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PAT VAN PE

Nhén cau duoc van dong nho hé théng co van nhan do cac day
than kinh (TK) so ndo s6 III, IV va VI diéu khién, goi tit 1a day than
kinh van nhian (DTKVN). Cac day nay déu c6 nhan nim su trong than
ndo, di qua nhiéu cdu triic ciia ndo bd dén hdc mét, chi phéi cac co van
nhin. Boi vy, nhitng bat thudng cta so ndo va cac bénh 1y toan than
déu c6 thé gay liét cac DTKVN. Liét thuong do mic phai hodc bim
sinh, co tu 25,7 - 29,3% bénh nhan (BN) li¢t khong rd nguyén nhan.

Liét DTKVN gay han ché van nhan, song thi, lac mat, léch dau ¢
va mot s6 bat thudng khac tai mét, toan than tiy nguyén nhan va giai
doan cua liét, gdy anh huéng nhiéu téi sinh hoat, thim m¥ va chirc ning
thi giac cia BN néu phat hién va diéu tri mudn. Liét DTKVN ciing c6
thé 1a diu hi€u goi y ciia mot $6 bénh ly can duoc chan doén va xu ly
kip thoi nhu phinh mach ndo, u nfo.... Vi vy, chén doan liét DTKVN
va nguyén nhéan s& gitp ich nhiéu cho diéu tri, tién lugng bénh tai mét
va toan than. Viéc chan doan can qua trinh tham kham hé thdng, ti mi,
dit cac triéu ching cua liét trong bénh canh toan than va phdi hop
cic chuyén khoa lién quan. Ngay nay, mic du di co6 thém nhiéu
phuong tién hd trg chan doan song viéc xac dinh nguyén nhan gay
liét van 1a mot thach thirc 16n ddi voi cac nha nhin khoa.

Trong céc ddy TK van nhin, ddy TK IV c6 duong di dai nhat véi
chirc ning didu khién co chéo trén xody nhan cu vao trong, xudng dudi. ..
Liét day TK IV chiém ty 1& 11,4 - 21,2% trong liét cac DTKVN, 1 nguyén
nhén gy lac dimg nhiéu nhét. Song thi va ngoeo dau (rat dic trung) do liét
khién BN kho chiu, anh huéng nhiéu t6i sinh hoat, thAm my. Dic biét ty 16
liét bAm sinh kha cao (38 - 76,8%), khi dugc phat hién va diéu tri muon, co
thé dé lai di ching vinh vién cho BN.

Trén thé gidi dd co nhidu cong trinh nghién ciru qui md vé liét
DTKVN vdi s6 lugng BN 16n, trang thiét bi chuyén sau, thoi gian theo
ddi dai... Tai Viét Nam ciing da c6 nhimng nghién ctru budc dau, song méi
& pham vi bénh hoc va diéu tri timg hinh thai liét don 1é, s6 lwong chua
nhiéu, thoi gian theo ddi ngan. Pén nay van chwa c6 nghién ciru nao day
du vé nguyén nhan cua liét DTKVN va diéu tri liét day TK IV. Vi vay,
chiing t6i tién hanh dé tai: “Nghién ctru nguyén nhan ligt DTKVN va
két qua diéu tri liét ddy TK IV” v6i muc tiéu:

1. Nghién cwu nguyén nhdn cua li¢t diy thin kinh vdn nhdan.
2. Pdnh gid két qud diéu tri ligt diy than kinh 1V.
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NHUNG PONG GOP MOI CUA LUAN AN

1- Lan d4u tién nguyén nhan gy liét DTKVN trong nhan khoa duoc
nghién ctru mot cach co hé thong véi sd luong 16n ( gan 400 BN)
gitp cac thay thudc nhan khoa cd cai nhin tong thé vé bénh 1y liét
DTKVN.

2- Lan dau tién két qua diéu tri liét day IV bam sinh va méc phai da
dugc danh gia trén s luong tuong d6i 16n BN bang ca hai phuong
phép khong phau thuat (PT) va phau thuat, giup lya chon cac hinh
thirc can thiép c6 hiéu qua va an toan nhat cho BN.

BO CUC CUA LUAN AN

Luan 4n c6 128 trang, gdm: Dit van dé (2 trang), 4 chwong:

Chuong I: Téng quan (31 trang); Chuong IT: Ddi twong va phuong phap

nghién ciru (13 trang); Chuong 3: Két qua nghién ctru (36 trang);

chwong IV: Ban luan (42 trang), Két luan: 2 trang; Dong gop méi cia

Luén an: 1 trang. Ngoai ra con co: phén tai liéu tham khao, 2 phu luc,

bang, biéu do, hinh anh minh hoa céc két qua nghién ciru.

Chuwong 1: TONG QUAN

1.1. Pic diém co van nhin va liét co van nhin: nhin ciu dugc van
dong nho hé thdng co van nhan gdm 4 co thing: thing trén, thing dudi,
thing trong (do day TK III diéu khién), co thing ngoai (ddy TK VI diéu
khién) va hai co chéo: co chéo trén (diy TK IV diéu khién), co chéo
dudi (day TK III). Ngoai ra, day TK III con chi phéi van dong co dong
tr, co thé mi va co ndng mi trén. Boi vay, khi liét ddy TK van nhin s&
dan dén liét cac co van nhan ma day TK d6 chi phéi. Liét c6 thé don
thuan hodc phdi hop cic diy TK so hodc bénh 1y toan than khac tao
bénh canh lam sang da dang, phong phtl phu thudc vao nguyén nhan, vi
tri va giai doan cua bénh. Liét co van nhan dién hinh thuong cé biéu
hién bé'mg tu chirng: lac mét, song thi, han ché van nhan va tu thé bu trir,
¢6 thé kém theo sup mi, bét thuong dong tir va cac déu hiéu kém theo
tai mat.... Toan than co thé gip cac bat thuong 1a nguyén nhan gy liét
trén 1am sang va can 1am sang (siéu 4m, xét nghiém mau, chup cit 16p
s0 ndo, chup cong hudng tur trueong...)
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1.2. Pic diém va nguyén nhan liét diy than kinh van nhén

Cac co van nhan duoc chi phéi boi 3 day TK so nio: s6 IIL, TV va
VI, déu xuat phat tir nhitng nhan ndm sau trong than ndo, c6 dudng di
dai, lién quan phirc tap. Hoat dong van nhén ciing nhd sy phdi hop chat
ch@ cda céc trung tdm vo ndo, trung ndo, trung tdm nhan va lién nhan
theo 3 tang: cao, giira, thip twong tmg voi dinh khu cia day TK III,
IV,VI. Béi vay nguyén nhan gay li¢t cac DTKVN c6 lién quan chat ché
t6i vi tri ton thuong, dic diém giai phiu cta cac day TK ciing nhu tinh
chat cuia ton thwong. Nguyén nhan gay liét DTKVN rat phong phu, da
dang, c6 thé do ton thuong tai ndo hodc anh hudng cua cac bénh 1y toan
than va thudng dugc phan chia theo cic nhom chinh: chan thuong ving
dau mat, bénh mach mau, khéi u va céc nguyén nhan khac...Mdi hinh
thai liét DTKVN lai c6 thé gip cac nguyén nhéan véi tin suit khac nhau.
Chan doan xac dinh nguyén nhan giy liét can dwa vao 1am sang, cin
lam sang va kham chuyén khoa lién quan.
1.2.1. Déy than kinh III (ddy vdn nhin chung): nhan nim & cudng
ndo, di qua trung ndo, khoang dudi nhén, xoang hang, khe trén héc mit,
vao héc mét didu khién phan 16n cac co van nhin. Liét day TK III c6
thé hoan toan hoic liét nhanh, triéu chimg liét thuong phong phu. Bénh
kha phd bién, chiém tir 15% - 25% BN liét van nhan. Liét phan 16n do
miéc phai voi cac nguyén nhén sip xép theo thir ty thuong gip 1a: bénh
mach (dai thio duong, tang huyét ap, phinh mach...), chan thuong du
mat, khoi u, viém...co tir 21,2 - 28,2% liét khong xac dinh dugc nguyén
nhan. Ty nguyén nhan ma liét ddy TK III biéu hién dudi 6 hoi chimng
¢6 tinh chat dinh khu vi tri t6n thuong. Hoi ching tht 7 1a liét day TK
III riéng 1é, bao gdm: liét nhan (liét co nang mi bén d6i); liét ré (doan
trong than ndo: biéu hién bang cac hoi chimg ciia cudng ndo, nhan do..)
do thiéu mau, khéi u, viém...; hoi chimg thoat vi moc hai mi (do u
ving trén 1éu), phinh dong mach thong sau (liét c6 kém dan dong tir),
hoi chimg xoang hang, hoi chimg dinh héc mit ( liét kém theo nhiéu
day TK so), tai sinh léch hudng (chi gip trong liét day TK III) do chén
thuwong, viém, khdi u, phinh mach...va liét c6 bat thuong dong tir (do u
ndo, viém ndo, X0 cung rai rac, dai thao duong, xudt huyét ndo, ngd doc
ruou, bach hau, giang mai, chén thuong so...
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1.2.2. Ddy than kinh IV: 1a day TK so nhé nhit nhung duong di dai
nhét va duy nhét di ra & mit sau than ndo. Tir nhan xam & trung néo, sat
nhan day TK I1I, ddy TK IV di qua cubng ndo, xoang hang, khe hc mit
trén dén hoc mét chi phdi co chéo trén. Py 1a hinh thai liét gy lac
ding nhiu nhét véi song thi va léch déu cb dic trung. Liét day TK IV
bam sinh 1a phd bién, chiém tir 29% - 67%. Liét mac phai thuong thap
hon nhiéu va do cac nguyén nhan dugc sip xép theo qui tic: 10-20-30-
40. Bo 1a 10% u tan sinh, phinh mach, 20% do thiéu mau), 30% khong
xac dinh duoc, 40% do chin thwong. Tir dic diém giai phiu, cac triéu
chimg liét day TK IV va nguyén nhan dugc tém tit thanh 4 hoi chimg:
hoi ching nhan ré (do xuit huyét, nhdi mau ndo, chan thuong...), hoi
chung khoang dudi nhén (do bénh mach, u nio, chan thuong), hoi
ching xoang hang va hoi chirng héc mit (do khéi u, viém ...); hoi
chung thtt 5 danh cho céc truong hop ngoai 1€.

1.2.3. Ddy thin kinh VI: nhan ndm & cau ndo, di ra tir rinh hanh cau,
qua mom xuong d4, xoang hang vao héc mit chi phdi co thiang ngoai.
Do céu tric manh dé lai c6 duong di trong khoang dudi nhén dai nhat
nén thuong bi tén thuong nhiéu nhat: liét day TK VI chiém tir 40,1 -
46,8% BN liét van nhén. Triéu chimg d& nhan biét nhat do chi gy liét
co thiang ngoai. Liét chu yéu 1a mic phai, c6 18 - 30% BN khong tim
duoc nguyén nhan. Tuy ton thwong ddy TK ma 14m sang biéu hién ¢ 5 vi
tri khac nhau la: doan than ndo (do u hd so sau, viém, thoai hoa...) co
cac hoi chung dac hi¢u (Millard Gubler, Raymond, Foville, Horner);
doan gitra cAu ndo va san hd so sau (do u, viém gia u gay tiang ap luc so
nio); doan dudi diy ching buém da (do viém, ap xe, chin thuong ving
xwong d4: hoi chimg Gradenigo); doan xoang hang (do viém, khéi u,
phinh mach, thong dong tinh mach) gy liét nhiéu day TK véan nhéin va
so ndo khéc; doan hc mét (do khéi u, viem giau, chén thuong...)

1.2.4. Ligt nhiéu DTKVN: hau hét cic nghién clu cho thdy liét
DTKVN chii yéu 1a don thuan, liét phdi hop c¢6 tin suét thap hon.
Nguyén nhéan thudng do ton thuong & nhitng ving c6 nhiéu day TK vén
nhin, so ndo di qua nhu xoang hang, hdc mét boi: chan thuong, bénh
mach, khdi u, viém hodc nhiém trung. ..

1.3. Piéu tri liét day than kinh IV

1.3.1. Nguyén tic diéu tri: phuc hdi chirc nang sinh 1y van nhan cua co
chéo trén ( do day TK IV diéu khién) va béo vé thi giac hai mat. Vi vy can
diéu tri som, tich cuc, két hop nhiéu phuong phap. Ddi vai liét méc phai
can diéu tri nguyén nhan gy liét két hop diéu tri triéu ching tai mét.
Déi v6i 1iét bAm sinh: phau thuat cang sém, cang tdt, tranh nhuoc thi va
tao tur thé bu trir anh hudng dén chire ning thi giac va tham my.

1.3.2. Phwong phdp diéu tri tai mit

1.3.2.1. Piéu tri khéng phdu thudt: chi dinh véi liét mic phai trong
thoi ky chuyén bién (9 thang dau tir khi bi bénh).

Bit mat ludn phién: nham han ché song thi, nhugc thi, tu thé bu trur.
BN can bit luan phién 2 mit dén khi hét song thi.

Peo ldang kinh gitup bao ton hop thi va tranh song thi. C6 thé ding
lang kinh véi s6 di dp phu hop dé diéu chinh d6 lac nho, khong xoay.

Tdp vdn nhan trong khong gian: dé han ché bai nhugc & co liét va
co cung thu phat ¢ co dbi van, hd trg co liét phuc hdi. BN tap dua mat
manh va tdi da vé phia hoat truong ctia cac co van nhéan, dac biét phia
co bi liét. C6 thé tap trén may Synopthophor dé duy tri thi giac hai mét
va mé rong bién d¢ hop thi.

Tiém Botulium Toxin vao co doi van cta co chéo trén dé han ché
su qua hoat, co clrng ctia cac co nay song hi€u qua chua ro rang, con co
nhiéu quan diém trai chiéu.
1.3.2.2. Diéu tri phdu thudt: chi dinh v6i liét bAm sinh va liét méc phai
d3 6n dinh (sau 9 thang bi bénh).

Muc dich: chinh 1&ch truc nhdn cu, cai thién van nhin, m& rong
trueong nhin khong song thi, han ché tu thé 1éch dau veo cd.

Phéc d chi dinh phau thuat diéu tri liét day TK IV (Theo Knapp):

- Do lac nguyén phat < 15 di 6p lang kinh (PD) chi can thiép mot
co. Lam test co chéo trén dé danh gi4 tinh trang qua hoat co chéo duéi:
néu ¢ qua hoat thi cit budng co chéo dudi hodc Iui co thing trén cung
miét. Néu khong qua hoat: 1ii co thing trén cung mét khi co co cling
hodc gip co chéo trén néu co yéu rd hodc Iui co thing dudi mét bén.

- Do lac nguyén phat > 15 PD cin can thiép hai co hodc hon: lui
hodc budng co chéo dudi va i co thiang trén ciing mét néu co co cing
hodc gip co chéo trén néu co yéu rd hodc Iui co thing dudi mat bén.
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Diéu tri liét diy TK IV hai méat: quan diém chua thong nhat: co thé
cit budng hodc 1ui ca 2 co chéo dudi.

Khi liét do bét thuong can co (liét bam sinh), Helveston da dé xuét
gip co chéo trén hoic rit co néu cin co 16ng 1éo hodc ching.

Khi liét c6 lac xody ngoai: ¢ thé dp dung phiu thuat Harada - Ito
¢b dién (1964): tach doi can co chéo trén, chuyén céac soi co phia trude
ra trude ngoai nham ting cuong kha ning xody trong ctia nd. Phau thuat
nay néu két hop vai khau chinh chi (phuong phap ctia Metz va Lerner)
¢6 thé chinh toi 10° 1ac xody ngoai ¢ tu thé nguyén phat va 15-20° & tu
thé nhin xudng dudi, tuy nhién khé thuc hién néu da phiu thuat co chéo
trén trudc d6. Nguoc lai, co thé phau thuat cét gan sau co chéo trén dé didu
tri hoi chimg chir A khi liéc mat xudng dudi.

Khi liét day TK IV ¢6 d¢ lac thap, Knapp canh bao khong nén gip
can co chéo trén ma nén phiu thuat co chéo dudi dé dé phong hoi
chimg Brown thir phat, tuy nhién c¢6 thé han ché bang cach tach can co
khoang 15mm theo chiéu dai co.

Hién nay phau thuat thuong dugc thuc hién trudc nhit 1a lam yéu
co chéo dudi bang lui hodc budng co. Pay 1a phau thuat an toan, dic
biét hiéu qua ddi véi do lac dimg thap. Trong d6 phiu thuat budng co
duogc dé xudt nhidu nhat (tir 61,5 - 95%). Vi do lac dung cao co thé két
hop budng co chéo dudi va Iui co thang trén hodc 1ui co thang dudi bén
dbi ciing cho két qua kha quan. Thanh cong dat dugc sau trung binh 1,5
lan phau thuat trén mot hodc hai co, mic do tdt dat dugc tir 65 - 85% ,
phiu thuat an toan, khong c6 bién chimg trim trong.

Chuong 2: POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. Péi tuwgng nghién ciru: tat ca BN kham tai Bénh vién Mit Trung
uong duoc chan doan 1iét DTKVN va cac BN diéu trj liét day TK IV tu
thang 01/2014 dén thang 06/2018.
Tiéu chudn logi triv
- BN khéng hop tac kham hoic khong dong y tham gia nghién ciru.
- Liét DTK'VN do bénh Iy co van nhan (nhuoc co, bénh Iy tuyén gidp. ..)
- BN d phéu thuat lac trude khi mic bénh.
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2.2. Phwong phap nghién ciru
2.2.1. Thiét ké nghién ciru: nghién cru md ta 1am sang cit ngang (cho
muc tiéu 1) va nghién ctru can thiép 1am sang tién ctru khong c6 ddi chimg
(cho muc tiéu 2).
2.2.2. C& mdu
Muc tiéu 1: dung cong thire tinh ¢& mau cho nghién ciru mo ta:
Z(21—(x /2y-P4q

n= —d2

n: s6 lugng BN can thiét dé nghién ciru c6 y nghia.

Z: tri sb gidi han cua d¢ tin cay.

Khi o= 0,05, Zi.on= 1,96, mitc d6 tin cay 1a 95%.

p: ty 1&é udc lugng cia liét DTKVN = 0,35

a=l-p

d: sai s0 t0i thiéu cho phép = 5%

n tinh dugc x4p xi 350. Thuc té, nghién ctru tién hanh trén 389 BN.
Muc tiéu 2: nghién ctru lay tat ca s BN duoc chan doan liét day TK IV
tir muc tiéu 1 dé chuyén sang thuc hién muc tiéu 2.

2.2.3. Chon mdu: bit du tir thang 1/2014, tit ca cac BN dap tng du
tiéu chuén nghién ctru dugc chon lién tuc cho dén khi du s6 luong.
2.2.4. Phwong tién nghién cuu

- Bang thi Iyc Snellen, bd soi bong déng tlr va may do khuc xa tu dong,
hop kinh, thude do d6 16i Hertel, bd nhan ap Maclakov.

- Céc phuong tién kham lac va chic ning thi giac hai mat: test bon
diém Worth, may Synopthophore, ling kinh.

- May soi day mit, may sinh hién vi

- Can lam sang: xét nghiém mau, X- quang, chup ct 16p vi tinh so
ndo (CT Scanner), chyup cong hudng tir s¢ ndo ( MRI)...

- Két qua kham chuyén khoa tim mach, than kinh, noi ..

- Bo phau thuat lac, chi phau thuat, thudc té ...

- Bénh an nghién cuu.

2.2.5. Qui trinh nghién cvru
2.2.5.1. Héi bénh: 1y do kham, thoi gian, hoan canh xuét hién va sy
bién ddi cua céc triéu chung va dau hidu di kém, BN di kham, diéu tri ¢
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dau, két qua.. .Tién st ban than: san khoa, cic bénh mét va toan than da
miéc va tién sir gia dinh.

2.2.5.2. Kham bénh nhdn

Pdnh gid chirc nang mdt

- Po thi lyc khong va c6 chinh kinh.

- Po thi giac hai mét bang test 4 diém Worth

- Po khiic xa bang phuong phap soi bong ddng tir va khiic xa may.
Kham vin nhan

- Kham lac bang cac nghiém phap che mét - bo che mat, Hirschberg,
bang lang kinh va bang may Synophtophore.

- Kham van nhén theo so dd hoat truong co van nhan, danh gia
muc d6 qua hoat hodc thiéu hoat cac co theo 4 mirc do..

- Kham song thi st dung kinh xanh - dé

- Panh gia tu thé bu trir ciia ddu mit cd. Dbi voi cac BN liét day
TK IV, mic do léch dau cb duoc do bang phwong phap ude lugng theo
d6 nghiéng so vai cac binh dién dung doc, dimg ngang hay mit phing
nam ngang. Pong thoi danh gia sy mét can xtmg mat (1ép ma). Cac BN
déu dugc chup anh dé so sanh két qua trudc va sau phau thuat.

- Mot s test nhu Bielschowsky hay test 2 diia Maddox
Khdm phdt hién cdc bat thuong kém theo tai mdt va toan than.
2.2.5.3. Kham cdn ldm sang va cdc chuyén khoa lién quan.

Tuy dau hiéu goi ¥ dé co chi dinh can 1am sang phu hop va kham
chuyén khoa can thiét:: chup hé mét, so ndo thing - nghiéng, chup CT
Scanner, MRI, chup mach méu ndo, xét nghiém chirc ning tuyén giap, test
Prostigmin, Tensilon, xét nghiém cong thirc mau, dudng huyét, xét nghiém
dich ndo tay, giai phdu bénh .... Cac BN liét ddy TK IV chup anh day mét
quan sat hoang diém. Kham chuyén khoa: than kinh, noi tiét, tim mach. ..
2.2.5.4. Chin dodn
Xac dinh: tén day TK liét, vi tri liét, liét don thuan hay phéi hop.
Nguyén nhén: 1iét bAm sinh hay méc phai (tén nguyén nhén).
2.2.5.5. Diéu tri liét ddy than kinh IV
Chi dinh diéu tri

- Nhém 1 (diéu tri ndi khoa): BN liét mic phai, thoi gian méc bénh
dudi 9 thang: diéu tri nguyén nhan (néu tim dugc), diéu trj tai mét b?mg
bit mét luan phién, tip van nhén trong khong gian, c6 thé deo lang kinh.
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- Nhom 2 (diéu tri phau thuat) gom cac BN liét bam sinh va méic phai
¢6 thoi gian phat hién bénh trén 9 thang. Chon phuong phap phau thuat
dua vao d6 lac & vi tri nguyén phat, thur phat; tinh trang qua hoat cta co
d6i van, phdi van: co chéo dudi, co thing trén (cing bén), co thing
dudi (d6i bén), mic d6 yéu ciia can co chéo trén khi test co.

+ Khi d¢ lac ¢ vi tri nguyén phat < 15 PD

Néu co chéo dudi qua hoat: cit budng co hodc lui co chéo dudi

Néu co chéo dudi khong qua hoat: i co thang trén néu co nay
co cung hodc i co thang dudi bén ddi dién.

+ Khi d6 lac ¢ vi tri nguyén phat > 15 PD: can thiép 2 co hodc hon: cit
budng hodc N co chéo dudi cing bén, i co thing trén néu co co clng,
hodc I co thing dudi bén dbi. C6 thé phdi hop nhidu k§ thudt khi can.

+ Khi ¢6 d¢ lac ngang kém theo: néu do lac ngang < 15 d¢: doi két
qua diéu chinh do lac dung; néu do lac ngang > 15 do: phau thuat co
thang ngang két hop theo phuong phép dinh luong.

Héu phéu: BN didu tri theo don thudc va ra vién trong ngay.
2.2.5.6. Tiéu chi danh gia
Muc tiéu 1

- Piac diém BN liét DTKVN: tudi, gidi, tién sir, didu tri trudc vién, li do
kham. Két qua thi lyc, tinh trang nhugc thi, thi giac hai mt.

- Triéu chiing co nang, déu hiéu thuc thé cua lac, song thi, ri loan
vén nhan, 1éch dau cd. ..

- Ty 18 liét DTKVN don thuan, phdi hgp, mot bén, hai bén.

- Cac nguyén nhan gay liét

Liét bAm sinh: xuét hién tu nhién ngay sau dé (tién su, anh cil ...)

Liét méc phai:

+ C6 nguyén nhan: ty 1é cac nguyén nhan theo nhom: chan thwong,
khéi u, bénh mach mau, cac nguyén nhan khac.

+ Khong rd nguyén nhan: khong phat hién dugc qua tham kham.
Muc tiéu 2

Theo ddi sau diéu tri 2 tudn, 1 thang, 3 thang, 6 thang, 9 thang, 1
nam. Panh gia két qua ¢ cac thoi diém: dudi 1 thang, tir 1 - 9 thang va
sau 9 thang vé céc dit liéu: tridu ching co nang, déu hiéu thuc thé: do
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lac, mirc d6 cai thi€n van nhan, song thi, tu thé bu trir; bién chimg phau
thuat, phuong phap phau thuat: s ¢o, s6 1an; sy hai long cua BN.
Danh gid két qua chung sau diéu tri theo tiéu chuan ciia Burke

- Tét: d6 lac ton du < 10DP, song thi giam nhiéu hoic hét, dau cb théng.

- Trung binh: d¢ lac 10 - 20DP, song thi giam it, tu thé dau cb giam.

- Kém: do lac > 20PD, song thi va tu thé dau c6 khong giam.
2.2.5.7. Xir Iy két qua: s6 liéu ghi chép theo mau, xtr Iy bang chuong
trinh SPSS 16.0. So sanh cac bién dinh luong bing t-test, so sanh cac
bién dinh tinh bang test x2. Gia tri p < 0,05 duoc coi 12 ¢6 ¥ nghia théng
ké, str dung dé kiém dinh sy khac biét vé két qua.

Chuwong 3: KET QUA NGHIEN CUU

3.1. Nguyén nhén giy liét ddy than kinh vin nhin

3.1.1. Pic diém bénh nhén

3.1.1.1. Tan xuit ciia ligt diy TK vdn nhén: trong tong s6 389 BN liét
cac DTKVN, ¢6 362 BN (93,1%) liét DTKVN don thuan, liét day TK
Il gip nhiéu nhat (33,6%), day TK IV: 32,9%; it nhat la day TK VI
(26,6%), su khac biét vé ty 1¢ liét timg day TK khong c6 ¥ nghia thong
ké vé6i p > 0,05. C6 6,9% sb BN liét phéi hop nhidu day TK.

3.1.1.2. Vé tuéi: liét day TK III, VI gip chi yéu & tudi tir 16-60, chiém
63,2% trong khi li¢t day TK IV lai & tudi dudi 16 (65,6%), su khac biét
¢6 y nghia thong ké véi p <0,05.

3.1.1.3. Vé gidi: khong c6 khac biét véi ty 16 59,9% nam va 40,1% nit.
3.1.1.4. Vé mait liét: c6 90,7% BN liét & mot mat, khong co khac biét
giita ty 16 liét & mét phai va mat trai. BN 1iét 2 mét chi c6 9,3%, trong
d6 day TK VI chiém ty 1& cao nhat.

3.1.1.5. Vé thoi gian khdm: ty 18 liét day TK III, VI va liét nhiéu day
TK di kham trong thang ddu lan luot 1a: 59,6% - 64,1% va 70.4%.
Nguoc lai liét ddy TK IV BN di kham sau 6 thang chiém dén 77,4%.
3.1.1.6. Ly do BN di khdm phd bién 1a: 1ac mét (68,9%), léch dau cd
(59,4%), song thi (50,4%) ...

3.1.1.7. Déiu higu ldm sing: t&r chimg lac liét c6 ty 16 khac nhau & mdi loai
liét day TK. Triéu chung lac mét va han ché van nhan c6 ¢ tat ca BN.
3.1.1.8. Cin lam sang: duoc sir dung dé tim nguyén nhan nhiéu nhét 1a
CTScanner (%), MRI so nédo (%), xét nghiém sinh héa mau (%)...
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3.1.2. Nguyén nhén gy li¢t diy thin kinh vgn nhan
Két qua nghién ctru cho thdy: c6 toi 283/289 (72,8%) BN liét
DTKVN do méc phai, liét bam sinh chi ¢6 27,2% BN, cha yéu gip ¢
liét day TK IV (77,3%), khac biét c6 ¥ nghia théng ké (p < 0,005).
3.1.2.1. Nguyén nhén chung ciia li¢gt DTKVN do mdc phdi
Bdng 3.1. Nguyén nhdn gay liet DTKVN md'cphtii

Nguyén nhan m Day TKI‘:;"' nhéin Vi N(:n;f’u Tong s6 p
tl?ilj;lg 45 (36,0%) (551,5%) (43??%) (511,3%) (421,11?%) 0.0316
;ﬁ;ﬁ f;tl,: 38 (30.4%) [3(103%) | 2120.6%)| | 4,48%) (23?36%) 236 | 00421
dggc Khéiu| 12 (9,6%) | 1(3,5%) | 10 (9,8%) (11,31%) (9’226%) (33,4%) 00683
kljf:c 11 (8,8%) |2(6,9%) | 6 (5.9%) (22,62%) (8’285;/0) 0,0610
Kh;'l‘frﬁ 19 (15,2%) (2471%) (2027;%) 0 47 (16,6%) | 0,0480
Téng s6  |125(44,3%) (102’3%) 102 (36,0) (9’257%) 283 (100%)

Trong s6 283 BN liét DTKVN di c6 236/283 (83,4%) BN xac dinh
dugc nguyén nhan, con lai 16,6% s6 BN liét DTKVN 11, IV, VI khong
tim dugc nguyén nhan. Phan chia cac nguyén nhan theo nhom chiing t6i
thdy: chan thuong ving ddu mit 1a nguyén nhan gay liét DTKVN nhiéu
nhét, chiém dén 42,1%. bao gém: v& xuong so, dap néo, Xuét huyét nao,
méu tu dudi, ngodi mang cimg, v& xwong hodc dung dap hdc mit. Pung
thir hai 1a nhom cac bénh mach mau (d4i thao duong, ting huyét ap,
phinh mach, tai bién mach, tang m& mau...) chiém 23,3%. Khéi u noi
so va ung thu di cén chiém 9,2% con lai 8,8% sd BN liét boi cac
nguyén nhan khac.
3.1.2.2. Nguyén nhan liét diy TK 111

Trong s6106 BN xéac dinh duoc nguyén nhan liét, c6 74 BN
(56,5%) tim dugc vi tri liét cia day TK III. Trong do, tai khe trén héc
miét, hdc mit c6 56/74 BN(75,7%), vi tri tiép theo 13 xoang hang
(17,6%), ndo giira (4%) va khoang dudi nhén (2,7%). S6 con lai 32
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BN (24,4%) khong xac dinh dwoc vi tri ton thuong tuy nhién day l1a
nhom BN liét day TK III & BN ¢6 bénh toan than nhu: bénh mach mau
man tinh (dai thao duong, ting huyét ap) & giai doan tién trién: 27/32
BN va mot sé bénh khac: xo cung rai rac, nhiém HIV...

Trong 74 BN tim duoc nguyén nhan theo vi tri, thdy chén thwong
(v& so, dap ndo, tu mau, xuit huyét ndo...) dimg dau véi 42/74BN
(56,8%), tiép dén la bénh mach (phinh mach, xuat huyét nio, thong
dong tinh mach canh xoang hang) chiém 10,8%; cac khdi u (cubng nio,
mang ndo, xuong budm, vom va ung thu di cin) chiém 9,4%. Con lai
23,0% la cac nguyén nhan khac (viém lan can, ki sinh trung).

Mot s6 yéu té lién quan dén nguyén nhan gy liét: chén thuong la
nguyén nhan gy liét nhidu nhat & BN do tudi lao dong (62,1%). Ty 1&
liét day TK III do chan thuong & nam 1a 64,7%, nhiéu hon nit (39,1%);
trong khi d6 bénh 1y mach mau & nit (21,6%) lai nhiéu hon nam (3,9%), su
khac biét co ¥ nghia théng ké véi p < 0,05. Vé mue d6 liét, thiy rang: chin
thuong van 1a nguyén nhéan dimg dau trong nhom géy liét khong hoan toan:
42/71 BN (59,2%) nhung bénh mach mau lai gay liét cho 3/3 BN (100%)
liét hoan toan. Sy khac biét c6 y nghia voi p < 0,05.
3.1.2.3. Nguyén nhan gay li¢t day TK IV

Trong 128 BN liét day TK IV c6 téi 99/128 BN (77,3%) liét bam
sinh. S6 con lai 29 BN liét do méc phai. Trong d6 22/29 BN (75,9%)
tim dugc nguyén nhan. C6 20/22 BN xac dinh dugc vi tri ton thuong
(90,9%) cu thé: 12/20 BN (60,0%) tai khe trén héc mét va hdc mat, 7/20
BN (35%) tai xoang hang va 1 BN tai ndo (5%).Tai cic vi tri ton
thuong nay, chan thuong ving dau mit & 16/20 BN (80%) gip & nam
(70%) 1a chii yéu. Nhém bénh mach méau, khdi u va nguyén nhan khac
chiém ty 18 thip hon. Su khéc biét c6 y nghia thong ké (p < 0,05).
3.1.2.4. Nguyén nhdn gay liét day TK VI

Trén 103 BN liét ddy TK VI thdy nhom méc phai c6 102/103 BN
(99%), trong d6 81/103 BN (78,6%) tim dwoc nguyén nhan va 59/81
BN (72,8%) xé4c dinh dwoc vi tri ton thuong, gdm: ving khe trén hdc
mit 57,6%; ving xoang hang: 20,3%; viing goc cau tiéu ndo: 11,9% va
than ndo: 10,2%. C6 21,4% (22/81) BN khong rd vi tri ton thuong. Khi
xem xét nhitng BN nay thay: 19/22 BN (84,6%) dang trong giai doan
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tién trién ciia cac bénh mach mau man tinh: dai thio dudng, ting huyét
ap, xo vira mach, bénh van tim... c¢6 3/22 BN (13,6%) dang diéu tri
bénh xo cimg rai rac, nhiém HIV va sau sdt cao.

Chan thuong so ndo, héc mét, mat ham, xoang hang 1a nguyén
nhan hay gip nhét v6i 33/ 59BN, chiém 56%; tiép dén 1a khbi u (mang
ndo, so hau, than néo, ung thu di can) chiém 22,0%; bénh mach (phinh
mach, xuat huyét ndo) chi chiém 3,4% va cac nguyén nhan khac ( viém
xoang hang, t& chirc hc mit, xoang, xuong dé...) chiém 18,6%.

Mot sb yéu td lién quan dén nguyén nhan gay liét gdm co: BN liét
trong do tudi lao dong co dén 49/59 BN chiém 83,1%; trong do6 liét do
chén thuong chiém t6i 57,1%, ddc biét c6 dén 61% BN la nam trong khi
d6 BN nir chi chiém 44,4%. Su khéc biét c6 y nghia thong ké.
3.1.2.5. Nguyén nhén gy liét nhiéu DTKVN phéi hop

C6 27 BN liét nhiéu day TK, trong 6 nhom phdi hop cac DTKVN
¢6 17/27 BN chiém 63%, con lai 1a liét phdi hop cac day TK so khac.
100% BN liét méc phai va déu tim dugc nguyén nhan, trong dé chén
thuong d4u gap nhiéu hon ca véi 14/27 BN (51,9%), bénh 1y khi u chiém
22,2%, bénh mach mau chiém 14,8% va céc bénh ly khac (11,1%). Su
khac biét c6 y nghia thong ké véi p < 0,05. Cac vi tri ton thuong gy liét
nhiéu day TK d6 1a: so ndo, hoc mét, dinh hdc mit, xoang hang...BN liét &
mot mét chiém dén 92,6%, gip chu yéu & tudi lao dong voi 81,5%.

3.2. Két qua diéu tri liét day than kinh IV
3.2.1. Pic diém bénh nhin

Nghien ctru 149 BN liét day TK IV ¢ 128 BN liét don thuan va 21
BN liét ph01 hop, trong d6 105 BN nam (70 5%), 44 BN ntr ( 29,5%)
véi do tu01 trung binh 1a 13,5 + 5,5 tudi. Liét & mat phai: 86 BN
(57,7%), mit trai: 54 BN (36,3%), hai mét: 9 BN (6,0%). C6 99 BN liét
bam sinh va 50 BN liét méc phai.

3.2.2. Phwong phdp diéu tri

3.2.2.1. Piéu tri ni khoa: chi dinh cho BN thudc nhom 1, gdm 50 BN
liét méc phai (thoi gian méc bénh dudi 9 thang): diéu tri theo nguyén
nhan tim thay két hop diéu tri tai mat bang bit mit luan phién va tap van
nhan, khong c6 BN nao deo dugc ling kinh. Két qua: c6 21 BN tim
dugc nguyén nhan c6 19/21 BN khoi bénh (90,5%), 2 BN tit vong do
ung thu giai doan cubi. Co 29 BN khong tim dugc nguyén nhan: 7/29
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BN (24,1%) hét liét trong vong 9 thang , 22/29 BN diéu tri khong két
qua chuyén qua nhom 2 diéu tri phau thuat (PT). Ty 1¢ khoi gitra nhom
tim dwoc nguyén nhan va nhém con lai ¢6 su khéc biét c6 ¥ nghia théng
ké v6i p < 0,05. Két qua chung ciia nhom 1 sau diéu tri 1a: tot: 24/48
BN (50%); 4,2% BN trung binh va 45,8% BN co két qua kém.
3.2.2.2. Diéu tri phéiu thugt
Dic diém BN phdu thudt

Nhém 2 gbm 121 BN, c6 99 BN liét bam sinh (81,8%), 22 BN liét
miéc phai (18,2%) sau 9 thang diéu tri ndi khoa khong két qua. Mirc do
thi luc va ty 1¢ test Bielchowsky (+) khong c6 su khac biét gitta hai hinh
thai. V& do lac: c6 101/121 BN (83,5%) lac dimg don thudn, do lac trung
binh 14 19,5 + 7,6 PD va 20/121 BN( 16,5%) c6 lac ngang phdi hop, do lac
trung binh 1a 20 £+ 7,8 PD. Trong khi 57,5% BN liét b4m sinh khong co thi
giac hai mit thi ty 1& ndy & BN liét mic phai 1a 0%. 100% BN liét bam sinh
khong c6 song thi con tat ca BN liét méc phai lai co déu hiéu nay, ty 1€ 1éch
dAu c6 & liét bam sinh 1a 100% con & liét méc phai 1a 77,3%; ty 1é mét can
xtmg khuén mat (1ép ma) va xody hoang diém & liét bim sinh 1a 76,1% va
59,8% trong khi d6 liét mic phai khong c6 trudng hop nao; su khac biét
gitra hai nh6m nguyén nhan c6 ¥ nghia thong ké véi p < 0,05.

Theo phéan loai liét cia Knapp, BN liét day TK IV thudc nhom IIT
chiém 50,4%, nhom I: 39,7%, nhom VI: 7,4%, cac nhom khac: 2,5%.
Chi dinh va cdc phwong phdp phdu thudt dwoc dp dung
Cdc 1y do chi dinh phdu thudt BN liét ddy TK IV: bat thuong van nhan &
121/121 BN (100%); léch dau ¢ & 105/121 BN (87,8%); lac mét &
101/121 BN (83,5%), song thi & 22/ 121 BN (18,2%).
Cdc phwong phdp PT dp dung: PT co chéo dudi ¢ tit ca BN trong do:
cit budng co don thuan & 73/121 BN (60,3%); Buong co chéo dudi +
Lui co thang dudi d6i bén & 29/121 BN (24,0%). Budng co chéo dudi +
Lui co thing trén cting bén & 4/121 BN (3,3%); Budng co chéo dudi, lui
co thiang ngang & 12/121 BN (9,9%); Buédng co chéo dudi, 1ii thing
dudi, Iui co thing ngang & 3/121 BN (2,5%)
S6 lan PT: 89/121 BN (73,6%) PT mét 1an, 28 BN (23,1%) PT hai lan
va 4 BN (3,3%) PT ba lan.
S6 co phau thudt: s6 co can thiép dao dong tir 1 - 4 co.
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Két qud phéu thudt diéu tri liét day TK IV tai mit

Vé dp ldc: 36 lac dimg trung binh trude PT 13 19,5 £7,6 PD giam xubng
con 1,5 +£3,2 PD sau 6 thang. D§ lac ngang trung binh truédc PT 1a 25,0
+7,8 PD giam xuéng con 2,5 £3,6 PD sau 6 thang. Sy khac biét c6 y
nghia théng ké véi p <0,05.

Vé tw thé bt trir: 87,8% BN trude PT c6 do 1éch dau cd trung binh 1a 25
+ 8 d9, sau PT giam con 11,6%; d6 1éch trung binh chi con 8 £ 5 do
(nho nhat 12 0, 16n nhat 1a 15 d6). Do 1éch dau cd hét hoan toan & 88.,4%
BN sau PT 6 thang.

Vé song thi: 22/121(18,2%) BN c6 song thi trude PT, 6 thang sau PT
chi con 2 BN (1,7%).

12 vdn nhan: tradc PT tat ca BN ¢ han ché co chéo trén, qua hoat co
chéo dudi 6 cac mirc d9, sau PT 6 thang van nhan hau nhu tré vé binh
thuong. Sau PT lan tht nhat, c6 7 BN xuét hién qua hoat co chéo dudi &
mit con lai, kham phat hién liét co chéo trén hai mét da bi bo qua trude
PT. Sau PT bd xung van nhan 6n dinh.

Vé bit cin xiing mdt va xody hoang diém 13 dau hiéu thay déi cham
nhét. Ty 1€ BN c¢6 1ép ma trude PT 1a 76,1%, sau PT 6 thang con 28,9%.
Test Bielchowsky duong tinh & 96,7% trudce PT, sau PT con 15,7%.

Vé chive ning thi gidc: khong khéc biét vé thi luc trudc va sau PT. V& thi
giac hai mat & nhom BN liét bam sinh: trude PT c¢6 57 BN (47,1 %) khong
¢6 thi giac hai mat, sau PT 6 thang da c6 48 BN (39,7 %) c6 thi giac hai
mét & mirc dong thi, chi yéu 1a cac BN liét day TK IV ¢ d6 tudi dudi 10.
Vé bién chirng: sau PT c6 32 BN (26,4%) con do lac dimg, chuyén PT bd
xung; 21/121 BN (17,4%) c6 xuat huyét két mac. Mt s6 bién chimg khac: u
hat, seo x4u, rach két mac gap rai rac & mot vai BN.

Sw hai long:101/121 BN rat hai long (83,5%), 16 BN (13,2%) hai long
va khong hai long chi c¢6 ¢ 4 BN (3,3%).

Két qud chung sau phdu thudt c6 81,0% BN két qua t6t, 13,2%: trung
binh, 5,8% BN: kém. Sy khac biét c6 ¥ nghia thong ké véi p < 0,05.
Mt 56 yéu t6 lién quan dén két qud phdu thugt: 1iét diy TK mot hay
hai mét, bam sinh hay mic phai, mic d6 1éch dau ¢ cao la nhiing yéu
t6 lién quan dén két qua PT. Nguoc lai tudi, thoi gian bi bénh hay mirc
d6 lac lai khong thay sy lién quan ( p> 0,05).
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Chuong 4: BAN LUAN

4.1. Ban luin vé nguyén nhan giy liét day than kinh vin nhin
4.1.1. Bic diém bénh nhin nghién civu
4.1.1.1. Tan sudt liét cdc DTKVN

Trong s6 389 BN liét DTKVN c¢6 t&i 93,1% sé BN liét don thuin
mot day TK, trong d6 liét ddy TK III gap nhidu nhét rdi dén day TK IV,
day TK VI va cudi cung 1a liét nhidu DTKVN. Trong hau hét cac
nghién ciru lai cho thdy thir ty liét thuong 1a day TK VI, TK III va TK
IV. Von Noorden da timg nhan dinh khoang 60% tn thuong DTKVN
thudc vé day TK VI. Nhiéu thap ky qua tan suat liét cac diy TK van
tudn theo quy ludt do, tuy nhién gan day trinh ty nay da c6 thay ddi.
Nim 2018 nghién ciru cta Kijoung Kim da cho thy liét day TK III 1a
nhiéu nhét, tiép dén day TK VI va day TK IV. Trong mdt s6 nghién ctru
gan day cho thy ty 18 liét day TK IV ¢ xu hudng ting dan, tuy nhién
Abbas Bagheri cho rang sé BN liét khong phai ting thuc sy ma vi liét
day TK IV da nhéan duoc sy quan tdm, phat hién nhiéu hon. Két qua cua
chung t6i cling phu hop v6i nhan dinh nay.
4.1.1.2. Vé tuéi: trong khi 63,2% BN liét day TK III, day TK VI va
nhiéu day TK ¢ do tudi lao dong thi liét day TK IV lai co t6i 65,6% o
d6 tudi dudi 16. Pidu nay do ty 18 liét bAm sinh & day TK IV 1a cao
nhit. Két qua cta chung t6i twong ddng véi Richards, Rucker, Rush..
4.1.1.3. Vé gigi: khong khac biét. Két qua nghién ctru phu hop véi
Rush, Richard; tuy nhién mot vai tac gia lai cho thdy bénh gip & nam
nhiéu hon nit: Von Nooden (63,0%), Simons (67%) hay Abbas (61,8%).
Diéu nay c6 thé do cic nghién ctru khac nhau vé mé hinh, thoi diém.
4.1.1.4. Vé mat bi li¢gt: co t6i 90,7% BN liét & mot mat; khong co sur
khac biét giira mét phai va mat trai, két qua nay phii hop véi cac nghién
ctru khac. Dbi véi liét ca hai day TK thi ty 18 liét hai day TK VI gap
nhiéu hon mét cach ¢ y nghia so voi day TK III va IV. Diéu nay dwoc
ly giai boi ddc diém giai phau: hai day VI ludn chay song song, ngay tir
khi xuét phat di cach nhau chi 1 cm nén chung d& ton thuong dong thoi.
4.1.1.5. Thoi gian khdm: khi liét day TK III, VI va nhéu day BN
thuong di kham som vi cac biéu hién lac, song thi, sup mi... khién ho lo
lang, kho chiu. Con d6i vai liét day TK IV do phan 16n 1a liét bim sinh
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v6i biéu hién léch ddu ¢ nén thoi gian dau BN hodc bi bo qua, hodc
dén kham chuyén khoa phuc héi chirc ning. Pay la vin d& can dugc
quan tam, phd bién rong rii trong cong ddng.

4.1.1.6. Ly do di khdm: BN liét DTKVN thuong di kham vi lac mit,
song thi, 1é€ch dau cb hodc sup mi. Tuy nhién tan xuit 1i do kham la
khac nhau: ligt day TK III ¢6 51,1% BN kham vi lac, 42,7% BN kham
vi sup mi. Trong khi d6 liét day TK IV ¢6 t61 95,3% BN di kham vi 1éch
dau cb, con liét day TK VI lai kham chu yéu vi song thi.

4.1.1.7. Ddu higu lim sang: lac mat va han ché van nhén 13 hai dau
hi¢u gap & tat ca BN, con song thi, tu thé bu trr va mot sé dau hiéu
khac gip voi ty 16 khac nhau. Trén 1am sang liét DTKVN dugc chan
doan xéc dinh khi c6 it nhét hai ddu hiéu cia ttr ching kinh dién.
4.1.1.8. Két qud cdn lim sang va khdm chuyén khoa lién quan

Chup CT Scanner va MRI s¢ ndo c6 vai trd quan trong dé xac dinh
nguyén nhan va vi tri li¢t cac DTKVN. Da c6 292/389 BN (75,1%)
duoc chi dinh hai ky thuat nay dé phat hién bt thuong tai héc mat, so
ndo. CT Scanner xac dinh cac tén thwong xuwong va khdi choan chd,
MRI lai ¢6 vu thé trong tim kiém ton thuong mo mém, bénh mach. Két
qua nghién ctru phu hgp véi cac bao cao khac: Kiyoung Kim da sir dung
MRI cho 85,1% BN li¢t DTKVN, phat hién 34,9% do bénh mach:
phinh mach, théng dong tinh mach, xuét huyét ndo... Cac kham nghiém
khac: xét nghiém mau, siéu am hdc mét, test nhuge co cling c6 gia tri
nhét dinh trong tim kiém nguyén nhan liét va chan doan phan biét.

Viéc chi dinh kham chuyén khoa lién quan 1a can thiét dé khing
dinh nguyén nhan gy liét va diéu tri két hop bénh nguyén tim duoc.
4.1.2. Ban ludn nguyén nhan liét diy TK vdn nhdn

Liét DTKVN do méc phai chiém uu thé véi 72,8% BN, liét bam
sinh chi c6 27,2%, khéc biét c6 ¥ nghia thong ké. Két qua nay phu hop
voi danh gia ciia nhidu tac gia khac. Tuy nhién ddi voi liét day TK IV
thi ty 1& 1iét bam sinh lai cao hon hin véi 77,3%. Nhan dinh nay phu
hop v6i nghién ciru ciia thé gidi nhung lai khong phu hop v6i nghién
cttu cia N. N. Chung tai Viét Nam nam 2010. biéu nay la do BN liét
day TK IV da dugc quan tdm, phat hién nhiéu hon.

Vi tri ton thuong cac day TK cha yéu & phan than (cac vi tri nhén,
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ré ddy TK rat it duoc tim thy). O phan nay, cac bénh Iy tai khe trén hic
mét va hdc mit thuong chiém da s, tiép dén 1a xoang hang. Nghién
clru clia chung t6i phit hop voi mot s6 tac gia khéc.
4.1.2.1. Nguyén nhédn chung gdy liét DTKVN md'cphdi
Chén thwong diu mat: co 83,4% BN liét mic phai tim dugc nguyén
nhan, trong d6 chan thuong so ndo, hdc mét (do tai nan giao thong, sinh
hoat) dimg hang dau (42,1%). Két qua nay phu hop vi nghién ciru cia
Richard: 43,8% ( bang 4.1) nhung lai cao hon mét s nudc trong khu
vuc: Thai Lan (Ho. T.H: 33,7%); Han Quéc ( Kiyong Kim: 8,5%). Diéu
nay cho théy murc do tai nan cao ¢ nudc ta va viéc kham phat hién ton
thuong liét DTKVN ¢ BN bi chan thwong 14 can thiét, tranh bo sot.
Bénh mach mau: ding thir hai trong cic nhém nguyén nhan liét
(23,3%). Két qua ctia ching ti cao hon V.T. B. Thuy: 18,5% nhung lai
thap hon céc nghién ctru trén thé gidi, theo Kiyong Kim: 54,9% (Han
Qubc). biéu nay co 1€ do su khac biét vé& m6 hinh bénh tét va cach thuc
nghién ciru (kha ning thyc hién cac phuong phéap chan doan hién dai tai
Viét Nam con han ché). Bénh mach phé bién la: thong dong tinh mach,
phinh mach, dai thao duong, ting huyét ap...
Khéi u: 1a nguyén nhan gay liét dimg thir ba (9,2%), két qua nay ciing
phut hop véi hau hét cac tac gia. Nghién ctru ghi nhan nhiéu hinh théi u
nhung s6 luong khong nhidu. Khéi u ¢6 thé tir ndo: u so hdu, u mang
néo, u tidu ndo, u than ndo, u tuyén yén, u hdc mit...hodc do ung thu di
cin dén: u vom, u phé quan. Thyc té cho thiy: viéc chan doan nguyén
nhén can dat triéu ching cia li¢t DTKVN trong bénh canh 1am sang
toan than dé phén tich, danh gia. Surachatkumtonekul va Kiyoung Kim
d3d dua ra nhan xét:” tim nguyén nhan s& d& dang hon néu c¢é cac tén
thuong khac di kém”.
Cac nguyén nhan khac

Chiém ty 1¢ 8,8%, cac nguyén nhéan khéc gy liét DTKVN la: Zona
(virus Zona rat ai tinh voi cac té bao than kinh III), viém tic tinh mach
xoang hang, lao mang ndo ( kém lao tai, lao xuwong da gay liét hai day
TK VI: liét som, thay d6i, hét dan khi diéu tri lao c6 hiéu qua). Theo Ha
Huy Tién viém mang ndo do lao khi c6 ting ap luc ndi so thuong gay
ton thuong dong thoi hai day TK VI (30,0%). Viém da xoang, viém t6
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chirc hdc mit, viém cép khe trén héc mit (hoi chimg Tolose - Hunrt),
hoi ching suy giam mién dich (AIDS), xo cing rai rac, san ndo... ciing
duoc ghi nhan trong nghién ciru. Két qua cua ching t6i phii hop véi cac
tac gia khac.Tuy nhién, c6 nhitng nguyén nhan dugc nhic dén trong y
van nhung nghién curu lai khong ghi nhén duoc do 1a: giang mai (c6 1€
ngdy nay viéc phat hién va diéu tri som bénh 1y nay di han ché bién
chung cta nd, vi gom giang mai gay liét DTKVN chi xdy ra tir giai
doan III); bach héu, ubn van, nhiém doc, Guilain - Bare ...
4.1.2.2. Nguyén nhan li¢gt ddy than kinh IIT

Liét do bam sinh chi ¢6 6/131 BN (4,6%), déu 1 tré em, mac du tat
ca dugc chyp MRI nhung khong phat hién dugc truong hop nao co
phinh mach hoc u ting sinh. Két qua ciia chung toi khac véi nhan dinh
ctia mot s tac gia. Schatz NJ bao cao: & tré em, gan % truong hop liét
day I1I 12 bam sinh véi triéu chimg cua tai sinh sai lac, con Cox TA lai
cho thay 10 - 20% liét do phinh mach hoic u tang sinh, do d6 tat ca tré
em nén chup MRIL

Liét méc phai chiém dén 95,4%, tuy nhién c6 15,2% BN khong tim
duoc nguyén nhan. Trong sb nguyén nhan dwoc tim thdy, ding dau la
chan thwong dau mat (36%), tiép dén 1a bénh 1y mach méu (30,4%),
khéi u (9,6%) va cac nguyén nhéan khac... Két qua nghién ctru phu hop
vdi cac bdo cdo tai Viét Nam (c6 1€ do tinh trang tai nan giao thong ludn
gia tang), trong khi do, cac tac gia nudc ngoai lai thdy bénh mach mau
1a nguyén nhan ding dau (Kiyong Kim: 54,9%, Ho TH: 35,2%).

Trong 32 BN ¢6 bénh toan than thi 27 BN bj liét do thiéu mau &
BN ting huyét 4p va dai thao duong trong thoi ky tién trién (liét khong
¢6 ddng tir dan). C6 5 BN phinh dong mach thong sau déu kém theo dan
ddng tir. Pic diém nay pht hop véi cu tao giai phau cua day TK III:
nhanh dong tir ndm trong 16p ngoai day TK nén lién quan chat ché véi
ngudn cung cip mau nudi bao quanh nod. Vi vy, cic soi van dong dong
tir thuong khong bi anh huong trong 80% liét do thiéu mau (theo Asburi
AK, Barricks ME), nhung dé bi ton thwong trong 95% liét do chén ép
boi chén thwong, khdi u, phinh mach (theo Trobe JD).
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4.1.2.3. Nguyén nhan li¢t day than kinh IV

Khac véi day TK III va VI, liét diy TK IV phan 16n 1a bam sinh
(77,3%), két qua nay phu hop véi Scott AB (71,5%), Tadamichi (76,9),
Abbas (76,7%) va Fumiko (67%) nhung lai khac véi V.T.B. Thuy
(2011): 26,6%, c6 1& do nhitng nam trudc day, liét diy TK IV bam sinh
it dugc chu y, phat hién. Theo N.N.Chung (2010) c6 33,5% BN tré em
diéu tri 1éch dau cb do liét day IV bang cham ctru, phuc hoi chirc ning.

Liét méc phai chi chiém 22,7%, c6 24,1% s6 BN khong xac dinh
dugc nguyén nhan. Trong s6 75,9 % BN tim dugc nguyén nhén thi chan
thuong so ndo, héc mét 1a chu yéu. Pay ciing 1a nhom nguyén nhan
luén dung diu trong nghién clru cua cic tac gia khac: Helvesston
(54,7%), N.N.Chung (57,7%), Abbas (54,6%). Chin thuong so ndo: tén
thuong khoang dudi nhén, xoang tinh mach hang, xuit huyét ndo...1a
nhitng nguyén nhan gay liét ddy TK IV dugc tim thy trong nghién ctru.
C6 18 do dic diém giai phdu: day IV xuat phat tir mét lung ciia than nio,
lai c6 duong di trong khoang dudi nhén dai nhat nén dé bi ton thuong.
Chan thuong goc trong mét dé gay liét day IV vi viing nay c¢6 rong roc
co chéo trén. Khdi u 1a nguyén nhén it gip nhét (3,5%). Nhu viy
nguyén nhan cua liét diy TK IV vén tuan theo quy luat 10-20-30-40.
4.1.2.4. Nguyén nhan gay liét ddy than kinh VI

Nghién ctru ghi nhan téi 99% BN liét do méc phai, liét bam sinh
rat hiém, chi gip 1 BN (1%). D6i véi liét méc phai, mac di da tim kiém
nguyén nhan bang moi phuong phap song van c6 20,4% s6 BN khong
tim dwoc nguyén nhéan. Két qua nay pht hop véi Rucher (25%), Sanjay
(26%). Diéu nay phan anh dic diém mong mang, d& ton thuong cua day
VI béi nhiing anh hudng nhe, thoang qua tai ndo bd.

Trong cac nguyén nhan tim thdy, chan thuong so ndo, hdc mit (v&
xuwong so, xwong da, xwong héc mat, xuat huyét ndo, mau tu...) van
chiém ty 18 cao nhat véi 43,1%. Két qua nay twong dong vdi bao céo
ciia N.C.Hung (40,6%), V.T.B.Thay (40%), nhung cao hon nhiéu so
véi Rabih (3,7%), Richard (15%) Rucker (14%) Sanjay (12%). Piéu
nay mot 1an nita lai ching minh sy gia ting chan thuong tai Viét Nam.
Ké tlep la nhom bénh mach mau (20,6%): thong dong tinh mach canh
xoang hang dugc tim thdy ¢ 3 BN, déy 1a bénh 1y gay liét day VI duoc

24

dé cap trong nhidu nghién ctru. Nhém bénh giy thiéu mau mén tinh co
dai thao dudng va cao huyét ap giai doan tién trién 1a nguyén nhan hay
gap nhit. Ty 18 9,8% liét do khdi u, phii hop voi Ruker (14%), Sadun
(5%). Trong d6 ung thu vom hong duoc tim thiy nhiéu nhat, c6 1& do
day TK VI & thap va gan vom nhét nén thuong bi anh huéng sém nhét
so v6i day IIT va IV. U tiéu ndo va u so hau gip nhidu ¢ tré em da duoc
Ha Huy Tién canh béo tir nhiéu thap ky trudc van dung dén tan bay gio.
4.1.2.5. Nguyén nhan gay liét nhiéu ddy thin kinh

Liét nhiéu day TK la véan dé chua dugc nhic dén trong cac nghién
clru nude ngoai. Tai nghién ctru nay ching t6i nhan thay c6 27/389 BN
(6,9%), trong d6 su két hop cua cac DTKVN 1a cha yéu (17/27 BN).
Tét ca BN déu liét méc phai, nguyén nhan dugc xac dinh va c6 bénh
canh phong phii (do t6n thuong phdi hop nhiéu day TK). Nguyén nhén
diang dau 1a chin thuong dau mat, tiép theo 1a bénh ly mach mau. Sy
két hop cua liét ca 3 DTKVN do thong dong tinh mach canh trong
xoang hang va viém t6 chirc hdc mét 1a nguyén nhéan gap nhiéu hon ca.
4.2. Ban luin vé két qua diéu tri liét day thin kinh IV

84,5% BN ¢ do tudi dudi 16, nam nhinh hon nit (61,7% so véi
38,3%) va 81,8% la hinh thai bam sinh. Két qua nay ciing trong dong
véi Abbas, V.B.Thuy va N.N. Chung.

Vé chitc ning mdt: ching t6i nhan thiy & nhom liét mac phai khong co
BN nao mét thi giac hai mit, trong khi d6 c6 57,5% BN liét bam sinh
khong co thi giéc hai mét, tap trung chu yéu ¢ BN dudi 10 tudi. Piéu
nay la do llet mac phai gap phan 16n & BN d6 tudi truong thanh khi thi
giac hai mét di phat trién va on dinh, ngugc lai liét day TK IV bam sinh
& cac BN dudi 10 tudi, thi giac hai mat kho phat trién binh thuong va
hoan thién. Két qua cua chung t6i nguoc voi nhan dinh cua Helveston
khi cho rang tu thé bu trir (1éch dau, veo c¢d) dé tranh song thi va day
cling 1a mdt hién tuong tich cuc dé bao ton thi giac hai mit, vi vay kha
nang phé thi it xay ra va tré it bi anh huong dén thi giac hai mat.

Triéu ching 1iét day TK IV ¢6 tinh doc dao, riéng biét nhu Bielchosky
duong hay qua hoat co chéo dudi. Miéc du cé sy khac biét vé ty 1¢ Xuét
hién nhung trong liét day IV biéu hién BN 1éch mit (76,1%) hodc xoay
hoang diém (59,8%) ma liét day TK III va VI khong c6. Nhan dinh nay
ciing tuong ddng véi cac tac gia khac. Muc dich caa PT 1a khir d6 lac,
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khéi phuc can bang cua mét, giam song thi hodc dua truong nhin song
thi ra khoi truong nhin trung tdm dé giam tu thé dau bat thuong.

S6 1an phiu thuit: nghién ciru c6 73,6% s BN dugc phau thuat mot
lan. Két qua nay twong dong voi phan 16n cac nghién ciru song thip hon
so véi Pila Merino Sanz (1,37+0,62).

S6 co phiu thuit: trong nghién ciru nay, s6 co can thiép 1 1an thuong 1
dén 2 co, s6 co can can thiép nhiéu nhét 1a 4 co. Nhu vay s6 co can can
thiép trung binh 1dn dau hay tong cac lan phiu thuét ciia chung t6i thip
hon Abbas (1,7 co va 6 co), Simon (5 co), Pila Merino Sanz (1,96 co).
Phwong phép phiu thuat

Chu yéu 1a phau thuét 1am yéu co chéo dudi cing bén bang budng
hodc i co, phiu thuat dugc thuc hién cho 100% cac BN, cao hon
Abbas (61,6%), Simons (54,0%), Pila MerinoSanz (71,2%). Pila nhin
manh 13 diéu tri liét co chéo trén chi béng phau thuat, nhung loai va sd
luong co can can thiép & 1an md dau tién chi nén can thiép 1 co va theo
ddi, tranh diéu chinh qua mic. See Also (2012) so sanh cit budng co chéo
duéi don thuan va 1ii co chéo dudi két hop 1 co thang dudi ddi bén thay
rang cét budng co chéo dudi don thuin cho ty 18 thanh cong 74% so véi
50% lui chéo dudi phdi hop 1 thang dudi dbi bén.

- DBéi v6i BN ¢ d6 lac dung 16n hon 15 PD, li co thing dudi dbi
bén két hop budng co chéo dudi cling bén ¢ hiéu qua tot 1a 81,3%, cao
hon Nejad (60%) va hiém khi thdy c6 tinh trang qué chinh.

- Lui co thing trén két hop budng co chéo dudi mat liét co hiéu
qua tot 81,8 %, 1a k¥ thuat dugc thyc hién trong nhiéu nghién ctru khéc.

- Can thiép co thing ngang phdi hop & nhitng BN ¢6 d6 lac ngang
trén 15 d6 dat hi€u qua tot & 80,5% BN. Knapp, Helveston, Abbas va
nhiéu tac gia khac ciing co chung chi dinh va dénh gia nay.

- Nghién ctru khong gép co chéo trén vi e ngai hoi ching Brown ¢
thé x4y ra sau phau thuat nhu da dugc nhiéu tac gia canh bao.
4.3.3.2. Ban ludn vé két qui
Ban luin két qua vé chire niing: vé chirc ning thi giac hai mt & nhom
BN liét bam sinh ting tir 42,4% truéc phiu thudt 1én 71,7 % sau PT 6
thang. Két qua ciia chung t6i ciing phii hop véi nghién ctru ciia mot s tac
gia khac. Nguoc lai song thi khong ¢6 & nhém bam sinh, chi ¢c6 & nhoém
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méc phai (19 %), sau PT giam con 2,8% va hét hoan toan sau PT 9 thang.
Ban luin két qua vé giai phiu

Vé dp lac: sau PT, do lac trung binh giam 14 PD d6 lac dung va 11,5
PD d¢ lac ngang. Két qua nay twong dong véi Abbas (1997 — 2007) va
Pila Merino Sanz (2001- 2015).

Vé qud hoat co ty 1& qua hoat co chéo duéi trudec mé gip & 100% BN
nhém bam sinh va 37,1% nhom mic phai, sau PT tinh trang nay hét
100%. Nhu vay, xac dinh qué hoat co chéo dudi céd y nghia quan trong
trong chin doan va diéu tri liét day TK IV, phu hop véi nhan dinh cia
cac tac gia khi nghién ciru sau vé van dé nay.

Vé tw thé bir triv: 87,1% BN trudc phau thuét co tu thé bu trir nhung sau
phiu thuat giam con 11,3%, diéu nay ciing phu hop véi mic do cai
thién song thi & nhom méc phai, tuy nhién ciing can phai theo ddi su cai
thién tu thé bu trir vé lau dai xem c6 cai thién song hanh cing song thi
hay khong. Mohammad cho rang léch dau veo ¢6 c6 thé xay ra do mit
hodc hé co xuong. Léch mat mirc d§ nhe phéi hop vai veo ) trong ligt
day TK IV bam sinh di duoc bao cao 1a cai thién t6t nhung & mirc do
nang hodc khong diéu tri kip thoi s€ kho co thé chinh sira thdm chi tiép
tuc tang 1én sau phau thuat.

Dau hiéu dic trung khac cua liét TK IV 1a Bielchowsky duong
tinh cai thién 16 ré tir 97,1% con 15,8%. Két qua nay cao hon Niu
(100% xudng 89,5%).

Vé bién chirng: mot sé bién ching cé thé Xay ra trong va sau phau
thuat nhu chady mau, rach két mac, ho mép, u hat két mac...tuy nhién
v6i ty 18 rat thip tuong tu cic bao cao khac.
Sw hai long ciia BN sau phiu thudt

Qua khéo sat BN va gia dinh, sau phau thudt di cé t6i 83,5% rat
hai long 13,2% BN hai long va khong hai long chi ¢6 ¢ 3,3%.
Vé két qud chung: phau thuat dat két qua tot 1a 81,1%. Tuy nhién két
qua nay it nhiéu khac Abbas (83,6%), Simons (60%), Pila Merino Sanz
(75%) c6 thé do hinh thai nghién ciru, tiéu chi ciing nhu thoi gian danh
gid con ¢c6 su chua hoan toan twong dong.
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KET LUAN

3.1. Nguyén nhén ciia liét ddy than kinh vin nhin
Liét ddy TK van nhin co d&én 63,2% & tudi lao dong, 1am sang
phong ph, liét chu yéu liét don thuan, & mot mit. Co 27,2% BN liét
bam sinh, trong d6 liét diy TK IV chiém da s6. D6i v6i hinh thai liét
day TK mic phai dd c6 83,4% sb BN tim dugc nguyén nhan bao gém
42,1% 1a chan thuong, 23,3% la bénh mach mau, 9,2% la cac khéi u,
nhitng nguyén nhan khac chiém 8,8% va 16,6% khong rd nguyén nhan.
Liét day TK III chu yéu do chin thuong tai ving khe trén héc mit va
héc mat, bénh mach mau (phinh mach, dai thao duong...). Liét day TK
IV bam sinh chiém d&n 77,3%, liét mic phai c6 dén 80 % BN do chin
thuong ving khe trén hdc mét, hoc mat. Liét day TK VI hau hét do mic
phai (99%) véi 56% do chén thwong ddu mit va 22% do khdi u tai ndo
hodc ung thu di can. Liét nhiéu diy TK van nhén phdi hop chiém 9,5%
nhung 100% tim dwoc nguyén nhén trong d6 51,9% do chén thuong,
tiép theo 1a khéi u, bénh Iy mach mau...
3.2. Két qua diéu tri liét day than kinh IV
Két qua diéu tri khong PT (cho BN liét day TK IV méc phai ¢
thoi gian méc bénh trong vong 9 thang) dat két qua tot 1a 50 %. Két qua
PT (cho BN liét bim sinh va mic phai c¢6 thoi gian bénh sau 9 thang...)
cho thiy: phuong phap PT chi yéu 1a 1am yéu co chéo dudi cing bén, c6
thé két hop vai I co thang dudi bén mét con lai khi do lac dimg 16n hon 15
di 6p lang kinh. C6 dén 60,3% BN can thiép mot co don thuan va 73,6%
BN thanh cong chi v6i mot 1an phiu thuat. Sau diéu tri, két qua tét dat
81,0% va 100% BN déu cai thién cac triéu ching 1am sang, ty 18 hai
1ong 13 96,7%. Phau thuit an toan, it bién ching.
HUONG NGHIEN CUU TIEP CUA LUAN AN
1. Theo dbi tién trién cua liét cic DTKVN theo nguyén nhén giy
liét gitip tién lwong va diéu tri.
2. Theo ddi két qua lau dai va cac yéu t6 anh huong dén két qua
diéu tri liét day TK IV theo nguyén nhan.
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INTRODUCTION

The eyeball is manipulated by the leprosy motor system controlled
by the cranial nerves (CN) No. III, IV and VI, referred to as the motor
nerve. These wires are nuclei deep in the brain stem, passing through
many structures of the brain to the eye socket, controlling the eye
muscles. Therefore, abnormalities of the skull and body diseases can
cause paralysis of the MN. Paralysis is usually caused by congenital or
congenital, with 25.7 - 29.3% of patients paralyzed with unknown causes.

Paralysis of motor nerve causes restriction of labeling, parallel
vision, squint, deflection of the neck and some other abnormalities in the
eyes, the whole body depending on the cause and stage of paralysis,
affecting the activities, aesthetics and functions. vision of patients if
detected and treated late. can also be a hint of some diseases that need to
be diagnosed and dealt with promptly such as cerebral aneurysms, brain
tumors .... Therefore, diagnosis of and causes will be helpful. treatment,
prognosis of the eye and body. The diagnosis needs a systematic,
meticulous examination, placing symptoms of paralysis in a generalized
illness and coordinating the related specialties.

Today, although there are more diagnostic support facilities, the
identification of the cause of paralysis remains a major challenge for
ophthalmologists.

In the labels of transport labels, Trochlear wires have the longest
path with the function of controlling diagonal muscles on the swirling
eyeballs inside, down ... Trochlear ligature accounts for 11.4 - 21.2% in
the list, is the biggest cause of strabismus. Dual vision and head (very
specific) due to paralysis make patients uncomfortable, greatly affecting
living and aesthetic. Especially the rate of congenital paralysis is quite
high (38 - 76.8%), when detected and treated late, can leave permanent
sequelae for patients.

In the world, there have been many researches on the scale of with
a large number of patients, intensive equipment, long tracking time ... In
Vietnam, there have been initial studies, but only in pathology and
treatment of each single form of paralysis, the number is not much, the
duration of short observation. Up to now, there has been no adequate
research on the cause of paralysis of and treatment of paralysis of CN
IV. Therefore, we carried out the thesis: ""Study the cause of paralysis
and treatment of CN IV paralysis" with purpose:

1. To study the cause of paralysis neurotransmitters.

2. To evaluate the results of treatment of nerve paralysis IV.

NEW CONTRIBUTIONS OF THE THESIS
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1- The first time, the cause of paralysis of in ophthalmology is
studied in a systematic way with a large number (nearly 400 patients) to
help ophthalmologists to have an overall view of .

2- The first time, the results of congenital and acquired CN IV
paralysis were evaluated on relatively large numbers of patients with
both non-surgical methods (PT) and surgery, which helped to select the
possible forms. The most effective and safe card for patients.

DEPARTMENT OF THE THESIS

The thesis has 129 pages, including: Introduction (2 pages), 4
chapters: Chapter I: Overview (31 pages); Chapter II: Subjects and
research methods (13 pages); Chapter 3: Research results (36 pages);
Chapter IV: Discussion (42 pages), Conclusion: 2 pages; New
contribution of the thesis: 1 page. There are also: references, 2
appendices, tables, charts, images that illustrate the research results.

Chapter 1: OVERVIEW

1.1. Characteristics of labeled motor and paralysis of the motor:
eyeball is operated by a motor transport system consisting of 4 straight
muscles: straight on, straight below, straight inside (by wire CN III),
external straight muscles (TK wire) VI control) and two cross muscles:
upper cross muscle (Trochlear), lower cross muscle (wire CN III). ). In
addition, CN III wires also dominate pupil motor, lash and upper lash
muscle. Therefore, when paralyzing the traumatic TK, it leads to
paralysis of the labeled muscles that the CN wire dominates. Paralysis
may be alone or in combination with cranial or other systemic diseases
that create a diverse and rich clinical landscape depending on the cause,
location and stage of the disease. A typical lumbar spondylitis often has
quadruplicular manifestations: squint, double vision, restriction of
lethargy and compensating posture,

can be accompanied by eyelashes, pupil abnormalities and signs
attached to the eye ... The whole body may experience abnormalities
that are paralysis and clinical causes (ultrasound, blood test, scan).
Brain scans, magnetic resonance imaging ...)
1.2. Characteristics and causes of paralysis
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The labeled motor muscles are governed by 3 cranial nerves: 111,
IV and VI are derived from the nuclei deep in the brain stem, which are
long and complicated. Labeling activities are also due to the close
coordination of cortical, mid-brain, central and inter-nucleus centers in
3 levels: high, middle, low corresponding to the area of the III, IV and VI
lines. Therefore, the cause of paralysis of CN is closely related to the
location of lesions, anatomical characteristics of the CN strings as well as
the nature of the lesions. The cause of paralysis of is abundant, diverse,
possibly due to brain damage or the effects of systemic diseases and is
often divided into the main groups: head and face injuries, vascular disease,
tumors and other causes ... Each form of can meet causes with different
frequencies. Diagnosis determines the cause of paralysis based on clinical,
subclinical and related specialty examination.
1.2.1. Nerve III (oculomotor): the nucleus is located in the brain stem,
passes through the middle of the brain, subarachnoid cavity, cavity
cavity, slot in the eye socket, into the eye socket that controls most of
the labeled motor transporters. TK III paralysis can be completely or
paralyzed, symptoms of paralysis are often abundant. The disease is
quite common, accounting for 15% - 25% of patients listed. Most
paralysis due to acquired with the causes arranged in the common order
are: vascular disease (diabetes, hypertension, aneurysm ...), head injury,
tumor, inflammation ... from 21.2 - 28.2% paralysis of the cause.
Depending on the cause, CN III paralysis manifests itself under 6
symptoms of locating lesions. The 7th syndrome is the individual III
paralysis, including: paralysis (lumbar lumbar paralysis); paralysis (the
part in the brain stem: manifested by the syndrome of the brain stem,
red nucleus ..) due to anemia, tumors, inflammation ...; Worm hernia
syndrome (due to tumor in the tent), posterior aneurysm (paralysis with
pupillary dilatation), sinus syndrome, ocular apical syndrome
(paralyzed with many cranial nerves), re birth defects (only seen in the
I paralysis) due to trauma, inflammation, tumors, aneurysms ... and
paralysis with anomalies (due to brain tumors, encephalitis, scattered
sclerosis, diabetes, hemorrhage brain, alcohol poisoning, diphtheria,
syphilis, skull injury ...
1.2.2. Nerves IV: is the smallest CN skull cord but the longest and only
pathway comes out on the back of the brain stem. From the gray core in
the middle brain, the III killer wire, TK IV wire goes through the brain
stem, sinus cavity, the eye socket slot to the eye socket that dominates
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the cross muscle. This is a paralytic form that causes the most
strabismus with dual vision and a characteristic neck deflection.
Paralysis of CN IV

congenital is common, accounting for 29% - 67%. Paralysis is
usually much lower and due to the reasons arranged according to the
rules: 10-20-30-40. These are 10% of newborns, aneurysms, 20% due to
anemia, 30% unidentified, 40% due to trauma. From anatomical
features, CN IV paralysis symptoms and causes are summarized into 4
syndromes: root syndrome (hemorrhage, cerebral infarction, trauma ...),
subarachnoid syndrome (due to disease vessels, brain tumors, injuries),
sinus syndrome and eye socket syndrome (due to tumors, inflammation
...); 5th syndrome for exceptions.
1.2.3. Nerve VI: the nucleus is located in the brain bridge, comes out of
the passageway of the bridge, through the stone tip of the bone, the
sinus cavity enters the eye socket, controlling the external straight
muscles. Because the slender structure has the longest pathway in the
subarachnoid space, it is most often damaged: the paralysis of CN VI
accounts for 40.1 - 46.8% of patients labeled. The most recognizable
symptom is caused by just a straight external muscle paralysis. Primary
paralysis is acquired, 18 - 30% of patients cannot find the cause.
Depending on the damage of wire CN, clinical manifestations in 5
different positions are: brain stem segments (due to posterior cranial
tumors, inflammation, degeneration ...) with specific symptoms
(Millard Gubler, Raymond, Foville, Horner) ; the segment between
the brain and the posterior cranial bridge (due to tumors,
inflammation causing hypertension); the segment under the stone
butterfly ligament (due to inflammation, abscess, osteosarcoma
injury: Gradenigo syndrome); sinus cavity (due to inflammation,
tumor, aneurysm, intravenous movement) causing multiple paralysis
of the nerve and other cranial nerves; eye socket segment (due to
tumor, pseudomembranous inflammation, trauma ...)
1.2.4. List multiple: most studies show that paralysis of is mainly
simple, mixed paralysis with lower frequency. Causes are often caused
by injuries in areas with many types of labeled trauma, cranial nerves
such as cavities, eye sockets by: trauma, vascular disease, tumors,
inflammation or infection ...

1.3. Treatment of nerve paralysis IV
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1.3.1. Principles of treatment: restore the physiological function of the
upper diaphragm (controlled by CN IV wire) and protect the eyesight.
Therefore, early and positive treatment is needed, combining many
methods. For acquired paralysis, it is necessary to treat the cause of
paralysis in combination with treatment of eye symptoms. For congenital
paralysis: the sooner the surgery, the better, avoid ambiguity and create
compensatory posture affecting visual and aesthetic functions.

1.3.2. Eye treatments

1.3.2.1. Non-surgical treatment: indicated with acquired paralysis
during the transition period (first 9 months from illness).

Alternately blindfolded: to limit duality, amblyopia, compensating
posture. Patients need to cover two eyes alternately until their duality ends.

Wearing a prism helps conserve urbanism and avoid dualism. It is
possible to use a prism with a suitable number of tiling to adjust the
small, non-vortex spacing.

Labeling in the space: to limit paralysis in the paralysis and
secondary spasticity in the reciprocal muscles, support for prostate
recovery. The patient exercised to bring the eye strong and maximally
toward the activating side of the labeled muscles, especially the
muscular side. Can be performed on Synopthophor to maintain
binocular vision and expand the amplitude of marketing.

Botulium Toxin injections into the cross-muscular muscles of the
upper muscles to limit the overactivation and spasticity of these muscles
but the effect is not clear, there are many conflicting views.
1.3.2.2. Surgical treatment: indicated with congenital paralysis and
acquired paralysis was stable (after 9 months of illness). Purpose:
adjusting the eyeball axis, improving labels, expanding the field of
visionlessness, limiting the posture of tilting the neck.

Regimen for appointing surgery for treatment of paralysis CN IV
(According to Knapp):

- Primary scars <15 go prism (PD) only interferes with one muscle.
Do the cross-over muscle test to assess the under-cross muscle
condition: if it is too active, cut down the diagonal muscle or reverse the
straight muscles on the top of the eye. If not too active: reverse the
straight upper eye when the muscles contract or fold the upper muscles
if the muscles are weak or back straight below the eye.

- Primary strabismus> 15 PD needs to intervene two or more: back
or release the lower cross muscle and back straight muscles on the eye
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if the muscles contract or fold the upper muscles if the muscle is weak
or back straight muscles under the eyes.

Treatment of quadruple CN IV paralysis: the point is not
consistent: it is possible to cut or reverse both the lower cross muscles.

When paralysis due to abnormal muscle mass (congenital
paralysis), Helveston proposed upper or cross muscle relaxation if
muscle mass is loose or loose.

When paralysis has whirlpools: classic Ito-it is possible to apply it
(1964): separate the upper diagonal muscle mass, transfer the front
muscle fibers to the front to enhance its inner vortex.

This surgery, if combined with adjusting stitches (Metz and
Lerner's method) can be adjusted up to 100 scraps in the primary
position and 15-200 in the downward position, however difficult to
perform if surgery is performed. Cross muscle art on the previous. On
the contrary, it is possible to have a postoperative tendon resection to
treat A-syndrome when glancing downwards.

When CN IV has low strabismus level, Knapp warns against
having to fold the cross-over muscle mass, but should undergo cross-
surgery to prevent secondary Brown syndrome, however, it can be
limited by separating muscle mass by about 15mm body length.

Currently surgery is usually done first to make the lower cross
muscle weak by backing up or letting go. This is a safe surgery,
especially effective for low strabismus. In which, the surgery is the most
recommended (from 61.5 to 95%). With a high degree of vertical
stableness, it is possible to combine the lower cross-engine and reverse the
straight upper or lower back straight muscles and also give positive results.
Success achieved after an average of 1.5 times surgery on one or two
muscles, good level achieved from 65-85%, safe surgery, no serious
complications.

Chapter 2: SUBJECTS AND METHODS

2.1. Subjects of study: all patients examined in Central Eye Hospital
were diagnosed with and patients treated with CN IV paralysis from
January 2014 to June 2018.

Exclusion criteria

- Patients do not cooperate or do not agree to participate in the study.

- Listed due to logiomyopathy (myasthenia gravis, thyroid disease ...)

- Patients who had surgery for strabismus before getting sick.
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2.2. Research Methods
2.2.1. Study design: cross-sectional clinical descriptive study (for
objective 1) and prospective, non-controlled clinical intervention study
(for objective 2).
2.2.2. Sample size

Objective 1: use the sample size calculation formula for descriptive

research: 2
Z(1—(x/2) p-q
Pl

n: number of patients needed for meaningful research.
Z: limit value of reliability.
When a.=0.05, Z1-0./ 2 = 1.96, the confidence level is 95%.
p: The estimated ratio of listed = 0.35
q=1-p
d: allowed minimum error = 5%
n calculated approximately 350. In fact, the study was conducted
on 389 patients.
Objective 2: study all patients diagnosed with paralysis of CN IV
from goal 1 to move to the goal 2.
2.2.3. Sampling: starting from January 2014, all patients who met the
research criteria were selected continuously until they were sufficient.
2.2.4. Convenient research
- Snellen visual acuity table, pupil shadow detector and automatic
refractometer, glass box, Hertel protractor, Maclakov eye pressure set.
- The means of detection and binocular vision function: test four
points Worth, Synopthophore machine, prism.
- Ophthalmoscopy, microscopic examination machine
- Clinical examination: blood tests, X-rays, CT scans (CT
Scanner), cranial magnetic resonance imaging (MRI) ...
- Results of examination of cardiology, neurology, internal medicine

- Ministry of strabismus surgery, surgery only, anesthetic ...
- Case study.
2.2.5. Research process
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2.2.5.1. Inquiries: reasons for examination, time, appearance and
changes of symptoms and accompanying signs, where the patient was
examined and treated, the results ... Personal history: obstetrics,
diseases eyes and whole body were caught and family history.

2.2.5.2. Patient examination Evaluate eye function - Visual acuity and
no correction. - Measure binocular vision by testing 4 Worth points -
Measuring refraction by means of irradiation and pupil refraction.
Check labels - Examination by eye cover methods - cover eyes,
Hirschberg, by prism and by Synophtophore machine. - Examining labels
and labels according to the diagram of the operation of the logistic
school, assessing the level of activity or minimizing the activities of the
muscles according to 4 levels .. - Double vision examination using blue
glasses - red - Evaluate the offset of the head face. For patients with
paralysis of CN 1V, the degree of neck deflection is measured by the
method of estimating the slope versus the vertical, horizontal or
horizontal planes. At the same time evaluate the imbalance of the face
(cheek). All patients were photographed to compare results before and
after surgery. - Some tests like Bielschowsky or 2 Maddox chopsticks
Examination reveals abnormalities associated with the eyes and body.
2.2.5.3. Clinical examination and related specialties.

Depending on suggestive signs for appropriate clinical indications
and the necessary specialty examination :: eye puncture, straightening
of the skull - tilting, CT scan, MRI, cerebral angiography, thyroid
function tests, test Prostigmin, Tensilon, test blood formula, blood
sugar, cerebrospinal fluid test, pathology .... Patients with CN IV
paralysis take a photo of the bottom of the eye to observe the macula.
Specialized examination: neurological, endocrine, cardiovascular ...
2.2.5.4. Diagnose

Determine: the name of the string of paralysis, paralysis, paralysis
or coordination

Causes: congenital paralysis or acquired (name of cause).
2.2.5.5. Treatment of nerve paralysis IV

Indications for treatment

- Group 1 (medical treatment): Patients with acquired paralysis,
duration of disease less than 9 months: treatment of causes (if found),
eye treatment with alternating blindfold, exercise of transportation in
space, can wear a prism.
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- Group 2 (surgical treatment) including patients with congenital
paralysis and acquired time to detect disease over 9 months. Choose a
surgical method based on the degree of strabismus in the primary and
secondary sites; inactivity of antagonistic muscles, coordination: lower
cross muscles, straight upper muscles (same side), lower straight muscles
(opposite side), the weak level of cross-body weight on muscle testing.

+ When the strabismus is in the original position < 15 PD

If the lower body is too active: cut the motor or backward the
engine

If the lower muscle does not work: straighten the upper muscles if
the muscle contracts or backs up straight from the opposite side.

+ When the strabismus is at the original position> 15 PD:
interfering with 2 or more muscles: cutting off or backward the bottom
crossover muscle, backing up the straight upper body if the muscles
contract, or backing the lower straight muscle. Can coordinate many
techniques when needed.

+ When there is a horizontal cross-section: if the cross-section
level is < 15 degrees: wait for the result of adjusting the vertical degree;
If the horizontal degree is> 15 degrees: horizontal straightening surgery
combined with quantitative method.

Postoperative: Patients treated by prescription and hospitalized
during the day.
2.2.5.6. Evaluation criteria

Goal 1

- Characteristics of : age, gender, history, pre-hospital treatment,
reasons for examination. Vision results, amblyopia, eyesight.

- Functional symptoms, physical signs of strabismus, dual vision,
dyskinesia, head neck defect ...

- Ratio of alone, coordination, one side, two sides.

- Causes of paralysis

Congenital paralysis: occurs naturally after birth (history, old
photos ...)

Listened to:

+ There are causes: the proportion of causes in groups: injuries,
tumors, vascular disease, other causes.

+ Unexplained causes: not detected by examination.

Goal 2
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Follow up after 2 weeks, 1 month, 3 months, 6 months, 9 months,
1 year. Evaluate the results at times: less than 1 month, from 1 to 9
months and after 9 months of data: functional symptoms, physical
signs: strabismus, degree of improvement in labeling, dual vision, offset
posture; Surgical complications, surgical methods: muscle number,
number of times; patient's satisfaction.

Evaluate general results after treatment according to Burke
standards

- Good: the residual stain is less than 10DP, the duality is much
reduced or the head is straight.

- Average: the level of 10 - 20DP, the dualism is reduced, the head
position is reduced.

- Poor: strabismus> 20PD, dual vision and head posture are not
reduced.
2.2.5.7. Processing results: data recorded by sample, processed by
SPSS 16.0 program. Compare quantitative variables with t-test, compare
qualitative variables with c2 test. The value of p <0.05 is considered to be
statistically significant, used to test the difference in results.

Chapter 3: RESEARCH RESULTS

3.1. Causes of paralysis of motor neurons

3.1.1. Patient characteristics

3.1.1.1. Frequency of paralysis of motor neurons: among 389 patients
listed with MN, 362 patients (93.1%) listed alone, paralysis of
Oculomotor most (33.6%), wire IV IV: 32.9%; At least CN VI wire
(26.6%), the difference in the rate of each type of CN is not statistically
significant with p> 0.05. 6.9% of patients listed multiple TK strings.
3.1.1.2. About age: Paralysis of 1II, VI, paralysis occurs mainly at the age
of 16-60, accounting for 63.2% while CN IV paralysis is at the age of
under 16 (65.6%), the difference is statistically significant. with p <0.05.
3.1.1.3. About gender: there is no difference between 59.9% male and
40.1% female.

3.1.1.4. About paralysis: there are 90.7% of patients paralyzed in one
eye, there is no difference between the right and left eye paralysis rates.
Patients with 2-fold paralysis only 9.3%, of which CN VI wire
accounted for the highest percentage.

3.1.1.5. About the time of examination: the rate of paralysis of TK III,
VI and multiple paralysis of the CN go to the first month are 59.6% -
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64.1% and 70.4% respectively. In contrast, IV IV paralysis patients
after 6 months of medical examination accounted for 77.4%.
3.1.1.6. The reason for the common examination is: squint (68.9%),
head tilt (59.4%), dual vision (50.4%) ...
3.1.1.7. Clinical signs: the quadriplegia has different proportions in
each type of TK. Symptoms of squinting and restriction of branding are
common in all patients.
3.1.1.8. Clinically used to find the most cause is CTScanner (%), brain
MRI (%), blood biochemical test (%) ...
3.1.2. Causes of paralysis of motor neurons

Research results show that up to 283/289 (72.8%) of patients with
congenital CN due to acquired, congenital paralysis only 27.2% of
patients, mainly in CN IV paralysis (77.3%) , differences were
statistically significant (p <0.005).
3.1.2.1. The common cause of due to the problem

Table 3.1. Causes of paralysis of suffer

Motor neurons Multiple
Causes 111 v VI strings Total P
45 16 a4 14 119
Trauma | 36 600)((55.29%) | (43,1%) | (51,9%) | (42,1%) 00316
Vascular 38 3 21 4 66 0.0421
. | disease |(30,4%)|(10,3%)|(20,6%) | (14,8%) | (23,3%)| 236 |
Identify
Tumor |12 1 10 3 26 |(834%) |, noge
0 0 0 0 0
(9,6%) | (3.5%) | (9.8%) | (11,1%) | (9.2%) :
11 2 6 6 25
Other | g o5y | (6,9%) | (5,9%) | (22,2%) | (8.8%) 0,0610
19 7 21 47
Unknown | 15 500y | (24,19%) | 20.6%)|  © (16,6%) 0,0480
Total 125 29 102 27 283
(44,3%) | (10,2%) | (36,0) | (9,5%) (100%)

Of the 283 patients listed with CN, 236/283 (83.4%) of the patients
identified the cause, the remaining 16.6% of the patients were
diagnosed with III, IV, and VI. Dividing the causes according to the
group we see: head injury is the cause of paralysis of , accounting for
42.1%. These include: rupture of the skull, cerebral palsy, cerebral
hemorrhage, subcorrhage, epidural, bone fracture or eye socket. The
second group is vascular disease (diabetes, hypertension, aneurysm,
vascular accident, hyperlipidemia ...), accounting for 23.3%.

42

Intracranial tumors and metastatic cancer accounted for the remaining
9.2% 8.8% of patients paralyzed by other causes.
3.1.2.2. Causes of paralysis CN 111

Among 106 patients identified with paralysis, 74 patients (56.5%)
found paralysis position of CN III. In it, in the slot in the eye socket, the
eye socket has 56/74 patients (75.7%), the next position is the sinus
cavity (17.6%), the middle brain (4%) and the subarachnoid cavity (2,
7%). The remaining 32 patients (24.4%) could not identify the lesion
location, but this was the group of patients with CN III paralysis in
patients with systemic diseases such as chronic vascular disease
(diabetes, hypertension). ) in the advanced stage: 27/32 patients and
some other diseases: scattered sclerosis, HIV infection ...

In 74 patients found the cause by location, trauma (cranial fracture,
brain collapse, hematoma, hemorrhage ...) topped with 42 / 74BN (56.8%),
followed by vascular disease (aneurysm , cerebral hemorrhage, cavity sinus
varicose veins) accounted for 10.8%; tumors (brain stem, meninges,
butterfly, arches and metastatic cancer) accounted for 9.4%. The remaining
23.0% are other causes (neighboring inflammation, parasites).

Some factors related to paralysis: injury is the most common cause
of paralysis in patients with working age (62.1%). The rate of CN III
paralysis due to injury in men is 64.7%, more than women (39.1%);
meanwhile, vascular pathology in women (21.6%) was much higher
than that of men (3.9%), the difference was statistically significant with
p <0.05. Regarding the degree of paralysis, it is found that injury is still
the leading cause of incomplete paralysis: 42/71 patients (59.2%) but
vascular disease causes paralysis for 3/3 patients (100%) Complete
paralysis. The difference was significant with p <0.05.
3.1.2.3. Causes of paralysis CN IV

In 128 patients CN IV paralysis has up to 99/128 patients (77.3%)
congenital paralysis. The remaining 29 Patients with paralysis due to
acquired. Of which 22/29 patients (75.9%) found the cause. There were
20/22 patients identified the lesion location (90.9%): 12/20 patients
(60.0%) in the slot on the eye sockets and eye sockets, 7/20 patients
(35%) in the sinuses Cave and 1 patient in the brain (5%) At these
lesions, head injury in 16/20 patients (80%) is seen in men (70%). The
group of vascular disease, tumors and other causes account for a lower
rate. The difference is statistically significant (p <0.05).
3.1.2.4. Causes of paralysis CN VI
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In 103 patients with paralysis of CN VI found that the group had
102/103 patients (99%), of which 81/103 patients (78.6%) found the
cause and 59/81 patients (72.8%) determined location of injury, including:
slot on the eye socket 57.6%; cavity area: 20.3%; cerebellar angular region:
11.9% and brain stem: 10.2%. There are 21.4% (22/81) patients with
unknown location. When considering these patients, 19/22 patients (84.6%)
were in the advanced stage of chronic vascular diseases: diabetes,
hypertension, atherosclerosis, valvular heart disease ... 3 / 22 patients
(13.6%) are treating scattered sclerosis, HIV infection and after high fever.

Cranial injuries, eye sockets, jaw, and sinus cavities are the most
common cause with 33 / 59BN, accounting for 56%; followed by
tumors (meninges, pharyngeal, brain stem, metastatic cancer) accounted
for 22.0%; vascular disease (aneurysm, cerebral hemorrhage) accounts
for only 3.4% and other causes (cavity sinusitis, eye socket, sinus, stone
bone ...) account for 18.6%.

Some factors related to paralysis cause include: Paralysis in
working age up to 49/59 patients accounting for 83.1%; in which
paralysis due to trauma accounted for 57.1%, especially up to 61% of
patients were male while female patients accounted for only 44.4%. The
difference is statistically significant.
3.1.2.5. The cause of paralysis of many coordinate

There are 27 patients with multiple types of CN, in which the
combination of CN group has 17/27 patients, accounting for 63%, the
rest is combined with other TK skulls. 100% of patients suffering from
paralysis and found the cause, in which head injury was more common
with 14/27 patients (51.9%), tumor disease accounted for 22.2%, vascular
disease accounted for 14, 8% and other diseases (11.1%). The difference is
statistically significant with p <0.05. The lesions causing multiple paralysis
of the CN are: cranial, eye sockets, apical cavity, sinus cavity ... Paralysis in
one eye accounts for 92.6%, mainly in working age with 81.5% .

3.2. Results of treatment of nerve paralysis IV
3.2.1. Patient characteristics

Study 149 patients with CN IV paralysis with 128 patients with
paralysis and 21 patients with mixed paralysis, in which 105 male
patients (70.5%), 44 female patients (29.5%) with an average age of 13,
5 £ 5.5 years old. Right eye paralysis: 86 patients (57.7%), left eye: 54
patients (36.3%), two eyes: 9 patients (6.0%). There are 99 patients with
congenital paralysis and 50 patients with paralysis.
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3.2.2. Treatments

3.2.2.1. Medical treatment. indicated for patients in group 1, including
50 patients with acquired paralysis (duration of disease less than 9
months): treatment according to the cause found combination eye
treatment with alternating blind and exercise label, no patient can wear
a prism. Results: 21 patients found the cause with 19/21 patients
recovering from illness (90.5%), 2 patients died of terminal cancer.
There were 29 patients who could not find the cause: 7/29 patients
(24.1%) were completely paralyzed within 9 months, 22/29 Patients
treated without results transferred to the group of 2 surgical treatments.
There was a statistically significant difference between the removal rate
of the found group and the other group with p <0.05. Overall results of
group 1 after treatment were: good: 24/48 patients (50%); 4.2% of
average patients and 45.8% of patients had poor results.

3.2.2.2. Surgical treatment

Characteristics of surgical patients

Group 2 includes 121 patients, with 99 patients with congenital
paralysis (81.8%), 22 patients with acquired paralysis (18.2%) after 9
months of inefficient medical treatment. The degree of visual acuity and
the rate of Bielchowsky test (+) has no difference between the two
forms. Regarding strabismus: there were 101/121 patients (83.5%)
standing alone, the average stigma was 19.5 £ 7.6 PD and 20/121
patients (16.5%) had a combination of cross-section, The average level
is 20 £ 7.8 PD. While 57.5% of patients with congenital paralysis do not
have binocular vision, this rate in patients with paralysis is 0%. 100% of
patients with congenital paralysis do not have bilateral and all patients
with paralysis suffer from this sign, the rate of neck defect in congenital
paralysis is 100% and in paralysis is 77.3%; the rate of face imbalance
(cheekbones) and macular edema in congenital paralysis was 76.1% and
59.8% while there were no cases of paralysis; The difference between
the two causes was statistically significant with p <0.05.

According to Knapp's classification, patients with CN IV paralysis
belong to group III, accounting for 50.4%, group I: 39.7%, group VI
7.4%, other groups: 2.5%.

Indications and surgical methods are applied
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Reasons for appointing surgery for patients with paralysis of CN
IV: abnormal transportation in 121/121 patients (100%); head
deflection in 105/121 patients (87.8%); Strabismus in 101/121 patients
(83.5%), double vision in 22/121 patients (18.2%).

The applied PT methods: lower cross-sectional PT in all patients in
which: cutting of muscle relaxation alone in 73/121 patients (60.3%);
Lower cross-legged muscles + Reversal of right lower opposing
muscles in 29/121 patients (24.0%). Lower cross-muscle relaxation +
Reversal of the right upper quadrant muscle in 4/121 patients (3.3%);
Release the lower cross muscle, reverse horizontal straight muscles in
12/121 patients (9.9%); Lower crossover, lower backward, horizontal
horizontal backward muscle movement in 3/121 patients (2.5%)

PT times: 89/121 patients (73.6%) PT once, 28 patients (23.1%)
PT twice and 4 patients (3.3%) PT three times.

Number of surgical muscles: the number of interventions varies
from 1 to 4 muscles.

Results of surgical treatment of [V IV paralysis in the eye

Regarding the stigma: the average vertical stand before PT is 19.5
+ 7.6 PD down to 1.5 £ 3.2 PD after 6 months. The average cross-
sectional level before PT is 25,0 + 7,8 PD to 2.5 + 3.6 PD after 6
months. The difference is statistically significant with p <0.05.

Regarding compensating posture: 87.8% of patients before PT had
an average head neck deviation of 25 + 8 degrees, after PT decreased to
11.6%; The average deviation is only 8 + 5 degrees (minimum is 0,
maximum is 15 degrees). The head deflection completely ceases in
88.4% of patients after 6 months of PT.

About duality: 22/121 (18.2%) Patients with dual vision before PT,
6 months after PT only 2 patients (1.7%).

A number of factors related to surgical outcomes: single or
bilateral TK paralysis, congenital or acquired, high head and neck
deviations are factors related to the PT results. Conversely, age, duration of
disease or degree of strabismus did not see any association (p> 0.05).

Chapter 4: DISCUSSION

4.1. Discuss the cause of paralysis
4.1.1. Characteristics of research patients

46

4.1.1.1. Frequency of listing

Among 389 patients with , there are 93.1% of patients with one
type of CN paralysis, in which the paralysis of CN III is the most
common, then the string of III, IV, VI and finally many paralysis. In
most studies, the order of paralysis is often CN VI, TK III and TK IV.
Von Noorden once stated that about 60% of the injuries of the CN
belong to the wire CN VI. Decades of frequency of CN strings still
follow that rule, but recently this sequence has changed. In 2018,
research by Kijoung Kim showed that CN III paralysis was the most,
followed by CN VI and CN IV. In some recent studies, the rate of CN
IV paralysis tends to increase, however Abbas Bagheri believes that the
number of paralysis is not really increased but because IV paralysis has
received attention and discovery more. Our results are also consistent
with this observation.
4.1.1.2. About age: while 63.2% patients listed 1II, TK VI and many
CN lines at working age, CN IV paralysis had 65.6% in the age under
16. This is due to the rate Congenital paralysis at the IV cord is the
highest. Our results are similar to Richards, Rucker, Rush ..
4.1.1.3. About gender: no difference. Results of research in accordance
with Rush, Richard; however, some authors show that the disease is more
common in men than women: Von Nooden (63.0%), Simons (67%) or
Abbas (61.8%). This may be due to different studies of models and times.
4.1.1.4. About paralyzed eyes: up to 90.7% of patients are paralyzed in
one eye; There is no difference between right eye and left eye, this
result is consistent with other studies. For both strings of CN, the rate of
two strings of TK VI is significantly more significant than that of CN
III and IV. This is explained by the anatomical characteristics: the two
VI wires always run in parallel, right from the start it is only 1 cm apart,
so they are easily damaged simultaneously.
4.1.1.5. Time of examination: when the paralysis of CN III, VI and
many patients often go to the doctor early because of signs of
strabismus, bilateral, lash ... make them anxious and uncomfortable. As
for IV 1V paralysis due to the majority of congenital paralysis with
manifestations of head defect, the first time patients are either ignored,
or go to specialized rehabilitation. This is a problem that needs to be
considered and widely disseminated in the community.
4.1.1.6. Reasons for examination: Patients with  often go for
examination because of squinting, double vision, head or neck
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deflection. However, the frequency of reasons for examination is
different: Ill-type paralysis has 51.1% of patients examined for
strabismus, 42.7% of patients examined because of eyelashes.
Meanwhile, IV IV paralysis has 95.3% of patients who go for
examination because of head deflection, and CN VI paralysis is
examined mainly because of dual vision.

4.1.1.7. Clinical signs: squinting and restriction of lethargy are the two
signs that occur in all patients, while duality, compensatory posture and
some other signs are encountered at different rates. Clinically, is
diagnosed when there are at least two signs of the classic quadrangle.
4.1.1.8. Clinical results and related specialty examination Craniofacial
CT Scanner and MRI plays an important role to determine the cause
and location of the . There were 292/389 patients (75.1%) assigned
these two techniques to detect abnormalities in the eye socket, skull. CT
Scanner identifies bone and blockage lesions, MRI has the advantage in
finding soft tissue and vascular lesions. Research results are in line with
other reports: Kiyoung Kim used MRI for 85.1% of patients with DTK,
detected 34.9% due to vascular disease: aneurysms, intravenous,
cerebral hemorrhage ... Other tests: blood tests, eye ultrasound, muscle
weakness test also has a certain value in the cause of paralysis and
differential diagnosis.

The appointment of a related specialty examination is necessary to
confirm the cause of paralysis and to treat the combination of found
etiology.

4.1.2. Discuss the cause of paralysis TK labels

Listed due to the dominant advantages with 72.8% of patients,
congenital paralysis is only 27.2%, the difference is statistically
significant. This result is consistent with the evaluation of many other
authors. However, for CN 1V paralysis, the rate of congenital paralysis
is much higher with 77.3%. This observation is consistent with the
study of the world but is not consistent with the study of N. N. Chung in
Vietnam in 2010. This is because patients with CN IV paralysis have
been more interested and discovered.

The location of TK lesions is mainly in the body (the root
positions, root roots of CN are rarely found). In this section, the
pathology in the slot in the eye sockets and eye sockets is usually the
majority, followed by the sinus cavity. Our research is suitable for some
other authors.
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4.1.2.1. The common cause of paralysis of is

Head injury: 83.4% of patients suffering from paralysis must find
the cause, in which cranial trauma, eye socket (leading to traffic
accidents and daily life) ranked first (42.1%). This result is consistent
with Richard's study: 43.8% (Table 4.1) but higher than some countries
in the region: Thailand (Ho. Ho: 33.7%); Korea (Kiyong Kim: 8.5%).
This shows that the high level of accidents in our country and the
detection of lesions of paralysis of patients in traumatized patients is
necessary, avoiding omission.

Vascular disease: ranked second in paralyzed causes (23.3%). Our
results are higher than V.T. B. Thuy: 18.5% but lower than the research
in the world, according to Kiyong Kim: 54.9% (South Korea). This is
probably due to differences in disease patterns and research methods
(the ability to implement modern diagnostic methods in Vietnam is
limited). Common vascular diseases are: varicose veins, aneurysms,
diabetes, hypertension ...

Tumor: the third leading cause of paralysis (9.2%), this result is
also suitable for most authors. The study recorded a lot of u morphology
but the number was not much. Tumors can be from the brain: almost
cervical tumors, meningiomas, cerebellar tumors, brain tumors,
pituitary tumors, eye sores, etc., or metastatic cancer to: arch tumors,
bronchial tumors. The fact shows that the diagnosis of the cause needs
to put symptoms of paralysis of in the clinical picture of the whole
body for analysis and evaluation. Surachatkumtonekul and Kiyoung
Kim made a comment: "It is easier to find the cause if there are other
injuries included."

Other causes

Occupying 8.8%, other causes of CN V paralysis are: Zona (Zona
virus is very affectionate for neurons III), thrombophlebitis of the
sinuses, meningeal TB (with tuberculosis, tuberculosis two-string
paralysis of CN VI: early paralysis, change, gradually disappear when
TB treatment is effective). According to Ha Huy Tien, meningitis
caused by tuberculosis with increased intracranial pressure usually
causes simultaneous damage of two CN VI wires (30.0%). Multi-
sinusitis, eye socket inflammation, acute slot infection in the eye
sockets (Tolose syndrome - Hunrt), immunodeficiency syndrome
(AIDS), sclerosis, and flukes are also recorded in the study. Our results
are consistent with other authors. However, there are reasons mentioned
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in the literature but the study does not recognize it as: syphilis (perhaps
the discovery and treatment today soon this pathology has limited its
complications, because syphilis gum causes to occur only from stage
[II); Diphtheria, tetanus, poisoning, Guilain - Bare ...

4.1.2.2. Causes of nerve paralysis IT1

Congenital paralysis is only 6/131 patients (4.6%), all are children,
although all were taken with MRI but no cases of aneurysms or
proliferative tumors were detected. Our results differ from those of some
authors.

. Schatz NJ reports: in children, nearly '2 of paralysis III is
congenital with symptoms of false regeneration, and Cox TA showed
10 - 20% paralysis due to aneurysms or hyperplasia, so all children
should have an MRI scan.

Acute paralysis accounts for 95.4%, however, 15.2% of patients
cannot find the cause. Among the causes, head and face injuries (36%)
were followed, followed by vascular disease (30.4%), tumors (9.6%)
and other causes ... Results The study is consistent with the reports in
Vietnam (perhaps due to the increase in traffic accidents), while foreign
authors find vascular disease the leading cause (Kiyong Kim: 54 | 9%,
Ho TH: 35.2%).

In 32 patients with systemic disease, 27 patients were paralyzed
due to anemia in patients with hypertension and diabetes during
advanced periods (paralysis without dilated pupils). There are 5 patients
with posterior aortic aneurysms accompanied by dilated pupils. This
feature is consistent with the anatomical structure of CN III wire: the pupil
branch located in the outer layer of the CN wire should be closely related to
the supply of feeding blood surrounding it. Therefore, homozygous fibers
are usually unaffected by 80% of anemia due to anemia (according to
Asburi AK, Barricks ME), but are 95% vulnerable to paralysis due to
trauma, tumor, bulge. circuit (according to Trobe JD).
4.1.2.3. Cause of nerve paralysis IV

Unlike CN III and VI, TK IV paralysis is mostly congenital
(77.3%), which is consistent with Scott AB (71.5%), Tadamichi (76.9),
Abbas (76, 7%) and Fumiko (67%) but different from VTB Thuy
(2011): 26.6%, perhaps due to previous years, congenital TK IV
paralysis was rarely noticed and discovered. According to N.N.Chung
(2010), 33.5% of children treated the neck deflection due to paralysis
IV by acupuncture, rehabilitation.
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Paralysis constitutes only 22.7%, 24.1% of patients do not identify
the cause. Of the 75.9% of patients who find the cause, cranial trauma,
eye sockets are mainly. This is also the group of causes always leading
in the research of other authors: Helvesston (54.7%), N.N.Chung
(57.7%), Abbas (54.6%). Craniofacial injury: subarachnoid spinal
injury, sinus vein sinus, cerebral hemorrhage ... are the causes of CN IV
paralysis found in the study. Perhaps due to the anatomical
characteristics: the IV line comes from the back of the brain stem, and
has the longest pathway in the subarachnoid area so it is vulnerable.
Angle injury in the eye is easy to cause IV paralysis because this area
has a cross-over pulley. Tumors are the least common cause (3.5%).
Thus, the cause of TK IV paralysis still follows the rule of 10-20-30-40.
4.1.2.4. Causes of nerve paralysis VI

The study found 99% of patients with paralysis due to paralysis,
congenital paralysis very rare, only 1 patient (1%). For acquired cases,
despite finding the cause by all methods, there are still 20.4% of
patients who cannot find the cause. This result is consistent with Rucher
(25%), Sanjay (26%). This reflects the thin, vulnerable characteristics of
wire VI by mild and transient effects in the brain.

Among the causes found, cranial trauma, eye socket (fracture of
the skull, stone bones, eye sockets, cerebral hemorrhage, hematoma ...)
still accounted for the highest proportion with 43.1%. This result is
similar to the report of Nung (40.6%), V.T.B. Thuy (40%), but much
higher than Rabih (3.7%), Richard (15%) Rucker (14%), Sanjay (12%).
This once again proves an increase in trauma in Vietnam. Next is
vascular disease group (20.6%): cavity venous vein motion is found in 3
patients, this is the pathology that causes the paralysis VI is mentioned
in many studies. The group of chronic anemia with diabetes and
advanced hypertension is the most common cause. The rate of 9.8%
paralyzed due to tumors, suitable for Ruker (14%), Sadun (5%). Among
them, throat cancer is most commonly found, probably due to low
levels of CN VI and near the dome, so it is often affected as early as
line III and IV. Ha Huy Tien has been warned for many years in the
cerebellar and cranial tumors to meet many children.
4.1.2.5. The cause of multiple nerve paralysis

Multiple paralysis of TK is a problem that has not been mentioned
in foreign studies. In this study, we found 27/389 patients (6.9%), in
which the combination of Vietnamese DTKSs is mainly (17/27 patients).
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All patients were paralyzed, the cause was identified and there was a
plurality of diseases (due to multiple traumatic injuries). The leading
cause is head injury, followed by vascular disease. The combination of
paralysis of all 3 CN due to vein movement in the sinus cavity and
inflammation of the eye socket is the most common cause.

4.2. Discuss the results of treatment of nerve paralysis IV

84.5% of patients under the age of 16, men are better than women
(61.7% compared to 38.3%) and 81.8% are innate forms. This result is
similar to Abbas, V.B.Thuy and N.N. General.

On eye function: we found that in paralytic group, there were no
patients with vision loss, while 57.5% of patients had congenital
paralysis without eyesight. This result is also consistent with the
judgment of Helveston and Knapp because in patients with paralysis,
patients always have compensatory posture (head deflection, scoliosis)
to avoid bilateralism and this is a positive phenomenon to suggest.
visual eyes, so the possibility of blindness is less likely.

This result is also consistent with the judgment of Helveston and
Knapp because in patients with paralysis, patients always have
compensatory posture (head deflection, scoliosis) to avoid bilateralism
and this is a positive phenomenon to suggest. visual eyes, so the
possibility of blindness is less likely. In contrast, congenital CN IV
paralysis, binocular vision is difficult to form and complete in patients
under 10 years old.

CN IV paralysis symptom has unique and unique characteristics
like Bielchosky positive or under-cross muscle movement. Although
there is a difference in the rate of occurrence, but in paralysis 1V, it
shows that patients with facial defect (76.1%) or macular edema
(59.8%) have no paralysis CN III and VI. This statement is similar to
other authors. The purpose of the curriculum is to eliminate the
strabismus, restore the balance of the eye, reduce the bilateral or bring
the school to view the school from the center to reduce the abnormal
head position.

Number of surgeries: the study had 73.6% of patients who had
surgery once. This result is similar to most studies but lower than Pila
Merino Sanz (1.37 + 0.62).

Number of surgical muscles: in this study, the number of muscle
interventions is usually 1 to 2 muscles, the number of muscles that need
the most intervention is 4. Thus, the number of muscles that need to be
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mediated for the first time or the total number of operations is lower
than Abbas (1.7 and 6 muscles), Simon (5 muscles), Pila Merino Sanz
(1.96 muscles).

Surgical method

Muscle weakness surgery: this is a surgery performed for 100% of
patients in the study, higher than Abbas (61.6%), Simons (54.0%), Pila
MerinoSanz (71.2%). Pila also emphasized the treatment of cross-over
paralysis only by surgery, but the type and number of muscles needed to
intervene at the first surgery should only intervene 1 and follow up,
avoid excessive adjustment. Even See Voi (2012) compared the simple
cross-cutting and the lower backward muscle combined with the
backward-facing backward muscles to see that cutting the cross-engine
is merely for the success rate of 74% compared to 50% back. The lower
cross coordinates backward to the opposite side.

- For patients with vertical strabismus greater than 15 PD, backing
the lower straight muscles to the combined side let go of the bottom
side crossover with good effect is 81.3%, higher than Nejad (60%) and
rarely see sex status correction.

- The straight upper back muscles combined with the cross-legged
muscles under the paralyzed eye have a good effect of 81.8%, which is
also an effective technique implemented in many other studies.

- Coordinated horizontal straight muscle interventions only when
there is a horizontal cross-section of over 15 degrees is effective 80.5%.
This is also consistent with Knapp's designation and analysis.

- The study did not fold the cross muscle because it was afraid that
Brown's syndrome could happen after surgery as many authors warned.
4.3.3.2. Discuss the results

Discussing the function results: about binocular vision function in
the group of congenital paralysis increased from 42.4% before surgery
to 71.7% after 6 months of surgery. Our results are also consistent with
the research of some other authors. Conversely, duality was not present
in the congenital group, only in the acquired group (19%), after surgery
decreased to 2.8% and completely disappeared after PT 9 months.

Discuss the results of surgery

In terms of strabismus: after PT, the average stain decreased by 14
staggered PD and 11.5 transverse PD. This result is similar to Abbas
(1997 - 2007) and Pila Merino Sanz (2001-2015).
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In terms of muscle activity: the rate of cross-operation of the lower
cross-section before surgery was met in 100% of congenital group
patients and 37.1% of the acquired group after 100% of this condition.
Thus, the determination of the cross-sectional activity is important in
the diagnosis and treatment of CN IV paralysis, in accordance with the
authors' judgment when studying this issue in depth.

Regarding compensating posture: 87.1% of patients before surgery
had compensatory posture but after surgery reduced to 11.3%, this is also
consistent with the level of bilateral improvement in the acquired group,
however It is necessary to monitor the improvement of offset posture in the
long run to see if there is improvement along with dualism.

. Mohammad thinks that deviating the neck of the neck can be
caused by the eye or musculoskeletal system. Mild degree of facial
defect associated with scoliosis in congenital CN IV paralysis has been
reported to improve well but in severe or inadequate treatment it will be
difficult to correct even if it continues to increase after surgery art.

Another characteristic sign of TK IV is positive Bielchowsky,
which clearly improved from 97.1% to 15.8%. This result is higher than
Niu (100% down to 89.5%).

Regarding complications: some complications may occur during and
after surgery such as bleeding, conjunctiva tear, open edge, conjunctiva
granulomas ... but with a very low rate similar to other reports.

Satisfaction of patients after surgery

Through surveys of patients and families, after surgery, there were
83.5% very satisfied 13.2% of the patients were satisfied and
dissatisfied only at 3.3%.

Regarding the general result: surgery achieved good results of 81.1%.
However, this result is more or less Abbas (83.6%), Simons (60%), Pila
Merino Sanz (75%) may be due to the research form, the criteria as well as
the evaluation time there is still incomplete. All similarities.

CONCLUTION

1. Causes of paralysis neurotransmitters

Paralysis of leprosy has up to 63.2% of working age, abundant
clinical, weak paralysis, in one eye. There are 27.2% of patients with
congenital paralysis, in which the paralysis of CN IV is the majority.
For autosomal schizophrenia, 83.4% of patients found cause, including
42.1% were traumatic, 23.3% were vascular disease, 9.2% were tumors,
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but other causes accounted for 8.8% and 16.6% of unknown causes. CN
III paralysis is mainly caused by injury in the slot of the eye sockets and
eye sockets, vascular disease (aneurysm, diabetes ...). Congenital TK IV
paralysis accounts for 77.3%, paralysis is 80% of patients due to injury
in the slot of the eye socket, eye sockets. CN VI paralysis is most
common (99%) with 56% of head injury and 22% of brain tumor or
metastatic cancer. Multiple ligaments of joint transport label account for
9.5% but 100% find the cause of which 51.9% due to injury, followed
by tumors, vascular pathology ...
1.2. Results of treatment of nerve paralysis IV

The results of non-PT treatment (for patients with CN IV paralysis
who have had the disease within 9 months) achieved a good result of
50%. The results of PT (for congenital paralysis and acquired time after
9 months ...) show that: surgery method mainly causes weakening of the
lower lateral muscle weakness, can be associated with straight muscle
backward subside of the left eye. when the stand is larger than 15, go
prism. Up to 60.3% of patients had a single intervention and 73.6% of
patients were successful with only one surgery. After treatment, good
results achieved 81.0% and 100% of patients improved clinical symptoms,
satisfaction rate was 96.7%. Safe and less complicated surgery.

DIRECTION OF THE STUDY OF THE THESIS

1. Follow the progress of listing the DTKs according to the cause
of paralysis to help prognosis and treatment.

2. Monitor long-term results and factors affecting the treatment of
TK IV paralysis according to the cause.



