captured 
at the end of one second. The fluorescein strip 
should be applied to the exposed gland area only, 
and the slit-lamp light is turned on onto the gland 

area when subjects are looking in the opposite di-
rection to avoid reflex secretion. One can measure 
tear flow rate per lobe and ductule (calculated in 

Fig 1 : Palpebral lobe morphology and secretory activity in normal and diseased states. A1 and A2, Right 
palpebral lobe of a young healthy individual (Schirmer 27mm) shows three secretory openings (marked 
with arrow) having tear flow rate of 0.91 μl/min. B1 and B2, A Left palpebral lobe of a Stevens-Johnson 
syndrome patient (Schirmer 2.0 mm) has flattening of the contour, whitish conjunctival scarring, and presence 
of only one secretory opening. C1&C2, There is normal palpebral lobe appearance with no secretion from 
the lacrimal gland in a facial nerve palsy secondary to brain tumor resection. D1&D2, Enlarged and inflamed 

palpebral lobe in a dacryoadenitis patient has normal secretory activity with flow rate of 0.88 μl/min.

Fig 2 : Lacrimal gland activity before (A1, B1) and 
after (A2, B2) lacrimal gland debulking (orbital 
lobe) shows similar morphological appearance but 

reduction in secretory activity at one month.
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μL/min, and the time lag between the application 
of the fluorescein strip and the first appearance of 
secretory activity (in seconds). The calculated area 
(using Image J software, in mm2/s) is convert-
ed into volume per minute by multiplying it by ten 
microns×60 s as ten μm is the assumed tear film 
thickness. In our study of 200 eyes, the medi-
an number of ductules per lobe was 4 in normal 
(range 3–5), 3 in EDE (3–6), 1 in SS (0–3), 
and 0 in the CC group (0–3) (p<0.000001). 
The median tear flow rate per lobe in SJS (0.00 
μL/min) and SS (0.21 μL/min) was significantly 
lesser than normal lobes (1.05 μL/min, and EDE 
(0.99 μL/min eyes. The tear flow rate differed sig-
nificantly between SS and SJS eyes (p<0.0001). 
The maximum time lag occurred in the SJS group 
(median, 20 s), followed by the SS group (medi-
an, 1.5 s), whereas the EDE group had a similar 
time lag (<1 s) as of normal glands (p<0.0001). 
The secretions obtained directly from the palpebral 
lobe can be collected for proteomic studies before 
diluting with tears over the ocular surface. In patients 
with facial nerve palsy, other than lagophthalmos, 
reduced lacrimal gland secretory activity contributes 
to ocular surface dryness. The gland morphologically 
looks normal, but no secretory ductules are observed 
(Fig. 1C)

1.2.1 Lacrimal gland inflammations

The incidence of dry eye in inflammation of the 
lacrimal gland, i.e., dacryoadenitis, largely remains 
unknown. The incidence of <10% has been reported 

across a few published series.6 Dynamic assessment 
of tear secretion using fluorescein dye revealed no 
change in lacrimal gland activity across our unpub-
lished series of 6 such cases (Fig. 1D). Though the 
morphologically palpebral lobe appears enlarged and 
congested, the secretory function of the gland re-
mained unchanged. Exploration of this test in large 
numbers of dacryoadenitis patients would further en-
hance our understanding.

1.2.2 Lacrimal gland therapies

The efficacy of targeted lacrimal gland therapies for 
recalcitrant epiphora has been evaluated based on 
a subjective change in Munk scores or reduction in 
Schirmer values.7 A direct examination of the lac-
rimal gland activity in situations like post botulinum 
toxin injection or lacrimal gland debulking would be 
desirable to understand their consecutive effects. The 
advantages of this test are- a) direct lacrimal gland 
activity b) objective documentation rather than a 
subjective measure of the expected outcome. 
Figure 2 demonstrates the change noticed in a pa-
tient with a proximal canalicular block after debulking 
the lacrimal gland’s orbital lobe. There was a reduc-
tion in the secretory activity of the gland one month 
following surgery, but activity was comparable to the 
baseline at three months. This preliminary finding 
requires validation using large numbers and different 
study points, i.e., baseline, one and three months.

References
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Abstract

Acute bacterial inflammation of the lacrimal sac, generally occurs on the pre-existing nasolacrimal duct ob-
struction. Long standing tear flow stasis results in change of bacterial flora and bacterial over-growth in the 
lacrimal sac as a reservoir of stagnant tear. 1 2 Although acute infection can be associated with dacryoliths 
or indefinite pre-existing anatomic nasolacrimal duct obstruction. 3,4

Introduction

Typical picture of acute dacryocystitis includes acute erythema, medial canthal swelling, pain, tenderness. 
Patients may develop orbital cellulitis resulting in chemosis, proptosis, limitation of ocular movements and 
decrease in visual functions. Most patients have pre-existing epiphora. 3,4

Traditionally, acute dacryocystitis has been managed by systemic antibiotics. In this school, If abscess 
forms in or around the lacrimal sac, percutaneous drainage and late dacryocystorhinostomy (DCR) will be 
performed. Recent studies report successful endoscopic DCR in the acute inflammatory stage.3,5–8 In this 
manuscript, we will review the literature to pinpoint the level of evidence, explain pros and cons of the 
new and traditional modalities of management and provide some practical points on patients selection and 
management plans. Noteworthy that appropriate systemic antibiotic treatment is the cornerstone of patients 
with acute dacryocystitis. All patients discussed in this manuscript had received systemic antibiotic treatment 
unless mentioned otherwise.

Farzad Pakdel MD
Department of Oculo-Facial Plastic Surgery, Department of Ophthalmology, 
Farabi Hospital, Tehran University of Medical Sciences, Tehran, Iran, 
ORCID: 0000-0001-7392-6056
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Philosophy for shifting to Early 
lacrimal Drainage Surgery

Infection in the lacrimal sac with extension to 
peri-orbital and orbital region carries a definite risk 
of major complications including orbital cellulitis, or-
bital abscess, centra retinal artery occlusion, blind-
ness, extra-ocular dysmotility, superior ophthalmic 
vein thrombosis, intracranial extension including cav-
ernous sinus thrombosis, brain abscess and mor-
tality. 4,9–13

Earlier resolution of infection in medial canthal and 
orbital region, may decrease the probability of major 
infection related complications. 3,4,14

Lacrimal drainage obstruction can be bypassed 
through nasal cavity without passing through in-
flamed and congested tissue of the medial canthal 
complex, thus potentially decreasing bleeding, fistula 
and scar formation. 4,14–16

Finally, earlier resolution of infection and restoration 
of lacrimal drainage in an earlier stage may accel-
erate resolution of infection, 3,4,14 reducing the prob-
ability and duration of hospital admission, duration 
of antibiotic therapy and consequently adverse drug 
related events. 17

Techniques

Osteotomy with Kerison punch, Chiezel and hammer 
with or without powered diamond bur is currently the 
technique of choice by many authors. 
Lacrimal sac and nasal flaps can be aligned at the 
end of surgery. 

Some prefer placing stents after endo-DCR, as it 
can help stabilizing mucosal flaps. It is not known 
if silicone stent can affect patency of the lacrimal 
fistula in patients with acute dacryocystitis. Current 
reports on the efficacy of silicone stenting in Endo-
scopic DCR on non-inflamed lacrimal sac showed 
contradictory results. 4 Some favor placement of sili-
cone lacrimal tube. 4,14 However, some other reports 
showed no change or decrease in success rate after 

silicone tube insertion. Some experts speculated that 
placing silicone tube might be associated with pro-
longed infection and increase in failure. 6,18

Evidence supporting Early Endo-na-
sal Endoscopic DCR

Surgical Success. Endonasal endoscopic surgery 
popularized in late 90s and early 2010th using 
laser assisted surgery resulted in success rate of 
67%-83%. (11–14). Success rate after refining of 
the endonasal endoscopic systems, techniques using 
cold steel instruments instead of laser, was 82%-
94%. (3,4,7,15).
Yu and colleagues, in a randomized clinical trial 
on patients with acute dacryocystitis that underwent 
endoscopic DCR, found a higher anatomical success 
rate in patients operated within 2 days compared to 
those that operated 3-5 days with earlier resolution 
of infection and no added complication. 22

How much early?

There is a wide time lapse in studies on early en-
doscopic DCR in patients with acute dacryocystitis, 
from 2 to 21 days.

It sounds rational that an earlier surgical intervention 
as soon as patients status and operation facilities 
allow, could result in faster recovery. Wu et al., Li 
et al., Naik et al. studied endoscopic DCR patients 
with acute dacryocystitis with a wide time frame of 
5 to 21 days and named it as early intervention. 
3,16,21,23,24 Pakdel et al. showed significant reduction 
in inflammation in patients when operated within 
three days. Thus, named this treatment approach 
as very early endoscopic DCR (VE-EnDCR). 4 Yu 
et al. in a randomized clinical trial compared urgent 
(operated within 2 days) to early (operated 3-5 
days) endoscopic DCR in patients with acute da-
cryocystitis. 22
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Complications

Increased intra-operative bleeding has been argued 
as a complication of endoscopic DCR on inflamed 
lacrimal sac. There is no quantified comparison on 
bleeding in acute inflammatory stage and in pa-
tients with settled inflammation. However, generally 
bleeding has not been regarded as an obstacle for 
successful endoscopic surgery in acute dacryocysti-
tis. Prolonged post-operative inflammation and pain 
have been argued as a drawback of surgery on 
inflamed  tissues. Pakdel and associates in a case 
control study, found that the average duration of 
inflammatory signs in patients that underwent very 
early endoscopic DCR (VE-EDCR) and those that 
underwent late external DCR (L-ExDCR) were 
8.00 (SD =  4.63) and 16.11 (SD =  11.58) 
days, respectively (p = 0.027).4 Li et al. in 
a randomized clinical trial, reported a significantly 
shorter duration of inflammatory symptoms in those 
that underwent early endoscopic DCR (14 days) 
compared to those that underwent percutaneous 
abscess drainage and late endoscopic DCR (32 
days). 3 Sung et al. in a case control study, found 
that those patients that underwent very early (within 
3 days) endo-DCR showed remarkable faster res-
olution of inflammation and less hospital admission 
and shorter duration of antibiotic therapy compared 
with those that operated within 4-7 days.25 In a 
randomized clinical trial on 176 patients with acute 
dacryocystitis, Yu and colleagues found a faster 
recovery of inflammation with higher anatomical suc-
cess rates in patients operated within two days to 
those who were operated in 3-5 days.22

One study on patients with acute dacryocystitis and 
abscess, showed lower pain and faster resolution of 
pain in those that underwent early endoscopic DCR 
compared to those that underwent percutaneous 
abscess drainage.23

Author Suggestions on Patient 
selection

Very early endonasal endoscopic DCR can be rec-
ommended to all patients with acute dacryocystitis 
and primary nasolacrimal duct obstruction (PANDO). 
However evidence is scant on early endoscopic 
DCR in patients with acute suppurative dacryocystitis 
with secondary nasolacrimal duct obstruction such 
as traumatic, granulomatous, previously failed DCR, 
those with complicated infection including orbital cel-
lulitis, orbital abscess and also those patient with 
immunodeficiency status.
Few reports showed successful resolution of orbital 
abscess after endoscopic approach with extra-ocular 
movement and vision restoration.4,9–11,26 Hypotheti-
cally,  very early DCR is advantageous in immu-
nocompromised state such as those with diabetes 
mellitus, cancers, treatment with immunosuppressive 
agents. It is plausible to consider very early en-
doscopic DCR in those patients with extended or 
complicated cellulitis including facial cellulitis orbital 
cellulitis, orbital abscess, superior ophthalmic vein 
thrombosis, cavernous sinus thrombosis and intra-
cranial extension of infection. (Figure 2)
Those patients with past complex naso-orbital frac-
tures may have higher failure than those with PAN-
DO.4

Conclusion

There is a good evidence that early endoscopic 
DCR can be regarded as a preferable choice on 
patients with acute dacryocystitis with faster recovery 
and no additional risks. Future, more randomized 
clinical trials and systematic reviews and metanaly-
sis can clarify the efficacy and risks of early Endo 
DCR, the optimal time for surgery and duration of 
antibiotic therapy.
Early Endoscopic DCR along systemic antibiotic 
therapy can be the preferred management in pa-
tients with suppurative acute dacryocystitis.
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Figure Legends

Figure 1 a. A 52 year old patient with acute dacryocystitis and lacrimal abscess. b. pus drainage following 
opening the lacrimal sac and restoration of lacrimal drainage system. c. 6 days after endo DCR 52 year 

old patient with acute dacryocystitis and lacrimal abscess.

Figure 2 a. A 68 year old diabetic patient with acute dacryocystitis, lacrimal abscess and orbital cellulitis. 
Left frozen eye, visual acuity OD:20/30, OS Hand movement. Positive RAPD in left side. b. Orbital CT 
scan, axial view showing lacrimal sac abscess and infiltration of orbital fat behind lacrimal sac. c.  Five 
days after endo DCR and intravenous vancomycin and cefotaxime. Vision in left eye improved to 20/40 

and marked improvement in extra-ocular motility.
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Introduction 

Reconstructing bony orbital defects is often challenging due to its complex 3-dimensional anatomy, functional 
consequences from globe and other soft tissue involvement, as well as aesthetic implications.1 Numerous 
advances in technology have significantly improved predictability and accuracy of post-traumatic orbitofacial 
reconstruction. Some of these include the use of DICOM data for treatment planning, intraoperative naviga-

Fig 1 : Left Combined Floor-Medial wall orbital fracture with disruption of Inferomedial orbital strut 
reconstructed based on AIOS with pre-bent prefabricated Anatomic Titanium plate.
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Indications 

Patient specific implants are ideal in revision orbital reconstructive surgery, extensive and multiple wall defects 
and in situations where there are both rim and wall defects7-10 (Fig 2). In late deformities where there may 
be associated fat atrophy with resultant post-traumatic enophthalmos,8 additional volume replacement with 
custom designed PSIs may be helpful in providing better volume replacement.9 
Specific indications include

 Complex and large multiple wall orbital defects  
 Post-orbitectomy bone defects11 (Fig 2)

 Following bone debridement in orbital infections 
 Facial asymmetry and silent sinus syndrome  
 Reconstruction in asymmetric facial conditions, such as congenital hemifacial hypoplasia in 
 Parry-Romberg Syndrome or hemifacial hypoplasia associated with congenital anophthalmia.

Fig 2 : A custom designed PSI for a patient post orbital bone debridement for mucormycosis. 

tion2,3, intraoperative imaging and more recently, Patient Specific Implants (PSI). 

Traditionally bony orbital defects have been reconstructed either with autologous materials such as bone 
grafts (potential resorption and donor site morbidity) or with alloplastic implants such as silicone, porous 
polyethylene (potential infection, displacement and peri-implant cyst formations) or titanium mesh (tissue 
incarceration).3 For combined medial wall and orbital floor fracture with disruption of the Inferomedial orbital 
strut, standard anatomic prefabricated implants may be pre-bent based on the Angle of Inferomedial Orbital 
Strut (AIOS) of the intact contralateral orbit4 (Fig 1). This may however have reduced predictability based on 
expertise. Other options include pre-adaptation of implants over 3D printed stereolithographic (STL) models.

Due to the limitations in the use of standard implants with multiple wall defects e.g. 2 and 3-wall fractures, 
in residual deformities and in revision surgeries, computer-designed customized PSIs have been fabricated 
and used with reported improved outcomes.5,6 These 3D-printed PSIs enable an accurate and anatomically 
correct reconstruction unique to the patient and the defect.5 The basic principle is to mirror the normal orbit 
over the affected side and then virtually custom-designing the implant to fit the defect eliminating guess 
work, arbitrary bending of implants, etc. Thus, PSIs offers higher accuracy, better site-adaptation, a shorter 
operating time and better postoperative outcomes compared to stock or pre-bent implants.6
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Configuring a patient 
specific implant :

1. Imaging acquisition 
DICOM data from computed tomogra-
phy (CT) of the orbitofacial skeleton 
(1-mm cuts  with Image Guidance 
Surgery protocol) is processed as 2D 
images and 3D images using one of 
the several freely available online soft-
ware programs.

2. Segmentation 
Bone segmentation, the process of de-
lineating the region of interest for fur-
ther processing is performed based on 
Hounsfield units and then fine-tuned 
manually, especially where bones are 
thin. This is performed both on the 
normal side and the affected side with 
the bony deformity.  

3. Virtual planning 
Once the bony defect is identified, one of two 
techniques is used for the creation of virtual mod-
els. These include mirroring and statistical shape 
modelling (SSM). Assuming facial symmetry, the 
normal side is mirrored onto the affected side with 
deformity and the underlying residual defect cor-
rected with a virtual PSI. 13,14 Another technique 
for virtual planning is atlas-based segmentation and 
SSM where a virtual reference template model of 
the entire skull and region of interest is deformed 
to fit onto the patient’s individual dataset. While this 
procedure significantly reduces the time of preoper-
ative planning and proven to be beneficial,13,14 ethnic 

and other variations may limit their utility in various 
geographical regions. It should be remembered that 
considering the thin bone of the orbital floor and 
medial wall, virtual segmentation alone does not 
provide accurate data and a significant amount of 
post-processing is required to complete the virtual 
planning.

4. Printing 
The resultant DICOM data of the patient defect to 
be reconstructed is then 3D printed using proprietary 
technology in dedicated and approved laboratories 
before being shipped to the institution for surgery.

Materials used 

Patient specific implants are crafted us-
ing the following materials: some of 
them include  Porous polyethylene, 
Polyetheretherketone (PEEK),12 Poly-
caprolactone (Osteopore®) (Fig 3), Ti-
tanium.

Fig 3 : Customized Bioresorbable (Osteopore®) Patient Specific 
Implant on STL model.

Fig 4 : Post-traumatic post-operative deformity with malpositioned 
implant treated with custom made Patient Specific Implant.
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Upcoming Conferences 
1. International Orbital Society Symposium

Throughout the past two decades, the Samsung Oculoplastic Symposium has established itself as one of the leading 
symposiums specializing in the field of oculoplastic surgery, and has contributed to enriching the oculoplastic knowl-

edge and surgical skills of ophthalmologists in Korea. This year, as an open meeting of the Orbital Society and the first 
international conference on orbital diseases held in Asia, they are looking forward to outstanding and impactful pre-

sentations and in-depth discussions from world-renowned experts.

When: 2nd December 2022 – 3rd December 2022
Where: Seoul, South Korea
Type of Meeting: In-Person

Abstract Submission: 31st August 2022

2. Fall Meeting of the American Society of Ophthalmic  
Plastic Reconstructive Surgery

The ASOPRS Fall Meeting precedes the American Academy of Ophthalmology’s Annual Meeting and is open to mem-
bers and non-members. This meeting continues to be one of the most anticipated annual meeting on the ‘oculoplastic 

conference calendar’!

When: 29th September 2022 – 30th September 2022
Where: Chicago, USA

Type of Meeting: In-Person
Abstract Submission: April 27, 2022

http://www.orbitsymposium2022.org/

https://asoprsconf.memberclicks.net/fall-meeting

http://www.orbitsymposium2022.org/
https://asoprsconf.memberclicks.net/fall-meeting
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3.British Oculoplastic Surgery Society Meeting
The first day is an ‘Update Day’: the topics that will be covered include Thyroid Orbitopathy, Facial Palsy, and Skull 
Base Disease. They also have a medicolegal session advising on how not to get sued!  The Update Day concludes 

with a Welcome Drinks Reception. For the scientific meeting programme on Thursday 16th and Friday 17th June there 
will be Aesthetic and Lacrimal sessions, in addition to the Round Table and traditional Free Paper and Video ses-

sions. Invited speakers will share their experience on topics ranging from rhinology to orbital disease. The meeting will 
conclude with two exciting medicolegal and aesthetic debates.  The highlight of the social programme will be the Gala 

Dinner to be held at the stunning Manchester Art Gallery. 

When: 15th June 2022 - 17th  June 2022
Where: Manchester, England

Type of Meeting: Hybrid

https://www.bopss.co.uk/meetings/bopss-2022-manchester/manchester-2022-programme/

https://www.bopss.co.uk/meetings/bopss-2022-manchester/manchester-2022-programme/
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4. Oculoplastic Today
10 years have passed since the first “Oculoplastic Today” conference. Over the years, the field of oculoplastic surgery 

has evolved greatly: advanced technologies, new drugs and surgeries have come into use. At the conference the 
organizers have planned a program that will examine the impact of these newer advanced on our work as well as try 

to provide a glimpse into the fascinating decade ahead. 

When: 7th April 2022 – 8th April 2022
Where: Tel Aviv, Israel 

Type of Meeting: In-Person

5. Midterm meeting of the Oculoplastics Association 
of India

“Shutterbugs- decoded” - This conference is being hosted at Hotel Rama International, Aurangabad, Maharashtra on 
3rd July,2022, Sunday. True to its name, this conference focuses on Cases and Videos presented and Critical reviews 
of important Diagnostic and Surgical Solutions needed, by eminent experts, as Oculoplasty strives to move above and 

beyond.

When: 3rd July, 2022
Where: Aurangabad, India

Type of Meeting: In-Person
Abstract Submission: by email to abad.midtermopai2022@gmail.com before 25th April 20200

www.oculoplastictoday2022.com

http://abad.midtermopai2022@gmail.com
http://www.oculoplastictoday2022.com

