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1. Diseases of the Eyelids
Q Describe a vertical section of the eyelid

Answer

From its facial surface inwards, each eyelid consists of:

▪ Skin                                                                      


▪ Subcutaneous loose areolar connective tissue


▪ Muscular layer


▪ Submuscular layer


▪ Fibrous layer (Tarsus)


▪ Palpebral (tarsal) conjunctiva

1- Skin: thin, loosely attached, very elastic and distensible, with no much sebaceous glands. These features facilitate its movements 
2- Subcutaneous areolar connective tissue:
- Formed of loose areolar tissue, which is absent at the canthi and at the lid margin.
- It contains hair follicles, sweat and sebaceous glands, pigment cells, some B.vs., nerves and lymphatics, but no fat in Caucasians.3-  Muscular layer comprises:
a-   The orbicularis oculi muscle.
b-   The insertion of levator palpebrae superioris muscle.
c-   Palpebral muscle of Muller's.
4.   Submuscular areolar tissue: formed of loose C.T. contains the main B.vs, lymphatics and nerves of the lids, traversed by levator fibres and is connected to the dangerous area of the scalp.
5.  Fibrous layer (Tarsus):

▪ The 2 tarsi are thin plates of dense fibrous tissue about 2.5 cm 

            long, one in each eyelid, contributing to its form and support. 

▪ The upper tarsus is larger, centrally about 10 mm in height and 

            narrowing towards its ends. The lowest fibers of the superficial 

            lamella of the aponeurosis of levator muscle are attached to its 

            anterior surface, and the deep lamella to its upper margin.

▪ The lower tarsus is narrower, centrally about 5 mm in height.

▪ The free ciliary margins of both tarsi are thick and straight, and 

            attached to the orbital margin by the orbital septum.

▪ The lateral ends of both tarsi are attached by a band, the lateral 

            palpebral ligament, to a tubercle on the zygomatic bone, just       

            within the orbital margin.

▪ The medial ends of both tarsi are attached by a strong tendinous 

            band, the medial palpebral ligament, to the upper part of the    

            lacrimal crest and to the adjoining maxillary frontal process in    

            front of it.

6- Palpebral (Tarsal )  conjunctiva: 

- Thin, transparent showing the underlying B.vs and the vertical yellowish streaks of meibomian glands, highly vascular and intimately adherent to the tarsus, by fibrous bands. There is a shallow sulcus 2 mm. behind the lid margin (sulcus subtarsalis), a highly vascular zone.
- The epithelium: at the intermarginal strip (lid margin up to the sulcus subtarsalis) is formed of 5 layers of stratified squamous non keratinized epithelium, but from the sulcus up to fornix, it is formed of 2-3 layers of cells, deep cubical and superficial cylindrical in the upper lid and 3-4 layers in the lower lid. Accessory lacrimal glands of Krause (at the fornix) and of Wolfring's (at the middle of the upper border of tarsus), are seen.
Q Give an account on nerve, blood, and lymphatic supply of the eyelid

Answer

(1) BLOOD SUPPLY:

(1)Arteries:

1. Terminal branches of ophthalmic artery: 

     -Medial palpebral artery (from ophthalmic artery).

     -Lateral palpebral artery (from lacrimal artery).

2. Arterial arches: Formed by anastomosis of branches of the medial and lateral palpebral arteries:
A. In the upper lid: 2 arches: 

     -Upper tarsal arch.

     -Marginal arch. 

B. In the lower lid: Marginal arch only.

(2)Veins: 

1-Post-tarsal plexus: To ophthalmic veins.

      2-Pre-tarsal plexus: To facial and temporal veins. 

(2)NERVE SUPPLY:

(1)Motor:
1.   Striated (voluntary) muscles:

    -Orbicularis oculi: 7th cranial (oculomotor ) nerve.

    -Levator muscle: 3rd cranial nerve. 

2. Unstriated (Muller's) muscle: 

Sympathetic fibres.

(2) Sensory: 

Trigeminal nerve via:
(1) Ophthalmic division to the upper lid via:

1. Supratrochlear nerve. 

2. Supraorbital nerve.

3. Lacrimal nerve. 

4. Infratrochlear nerve.

(2)Maxillary division to the lower lid via: Infraorbital nerve.


(3) LYMPH DRAINAGE:
1. Lateral parts of the lids drain into:
     -Preauricular lymph glands. 

     -Parotid lymph glands.

2. Medial parts of the lids drain into: 

Submanclibular (submaxillary) lymph glands. 

Q What is blepharitis? Mention its types and treatment (ttt) of each)

Answer

Clinical types of blepharitis


(1) Squamous or Seborrhoeic blepharitis
● Cause

Bilateral, metabolic disease of seborrhoeic nature, frequently associated with dandruff of the scalp, and seborrhoeic dermatitis. Abnormal glands of Zeis secrete excessive neutral lipids which are split by Corynebacterium acnes into irritating free fatty acids. 

● Clinical features

   ■ Presentation of this common condition is with bilateral chronic 

      ocular irritation, itching and foreign body sensation.

    ■ Signs
 1. Greasy   greyish white scales (dried sebum) are seen among the cilia but on removal, reveal hyperaemic, waxy swollen lid margins without ulceration.
2. Lashes are greasy and stuck together, with Partial loss of eyelashes (madarosis)

● Complications


Occurs with longstanding cases:

1. Tylosis (thickening and hypertrophy of lid margin)

2. Madarosis (partial loss of lashes)

3. Milphosis (permanent redness of the lid margin)

4. Recurrent Papillary conjunctivitis

5. Corneal punctate epithelial erosions (PEEs).  

● Treatment

(1) General: Treatment of seborrhea (if present), and antidandruff shampoos for the scalp.
 
(2) Local: 

1. Removal of the scales with 50% solution of baby shampoo using a cotton-tipped applicator. 


2. Topical antibiotic eye drops (day time) and ointment (bed time)to prevent secondary bacterial infection


3. Ferquent lid massage to squeeze the lid glands.

(2) Ulcerative or staphylococcal blepharitis
● Cause 

Chronic staphylococcal infection of the bases of the lashes, and the related glands, which results in the formation of intrafollicular abscesses, ulceration with yellowish crusts formation. It is particularly common in patients with dry eye syndrome and atopic eczema.

● Clinical features

      ■ Presentation is similar to squamous blepharitis but the symptoms 

         are usually more severe.   
      ■ Signs
1. The eyelashes are glued together

2. Anterior lid margin shows dilated blood vessels (rosettes)

3. Hard yellowish crusts around the base of the lashes (collarettes). On removal, small bleeding ulcers are seen.

N.B. D.D.: This condition can be  distinguished from the matting together of the lids and lashes by conjunctival discharge, in conjunctivitis, in which case removal of the crusts reveals normal lid margins.
● Treatment

1. Treatment of the predisposing factors.

2. Gentle removal of the crusts with 50% solution of baby shampoo.         

3. Topical antibiotic eye ointment applied to the inflamed lid margin and 

     rubbed well into the lashes.

Treatment:
A. Local:
1- Gentle removal of the crusts by warm sodium bicarbonate eye lotion 3-4% or 50% baby shampoo solution.
2-  Epilate the loose diseased eyelashes.
3. Topical antibiotic eye ointment applied to the inflamed lid margin and 

     rubbed well into the lashes.

4- Short term topical steroids. 
● N.B.: The treatment should continued for 2-3 weeks after apparent cure because the organisms are hidden in the follicles and recurrence of inflammation is likely to occur. 

B. General:
1. Treatment of the predisposing factors and improving the general health and the hygiene of the surroundings.
2.  Systemic antibiotics e.g. erythrocin or tetracycline (in severe, resistant cases).
3. Diet control.
(3) Parasitic blepharitis
● Cause


It may be caused by demodex folliculorum (blepharitis acarica), or phthirus pubis (phthiriasis palpebralum). It is transmitted by direct contact with infested individuals or infested articles, or in children by sleeping with  infested parents or other children.

● Clinical features

■ Presentation with itching and burning sensation.

■ Signs

1. Blepharoconjunctivitis

2. The affected eye lashes show tiny pearly white or greyish     

    nits (eggs or egg cases) attached to the lashes. 

3. Preauricular lymphadenopathy
● Treatment

1. General hygiene: delousing of clothing, bedding and personal items.
2. Lid & body hygiene

3.  Application of 1% y-benzene hexachloride is effective for 5-6 days, but cause ocular irritation.
4. Treatment of all affected body areas with 1% shampoo of y-benzene
hexachloride.
(4) Angular blepharitis
● Cause


▪ It is a specific infection with Morax-Axenfeld diplobacilli 

           (moraxella lacunata) which secretes a proteolytic enzyme.

● Clinical features

■ Presentation with irritation and foreign body sensation
■ Signs

1. Hyperemia of the outer canthi and the nearby conjunctiva

2. Excoriation of the skin which is painful and fissured, reflex blinking, A white foamy discharge and scaling at the angles

● Complications: Marginal corneal ulcer may result.

● Treatment

1-  Neutralize the action of the proteolytic enzyme by zinc sulphate drops 0.5% or zinc oxide ointment 1% or painting with 2% zinc sulphate solution. Zinc sulphate lotion 0.125% may be used if there is marked discharge.
2-  Tetracycline eye ointment (bactericidal) or bacitracin or erythromycine ointment
3-  Systemic oral tetracycline or erythromycin in resistant cases. 
(5) Allergic Blepharitis:
● Cause: Due to eye  cosmetics (mascara, lash dyes) usually with allergic dermatitis of the lid skin.
● Treatment:    
- Removal    of    the   cause.   
- Short-term Local steroids, and 
- Systemic antihistaminics.
Q What are the sequelae (complications) of ulcerative blepharitis

Answer
● Complications in chronic cases

(1) Eyelids

i-    Rubbing lashes, Trichiasis: Result from scarring of healed ulcers.
ii-   Madarosis: or loss of the eyelashes due to destruction of the hair follicles by the suppurative process.
iii- Tylosis: Thickening and hypertrophy of the lid margins.
· Milphosis: Permanent redness of the lid margins.
· Poliosis: whitish eye lashes

iv- Eczematous dermatitis: skin fibrosis —> ectropion —» epiphora with vicious circle.
V-  Epiphora: due to roundening of the posterior lip of the intermarginal strip (so that, its capillarity is impaired), and ectropion.
- Recurrent styes
(2) Conjunctiva: Chronic (recurrent) papillary conjunctivitis.

(3) Cornea: 

1. Corneal (mid-zone) punctate epithelial erosions (PEEs).

2. Marginal keratitis and corneal ulcer.

(4) Lacrimal:  punctum occlusion by scarring

Q Why the organism affects the angles (canthi) specially in angular blepharitis?

Answer

The predilection of the canthi and the nearby conjunctiva is due  

   to deficiency of the tears with its antibacterial enzyme (lysozyme).

Q Write short notes on chalazion

Answer

● Definition:
It is a chronic inflammatory lipogranuloma of a meibomian gland.
● Cause: Meibomian gland dysfunction characterized by:

1. Duct obstruction and retention of sebum

2. Secondary chronic lipogranulomatous inflammation.

● Pathogenesis and Pathology:
a)  Retention of meibomian gland secretion following obstruction of its duct (by fibrous tissue or by inspissated secretion or by desquamated epithelial cells of the duct in vitamin A deficiency) -» destruction of its glandular elements -> granuloma (chronic inflammatory and giant cells which surround the retained fat, being surrounded by the compressed tarsal fibrous tissue).
b) Mucoid,      cystic      degeneration, and calcification may occur.
● Clinical features

- Presentation (Symptoms): A very common lesion presents at any age with a gradual onset of a painless swelling in the tarsal plate.
● Types: (signs)
1-  Marginal    chalazion:    appears    as disfiguring     greyish      red     mass granulation tissue on the lid margin.
2- Tarsal chalazion: more common. It appears as a disfiguring painless nodule, the skin is freely mobile over it, firm, or soft and cystic in consistency. On lid eversion the overlying conjunctiva appears greyish red or purple in colour.
● Sequelae:
1-  Spontaneous resolution rarely occurs. usually increases slowly in size and becomes softer.
2-  Large upper lid chalazion may cause temporary astigmatism by pressing on the cornea.
3- Secondary infection giving hordeolum internum.
4- Multiple chalazia in the upper lid leads to mechanical ptosis.
5-  Protrusion of the granulation tissue on the conjunctival side leading to conjunctival discharge and irritation.
6- Tarsal cyst formation.
7-  Recurrence is frequent.
● Differential Diagnosis:
1- Sebaceous cyst: being attached to the skin by a punctum.
2-  Adenoma and carcinoma of meibomian glands: a lid tumour (By histopathology).
3-  Tuberculoma.
4- Gumma: bony hard with little or no bleeding on incision. W.R., VDRL are positive.
● Treatment
1-  If small: felt by fingers but difficult to see, no treatment is necessary as it is difficult to evacuate, since there is little granulation tissue. 
2-  If it is soft, large, single with no infection: ( A tarsal conjunctival cruciate incision or vertical incision and scraping of the contents with a small sharp spoon is done under local anaesthesia, using chalazion forceps followed by antibiotic ointment and pressure bandage   or
3-  If multiple: combined excision of the tarsus and conjunctiva is done.
4-  If recurrent swelling occurs in the same gland, excision biopsy is done (to exclude malignancy).
5- If marginal: surgical excision while the lid is supported on a lid spatula or diathermy destruction is done (20-30 M.A. for few seconds).
6- For Acute chalazion (Hordeoium internum) ( see below
Q What is the hordeolum externum (stye). Give the differential diagnosis (DD) of stye?

Answer

Stye

● Definition:
It is an acute suppurative inflammation of one of Zeis's glands and the adjoining hair follicle caused by Staphylococcus aureus.
● Predisposing factors:
1-  Debilitating      diseases,     e.g.     diabetes mellitus.
2-
Anaemia and avitaminosis.
3-
Uncorrected errors of refraction.
4-
Seborrhoea.
5-
Septic foci.
6-
Abnormality of carbohydrate metabolism.
● Pathology:   Folliculitis (   perifolliculitis ( perifollicular abscess.
● Clinical features

- Localized   tenderness   followed by local painful   swelling   with more diffuse oedema.,
- Later on, abscess forms which points near the base of one of the cilia, with marked throbbing pain more marked at night and persists till the pus is evacuated. 

- When it bursts, staphylococcal infection of the nearby gland may occur with consequent recurrence.
● Complications: Rarely seen and occur especially in uncontrolled diabetics.
1- Cellulitis of the skin.
2- Cavernous sinus thrombosis.
● Treatment

A) Local:
1-  Hot compresses

2. Topical antibiotic drops and ointment
3-  If an abscess is formed, it is evacuated by pulling out the corresponding cilium or better by a small horizontal incision followed by hot foments with local antibiotic.
N.B. Do not press, to evacuate a stye (dangerous area) -» C. Sinus thrombosis.
B) General:
1-  Removal and treatment of the predisposing factors.
2-  Systemic antibiotics in severe cases associated with preseptal cellulitis, and in multiple styes.
Q. Give an account on the hordeolum internum

Answer 
Hordeolum Internum (= Acute or inflamed chalazion)

● Cause

An acute staphylococcal infection of a Meibomian gland (acute suppurative meibomianitis), also it may be due to secondary infection of a chalazion, caused by Staphylococcus aureus.
● Clinical features

▪ A very common lesion presents at any age with an acute onset of a tender inflammed swelling of the eyelid which is more painful than a stye.

▪ DIFFRENTIAL DIAGNOSIS:   It may be mistaken for a stye.

· Inflammed chalazion is caused by inflammation of a Meibomian gland, so, it is located within the tarsal plate.

· Stye is caused by inflammation of a lash follicle and its associated gland of Zeis, so, it is located at the lid margin. 
 DD of infected chalazion and stye.
	Character:


	Infected chalazion


	Stye



	(1) History:

1) Previous swelling
2) Pain
	Present.

More painful.
	Absent
Less painful

	(2) Signs:

1) Site
2) Pointing
3) Orbicularis Contraction
	Some distance from lid margin.

Points usually on palpebral conjunctiva
Disappears or diminishes in size
	At the root of a lash
Points on anterior border of lid margin
Becomes more prominent


● Treatment

    1. Warm compresses over the inflamed eyelid

    2. Topical antiobiotics (drops & ointment)

3. A vertical conjunctival incision and evacuation of pus  using chalazion
forceps ( after complete resolution of inflammatory signs). 

N.B. A horizontal skin incision may be used if it points on the skin side.
Q. Give an account on aetiology, clinical picture, and ttt of trichiasis

Answer

DEFINITION: 

Maldirected lashes which are usually rubbing against the cornea and conjunctiva. 

AETIOLOGY:

(1) Trichiasis alone: 

  1)Cicatricial:
      1. Trachoma.

      2.Membranous conjunctivitis.

      3.Ulcerative blepharitis. 

      4. Injuries and burns of the lid margin.

      5.Operations on the lids.

2) Congenital (Distichiasis): 

Distichiasis (an extra posterior row of eye lashes occupies the position of the orifices of the meibomian glands which are absent or rudimentary).

(2)  Trichiasis associated with entropion: All causes of entropion (common). 

CLINICAL PICTURE:

(1) Symptoms: 

    1) Corneal symptoms:  

        1-Foreign body sensation.  

        2-Lacrimation.

        3- Photophobia.


        4- Blepharospasm.

   2) Redness of the eye: Due to conjunctival hyperaemia.

(2)Signs: 

(1) Maldirection of the lashes.

(2) Conjunctival hyperaemia.
(3) Trichiasis-entropion.

COMPLICATIONS:    

(1) Chronic conjunctivitis (irritative).

(2) Corneal  ulceration, opacification, vascularization or  epithelial  plaque (with epidermoid change). 

TREATMENT:

I.  When the Rubbing Lashes are less than Four Lashes :
1. Epilation. — The rubbing lashes are epilated with cilia forceps. Epilation is done as a temporary measure in the presence of inflammation of the conjuirctiva or the cornea, because the eye-lash grows again in 3-4 weeks
2. Electrolysis.—This method usually produces a permanent cure because the follicle of the mal-directed lash will be destroyed by denaturing its protein using the catholysis apparatus. 

3. Diathermy Punctures.—The diathermy apparatus (using a current of 40 milliamperes) may also be employed to destroy the lash follicle by coagulating its protein through heat.
4. Crytherapy: is effective but it may cause skin depigmentation in black patients

5. Laser thermoablation: is effective but may need to be repeated.

II. When the Rubbing Lashes are more than Four : operative procedure is      necessary including:  
1. Van Milligan's Operation.—This operation is indicated for trichiasis of the upper lid. Its principle is to displace the line of the rubbing lashes away from the cornea by putting a mucous membrane graft from the lip in the grey line of the lid margin.
2. Webster's Operation.—This operation is more cosmetic than Van Milligan's operation in cases of trichiasis of the lower lid, because the mucous membrane graft is hidden by putting it into the subtarsal groove.
3. Snellen's operation: if associated with entropion (see entropion)
III. Treatment of distichiasis   

1) Cryotherapy: Splitting of the grey line with cryo application to the extrarow of eye lashes through the posterior lamella (to avoid skin depigmentation)
 2) Electrolysis.

 3) Surgical excision of a strip of tissue carrying the maldirected lash                                                                                      4) Laser thermoablation
Q Mention types, causes, and treatment of entropion

Answer

● Definition


Entropion is an inward turning of the eyelid margin 

● Clinical Types


(a) Involutional (Senile) entropion

It is the most common type of entropion & and affects only the LL.

● Cause (Pathogenesis)

It is caused by a combination of the following age-related changes:

1. Preseptal orbicularis overrides the pretarsal orbicularis 

2. Horizontal lid laxity.

3. Weakness of lower lid retractors 
● Treatment of involutional entropion
1. Cautery through the skin below the lashes creates a scar 

    between the preseptal and pretarsal orbicularis 

2. Weis procedure which consists of full-thickness horizontal    

    lid-splitting and marginal rotation for LL involutional entropion 
3. Fox procedure which consists of excision of a base-down triangle of the conjunctiva & tarsus It is indicated for mild entropion.

(b) Cicatricial entropion

● Cause: Scarring of the palpebral conjunctiva by:

1. Chemical burns

2. Cicatrizing conjunctivitis e.g. in trachoma and ocular cicatricial pemphigoid.

● Treatment of cicatricial entropion

1. Weis procedure in mild cases

2. Lamellar grafts in severe cases

(C) Congenital entropion

● Cause


Congenital entropion is very rare and may be caused by maldevelopment of the LL retractors, or hypertrophy of the skin and orbicularis muscle.

● Treatment of congenital entropion


1. Tarsal fixation procedure   or 

2. Excision of an ellipse of skin and orbicularis

(d) Acute spastic entropion

● Cause


Spasm of orbicularis muscle due to chronic ocular irritation

● Treatment of acute spastic entropion

Acute spastic entropion usually resolves spontaneously once the cause has been eliminated. Treatment options include: 

1. Elimination of the cause if possible

2. Taping the lid to the skin of the cheek.

3. Eyelid-everting sutures as previously mentioned.

Q Mention types, causes, and treatment of ectropion

Answer
● Definition


Ectropion is an outward turning of the eyelid margin

● Clinical types


(a) Involutional (senile) ectropion

● Cause (pathogenesis)


Involutional (senile) ectropion has many features in common with involutional entropion affecting the LL of elderly patients and is caused by a combination of the following age-related changes:

1. Excessive horizontal lid length

2. Weakness of the pre-tarsal orbicularis muscle

3. Weakness of the medial & lateral canthal tendons

● Treatment of involutional ectropion

1. Ziegler cautery 5 mm below the punctum for mild medial ectropion associated with punctal eversion.
2. Medial conjunctivoplasty (excision of diamond-shaped block) for mild medial ectropion (Fig. 22).
3. The modified Kuhnt-Szymanowski procedure (excision of base-up pentagon of tarsus  and triangle of lateral skin). It is indicated for severe ectropion affecting the entire eyelid. 
(b) Cicatricial ectropion
● Cause 


Scarring of the eyelid skin and underlying tissues. Common causes include:

1. Trauma

2. Tumors

3.  Burns

● Treatment of cicatricial ectropion 

Excision of the scar tissue combined with a procedure that lengthens vertical skin deficiency e.g. 'Z-plasty' .

(c) Congenital ectropion

● Cause

             - It is a rare bilateral disorder caused by developmental shortage  

               of skin. 
            - It may be associated with the blepharophimosis syndrome.

● Treatment of congenital ectropion

A full-thickness skin graft for severe cases. 

(d) Paralytic ectropion

● Cause: Facial nerve palsy 
● Treatment of paralytic ectropion

1. Temporary cases

1. Lubricants to prevent corneal dryness

2. Taping of the eyelids at time of sleep to prevent exposure keratopathy

2. Permanent cases

1. Tarsorrhaphy

2. Lateral canthoplasty for severe cases in which the eyelids are sutured together at the outer canthi.

Q Give an account on symblepharon

Answer

DEFINITION: 

Adhesion of the palpebral conjunctiva to the bulbar conjunctiva and/or to the cornea (i.e. between the lid and the globe). 

AETIOLOGY:  

1) Chemical burns and injuries of the conjunctiva.

2) Recurrent pterygium.

3) Trachoma.

4) Membranous conjunctivitis.

CLINICAL PICTURE:

(1) Symptoms:

1.diplopia: Due to limitation of eye movements. 

2.visual disturbance :If the cornea is affected.

3. Disfigurement: Due to the adhesions.

(2)signs:

1) The cause: Of symblepharon.

2) symblepharon types:

1. Anterior: lid is adherent to the globe at the lid margin.
2. Posterior: At the fornix and obliterating it (in trachoma).
3. Total: The lid is adherent to the globe from the lid margin to the fornix.

COMPLICATIONS:   

(1) Limitation of eye movements.

(2) Trichiasis- entropion.

(3) Exposure keratopthy.

(4) Exposure conjunctivitis.

(5) Disfigurement.

TREATMENT:

(1) Prophylactic:

1. Rodding: A glass rod is coated with antibiotic eye ointment and passed daily in the conjunctival sac to separate any fibrotic bands between the raw areas until healing occurs.

2. Steroid eye ointment: To supress fibroblastic activity.

3. A contact shell: the conjunctival sac till healed. 

(2) curative:

1. mild cases: Adhesions are cut surgically and antibiotic eye ointment is used.

2. severe cases:

a. Buccal mucous membrane graft: To cover the raw area after excision of adhesions.

b. keratoplasty:If the cornea is opaque.

Q What is lagophthalmos? Mention its aetiology and ttt

Answer
DEFINITION:

Incomplete closure of the palpebral fissure when the eye lids are closed.

AETIOLOGY

a. Local causes:-

Eye lids:

- Congenital or acquired coloboma.
- Scarring of lid.

- Ectropion – ( severe paraltytic type)

Globe:

-  Proptosis

- Staphyloma

b. general causes:-

severe illness with abscent blinking reflex & in coma. 
CLINICAL PICTURE AND COMPLICATIONS:
      (1) The cause: Of lagophthalmos.

      (2)  Exposure of: 
1.Cornea:

a) Xerosis.

b) Exposure keratopathy with corneal ulceration (keratitis e lagophthalmos) in the lower part of the cornea which is exposed during sleep due to upward rotation of the eye (Bell's phenomenon). 

2. Conjunctiva:

a) Xerosis.

b) Chronic conjunctivitis.

(3) Epiphora: Visious circle. 

TREATMENT:

    (1) The cause.

    (2) Protect the cornea:

1. During the day:

-Glasses.

-Contact lenses.

-Methyl cellulose drops 0.5 %. 

2. During the night: antibiotic eye ointment.
(3) Skin grafting : 
1) For lid coloboma. 

2) For cicatricial ectropion.

(4) Tarsorrhaphy:
  - Lateral tarsorrhaphy: In mild cases.
    - Median or paramedian tarsorrhaphy: In severe cases

Q What is ptosis? What are its different clinical types?
Answer
● Classification of Ptosis


(1) Myogenic Ptosis
● Causes


Myogenic (myopathic) ptosis is caused by a congenital or acquired myopathy of the levator muscle itself, or by impaired transmission of impulses at the neuromuscular junction (e.g myasthenia gravis). 

(a) Congenital Myogenic ptosis


1. Simple congenital ptosis 


■ It is the most common



■ It is usually unilateral

■ Pathogenesis: it is caused by developmental dystrophy of 

   the levator muscle which causes both poor contraction and 

   incomplete relaxation (in down-gaze, the ptotic lid is higher 

   than the normal lid).

■ It may be associated with weakness of the superior rectus 

   muscle.


2. Blepharophimosis syndrome 

■ It is very rare and dominantly inherited.

■ It is characterized by:

1. Congenital ptosis

2. Congenital ectropion of LL 

3. Epicanthus inversus (LL fold larger than UL fold)

4. Telecanthus: A wide inter-canthal distance.

 (b) Acquired Myogenic ptosis

     ● Causes:
1. Myasthenia gravis


2. Myotonic dystrophy


3. Ocular myopathy 

(2) Neurogenic Ptosis
● Causes

Neurogenic ptosis is caused by an acquired (e.g. 3rd cranial nerve palsy) or congenital  innervation defect. Common causes include:

1. Third cranial nerve palsy

2. Oculosympathetic palsy (Horner's syndrome)

3. Synkinetic ptosis. 

(a) Third nerve palsy 
 (b) Oculosympathetic palsy (Horner's syndrome) 
  It is characterized by ptosis, miosis, anhydrosis, and enophthalmos.  

(c) Synkinetic ptosis of 2 types:

1. Marcus Gunn jaw-winking phenomenon
· Accounts for 5% of all cases of congenital ptosis

· Clinically, jaw movements e.g. by opening the mouth, chewing, or sucking induce retraction "correction" of the ptotic lid (Fig. 33).

2. Misdirection of the 3rd nerve
· Aberrant 3rd nerve regeneration syndromes may be congenital, or more frequently, acquired following 3rd nerve palsy e.g. due to trauma.

·  Clinically, eye movements induce bizarre movements of the upper lid.

(3) Aponeurotic Ptosis
● Causes

· Aponeurotic ptosis is caused by a defect in the transmission of force from the normally acting levator muscle to the upper lid.

· The aponeurotic defect may be a localized dehiscence or disinsertion, or a generalized stretching.

● Clinical features

▪ There are 3 types:

1. Involutional ptosis

2. Postoperative

3. Blepharochalasis 

 (a) Involutional (senile) ptosis

● Cause: Involutional (senile) ptosis is caused by age-

    related degeneration of levator aponeurosis.


● Clinical features: It is characterized by

1. Good levator function

2. High (12 mm or more) or absent lid crease because 

                       the attachment of the levator aponeurosis to the tarsus is    

                       detached, whereas its attachment to the skin is intact ( 

                       pulling of the skin crease upward.

3. Thinning of the eyelid above the tarsus and deepening of     

                        the upper sulcus.

(b) Postoperative following cataract extraction or retinal detachment 

     surgery

(c) Blepharochalasis is due to thinning of the levator aponeurosis 

     following recurrent episodes of idiopathic lid edema. It occurs in 

     young adults.

(4) Mechanical Ptosis
● Causes


Mechanical ptosis is caused by impaired motility of the upper lid as a result of: 

1. Conjunctival scarring

2.  Excess weight on the upper lid caused by:

a. lid edema 

b. Upper lid tumors 

c. Large upper lid chalazion 

d. Dermatochalasis (in elderly patients) which is characterized by redundancy of upper lid skin.

 (5) Traumatic Ptosis

It is caused by ocular trauma involving the levator muscle, its aponeurosis, or its nerve supply (3rd nerve).

(6) Hysterical ptosis: may be seen in psychic conditions and resolve spontaneously.

Q  How can you evaluate (examine) a child with ptosis?

● Clinical evaluation of ptosis 


1. History 

● The age at onset of ptosis and its duration can 

    distinguish congenital from acquired cases.

● Symptoms of associated systemic disease e.g. diplopia 

   and variability of ptosis during the day in case of 

   myasthenia gravis.

2. Exclusion of pseudoptosis

  ■ Pseudoptosis may result from:

1. Lack of support of the lid by the globe e.g. 

    microphthalmos, phthisis bulbi, and enophthalmos.

2. Contralateral lid retraction

3. Ipsilateral hypotropia because the upper lid follows the 

    globe inferiorly.

3. Measurements

● Degree of ptosis

▪ Clinically, ptosis can be divided into:




1. Mild ptosis (2 mm)




2. Moderate ptosis (3 mm)




3. Severe ptosis (4 mm or more)


● Levator function is graded as:



1. Good (12 mm or more)




2. Fair (6 – 11 mm)




3. Poor (5 mm or less)


● Methods of measurements:

1. The marginal reflex distance (MRD)

2. The upper lid excursion (ULE)

1. The marginal reflex distance (MRD):

a. It is the distance between the upper lid margin & the light reflex in the center of the pupil (Fig. 40). 

b. Normally: 4 – 4.5 mm. 

c. It is used to determine the severity of ptosis (mild, moderate, severe).

2. The upper lid excursion (ULE)

a. It reflects the levator function (good, fair, poor)

b. It is done by placing the thumb of the examiner firmly over the patient's brow (to prevent elevation of the upper lid by the action of frontalis muscle). Then, ask the patient to look down as far as possible then up. The amount of lid excursion is measured by a ruler 

Q Mention the surgical principles of ttt of ptosis

Answer
● Principles of ptosis surgery

● Timing of surgery for congenital ptosis

▪ Correction of congenital ptosis is usually done at school age in order not to interfere with the normal development of levator muscle and to give a chance for some spontaneous correction. 

▪ Exception of this rule is the presence of severe ptosis occluding the pupil, for fear of the development of sensory-deprivation (occlusion) amblyopia in the eye with upper lid ptosis and permanent bony deformities in the cervical vertebrae.

● Surgical procedures

1. Levator resection

2. Fasanella-Servat procedure

3. Frontalis brow suspension (Sling operation)

1. Levator resection for cases of congenital myogenic ptosis with good or fair levator function 

2. Fasanella-Servat procedure for cases of mild ptosis (2 mm or less) as in Horner's syndrome.

3. Frontalis brow suspension (Sling operation) using either fascia lata or non-absorbable material. It is indicated for cases of ptosis with poor or absent levator function.

Q What are the contraindications for ptosis surgery?

Answer

Contraindications for ptosis operation:

1) Complete third nerve paralysis with diplopia (if diplopia cannot be improved by squint surgery).

2) Corneal anaesthesia or absence of Bell's phenomenon as the ptosed lid protects the cornea from exposure keratitis

Q What is Marcus Gunn jaw-winking phenomenon?

Answer: see before

Q What are the causes of pseudoptosis?

Answer: see before

Q What is madarosis?

Answer

● DEFINITION:

Permanent loss of the eye lashes due to destruction of the hair follicles.

● CAUSES:

(1) Local causes:

1- Congenital:  At the notch of the lid coloboma.

2- Acquired:

a. Tramatic:

1. lid trauma:

-Mechanical trauma.

-Chemical trauma and burns.

-Irradiation for rodent ulcer.

2. Postoperative trauma from:

-Snellen's operation.

-Van Millingen's operation.

-Electrolysis or diathermy.


b. Infammatory:

1. Ulcerative blepharitis.

2. Styes.

3. Trachoma

(2) General causes:

-Alopecia areata.

-Leprosy.

-Vitamin A deficiency.

● TREATMENT:

1- Treat the cause.

2- Artificial lashes.

Q What are the causes of lid edema?

Answer
CAUSES:

(A) Inflammatory (exudate): skin is hot, tense & shiny in:-

1. lid infections: Cellulitis, stye and insect bite.

2. lacrimal system : Acute dacryocystitis and acute dacryoadenitis.

 3. Conjunctiva: Acute conjunctivitis.

 4. Cornea: Corneal ulcer. 

 5. Iris: Acute iridocyclitis.

 6. Eyeball : Endophthalmitis and panophthalmitis.

 7. Orbit: Orbital cellulitis. 

 (B) Non-inflammatory (transudate):

(1) Circulatory obstruction as in:

   1- Cardiac failure. 

   2- Renal failure.

(2) angioneurotic oedema: 

Unstable acute vasomotor reaction (with allergic basis) characterized by:

          1- No pain and no hotness, but itching is present (Type I hyper sensitivity).

          2- May occur during menses or with atropine drops or ointment.
TREATMENT: Treat the cause.

N.B:

Treatment of angioneurotic oedema: 

(1) Local:

1. Cold compresses. 
2. Steroid eye drops and ointment.

(2) General: Antihistaminics.

Q What is blepharospasm? Mention some of its causes.

Answer
(1) Reflex blepharospasm:

Definition: 

Forcible closure of the eye lids due to reflex contraction of the orbicularis muscle from the irritation of the terminal branches of the trigeminal nerve                                         Aetiology:

1- corneal irritation:

a. Foreign body.

b. Abrasion.

c. Keratitis. 

2- Conjunctival irritation: 

a. Conjunctival foreign body.

b. Phlyctenular keratoconjunctivitis.

c. Angular blepharoconjunctivitis.

3-Other causes: 

a. Iridocyclitis.

b. High refractive errors (if uncorrected).

c. Hysterical. 

Treatment: treat the cause.

(2) Spontaneous (essential) blepharospasm:

Definition:   

Brief successive involuntary eye closure of insidious onset between the ages of 45-65 years which is usually bilateral.

Treatment:

1.Facial denervation: By avulsion of the branches of the 7th nerve to the upper facial muscles.

2.Botulinum  toxin: By repeated injections into the muscles of the eye lids and eyebrows.

Q What is ankyloblepharon?

Answer: adhesions between the margins of the upper & lower lid

Eyelids


Conjunctiva


Cornea


Sclera


Orbit








(1) Squamous or Seborrhoeic blepharitis


(2) Ulcerative or staphylococcal blepharitis


(3) Parasitic blepharitis


(4) Angular blepharitis


(5) Allergic blepharitis








(a) Involutional (Senile) 


(b) Cicatricial


(c) Congenital 


(d) Acute spastic





(a) Involutional (Senile) 


(b) Cicatricial


(c) Congenital 


(d) Paralytic








(1) Myogenic ptosis   


(2) Neurogenic ptosis


(3) Aponeurotic ptosis 


(4) Mechanical ptosis


(5) Traumatic ptosis


(6) Hysterical ptosis








1. History


2. Exclusion of pseudoptosis  


3. Measurements








