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PAT VAN PE

Bénh mit Basedow (cting dugc goi 1a bénh mat lién quan
tuyén giap, bénh mat Grave) cho t&i nay van con 1a mot thach
thirc vé mit chan doan va diéu tri. Pay 1a mot bénh do rdi loan
mién dich va ciing 1a biéu hién thuong gip nhdt cua cudng
chirc nang tuyén gidp trong bénh Basedow. Mat khéc, bénh mit
Basedow ciling co thé gap trén bénh nhan binh gidp hoic nhugc
gidp (bénh Hashimoto) giy kho khin trong viéc chan doan.
Mic du sinh bénh 1y cta bénh mét Basedow van cOn chua hoan
toan rd rang nhung viéc diéu tri bénh mit Basedow can phai
két hop diéu tri rdi loan hormone giap va nhitng bénh 1y tai hoc
mit.

Trong sé nhirng bénh nhan bi bénh mét Basedow thi c6
khoang 3-5% bénh nhan c6 bénh mit mtc do nang de doa thi
lyc (thi than kinh bi chén ép tai dinh héc mat do co van nhan
phi dai gay giam thi luc hodc 16i mit ning gy ho mi va loét
giac mac). P4i véi nhitng bénh nhan nay thi phiu thuat giam ap
héc mét 1a bién phap diéu tri duy nhat c6 hiéu qua. Muyc dich
cuia phau thuat giam ap hdc mat 1a 1am giam 4p luc trong héc
mét dé giai phong chén ép bang cach cit thanh xwong hdc mat
va / hodc 1ay bt t chirc m& héc mat phi dai nham 1am ting thé
tich héc miét. Trén thé gidi, phau thuat giam ap héc mat da
dugc ap dung dé diéu tri bénh mit Basedow tir lau nhu
Dollinger (1911) cit bo thanh ngoai xuong héc mat, Hirsch
(1930) cit bo thanh dudi, Naffziger (1931) cit bo thanh trén,
Anderson RL (1981) cit bo thanh dudi va thanh trong xwong
héc mat. Dén nay co téi 18 phuwong phap phiu thuat giam ap
hdc mét khac nhau da va dang dugc ap dung.



Tai Viét Nam, da ¢ mot sd nghién ciu vé bénh mit
Basedow nhung chua co nghién ctru ndo vé phau thuat giam ap
héc mat. Bénh vién 103 1a noi ¢6 kha nhiéu bénh nhan duoc diéu
tri bénh Basedow do d6 nhu ciu diéu tri bénh mit Basedow cling
ngdy cang ting cao. Mot s6 bénh nhan bénh mit Basedow mirc
d6 nang c6 nhirng biéu hién nhu co rat mi va 16i mit ning gay
ho mi dan téi loét giac mac, phi dai co van nhin gay song thi va
chén ép thi than kinh dan t&i giam thi lyc nghiém trong.

Xuit phat tir cac vin d& trén ching toi thuc hién dé tai
“Nghién citu wng dung phiu thuat giam ap hoc mat diéu tri
bénh mit Basedow mirc dd ning” V4i hai muc tiéu:

1. Panh gia két qua phau thuat giam ap hoc mat.

2. Nghién ctru cac yéu t6 anh huong téi két qua phau thuat.

Y NGHIA THU'C TIEN VA PONG GOP MOI

1. Nghién ctru ing dung thanh cong phau thuét giam ap héc
mét dé ciru van thi luc cho nhiing bénh nhan bénh mit Basedow
c6 chén ép thi than kinh va / hoidc 16i mét nang.

2. Pua ra céc tiéu chuin nhim chin doan va diéu trj sém
bénh mét Basedow c6 chén ép thi than kinh dé tranh ton thuong
thi than kinh khong hoi phuc va xac dinh mirc d6 viém cua bénh
mét Basedow can dugc diéu tri ndi khoa trude khi phau thuat.

3. Lya chon dugc phau thudt giam ap bang cach cit thanh
trong va thanh dudi hdc mat két hop vé6i ldy md t6 chirc hoc mit.
bay la mdt phuong phap co thé ap dung cho c4 bénh mit
Basedow cd chén ép thi than kinh va bénh mét Basedow mirc d6
nang véi két qua diéu tri sau mo tot va it bién ching.
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4. Lya chon dudong mé 14t todn bo mi dudi dé di vao hdc
mat tranh dé lai seo ngodi da mi sau mé va gép phan diéu tri co
rat mi dudi.

CAU TRUC LUAN AN

Ngoai phan dat van dé va két ludn, luan 4n gom 4 chwong:
Chuong I: Téng quan tai liéu, 36 trang; Chuong II: D4i tugng va
phuong phap nghién ctu, 16 trang; Chuong III: Két qua nghién
ctru, 30 trang; Chuong IV: Ban luédn, 36 trang. Ludn 4n c6 20
hinh, 16 bang, 12 biéu dd, 4 so d0, 147 tai liéu tham khao (5 tiéng
Viét, 140 tiéng Anh).

Chwong I. TONG QUAN
1.1. Sinh bénh hoc ciia bénh mit Basedow:

Pic diém 1am sang cua bénh mit Basesdow co thé duogc
giai thich qua co ché 1a do su tang 1&n vé& thé tich cua t6 chirc hau
nhan cau bi viém trong héc mat véi mot thé tich khong doi gidi
han bai xwong hdc mat. T6 chirc viém ddy nhin cau ra phia trudc
va chén ép vao cé4c tinh mach din mau ra khoi hdc mat. Nhiing
thay ddi ndy clng Vi cac cytokine va cac chat trung gian héa hoc
khac cua viém lam cho bénh nhan théy dau mit, 16i mét, phU né
quanh héc mit, cuong tu va phu né két mac.

1.2. Giai phiu hoc mit
1.3. Chan do4n bénh mit Basedow:

Nghi t¢i bénh mit Basedow néu c6 co rat mi (vi tri mi trén
phia trén vang ria) xay ra cling triéu chirng cuia rdi loan hormone
giap, hodc 161 mét (d6 161 > 18 mm), hoic c¢6 giam thi Iuc do chén
ép thi than kinh, hoic biéu hién & co ngoai nhdn (han ché van
dong, hodc co to 1én x4c dinh béng chup CT/MRI hoac béng siéu
4m). Hinh anh 1am sang c6 thé xuat hién chi & mot mét hodc ca
hai mit bénh nhan.



1.4. Phan loai bénh mit Basedow:
1.4.1. Pdnh gid giai dogn viém ciia bénh mt Basedow:

Theo Hoi bénh mat lién quan téi tuyén giap chau Au thi
danh gia giai doan viém dya theo dau hiéu 1am sang gom 7 diu
hiéu khac nhau (dau phia sau nhin cau ty phat, dau khi van dong
mét, ban d6 & mi mat, xung huyét két mac, phu né két mac, sung
cuc 1&, mi mat phi né hoic day 1&n). Céch tinh 1a: cho mot diém
v6i moi dau hiéu, tong s6 diém thu duge tir 0 (khong viém) téi 7
(viém manh). Néu mat c6 diém viém > 3 diém thi dugc coi 1a
dang viém va can diéu tri ndi khoa.

1.4.2. Danh gia mirc dp nang cua bénh mdt Basedow
1.4.2.3. Phan loai mirc 46 niang theo Hoi bénh mat lién quan
tuyén giap chau Au nam 2007:

1. Mirc d¢ de doa thi luc: Bénh nhan c6 bénh ly thi than
kinh* do rdi loan hormone giap (dysthyroid optic neuropathy-
DON) va/hodc ton thwong giac mac. Bénh nhan mirc d6 ndy can
duogc can thiép ngay.

2. Mirc d9 niing: Bénh nhan khong c6 bénh 1y thi than
kinh de doa thi Iyc nhung bénh mét anh hudng téi cude séng
hang ngay va can phai dugc diéu tri ndi khoa (néu ¢ giai doan
viém) hodc ngoai khoa (néu ¢ giai doan man tinh). Nhitng bénh
nhan ¢ mirc d6 nang c6 mot hoac nhiéu triéu ching sau: mi co
rat > 2mm, sung né to chirc phan mém tir muc do trung binh téi
nang, d 161 > 3mm so vai ngudi binh thudng cling chiing toc va
cling gidi, song thi khi ¢6 gang liéc mat (2 diém) hodc song thi
khi mat nhin thiang (3 diém).

3. Mikc d§ nhe: nhitng bénh nhan ma bénh mét Basedow chi
anh hudng rat it t6i cudc sdng hang ngay do d6 khong can phai
diéu tri ndi khoa hodc ngoai khoa. Nhitng bénh nhan nay thuong
chi c6 mot hodc nhiéu triéu ching sau: co rdt mi nhe < 2mm, sung
né t6 chirc phan mém khong dang ké, do 16i < 3mm so v6i nguoi
binh thuong clng chung tdoc va cung gidi, khong co song thi (0



diém) hodc c6 song thi khi mét moi hodc khi mai ngu day (1 diém),
gi4c mac ho dap tng t6t voi thude nho mat.
1.5. Phiu thuit giam ap hoc mat:
1.5.1. Chi dinh ciia phdu thudt giim dp héc miit:
1.5.1.1. Chi dinh phau thuat trong diéu tri chén ép thi than kinh:
1.5.1.2. Chi dinh phau thuat do 16i mét ning:
1.5.2. Cdc phwong phdp phdu thudt giam dp héc mt:

Cho t6i nay c6 t6i 18 phap phau thuat khac nhau tir dudng
vao hdc mit cho t6i vi tri va s6 lwong thanh xwong héc mit dugc
cat va c6 hay khdng liy m& hoc mit két hop.

1.5.2.1. Lya chon k¥ thuat trong diéu tri chén ép thi than kinh:

Phiu thuat mé rong dinh héc mat 13 mét phuong phap diéu
tri c6 hiéu qua, ngay lap tac 1am giam ap luc chén ép thi thin
kinh. Thong thuong chi cdn pha bo thanh trong hc mat thong vai
xoang sang 1a dii dé giam ap, tuy nhién trong mot sé it trudng hop
can phai cit bo ca thanh truée ngoai cia xoang budm.

1.5.2.2. Lua chon k¥ thuat trong diéu trj 16i mat nang:

- Kj thudt cdt thanh xwong héc mat: Nghién ciru hoi ctiru
cua Hoi bénh mit lién quan tuyén giap chau Au cho thiy phau
thuat giam ap bang cach cit thanh dudi va thanh trong hc mat
dang duoc ap dung rong ri tai chau Au.

- Ky thudt ldy m& hoc mat (khéng cat thanh xwong):

- Két hop cdt thanh xwong va ldy mé héc mdt: Trong nhitng
nam gan day ngay cang duoc sir dung rong rdi va sy két hop nay
cling chirng t6 mang lai hi¢u qua cao hon va an toan hon so véi
thuc hién riéng tirng k¥ thuat.

1.5.2.3. Lya chon duong md vao hc mit:

Mot dudng rach qua két mac cung do dudi két voi duong
rach goc mat ngoai thi dugc goi 1a dudng rach vao mi mét bang
cach lat toan bo phan mi dudi (swinging eyelid) va cho phép
boc 16 rong rdi duoc ca thanh dudi hdc mét va xuong god ma.



Chuong 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU
2.1. P6i twong nghién ciru
2.1.1. Déi twong nghién ciru: Bénh nhin c6 bénh mit
Basedow mirc d6 de doa thi Iyc va mirc 6 ning diéu tri tai Khoa
M3t - Bénh vién 103 tir 01/2007 t6i 12/2012.
2.1.2. Tiéu chudn chon bénh nhén:

Bénh nhan bénh mét Basedow c6 chi dinh phau thuat:

> Muc d6 de doa thi lyc: Bénh nhan c6 bénh 1y thi than
kinh do rdi loan hoc mén giap va/hodc ton thuong gidc mac.

» Muc d6 nang: Bénh nhan c6 mot hoac nhiéu triéu chung
sau: mi co rat > 2mm, sung né to chirc phdn mém muc do trung
binh, 6 16i > 21mm, nhin d6i khong lién tuc khi nhin thing va /
hogc khi doc sach (2 diém) hodc nhin déi lién tuc khi nhin thing
va / hodc khi doc sach (3 diém).

2.1.3. Tiéu chudn logi trir:
e Bénh nhan dugc chan doan con tinh trang cudng giap mirc
d6 trung binh va mic do ning (kham tai khoa noi tiét Bénh

vién 103).

e Tinh trang toan than khdng cho phép gay mé NKQ.

e Bénh nhan khong mubn phau thuat sau khi dugc tu van vé

c4c bién ching c6 thé xay ra.

e Bénh nhan khong c6 diéu kién tai kham, theo dai.

e Bénh nhan khong dong ¥ tham gia nghién ciru vi Iy do riéng.
2.2. Phwong phap nghién ciru

2.2.1. Thiét ké nghién ciru:

Nghién ctru 1am sang can thiép “truéc — sau” (quasi —
experimental), khdng c6 nhém chirng.

Nhom nghién ctru Can thiép Nhom nghién ctru
trude can thiép sau can thiép

So sanh



2.2.2. Cé# mdu nghién ciru:
Tinh theo cong thirc:

(Z 0/)2 xS*  (1,96) x12
(3 6 ><10%)
Trong d6: N tinh theo s6 mit.

Z1 — a2 = Zygs = 1,96 tir bang phan phdi chuin
S? 6 léch chuén ciia giam do 16i bing 1mm.
E? sai s6 ciia do giam trung binh khi phau thuat ha 4p
hai thanh xuong (10% cuda 3,6mm).
2.2.3. Phwong phdp chon méu:

Nhitng bénh nhan dugc phan lam hai nhom theo chi dinh
phau thuat 1a: chén ép thi than kinh (mic d6 de doa thi luc) va
bénh mat mirc do nang.

Chi dinh do chén ép thi than kinh c6 28 bénh nhan (43 mat).

Chi dinh do bénh mit mtrc d6 ning c6 16 bénh nhéan (22 mit).

2.2.4. Qui trinh nghién crru:
2.2.4.1. Ghi nhan dir liéu truéc mo:

Toan than: gidi, tudi xut hién bénh mét, tudi phiu thuit
giam ap, khoang thoi gian tir lic xuét hién bénh mat téi khi phau
thuat, tudi dugc chan doan cuong giap, tinh trang tuyén giap khi
phau thuat giam 4p, lwrong héc mén giap trude phau thuat va bénh
toan than két hop.

Tai mat: Thi lyc, d6 16i, thi lyc mau, ton thuong gidc mac,
han ché van nhén, nhan ép, thi truong, day mat, phan xa déng tu,
muc d6 chén ép thi than kinh trén phim chup CT hdc mit.

2.2.4.2. Phau thuat giam ap hoc mat:

Ching tdi sir dung dudng md 1at toan bo mi dudi theo ki
thuat cua tac gia Paridaens dé vao trong hdc mét, cit thanh trong
va thanh dudi hdc mit theo k¥ thuat ciia Walsh va Ogura két hop
Vi lay m& hdc mit cho ca hai chi dinh chén ép thi than kinh va
bénh mat mire d6 nang.



2.2.4.3. Sau phau thuat:

Tai kham sau mé 7 ngdy, 1 thang, 3 thang va 6 thang

Ghi nhan dit liéu sau md va so sanh véi trude md
2.3. Phuong tién nghién ciru

* Phuwong tién phdu thudgt:

= Mot bo dung cu phau thuat mi: can dao 15, nang mi, kep
cAm mau, roc cdt mac , van mém, kep co mau, kéo két mac, cAm
kim 8.0, kim cét xuong Kerrison, duc xuong, bua duc xuong.

= May hit, may cat dét dién.

= Vat liéu tiéu hao: ludi dao 15, chi nilon 5.0 va 6.0,
Betadin 5%, 10%.
2.4. Thu thép so liéu

= Do d6 16i: Po 16i hai mét dugc do bang thudc do do 10i
ctia hang Zeiss (san xuét tai D).

= Do nhn ap: Dung nhén &p ké Maclakov qua can 10g va
do theo tu thé mat bénh nhan nhin thing.

= Chup CT héc mit: Panh gida mic d6 chén ép thi than
kinh bang chi s6 Barett. Chi s6 Barett theo chiéu duing bang tong
d6 day cua co theo chiéu dimg (A va B) chia cho do dai hdc mat
theo chiéu dung ciia hdc mit (C). Chi s6 Barett theo chiéu ngang
bang tong do day cua co theo chiéu ngang (D va E) chia cho d6
dai héc mét theo chiéu ngang cua hdc mat (F). Vi tri lat cit cua
phim theo mat phang ding di qua diém giita mat sau nhan cau
va dinh héc mét. Liy vao tinh toan chi s Barett chiéu no c6 gia
tri cao hon.

Hinh 2.9: Po chi s6 Barett trén phim CT
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» Panh gia nhin d6i: Muc d6 nhin d6i cia bénh nhan dugc
kham va cho diém theo Paridaens D (0 = Khdng c6 nhin doi, 1 =
Nhin déi khi ¢6 gang liéc mat, 2 = Nhin d6i khong lién tuc khi
nhin thing va / hodc khi doc sach, 3 = Nhin di lién tuc khi nhin
théng va / hodc khi doc sach).

= Panh gia co hay khong chén ép thi than kinh: Ching toi
dung qui trinh va tiéu chuin chan doan chén ép thi than kinh Hoi
bénh mét lién quan tuyén giap chau Au.

» Danh gia mirc d6 co rut va mirc d6 1éch mi dudi: Khoang
céch tir bo mi dudi dén diém phan quang trén giac mac o tu thé
nguyén phat (MRD) tinh biang mm. Mac do léch cia mi dudi
dugc danh gia bang so sanh anh chyp chan dung trudc va sau
phau thuat 6 thang.

2.5. Xir Iy s6 lidu:

Céc s6 liéu thu thap duoc sir Iy bang phin mém Epi Info 7.
Céc phép kiém thong ké dugc st dung v6i mirc ¥ nghia thong ké
0,05. Két qua dugc trinh bay dudi dang bang, biéu d6 va so do.
Céc bién s6 dinh tinh: 1ap bang phan phdi tan sd, ti 1& phan tram.
Céc bién s6 dinh luong: tinh trung binh, gié tri nho nhét, 16n nhat
va d¢ 1éch chuan.

Céc phép kiém thong ké dugc sur dung:

- Test chi binh phuong dé so sanh 2 ti 1¢, sir dung test chinh
xac Fisher néu can.

- Test T va Z so sanh gia tri trung binh.

2.6. Véan dé y dirc trong nghién ciru:

Phiu thudt giam 4p héc mét d4 co lich st lau doi trén thé
gidi va cho téi nay phiu thuat ndy van 12 mot phuong phép diéu
tri c6 hiéu qua ddi voi bénh méit Basedow.

Phiu thuat giam 4p hdc mét diéu tri bénh mat Basedow mirc
d6 niang da duoc Bénh vién 103 cho phép phau thuat tir trudng
hop bénh nhan dau tién vao thang 8 nam 2001.
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Péi twong nghién cuu ty quyét dinh viéc dﬁ”)ng y tham gia
nghién ctru sau khi d4 dwoc thong bao, giai thich rd rang vé tinh
trang ton thuong, cic phuong phap diéu tri 4p dung trong nghién
ctru va nhitng bién chimg c6 thé xay ra. Céc bénh nhén tir chdi
hay ngu’ng tham gia nghlen ctru déu duoc chap nhan, khong phan
biét d6i sir trong viéc tiép tuc diéu tri.

Chuong 3. KET QUA NGHIEN CUU

3.1. DPic diém bénh nhin nghién ciru

3.1.1. Dic diém dich té hoc:

S6 bénh nhén nit chiém 70%, nhiéu hon nam (30%). Bénh

nhan bi bénh mit Basedow dwogc phiu thuat giam 4p tré nhét 12 18
tudi va nhiéu tudi nhat 13 62.

3.2.2. Thi lwc LogMAR truwéc mé va sau mé trén nhom mqt
dwoc chi dinh phéu thudt giam dp do 16i mdit:

0 %—9*9—9*@
-0,02 -0,02
-0,04
006 A -0065
-0,08
-0,1
-0,12
-0,14
-0,15
-0,16
Trwéc Sau Sau
mé md7 mb6
Cao 0 0 0
Thép -0,15 -0,02 0
A Trung binh | -0,065 0 0

Biéu d6 3.7: Thi lrc logMAR truwéce va sau mé trén nhom 18 mit
¢6 chi dinh phiu thuat do 16i mit
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3.2.4. Thi lwc LogMAR truwéc mé va sau mé trén nhom mqt
bi chén ép thj than kinh:

1 A

A |

Trug'yc Sgu Sgu
mé6 mOo7 mo6
Cao -0,06 0 0
Thép -0,63 -0,37 -0,33

A Trung binh  -0,28 -0,14 -0,12

Biéu d6 3.9: Thi lrc logMAR trwéc va sau mé trén nhom mat
¢6 chi dinh phiu thuit do chén ép thi thin kinh.

3.2.5. D¢ 16i trwdc mé va sau mé trén nhom mdt dwoc chi
dinh phéu thugt giam dp do 16i mit:

30

25 —+ -
20 -\ S/ S ad W

15

—e—Truécmd

Saumé

6 161 (mm)

10

5

o e : e . .
1 2 3 45 6 7 8 91011121314 151617 18 19 20 21 22
S6 mat

Biéu d6 3.10: P§ 16i trwéc va sau mo cia nhirng mit dwoc
chi dinh do 16i mat
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3.2.6. D§ 16i trwde mé va sau mé trén nhom mdt dwoc chi
dinh phéu thugt giam dp do chén ép thi than kinh:

35

30

— o

E°RE o B8 .y a..:“\( \JM 2ed /1)

EER WL Y M

<5 15 i ——Trudcmd
:_%' 10 Saumaé

5

o —
1 3 5 7 91113151719212325272931333537394143

S6 mat

Biéu do 3.11: PJ 10i trwée va sau mé cia nhitng mit dwgc chi dinh
phau thuit do chén ép thi than kinh

3.2.7. Tinh trang nhin déi truwdc mé va sau mé trén nhiing
bénh nhin dwec chi dinh phiu thudt do 16i mit:

Bang 3.8: Piém nhin dbi truwéc md va sau mo 3 thang ciia nhirng
bénh nhan chi dinh phiu thuit do 16i mat

Truée md oo me 0 1 2 3
0 14 2

1

2

3

0 = Khéng c6 nhin dai

1 = Nhin doi khi ¢6 gang liéc mat

2 = Nhin d6i khong lién tuc khi nhin thang va / hoic khi doc sach
3 = Nhin d6i lién tyc khi nhin thang va / hoac khi doc sach

[1 = Nhin d6i giam

[ = Nhin d6i khong dbi

] = Nhin dai ting 1én
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3.2.8. Tinh trang nhin déi truwdc mé va sau mé trén nhiing
bénh nhén bi chén ép thi than kinh:

Bang 3.9: Piém nhin di truée va sau md 3 thang ciia nhirng bénh nhan

dugc chi dinh phiu thuat do chén ép thi thin kinh

Truée md oo me 0 1 2 3
0 10

1 1

2 2 7
3 8

0 = Khéng c6 nhin dai
1 = Nhin doi khi ¢6 gang liéc mat
2 = Nhin d6i khong lién tuc khi nhin thang va / hoic khi doc sach
3 = Nhin doi lién tyc khi nhin thang va / hoic khi doc sach

[1 = Nhin doi giam

[ = Nhin dbi khong doi
O = Nhin dbi tang lén

3.2.11. Két quad diéu tri co rut mi dwaoi:
Két qua diéu tri co rat mi dudi va mac do 1éch mi dudi sau

md giam ap héc mat bang duong md 1at toan bo mi dudi (cit can
bao mi cia mi dudi) dugc trinh bay trong bang 3.12 va bang 3.13.

Bang 3.12: Mitc d9 co riit mi duéi trwée va sau phiu thuat

Miic d§ hé cling mac phia dwéi

MRD (mm) (mm)
Trudc mo | Sau mod p* Truéc mo | Sau mo p*
6,9 (1,5) [51(0,8)|<0,0001| 1,4(1,1) | 0,6 (0,4) | <0,0001

MRD: Khoang cach tir anh phan xa dong tir t&i bo mi dudi ; * T- test
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Bang 3.13: Mitc d6 léch mi dwéi truée va sau phiu thuat giam ap

héc mit co ciit cAn bao co ciia mi dwéi

i h:n diem Truée md % Sau mé % p*
Mire do
Nhin thiy r& 73,8 26,1 <0,0001
Murc d6 nhe 18,4 50,7 <0,0001
Khong léch mi 7.8 23,2 0,0151

* Fisher's exact test

3.2.12. Nhiing tai bién va bién chirng sau mé-
Bang 3.14: Tai bién va bién chirng sau mo

Chay mau tir xoang 4 (9,09%)
Chay dich ndo tuy 0
Mat thi luc 0
Nhiém tring to chirc hoc mat 0

Té bi vung chi phoi cam giac | 16 (36,36%)

cua TK ham trén

Ton thuong duong 1€ 0
Quam mi dudi 2 (4,54%)
Seo mo xau 0

Tai viém sau mo

1(2,2%)
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Chuwong 4
BAN LUAN

4.1. V& dic diém bénh nhan nghién ciu
4.1.1. Tuéi va gidi:

Trong nghién ctru cua ching t6i, d tudi trung binh cua 44
bénh nhan bi bénh mét Basedow can phiu thuat 1a 36,6 tudi. Nhu
vay bénh nhédn trong nghién ctru ciia ching t6i tré tudi hon so vai
cac tac gia khac.

4.2. Két qua cia phiu thuit giam ap héc mit
4.2.1. Thay doéi vé thi luc:

Két qua nghién ciru ciia chung t6i cho thiy thi luc 6n dinh
hodc cai thién trong tit ca cac truong hop duoc phiu thudt va
khong c6 truong hop ndo thi lyc bi giam.

Trong nhém dugc chi dinh phau thuat do chén ép thi than
kinh c6 6 mét (15%) thi lyc doc bang Snellen trudc md 13 tir 0,8
dén 1,0. Piéu d6 c6 nghia 1a du cho thi luc doc bang “binh
thuong” thi vin khong loai trir kha ning bi chén ép thi than kinh.
Két qua thi Iuc logMAR cuia 40 mét chén ép thi than kinh trudc
phau thuat 1a —0,28 + 0,34, sau phau thuat 7 ngay la —0,14 + 0,23
va sau 6 thang 1a —0,12 + 0,21. CO sy khac nhau r0 rét gitra thi
luc trude va sau md voi p < 0,05 (Ztest; p = 0,01). Giai thich cho
két qua nghién ctru ndy, chdng t6i cho la vi phan 16n bénh nhén bi
bénh thi than kinh 1a do chén ép thi than kinh tai dinh héc mét boi
cac co van nhan phi dai. Phau thuat mé rong dinh hdc mat hay
con goi 1a phiu thuat giam ap hoc mit 1a mot phuong phap diéu
tri c6 hiéu qua, ngay lap tac 1am giam ap luc chén ép thi thin
kinh. Tuy nhién trong nghién ciru cua ching tdi ciing coOn 2 mit
thi Iyc dudi 0,2 trudec md ma sau mo ciing khong ting vi nhing
mét nay da 6 biéu hién bac mau dia thi do bi chén ép kéo dai. Do
d6, ching toi cling tan ddng v4i ¥ kién cia mot sé tac gia khac
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rang du hiéu chén ép thi than kinh can dwoc phat hién va diéu tri
s6m dé tang co hoi phuc hdi thi Iyc cho bénh nhan.

Trong nhom dugc chi dinh gidm ap do 16i mét, thi luc
logMAR cua 18 mit trude phau thuat 13 —0,06 + 0.08 va sau phau
thuat 7 ngay ting 1én 0,0 va sau 6 thang van 1a 0,0. C6 su khac
nhau rd rét giita thi lyc trude va sau md véi (p < 0,05). Ly do
chinh anh huong t6i thi Iyc trong bénh mat Basedow 161 mat ning
c6 18 1a do do 16n khe mi ting, giam chop mit, mi dua xudng
cham so véi nhan ciu, hé mi, han ché dua mit 1én trén va dau
hiéu Bell giam. T4t ca nhitng yéu t6 ndy din t&i khd bé mat nhén
cau. Sau phiu thuat giam ap, d6 16i mat giam dan t6i ting kha
nang che phu cua ca mi trén va mi dudi.

4.2.2. Thay doi vé dj 16i mt:

Trong 16 bénh nhan (22 mét) véi bénh mat Basedow khong
6 chén ép thi than kinh, d6 16i trung binh va d6 1éch chuan trudc
mo 1a 21,31mm + 1,93mm véi mic giam d6 16i 1a 3,27 mm + 0,55mm
trong vong 6 thang sau phiu thuat giam ap. Trong nhom 28 bénh
nhan (43 mét) phau thuat do chén ép thi than kinh d¢ 16i truéc mod 1a
22,04mm =+ 2,76mm va mirc giam d6 16i sau mé 1a 2,32mm + 1,01mm.
Dung kiém dinh z-test ching toi thiy khong c6 su khac nhau
trong do 16i truéc md cua ca hai nhom (p = 0,2149) nhung muc
do giam do 16i & hai nhom (2,32 mm so vo6i 3,27 mm) khac nhau
c6 y nghia théng ké (p < 0,0001; Z test). Qua nhitng két qua
nghién ctru trén ching toi thiy rang:

- Thir nhat 12 mit bi chén ép thi than kinh khong nhat thiét
phai 1a nhitng mit c6 d6 16i 16n hon. Tham chi trong nhiéu
nghién ctru con cho thiy do 16i ciia mat c6 chén ép thi than kinh
thuong thap hon. Trén nhitng mét ndy, cd thé do 16i thap do vach
hdc mat kha chic gy can trd mét 16i ra trude nhu mot cach giam
&p ty nhién va gop phan gay ting 4ap luc hdc mét va gay chén ép
thi than kinh.
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- Thir hai 14 d6 16i sau mé giam ap cia nhom khong bi chén
ép thi than kinh giam nhiéu hon nhom bi chén ép thi than kinh.
M6t sb nghién ctru khac cho thiy bénh mit Basedow khéng co
chén ép thi than kinh c6 d6 16i 16n hon va sau mé do 16i giam
nhiéu hon so v&i nhom c6 chén ép thi than kinh. Ly do 14 ¢ nhiing
mat khong bi chén ép thi than kinh t6 chitc m& phi dai chiém uu
thé nén con duogc goi 1a bénh mit Basedow “thé m&”. T6 chirc mé&
phi dai nay it xo hon nén dé boc tach, d& cit bo va dé thoat vi vao
cac xoang hon so v6i nhitng mit c6 chén ép thi than kinh hay con
goi 12 bénh mét Basedow “thé co™.

4.2.5. Thay doi inh trang co riit mi dwdi:

Trong nghién ctru nay, chung t6i dung dudng md 14t todn
bo mi dudi, duong md nay di qua két mac, cét can bao mi ciia mi
dudi dé di xudng b dudi xuong héc mat. Sau khi két thuc cude
md chiing t6i khau phin ngodi sun mi dudi vao bo trén cia gan
gOc mat ngoai ciing giup nang mi dudi 1én thém. Két qua nghién
ctru cua chiing t6i cho thiy sau mo 6 thang thi MRD mi duéi giam
trung binh 1,8 mm va d¢ ho cung mac phia dudi giam trung binh
14 0,8 mm (bang 3.12). Muc d6 1éch mi dudi cung duoc cai thién
tur 73,8% muc d§ ndng trudc mo, sau md giam xuong con 26,7%.
Tét nhién phau thuat két hop cung mot luc diéu tri giam ap héc
mat va co rat mi khéng hoan toan giai quyét duoc toan bo co rut
mi ciia mot sé bénh nhan. Trong nghién ciru ciia ching i co 17
mét (26,7%) sau d6 van phai phau thuat mi duéi lan nira.

4.2.6. Bién chirng ciia phdu thudt:

Trong nhirng trudng hop phiu thuat giam ap hdc mét bang
cach cat thanh xwong mic di vé mit ly thuyét 1a c6 nhimng bién
chirng nang nhung cling it gap trong thyc hanh l1am sang. Nhing
bién ching co6 thé duoc thong bao ciia phau thuét cit thanh xuwong
héc mat dé giam ap 1a: lac sau phiu thuat, giam cam gic trong
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hdc mat va viém xoang, quim mi dudi, 1éch nhdn cau. Cac bién
chirng khac nhu: rd dich ndo tiy, nhidm tring hé than kinh trung
wong, ton thuong mit va thi than kinh hodc hé théng mach mau
tai mét, co thit mach ndo, thiéu mau va hoai tir 1a nhirng bién
chimg rat ning né nhung hiém khi say ra. Thém vao nhiing bién
ching thuong gip trong phau thuét giam 4p néi chung thi tdy vao
nhirng phiu thuat khac nhau va duong vao khac nhau ma tiém an
nhirng bién chimg cua riéng né. Trong nghién ctru nay, ching toi
gip mot s6 bién chung nhu:

Tén thuong nhanh sb 2 cia day than kinh sb V ¢ thé gap
trong phau thuat giam 4p bang cach cat thanh dudi xwong hdc
mét.Trong nhom bénh nhan nghién ctru cia ching t6i ¢c6 16 bénh
nhan (36,36%) c6 cam giac té bi ving mdi va ma sau phau thuat.
Nguyén nhan c6 thé 1a khi cit thanh dudi hdc mat dd gay chin
thuong hogc 1am dirt than kinh ham trén doan di qua san hoc mat
(thudc nhanh sb 2 day V). Chiing ti theo ddi thdy céac triéu
chirng t6n thwong day than kinh giam dan theo thoi gian va sau 6
thang khdng con bénh nhan ndo phan nan vé cam giac nay nia.

Ti 1& nhin doi sau md trong nghién ciru cua ching t6i voi
nhém bi chén ép thi than kinh 1 28,57% va nhém khdng cé chén
ép thi than kinh 1a 12,5%. Ti 1¢ nhin d6i nay ndm trong khoang ti
I& nhin d6i sau mé tir 0% tGi 79% nhu thong ké cua tic gia
Paridaens va cong sy trén 35 nghién ciru khac nhau dugc thuc
hién tir nam 1980 tGi nam 2004.

2 bénh nhan (3 mat) c6 quim mi dudi sau md. Nhitng mit
nay trude md mi dudi co rat mirc do nang va sau md qua trinh viém
xo hoa ciia hé théng can co nang mi dudi van tiép dién giy nén
quam mi dudi. X tri nhitmg mét ndy chiing t6i phai phu thuat 1am
dai mi dudi bang ghép manh can sau tai ciia bénh nhan.

4 bénh nhan (9,09%) c6 biéu hién chay mau ra tr xoang ham.
Nhung nhitng bénh nhan ndy c¢6 khac ra it mau ngay dau sau mo va
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ciing chi can cho bénh nhan stc miéng bang nuéc mubdi chir khong
can phai xr tri gi dac biét.

Ti 1& cua tai viém vao khoang 1,3% va c6 thé duoc didu tri
bang thubc e ché mién dich hodc chiéu xa héc mét. Trong nghién
ctru cua ching toi c6 mot bénh nhin nam (s6 23) (2,2%) c6 biéu
hién tai viém sau phau thuat giam ap 4 thang. Bénh nhan di duoc
nhap vién va diéu tri bang Methyl prednisolon 80 mg truyén tinh
mach trong 3 ngdy, tiép theo lidu 40 mg trong 3 ngiy va sau do
cho udng giam liéu Prednisolone va duy tri liéu 10mg trong 3
thang. Theo ddi cho t6i nay (2 ndm) khong thay tai phat lai.

4.3. Nhirng yéu t6 anh huong téi két qua phiu thuit giam ap
héc mit
4.3.1. Vin d@é diéu tri chong viém trwéc mé:

Trong nghién ctru ciia chung t6i, tit ca cac bénh nhan ¢6 diém
viém 16n hon 3 diém déu dugc diéu tri bang methylprednisolone
acetate (80mg/ngay lién tuc 3 ngay) dé giam muc d6 viém trudc
md va giam phU né sau mo. Pbi vi nhom 22 mét phau thuat do
151 mat thi s6 mét dwoc phdu thut nhiéu nhat 1a 12 (54,5%) khi
diém viém 1a 2 diém. Tiép theo khi diém viém 1a 1 diém c6 6 mit
(27,2%) va diém viém 1a 3 diém co 4 mat (18,3%). Trong nhom
43 mit phau thuat do chén ép thi than kinh thi s§ mét duoc phiu
thuat chii yéu khi diém diém viém 1a 3 chiém 33 mit (76,74%),
tiép theo 1a diém viém muc 2 diém c6 10 mit (23,25%). Co 2 mit
trén mot bénh nhan phai phiu thuat khi diém viém con 5 diém
(bénh nhan sé 22) do bénh nhan bi hoi chimg Cushing do dung
cocticoid diéu tri matChang t6i nhan thiy rang phiu thuat trén
nhirng mét c6 diém viém cang thap thi cang thuan lgi do t6 chirc
héc mit bot phil né va xung huyét nén boc tach dé dang hon va it
chay mau hon, sau md tinh trang phu né tai chd cling nhe hon va
bénh nhan ciing chong hdi phuc hon.
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4.3.3. Vin dé chin dodn sém thi than kinh bi chén ép
4.3.3.1. Nhiing kham nghiém |&m sang:

Trong nghién ciru ciia chung t6i c6 37 mét (85,7%) trén 43
mét bi chén ép thi than kinh c6 giam thi lyc (thi lyc dudi 0,67).
Két qua nghién ctru ndy ciing tuong tu nhu két qua cua Hoi bénh
mat lién quan tuyén giap chau Au 1a 75% bénh nhéan c6 chén ép
thi than kinh c6 biéu hién giam thi lyc doc bang va su khac biét 1a
khéng c6 y nghia thdng ké (p = 0,1439).

M6t s6 bénh nhan c6 thé thi luc van 10/10 va khdng phan
nan vé thi lyc thi ciing khong phai 1a yéu t6 gitp loai trir bénh thi
than kinh. Khi d6, chung tdi kiém tra do cam thu mau sic (khi
khong c6 ton thuong gidc mac) va rdi loan phan xa dong tir hai
mat. Trong 43 mat mo do chén ép thi thin kinh cta chung t6i thi
c6 26 mit (64,2%) co roi loan sic giac ¢ cac muc do khac nhau, ti
I& ndy ciing twrong ty nhu cia Hoi bénh mét lién quan tuyén giap
chau Au 12 70% (p = 0,4922). 15 bénh nhan (40,4%) trong tong sb
28 bénh nhan chén ép thi than kinh c¢6 ton hai phan xa ddng tir
lién tng, ti 18 ndy ciing tuong tu nhu ciia Hoi bénh mét lién quan
tuyén giap chau Au 1a 48% (p = 0,4236).

Po thi truong 1& mot kham nghiém can thiét dé danh gia
chirc nang thi than kinh. Nhitng ton hai thi truong chung toi dé
gap 1a 4m diém canh trung tim 10 mat (83,4%), am diém hinh
cung 1 mit (8,3%) va 1 mét ¢ ton thuong nira dudi thi trudng
(8,3%). Nhu véy trong tong s6 34 mit chén ép thi than kinh chung
t0i gap 12 mat (35,2%) c6 ton thwong thi truong, ti 16 ndy ciing
twong tw nhu cua Hoi bénh mét lién quan tuyén giap chau Au la
42% (p = 0,0753).

Trong nghién ciru ching t6i thdy co6 20 mét co biéu hién
phu dia thi va 2 mét c6 biéu hién teo dia thi trong tong s6 43 mit
(51,16%) c6 chén ép thi than kinh. Két qua nghién ciru cua chiing
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t0i cling twong ty nhu ciia Hoi bénh mat lién quan tuyén giap chau
Au 12 45% (p = 0,4804).
4.3.3.2. Kham nghiém cén lam sang:

Trong nghién ciru ciia chung toi khi chon chi sb co 1a 60%
ciing dat duoc su két hop tot nhit giita d6 nhay va do dic hiéu 1a
0,74 / 0,73 vdi chi s6 odds 1a 6,78. Tuy nhién ciing c6 mot sb
nghién ctru cho thay rang c6 nhitng bénh nhan c6 chén ép thij than
kinh nhung khong c6 hinh anh phi dai co trén phim chup CT va
mot s6 bénh nhan c¢6 hinh anh chén ép do phi dai co trén CT
nhung lai khong c¢6 biéu hién 1am sang cua chén ép thi than kinh.
Mic du con ¢6 nhitng han ché, ching t6i tin ring chi sb co c6 gia
tri hitu ich dé gop phan chan doan chén ép thi than kinh, dic biét
khi chi sb co trén 60% thi bénh nhan nén duoc kiém tra ky dé phat
hién chén ép thi than kinh.

4.3.4.Vin dé lwa chon phwong phap phéu thuat.
4.3.4.1. Lya chon dudng phau thuat vao hdc mat:

Chuing toi ciing thiy rang duong mo 1at todn bo mi dudi c6
thé dugc st dung trong phiu thuat giam ap cho ca hai thé bénh 1a
c6 chén ép thi than kinh va khéng c6 chén ép thi than kinh. Vi
thé c6 chén ép thi than kinh thi qua dwdng md ndy ching ta co thé
dé dang tiép can voi thanh trong héc méit dé pha bo thanh trong,
m& thong hdc mit vao xoang xang dé giam ap thi than kinh tai
dinh héc mat. Vi bénh nhan bi 16i mat nang thi sau khi cat bo
thanh trong va thanh dudi héc mat ching ta c6 thé cit bo ludn
thanh ngoai hic mit ciing qua dudng md ndy néu thiy can thiét.

4.3.4.2. Van dé két hop phau thuat cit thanh xwong va liy m&
t6 chirc hdc mat:

Mot 1y do quan trong cua viéc lya chon ky thuat (léy md hay
cit thanh xwong va néu cit thanh xwong thi cit nhitng thanh nao)
cin ctr chu yéu vao ti 1& nhin d6i sau md. Tuy nhién ti 16 nay rat
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kho so sanh giita cac nghién ciru do ¢6 su khac nhau rat nhidu vé
bénh nhan trong cac nghién ctu, trong xac dinh mirc d¢ ning cua
bénh trudc md, vé duong md, vi tri va téng sb xuong hoac m&
dugc lay di va vé phuong phap ding dé tinh ti 16 nhin doi sau mo
trong nghién ctru. Vi nhitng ly do ndy ma Paridaens va cong su
nam 2006 da dua ra mdt phuong phap tinh ti 1€ nhin d6i mai va &p
dung dé tinh toan lai ti 1& nhin d6i trong 35 nghién ciru dugc cong
bé tir nam 1980 t&i nam 2004 cua 32 tac gia voi muc dich 1a dé lya
chon ra k¥ thuat co ti 1€ nhin doi sau md thdp nhat. Sau khi tinh
toan lai thi nhém sir dung dudng vao héc miét di qua xoang ham dé
cit thanh héc mét co ti 16 nhin doi sau mod cao nhat (tir 27% toi
79%) trong khi d6 nhom sir dung dudng vao hée mat dé cat thanh
xuong qua két mac cing d6 dudi c6 ti 1é nhin doi sau mo thap nhét
(tir 0% tdi 32%). Tac gia dwa ra két luan nén ding dudng phau
thuat vao hdc mit qua két mac mi dudi va néu can mé rong ra goc
mat ngodi (dudng mo 1at todn bo mi dudi) trong phiu thuat giam ap
héc mét. Trong nghién ctru cua chung toi, khi ding duong mé lat
toan bo mi dudi dé phiu thuat vao trong hdc mit cat hai thanh
trong va thanh ngoai hdc mat két hop 1dy m& hdc mat thi ti 1é nhin
d6i sau phau thuat ctia nhom bénh nhan cé chi dinh do chén ép thi
than kinh 14 28,57% va nhom c6 chi dinh do 16i mat 14 12,5%. Ti 1&
nhin d6i sau md cia chung toi cling nam trong giéi han nhu 44
dugc cong bd cua Paridaens (tir 0% tdi 32%).
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KET LUAN

Nghién ciru vé phau thuat giam ap héc mét bang duong md
4t toan bo mi dudi di vao cat thanh trong va thanh dudi héc mat
két hop voi 1dy m& hc mét gitip dwa ra mét s6 két luan nhu sau.

1. Két qua ciia phiu thuit giam ap trong diéu tri bénh
mit Basedow:

e Nhém phiu thuat do chén ép thi than kinh thi lyc ting
trung binh 2 hang va nhém phiu thuat do 16i mit thi lyc ting
trung binh 1 hang trén bang Snellen. Khong c6 truong hop nao
giam thi lyc sau md

e Do 16i mit cia nhom chi dinh do chén ép thi than kinh
giam trung binh 1a 2,32mm + 1,01mm va nhém chi dinh do 16i
mit nang 1a 3,27mm + 0,55mm sau phau thuat.

e Phu dia thi hét hodc giam sau md 7 ngay trén 91,4% mit
¢6 hinh anh phu dia thi truéc mo. Nhitng mat c6 hinh anh dia thi
bac mau truéc mo thi hinh anh bac mau dia thi khong cai thién
nhung ciing khong x4u hon.

e Nhén ap duoc giam sau phau thuat ha 4p trén nhitng bénh
nhén trude mo co ting nhan ap.

o Mtrc do co rat mi dudi va mae d6 1éch mi dudi duoc cai
thién trong 47,7% cac truong hop.

o Ti 1& nhin d6i sau md nang 1én hoac mai xuét hién cua
nhom chi dinh do chen ép thi than kinh 1a 28,57% va nhém chi
dinh do 16i mat nang 13 12,5%.

e Bién chimg chay mau tir xoang ham sau mé 1a 9,09%,
quim mi dudi sau md 1a 4,54%, tai viem sau md 1a 2,2% va hay
gap nhat 1a t& bi ving chi phdi cam giac cua than kinh ham trén la
36,36%. CAc bién ching déu khong trim trong va dé xur 1y.
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2. Nhirng yéu t6 anh hwong téi két qua phiu thuit:

e Tinh trang viém can duoc diéu tri tich cyc trude md néu mét
dang & giai doan viém va chi nén phau thuat khi mét hét viém.

e Tinh trang chén ép thi than kinh can dugc phat hién va
diéu tri som dé tranh dé ton thuong thi than kinh khong hoi phyc.

e Lira chon phuong phéap md cat thanh trong va thanh dudi
héc mit két hop v6i iy m& he mét 1a mot phwong phap c6 nhiéu
vu diém:

- C6 thé chi dinh trén mit c6 chén ép thi than kinh vi c6 cit
thanh trong hdc miat dé giam ap tai dinh hc mit.

- D6 16i mat duoc giam tdi da do c¢6 su két hop cung lic
giam ap bang cach cat thanh xuong va giam ap bang cach lay m&
t6 chirc hdc mat.

e Duong mé dé dat duoc két qua tot nhat theo phuong phép
da chon trén 1a duong md 14t toan bo mi dudi vi:

- Boc 16 dugc truong md rong rdi dé cit thanh trong va
thanh dudi hdc mét va cd thé d& dang cit thém thanh tha 3 (thanh
ngoai) trén nhirng mat ma cét hai thanh khong du giam do 16i.

- Qua dudng md nay can bao mi dudi dwoc cit gop phan
diéu tri co rat mi dudi sau phau thuét.

KIEN NGHI

1. Nhitng bénh nhéan c6 bénh mét Basedow mirc do nang va
muc d6 de doa thi lyc cAn dugc phat hién va diéu tri sém dudi sy
két hop chit ch& cua ca bac si thudc chuyén khoa Noi tiét va
chuyén khoa Mit.

2. Tiép tuc nghién ctru vé diéu tri lac, diéu tri co rat mi cho
bénh nhan sau khi mit d4 duoc phau thuat giam ap.
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INTRODUCTION

Graves' orbitopathy (GO) is most commonly seen in
patients with Graves’hyperthyroidism where it is called
“Graves’ ophthalmopathy”. However, ophthalmopathy also
occurs in a small proportion of patients with transient (subacute
and silent) thyroiditis and in about a third of patients with
progressive (Hashimoto’s) thyroiditis. Although the precise
pathophysiology of GO remains unclear but restoration of
normal thyroid status is strongly recommended.

Dysthyroid optic neuropathy (DON) is impairment of
optic nerve function and /or corneal breakdown affecting
approximately 3-5% of patients with Graves' orbitopathy. The
pathophysiological mechanism of DON is probably
multifactorial, but mainly related to an increase in volume of
connective tissues, particularly the extraocular muscles close to
the orbital apex. Any surgical proceduce aimed at decreasing
the raised intraobital pressure and its effects by means of
enlargement of the bony orbit and/or removal of the orbital fat
is defined as orbital decompression. Several techniques, aimed
at removing portions of one to four walls of the orbit, have
been used. The removal of the lateral wall alone by Dollinger
(1911), The inferior (transantral) approach by Hirsch (1930),
The superior (transfrontal) approach removes the roof of the
orbit by Naffziger (1931) and Technique has been modified by
Anderson (1981) to remove the floor and the medial wall of
the orbit. During recent years, in clinical practice, the orbital
decompression involves the use of 18 different techniques.

Because studies on orbital decompression have not
been published in Viet Nam, while the recent years have seen
an increase in the amount of Graves’ patients at 103 Hospital,
those have a severe Graves' orbitopathy tends to improve
spontaneously.

Thus, our study, ' Orbital decompression for severe
Graves' orbitopathy**, has been performed.

3. To evaluate the efficacy of orbital decompression in
patients with Graves' orbitopathy.



4. Consider the factors that help improving the efficacy of
orbital decompression.

NOVEL APPROACHES AND IDEAS OF THE STUDY

5. Orbital decompression surgical is applied for severe
Graves' orbitopathy.

6. Define ophthalmologic signs of disthyroid optic
neuropathy and how does doctor define disthyroid optic
neuropathy as well as disease activity.

7. We applied the concept of the bony orbital floor and
medial wall removal performed via the familiar
transconjunctival approach and combined it with removal of fat
for severe Graves' orbitopathy and/or Graves' orbitopathy with
disthyroid optic neuropathy.

8. We propose to wuse "swinging eyelid" orbital
decompression. It is efficacious for exophthalmos reduction and
lower eyelid recession.
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Chapter I. OVERVIEW

1.1. Pathogenesis:

The clinical symptoms and signs of GO can be
explained mechanically by the discrepancy between the
increased volume of the swollen orbital tissues and the fixed
volume of the bony orbit. The expanded orbital tissues displace
the globe forward and impede venous outflow from the orbit.
These changes, combined with the local production of
cytokines and other mediators of inflammation, result in pain,
proptosis, periorbital edema, conjunctival injection, and
chemosis.

1.2. Orbital anatomy:
1.3. :Diagnosis:

Graves ophthalmopathy is considered to be present if eyelid
retraction (upper eyelid position at or above the superior
corneoscleral limbus) occurs together with objective evidence of
thyroid dysfunction (preferably including, but not limited to,
serum thyroid-stimulating immunoglobulins) or exophthalmos
(exophthalmometry measurement > 18 mm), or optic nerve
dysfunction, or extraocular muscle involvement (either restrictive
myopathy or enlarged muscles as determined by CT, MRI, or
ultrasonography). The clinical features may be either unilateral or
bilateral.

1.4. Activity and severity assessments in GO:
1.4.1. Activity measures based on the classical features of
inflammation:

Clinical activity score (CAS) is the sum of all items
present:

- Spontaneous retrobulbar pain
- Pain on attempted up or down gaze



- Redness of the eyelids

- Redness of the conjunctiva

- Swelling of the eyelids

- Inflammation of the caruncle and/or plica
Conjunctival edema

CI|n|caI activity score (CAS) > 3/7 indicates active GO
proposed by EUGOGO

1.4.2. Severity classifications in GO

1.4.2.3. EUGOGO recommends the following classification

of patients with GO:

1. Sight-threatening GO: Patients with dysthyroid optic
neuropathy (DON) and/or corneal breakdown. This
category warrants immediate intervention.

2. Moderate-to-severe GO: Patients without sight-
threatening GO whose eye disease has sufficient impact
on daily life to justify the risks of immunosuppression
(if active) or surgical intervention (if inactive). Patients
with moderate-to-severe GO usually have any one or
more of the following: lid retraction > 2 mm, moderate
or severe soft tissue involvement, exophthalmos > 3
mm above normal for race and gender, inconstant, or
constant diplopia.

3. Mild GO: patients whose features of GO have only a
minor impact on daily life insufficient to justify
immunosuppressive or surgical treatment. They usually
have only one or more of the following: minor lid
retraction (< 2 mm), mild soft tissue involvement,
exophthalmos > 3 mm above normal for race and
gender, transient or no diplopia, and corneal exposure
responsive to lubricants.

1.5. Orbital decompression surgery :

1.5.1. Surgical indication :

1.5.1.1. Surgical indication for dysthyroid optic neuropathy:

1.5.1.2. Surgical indication for severe GO:



1.5.2. Surgical techniques:
1.5.2.1. Surgery in dysthyroid optic neuropathy:

Most cases of dysthyroid optic neuropathy are due to
apical optic nerve compression by enlarged extra-ocular
muscles. Surgical expansion of the orbital apex by orbital
decompression is an effective method of immediate reduction
of pressure on the optic nerve. Usually removal of the ethmoids
is sufficient, but in rare cases removal of the anterior-Ilateral
wall of the sphenoid sinus is necessary.

1.5.2.2. Surgery in severe GO :

- Bony decomperssion surgery: a recent prospective survey
of the European Group on Graves' Orbitopathy (EUGOGO)
showed that inferomedial bone decompression is still a widely
used procedure in Europe

- Pure orbital fat decompression:

- The combination of bone decompression associated with
fat removal: it has been gaining popularity in view of its reported
safety and increased effectiveness as compared with bone or fat
decompression alone.

1.5.2.3. The surgical approach for orbital decompression:

The lateral canthus and inferior fornix are incised, up to
the mucocutaneous margin of the medial canthus,
inferomedially of the caruncle. The inferior part of the lateral
canthal ligament is cut and the eyelid is rotated inferiorly (the
'swinging eyelid approach’).

Chapter 2
SUBJECTS AND METHODS
2.1. Subjects:
2.1.1. Patients: patients with Graves' orbitopathy at 103
Hospital between 01/2007 and 12/2012. All patients had optic
neuropathy and severe ophthalmopathy.



2.1.2. Inclusion criteria:

> Sight-threatening GO: Patients with dysthyroid optic

neuropathy (DON) and/or corneal breakdown.

» severe GO: Patients with severe GO usually have any

one or more of the following: lid retraction > 2 mm, moderate
or severe soft tissue involvement, exophthalmos > 21 mm,
inconstant, or constant diplopia.

2.1.3. Exclusion criteria:

Patients with hyperthyroidism.

Contraindication for for general anesthesia.

Bénh nhan khong mubn phau thuat sau khi dugc tu van vé
c4c bién chirng c6 thé xay ra.

Patients don't agree because of adverse and side effects of
surgery.

Patients weren't seen for follow-up postoperatively.
Patients don't want to join the study

2.2. Methods of examination
2.2.1. Design:

Retrospective analysis of noncomparative

interventional case series (quasi — experimental).
2.2.2.Number:

Calculator:

_ (Z O/)zxs (1,96)* x12

(3 6><10%)

Trong do: N - eyes.

Zy - 0./2 = Z 95 = 1,96 - Disrtibution table
§? - Standard deviation (1mm).

E? Variance standard deviation (10% of
3,6mm).



2.2.3. Method:
Patients were divided into two group for orbital
decompression.
- 28 patients (43 eyes) with dysthyroid optic
neuropathy (DON).
- 16 patients (22 eyes) with severe GO.

2.2.4.1. Preoperative information:

- Baseline Characteristics: Sex, Age at onset of eye
symptoms, Age at decompression, Interval between eye
symptoms and decompression, Age at diagnosis of
hyperthyroidism, Thyroid status at decompression,
Thyroid values before decompression.

- Ophthalmic examinations: Best corrected visual acuity
(BCVA), colour vision (Ishihara colour plates), ocular
motility, keratopathy or corneal ulceration, optic disc
swelling or optic disc pallor, visual field defects,
relative afferent pupillary defect (RAPD), apical
crowding imaging on computed tomography.

2.2.4.2. Surgical technique in this study:

The two-wall decompression technique (by Walsh and
Ogura) using the ‘swinging eyelid’ approach (by Paridaens) is
described briefly. For a more detailed description, the lateral
canthus and inferior fornix are incised, up to the
mucocutaneous margin of the medial canthus, inferomedially
of the caruncle. The inferior part of the lateral canthal ligament
is cut and the eyelid is rotated inferiorly (the ‘swinging eyelid
approach’). Any protruding orbital fat is excised (internal
blepharoplasty). The periosteum is incised along the inferior,
and lateral orbital rim and the periorbita is separated bluntly
from the medial, inferior orbital walls. The orbital walls are



(partially) removed ab interno, leaving the orbital rim. To limit
downward displacement of the eyeball, the anterior 0,5 cm of
the orbital floor is left in place. we refer to use this technique
for dysthyroid optic neuropathy and severe GO.

2.2.4.3. Postoperative information:

For analysis, we used clinical and data obtained shortly

preoperatively. Follow-up examination data range from
1month, 3 months, 6 months postoperatively.

2.4. The inclusion criteria records

Ocular  protrusion measured by the Hertel
exophthalmometer

IOPs measured by applanation tonometry in the
standard position.

Computerized tomography (CT): We used the method
described by Barrett et al. A reformatted coronal scan
halfway between the posterior globe and the orbital
apex was used to calculate the muscular index. The
transverse dimensions of the medial rectus muscle (A),
the lateral rectus muscle (B), and the orbital width (C)
were measured along a horizontal line through the optic
nerve. The horizontal muscular index was calculated as
the percentage of orbital width occupied by the lateral
and medial rectus muscles [(A+B/C).100]. The vertical
muscle index was based on the vertical dimensions of
the superior rectus/levator muscle complex (D), the
inferior rectus muscle (E), and the orbital height (F)
[(D+E/F).100]. The larger value was considered the
muscular index, corresponding to the Barrett Index
(BI), and was used in subsequent data analysis.



Figure 2.9: Schematic representation of the method for calculating Barrett’s Index

- Calculation of incidence of diplopia: we support a new
scoring system (proposed by Paridaens),which we use
to calculate the incidence of diplopia in our study (0 =
No diplopia, 1 = Gaze-evoked diplopia, 2 =
Discontinuous diplopia in primary and/or reading
position, 3 = Continuous diplopia in primary and/or
reading position).

- ldentify clinical features of dysthyroid optic neuropathy
(DON): DON were identified using centre-specific
clinical practice criteria of EUGOGO.

- The method used to calculate actual lower lid height
and lower lid lateral flare: the marginal reflex distance
(MRD), which is the distance between the center of the
pupillary light reflex and the upper eyelid margin with
the eye in primary gaze. Lower lid lateral flare were
recorded and report outcomes at 6 months based on
postoperative standard photographs.

2.5. Statistical analysis:

For data analysis the statistical program Epi Info 7 was
used. Significance was assumed if p < 0.05.

Chi-square test was used for non-parametric and Fisher’s
exact test (categorical data)

Independent sample t test was used for normally
distributed data sets.
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Chapter 3. RESULTS
3.1. Clinical aspects of patients with Graves’ orbitopathy
3.1.1. Etiology:

44 patients, 31 women (70%) and 13 men (30%), with a
mean age of 39 years (range 16—62 years) were in study.

3.2.2. Pre-post operative visual acuity in severe Graves' orbitopathy
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Figure 3.7: Visual acuity (logMAR) of 18 eyes with severe Graves' orbitopathy
3.2.4. Pre-post operative visual acuity in dysthyroid optic neuropathy
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Figure 3.9: Visual acuity (logMAR) of 40 eyes with dysthyroid optic neuropathy

3.2.5. Pre-Post exophthalmometry in patients with severe Graves' orbitopath
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Figure 3.10: Pre-Post exophthalmometry in patients with severe Graves' orbitopath

3.2.6. Pre-Post exophthalmometry in patients with dysthyroid optic
neuropathy
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Figure 3.11: Pre-Post exophthalmometry in patients with dysthyroid optic
neuropathy

3.2.7. Pre- and postoperative diplopia score in patients with
severe GO:

Table 3.8: Pre- and postoperative diplopia score in patients with severe GO:

Preoporative Postoperative 0 1 9 3
0 14 2
1
2
3
0 =no diplopia.

1 = gaze-evoked diplopia.
2 = discontinuous diplopia in primary and/or reading position.
3 = continuous diplopia in primary or reading position.
1= regression of diplopia.
[ = progression of diplopia.
[C1= no change in diplopia.
3.2.8. Pre- and postoperative diplopia score in patients with

dysthyroid optic neuropathy:
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Table 3.9:Pre- and postoperative diplopia score in patients with dysthyroid
optic neuropathy:

P rati

_ ostoperative 0 1 ) 3
Preoperative
0 10
1 1
2 2 7
3 8

0 =no diplopia.

1 = gaze-evoked diplopia.

2 = discontinuous diplopia in primary and/or reading position.
3 = continuous diplopia in primary or reading position.

[] = regression of diplopia.

[ = progression of diplopia.

[C1= no change in diplopia.

3.2.11. Surgical correction of lower eyelid retraction:
Overall surgical result show at table 3.12 and table 3.13.
Table 3.12: Mean lower lid height and Mean inferior scleral show

MRD (mm) Mean inferior scleral show (mm)
Preoperative | Postoperative P* Preoperative | Postoperative P*
6,9 (1,5) | 51(0,8) |<0,0001| 1,4 (1,1) | 0,6 (0,4) | <0,0001

* T- test
Table 3.13: Lower eyelid lateral flare
Preoperative %0 Postoperative %0 pP*

Obvious lateral flare 73,8 26,1 < 0,0001
Mild lateral flare 18,4 50,7 < 0,0001
Normal contour 7.8 23,2 0,0151

* Fisher's exact test
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3.2.12. Complications of Orbital Decompression
Table 3.14: Complications of Orbital Decompression

Bleeding 4 (9,09%)
Cerebrospinal fluid 0
Damages to optic nerve 0
Infections 0

Damages to the second branch of | 16 (36,36%)
the trigeminal nerve

Lacrimal system 0
Lower lid entropion 2 (4,54%)
Scarring 0

Reactivation 1 (2,2%)
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Chapter 4
DISCUSSION

4.1. Characteristics of patients
4.1.1. Age and sex:

The average age for 44 patients was 39 years (range,
16-62 years). Most subjects (70%) were women.

4.2. Surgical outcome:
4.2.1.Visual Acuity:

Visual acuity was recorded for 65 eyes both
preoperatively and postoperatively. Visual acuity improved by
1 Snellen lines or more after decompression (P < 0.05) with no
worse after decompression.

Best-corrected visual acuity gain was noted in 6 eyes
with compressive optic neuropathy ( 0.8-1.0 Snellen lines) that
means "normal visual acuity” does not preclude an optic
neuropathy. Vision of 40 eyes improved from -0,28 + 0,34
logMAR to -0,14 + 0,23 logMAR directly after the
intervention (7 days). In the measurements taken 6 months after
intervention, an additional increase in visual acuity was noted,
to an average of —0,12 + 0,21 logMAR (p < 0,05).

Most cases of dysthyroid optic neuropathy are due to
apical optic nerve compression by enlarged extra-ocular
muscles. Surgical expansion of the orbital apex by orbital
decompression is an effective method of immediate reduction
of pressure on the optic nerve. However, 2 eyes had a
preoperative visual acuity under 0.2 Snellen lines and their
visual acuity no improved after the intervention caused by pale
optic disc. Therefore, cases with compressive optic neuropathy
necessitates urgent treatment with surgical decompression of
the orbit.

The change in visual acuity for 18 eyes with severe

Graves’ orbitopathy is from -0,06 + 0.08 logMAR
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preoperatively to 0,0 logMAR postoperatively 7 days and 6
months. In severe Graves' orbitopathy, increased palpebral
fissure width, blink rate alterations, lid lag, lagophthalmos,
deficit of elevation and poor Bell's phenomenon can all be
potentially connected with drying of the ocular surface. The
influence of decompression surgery on increased eyelid
aperture has recently been reported. A decrease in eyelid
aperture based equally on decreased upper and lower lid
retractors.

4.2.2. Exophthalmos reduction:

The mean preoperative Hertel exophthalmometry
measurement for the group of 16 patients (22 eyes) with severe
Graves' orbitopathy was 21,31mm + 193mm and mean
postoperative Hertel exophthalmos reduction was 3,27 mm +
0,55mm (p < 0.001) after 6 months. The mean preoperative
Hertel exophthalmometry measurement for the group of 28
patients (43 eyes) with compressive optic neuropathy was
22,04mm + 2,76mm and mean postoperative Hertel
exophthalmos reduction was 2,32mm + 1,01mm (p < 0.001) after
6 months. We also stratified the results to compare the Hertel
exophthalmometry = measurements  before and  after
decompression for the group of patients with compressive optic
neuropathy and those with severe Graves' orbitopathy. The
mean difference was 2.32 mm in the group with optic nerve
compression, and 3.27 mm in the group without optic nerve
compression (p < 0,0001).

Patients with optic neuropathy had lower preoperative
and postoperative Hertel exophthalmometry measurements.
These results are consistent with the understanding that patients
with compressive optic neuropathy are not necessarily those
with the greatest proptosis.
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4.2.5. Improve lower eyelid retraction following orbital
decompression:

With the conjunctivo-retractor flap still on traction, the
retractors are dissected off the conjunctiva down to the level of
the inferior fornix using Westcott scissors. The lateral horn of
the lower eyelid retractors is released with a sharp dissection.
The conjunctiva is then sutured to the conjunctiva at the
inferior border of the tarsal plate with 6/0 buried Vicryl-Rapide
sutures. The lateral border of the lower eyelid tarsus is sutured
to the upper limb of the lateral canthal tendon using 6/0 Vicryl
followed by layered closure of the lateral canthus incision.
Postoperatively, 6 months, mean lower eyelid height improved
by 1,8 mm. Scleral show improved by 0,8 mm. Lower eyelid
lateral flare improved overall. Preoperatively, 73.8% of
patients had lateral lower lid flare recorded as ‘obvious’ but
There was a general decrease in these rate postoperative, only
26,7% of patients had ovious lateral lower lid flare.

4.2.6. Complication of Orbital Decompression:

In the case of bone orbital decompression, in spite of
theoretical expectations, severe complications are rare in clinical
practice. Common complications of this surgical approach are
consecutive strabismus, infraorbital hypoaesthesia and sinusitis,
lower lid entropion and eyeball dystopia, while leakage of
cerebrospinal fluid, infections involving the central nervous
system, damage to the eye and optic nerve or their vasculature,
ischaemia and infarchtion are severe but rare events. In addition
to complications common to orbital decompressions in general,
different surgical approaches and routes may carry the risk of
specific complications.

The second branch of the trigeminal nerve may be damaged
in the course of orbital floor removal decompression.16 patients
(36.36%) in our study say their pain follows decompression
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surgery and pain affecting a more widespread area of the face (
the lower eyelid, cheek, the naresand upper lip). However,
patients shows relief from this pain without treatment and after
6 months no patients suffer pain anymore.

We calculate the incidence of postoperative new-onset
diplopia range from 28,57% (group of dysthyroid optic
neuropathy) to 12,5% (group of severe Graves' orbitopathy). In
35 published reports showed from 1980 to 2004 on
transconjunctival decompression, the reported incidence of
new-onset diplopia ranged from 0% to 79%.

2 patients (3 eyes) showed lower lid entropion
postoperativelly. Periorbital scarring with iatrogenic lid retraction
are more likely to occur with periorbital incisions. Lower lid
lengthening is indicated after decompression. An interposition
graft of spacer is needed if there is significant lower lid retraction.

Early postoperative bleeding occured on 4 patients (9.09%)
but no requiring re-intervention.

Reactivation of Graves' orbitopathy after orbital
decompression is another rare complication. Based on its
characteristic, the observation was named delayed decompression-
related reactivation (DDRR). The inciden of DDRR is 1.3% in
Baldeschis' study. In our study is 2.2% (1patient) who expressed
DDRR at 4 months after decompression and be controlled with
intravenous GC pulse therapy, follow up 2 years with no
reactivation. Intravenous GCs are safe if the cumulative dose is
< 8 g methylprednisolone in one course of therapy

4.3. The factors influence the successful outcome of orbital
decompression surgery.
4.3.1. Management of orbital inflammation:

Clinical Activity Score (CAS) of 3 points were defined as
major criteria of a successul treatment outcome. All patients with
orbital inflammation were given i.v. infusions of 80mg
methylprednisolone acetate for 3 days. In 22 eyes with severe
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Graves' orbitopathy we had 12 eyes (54,5%) with CAS of 2 points,
6 eyes (27,2%) of 1 points and 4 eyes (18,3%) of 3 points at time
of operation. In 43 eyes with dysthyroid optic neuropathy we had 33
eyes (76.74 %) with CAS of 3 points, 10 eyes (23.25 %) of 2
points. We had to operate one patient (2 eyes) when his CAS
score was > 3 because he had Cushing's syndrome. The aim of
using methylprednisolone acetate in active and severe Graves'
orbitopathy is to decrease the activity of the inflammation in order
to improve surgical outcome.

4.3.3. Define Dysthyroid Optic Neuropathy:

4.3.3.1. Clinical signs:

Fourty three eyes had definite disthyroid optic neuropathy
in our study while 37 (85,7%) were expressed to have decrease
the best corrected visual acuity (BCVA) as a Snellen fraction
(<0,67), EUGOGO's incidence was 75% (p = 0,1439).

Visual acuity was ‘‘normal’’ (Snellen fraction of 1.0,
that is 10/10) in 6 out of 43 eyes with disthyroid optic
neuropathy meaning that normal visual acuity did not preclude
the diagnosis.

Colour vision testing was always recorded and results
indicate that abnormal colour vision is an important positive
finding. Ishihara colour plates are readily checked. In our
study, colour vision was tested in 43 eyes with definite
disthyroid optic neuropathy and was reported to be reduced in
26 (64.2%). EUGOGO's incidence was 70% (p = 0,4922).

The presence of a relative afferent pupillary defect
(RAPD) was noted on 15 patients (40,4%). EUGOGO's
incidence was 48% (p = 0,4236).

Eyes with disthyroid optic neuropathy were assessed by
static automated perimetry, the commonest form of visual field
analysis. Of 34 eyes, visual fields were abnormal in 12 eyes
(35,2%), that compared with 42% of EUGOGO (p = 0,0753).
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The proportion of normal discs in eyes without
disthyroid optic neuropathy was extremely high (95%),
indicating that optic disc swelling, if present, is a very specific
indicator of disthyroid optic neuropathy. In our study, optic
disc appearance was swollen or atrophic in 20 eyes (51,16%).
EUGOGO's incidence was 45% (p = 0,804).

4.3.3.2. Computerized tomography (CT) studies:

In this study, we concluded that a muscular index of 60%
(B1=60% would be virtually diagnostic of DON with the best
combination of sensitivity/specificity was 74/73 for yielding an
odds ratio of 6.78. Recently, in another retrospective study
evaluating an index of 67%, (Giaconi et al). But it is important
to point out that, although extraocular muscle enlargement is
the most likely mechanism for the development of visual loss
in DON, unusual cases of DON without extraocular muscle
enlargement have been reported. .Despite these limitations, we
believe BI can be helpful when screening for DON because it
is easily calculated for patients with GO submitted to MDCT.
Our findings indicate that patients with a muscular index
greater than 60% should be carefully examined for the presence
of DON. Although high index values may be found in some
patients with GO and normal visual function, the great majority
of cases will have values associated with DON, and thus this
assessment may contribute to early diagnosis and treatment.

4.3.4. Surgical technique should be prefrred.

4.3.4.1. the approach to orbital decompression:

A combined lateral canthal and inferior fornix incision
(‘swinging eyelid’ approach) was used for removal of the
medial wall, the orbital floor . Indications for surgery were
severe Graves' orbitopathy and dysthyroid optic neuropathy .
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‘swinging eyelid” approach is to facilitate to reach medial wall
and, if indicated, the lateral wall.

4.3.4.2. The combination of bone decompression associated
with fat removal:

During recent years, transconjunctival fat removal
combined with conservative medial wall/floor orbital
decompression used seem to be effective either in decreasing
the incidence of new-onset diplopia, restoring impaired vision,
and eye position or reversing congestive symptomatology and
disfigurement of the periorbital. An unbiased analysis of the
current literature in terms of effectiveness versus safety,
however , is extremely difficult because of the great
heterogeneity of the patients included in the published studies;
differences in definitions and methodologies used to study
patients before decompression and to assess results after
surgery; variations applied to surgical techniques. Therefore,
Paridaens et al propose a new scoring system, which they use to
calculate the incidence of induced diplopia in their series and in
previously published series. Recalculation in 35 published
reports (from 1980 to 2004), Paridaens showed a remarkably
higher frequency of new-onset diplopia ( 27% -79%) on
transnasal decompression but only (0% - 32%) on
transconjunctival, transcaruncular, and translid decompression.
The authors concluded that ‘swinging eyelid” orbital
decompression is efficacious for exophthalmos reduction, and
allows for adequate decompression of the orbital apex. The rate
of new-onset diplopia compares favourably to classic
transantral and transnasal two (or one) wall decompression. In
our study, the frequency of new-onset diplopia ranged from
12,5% to 28,57% which showed relatively low new-onset
diplopia frequencies.
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CONCLUSION

Orbital fat removal combined with bony medial/floor
orbital decompression via a single ‘swinging eyelid’ incision is
an effective and efficient technique with minimal morbidity.

1. Surgical outcome:

¢ Visual acuity improved by 1 Snellen lines or more after
decompression (P < 0.05) with no worse after decompression.

e Reduction in exophthalmos was achieved with a mean
of 2,32mm + 1,01mm for group of dysthyroid optic neuropathy
and a mean of 3,27mm + 0,55mm for group of severe Graves'
orbitopathy.

e After orbital decompression, the optic disc swelling of
almost all eyes returned to normal or was improvement
(91.4%), while in the remaining eyes in which there was no
change of the optic disc.

e The I0OP in patients with ocular hypertension showed an
obvious decrease postoperatively.

e Lower eyelid height improved by 1,8 mm. Scleral show
improved by 0,8 mm. Preoperatively, 73.8% of patients had
lateral lower lid flare recorded as ‘obvious’ but There was a
general decrease in these rate postoperative, only 26,7% of
patients had ovious lateral lower lid flare.

e In patients with disthyroid optic neuropathy, new-onset
diplopia was 28,57% and patients with severe Graves'
orbitopathy was 12,5%.

e Complications of this surgical approach are the damaged
second branch of the trigeminal nerve, early postoperative
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bleeding but no requiring re-intervention, lower lid entropion and
reactivation of Graves' orbitopathy.

2. The factors influence the successful outcome of orbital
decompression surgery.

e Patients with active (CASR3/7) Graves' orbitopathy
should be treated with immunosuppressive treatment
modalities before surgery.

e Orbital decompression should be offered promptly to
patientswith disthyroid optic neuropathy in order to preserve
visual acuity.

e Orbital fat removal combined with bony medial/floor
orbital decompression is an effective and efficient technique:

- Surgical expansion of the orbital apex by removal medial
wall is an effective method of immediate reduction of pressure on
the optic nerve.

- The combination of bone decompression associated with
fat removal has increased effectiveness as compared with bone or
fat decompression alone.

e The swinging eyelid approach described by Paridaens -
with the conjunctival incision that can be extended medially as
much as necessary offering an adequate access to the bony
orbit and to the orbital fat comparments - is versatile technique
that can be used for the majority of patients needing
decompression surgery.
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SUGGESTION

3. The patients with disthyroid optic neuropathy and severe
Graves' orbitopathy need to be defined and managed early by a
team of ophthalmologists and endocrinologists.

4. Management issues of orcular motility disorders and lid
retraction in Graves' orbitopathy, which should be studied in the
next time.
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