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Canine Ophthalmic
Emergencies: Part 2
The first article on canine ophthalmic emergencies reviewed globe proptosis,
glaucoma, anterior lens luxation and sudden onset blindness. This second article
reviews ocular trauma leading to eyelid lacerations, corneal lacerations and
corneal foreign bodies, along with melting corneal ulcers and descemetocoeles.
All of these conditions are quite common presentations in general practice and
require prompt treatment or referral for the best possible outcome.
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Eyelid lacerations

Traumatic laceration to the eyelids
usually results from fights or cat scratches.
Prevention of self-trauma and protection
of the cornea with topical lubrication
are important. An ocular examination
will determine if any other structures
are involved, such as the cornea, sclera
or nasolacrimal duct and if hyphaema or
uveitis are present. The eyelids are very well
vascularised and thus usually heal well in
the absence of infection. Most traumatic
injuries involve the eyelid margin, and
this needs to be repaired precisely in order
to re-establish the smooth architecture
without any notch defects that could
result in trichiasis, conjunctivitis, keratitis
or corneal ulceration.
Rapid repair results in the best outcome,
but the patient needs to be stable and a
suitable candidate for general anaesthesia.
If surgery cannot be performed promptly
(within 24 hours), the wound should
be treated with antimicrobials and
anti-inflammatories until such time
as anaesthesia and surgery are possible
(Figure 1). During surgery, resection of
eyelid tissue is avoided if possible. The
sutures, and particularly the knots, need
to be kept away from the cornea, and
this is achieved using a two-layer closure
with a figure-of-eight suture at the
eyelid margin (Figure 2). Absorbable 6-0
suture material on a reverse-cutting or
spatulate needle is appropriate. Standard
post-operative treatment includes an
Elizabethan collar, topical antibiotic
ointment, systemic antibiotics and
non-steroidal anti-inflammatory drugs
(NSAIDs) as well as good wound hygiene.

Corneal lacerations

Corneal lacerations usually result from
cat claw injuries. Careful examination
is required to assess the limits of the

laceration (checking if it extends over
the limbus), the depth of penetration
and the presence of any eyelid or lens
injury. Fluorescein should be applied
to assess corneal integrity by way of the
Seidel test. A drop of sterile fluorescein
is applied to the eye. If a perforating
(full-thickness) corneal wound is present,
it may leak aqueous humour. This is
visualised as black rivulets of aqueous
emerging from the wound, diluting the
bright green fluorescein dye (Figure 3).
Perforating injuries may be associated
with hyphaema, iris prolapse, fibrinous
uveitis, hypopyon, anterior chamber
collapse and lens rupture. Extension of
the laceration beyond the limbus and into
the sclera may be associated with damage
to the underlying ciliary body, which can
lead to retinal detachment. Rupture of the
anterior lens capsule can result in severe
and progressive phacoclastic uveitis that
requires urgent and aggressive treatment in
order to save the eye. Intraocular bacterial
infection can also result in delayed septic
implantation endophthalmitis. If the lens
has been damaged, or if the laceration
extends over the limbus, prompt referral
should be recommended, as surgical
lendectomy may be required.
Superficial corneal lacerations (Figure 4)
are treated similarly to an uncomplicated
ulcer, and tend to heal well. If there is
a loose flap of epithelium and anterior
stroma, this can be sharply resected to
aid healing. Deeper lacerations (Figure
5) that result in gaping of the wound
edges resulting in poor corneal apposition
require corneal suturing with 8-0 or 9-0
absorbable suture. Corneal oedema can
seal a full-thickness defect temporarily
but repeated leakage can still occur, so
repeated review is necessary and referral
is recommended if there is any doubt.
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Figure 1A: Full thickness lower eyelid laceration,
which had been present for 48 hours.
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Figure 1B: After starting a course of antibiotics and
NSAIDs, general anaesthesia was induced and the
wound was cleaned. The tissue appeared healthy.
Figure 4:
A. Superficial linear corneal laceration injury. There
is corneal oedema at the edges of the wound.
B. Fluorescein dye has been applied. There is uptake
by the exposed corneal stroma but no leakage of
aqueous humour is present (negative Seidel test).

Figure 1C: The wound was sutured with a buried
simple continuous layer within the exposed eyelid
tissue for apposition, followed by a figure of eight
suture in the eyelid margin, followed by simple
interrupted 6-0 polyglactin 910 (Vicryl; Ethicon)
sutures in the skin.
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Figure 2: Figure of eight suture for repair of the
eyelid margin.
A. A two-layer closure achieves the best outcome.
A buried 6/0 single horizontal mattress suture
can be placed through the wound edges of the
eyelid laceration, with the knot remaining within
the tissue, away from the cornea. For larger
defects, a simple continuous suture is required.
B. The passage of the needle shown by arrows.
When the knot is tied, the eyelid margin should
be in perfect apposition with no notch defect,
and the knot is away from the cornea.
C. Further simple interrupted sutures are placed
to repair the surgical wound.

“Corneal oedema can seal
a full-thickness defect
temporarily but repeated
leakage can still occur,
so repeated review is
necessary and referral
is recommended if there
is any doubt”
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Figure 3: Seidel test.
A. A linear corneal perforation injury stains positive with fluorescein dye.
B. Positive Seidel test depicting aqueous leaking from the corneal wound and diluting the green fluorescein
dye with a black rivulet, both above and below the wound. Courtesy of Rob Lowe.

Figure 5: Deep corneal laceration injury. The wound
has oedematous edges and some bleeding with it. The
edges are gaping slightly. There is some fibrin and
blood in the anterior chamber. The pupil is constricted.
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