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RESULTS

The clinical exsminatisn of our cases reveslad that senile
setropion 18 the most common type of sctropion, it constituted
63, 75% of our cascs, while cicatricial ectroplon is the second co=
wmon type of sgtropien @s it represented 27.50% of our cases,folle
owed by paraslytic sctropion which represented 6.25% of sur cases.
Table (1) gshows the distribution of cases sccording to the

type of ectroplon,

1, Senile fctroplon g

Twenty nine patients of senile ectropion presented with bi-
lateral affection, but only twenty of these cases gave bilateral
complaint and required treatment of both eyes. Two cases of uni-
lateral ectpopion at the age of forty years were encountered, In all
the bilateral cases(29 patients) the ectroplon was more advenced
in one 1lid than in the other. In these cases the ectropion was the
result of relaxation of sll lid tissues and the eversion of the
lids was accentuated by epiphora, chronic hypertraphic conjuncti-
vitis and chronic eczematous changes of the lids. Cases of
senile aectropion varied according to the degree and the age group

of the patlents,
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Teble (1) distribution of cases sccording ts type of ectropion,

L _ No. of No. of lids No. of lids
Type of sctruoplon patients affectad affected
1, Senile 31 51 63.75
2, Cicatricial 20 22 27.5

3. Paralytie- > 5 6.25
&, - Meshanicael 2 2 2.5
Total No. of 58 8o

Patients
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Tabls (2) shows the distribution of csses of senile sctropion
accerding to thas degrese snd ths sge of thes patimnts.

From this table we found thatg
The most frequent ags for ssnile sctropion was 60-70 years
age group representing 33,3X of our cases then 50-60 years age

group. representing 29, 4% of our cases,

The seinle ectopion occured garlier in 1ife than expected

7.8% of senile ectroplon céses wers found at the age of faorty,

The most frequent dagree of senlle ecteopion met with was
the second degree representing 41. 2% of all cases, next in freg-
uency was the firat degree (37.2X), the least in freguency wés
the third degqree 21.6%.
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Table (2) distribution of cases of senile sctroplon according

tc the degree and the age of patients,

age group lst 2nd 3rd Total ne. % according to
degree degree degree of cases age

-l b - - b 7.84
=50 4 1l 1l 6 11,76
=60 5 & 6 15 29,41
«70 b 10 3 17 33,33
=90 - - 1l 1 1.56
-100 - 3 - 3 5.88

Total Ne. 19 21 11 51

cases

% accorde

ing to 37.25 41,18 21,57

degree
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II. Eetrapion

Cicatricial sstropisn is thz next common type (27,5%)

Table (3) shows the distribution of cases of cicatricial

ectopion according te the cause and the age of the patients,

The most common causes for cicatricial ectropion were
burns and trauma bot representing an equel percentage of 40.90%
then surgical operations were responsible for only 13%.6% and

lestly irradiation with a percentage ef 4,5% in our cases,

The most frequent age group affected with cicatricial
gctropion was 15«30 age group representing 54,5% of our cases
& next was 0,0=-15 age group (22,7%) and the least age group

affected was 50=70 (9.0%) .
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Table (3) distributign of cases of cicatricial ectrqpion acco-
"l;ding te th.l nuie angt the age sf the patisnts,

Caues B=15 15=30 30650 50=70 Ne, of X according
casas to causs

Burn 2 6 b § 9 40,92

Trauma 2 (] 1 9 40,92

Surgical 1 2 3 13,65

operations

Irrafiation 1l 1 4.55

Tatal No. 5 12 3 2 22

% according ,, o3 5,55 . 13.65 9.09

to age
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II1. Paxelviic actroglon

Parslytic ectroplon represented tha third in freguency

of our cases 7.1 %,

5 pgiases were studied three males and two females thelr

ages ranged from forty eigth to sixty three years old,

The five cases of paralytic ectropion were caused by Balls
palsy, in tuwo cases its cccurance was &t widdle age in the -
forties, in the other three cases , the patlents were above 60

years,

The lack of orbiculeris support and the effect of gravity
causes the effectsd eyelids to fall away from the ay@ and in three
long standing cases elongation developed, ane case was of the first
degree ectropion , three cases wers of the second degree, only one

case was of the third degres,
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Thers uers soma complications met with in our study

of the variogus types of sctaopion
1. Sendle sciropion
Table (4) shows the distribution of complica&tions aec-

ording to the degree in cases of senile ectcopiaon.

Epiphora was the cowmanest complication being present 1in
all cases .,Second in frequency was chronic conjunctivitis which
eonstituted 62.75% of the cases, Blepharitis R eczema of the 1lid -
was firesent in 60,78% of the cases corneal affection was only
found in one case in which the lewer lid was detached from the

medial canthsal ligement giving rise toc severe lagophthalmos.

The complications veried in frequency sccording to tha deg=-
ree of ectropion i,s. complications were most frequent in the

third degree & least in the first,
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Tahle(4) distribution of complicetions according to the degrse
in casas of senile eciraepien,

1st degrae 2nd degree 3rd degree Total Nae

No. of L
cases 19 21 11 51

Epiphora 19 21 11 51 ip0
Lagophthalmos~ - 1l 11 21,57
Chronic con-

junctivitis 21 11 32 62.75
Hypertrophy = - 11 11 21,57-
of the

conjunctive

Blepharitis 2 18 1 31 60,7
and ecz®ma _

of lid

Corneal 1l 1l 1,96

affectlon
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I1. Cicatricial sciropion (tgble 5)

Table (5) shous the distribution of complications

according to the degree in cases of cicatricial ectropion,

The most common complication mset with in our cases was
lagophthalmos, it was present in all cases but varied in saverity
according to the degree of ectropion and was very marked in the
three cases of upper lis ectrapiun; Epiphora was the next common
complication representing (86.36%) it varied in severity accorde

ing to wheather the punctum was everted . or not

Corneal affection wasthe least but most serious compli-
cation (13,64%) wes prasent in two cases of upper lid ectropion

complications were most frequent in the severe degreesef ectropion.
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Table(5) ODistributisn of complications according to the degres
in gases of cigatrical sctropion,

tipper lid

Totsl
tropion %
mild Maderate Severe .
No. of cases degree degres degree 3 No.
2 9 9
Epiphora 2 L | 8 - 19 86.36
Lagophthalmos 2 10 7 3 22 100
Chronic conj- =~ - 7 - 7 3182
unctivitis
Hypertrophy of
conjunctiva 3 3 13,66

Blepharitis and
eczeme Of lid

Cornenl affect-
ion 1 2 3 13,64
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I11. Paralviic sctropion (Teble 6)

Epiphora, lagephthalmos end chranic conjunctivitis
. ware the commonest complicaticns met with they were present

in all our cases, Next to that blepharltis and ecmma of 1lid

ware present in 60% ef the ceses,
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Table( 6 Distribution of complications according to the degree
in casss of paralytic sctroplom,

lst degree 2nd degrse 3rd degree Total Nao,

No, of ceses of ceases *
X 3 1 5

Epiphora 1 3 1 5 100

lagaphthalmos 1. 3 1l 5 100

Chronic conje

unctivitis 1 3 1 5 100

“hypartrophy

of the con= 1 1 2

Junctiva

Blephartis 2 1l 3 60

and eczema of

1lid

Corneal

af'fection
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Management of Ssinls Ectropion

Lirat deorss senile scirgolon

Medical & conservative treatment was used in ten cases,
thia type of treatment impreved the most annoying symptom of
ectropion namely epiphora,, follow up of these ten cases revealed

satisfactory results.

Cautery puncturea: were successful in three cases one
of them fallowing failure of Kuhnt Helmbald aperztion, but few
months later the progress of senile changes in the lid tissues was

responsible for recurrence in all these cases,

Snellen sutures: were used in a bllateral case uwlth immede
iate post-operative success, the patient did not present for

follow up,

Medial conjunctivo-plasy operation was used in four lids
of three patients, two of them were of (60 & 40 years old) and were
successful Fig,{:3 ). In the third patient who was(70 years old)
with bilateral lét degree actopion the results were not satisfact-
BTy,

Kunt~Helmbold operation was used in one case which brought
the lid margin in apposition with the globe Fig.( 2),




A) (Preaperative)

B) One month after medial conjunctive
plasty operation,

Fig.( 1 ) Right lst degree senil ectropian.




a) pre operative

B)S5ix monthtafter the aper-
ation. (Kuhnt Helmbold ap,)

Fig.( 2 ) Left 1st degree senile ectropion
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decond deoree senile sctrooion:

1. KuhnteHelmbold operation was used in four cases two of
then were successful Ffig, ('3 ), the other two showed under-
correction at the time of the removal of the stitches
{Qth day) cautery punctures were used with improvement in

one of these recurrent cases,

2. Imre operation was done in two cases but ectropion was not

corrected satisfactorily Fig. ( & ),

3. Fox modification of Blaskovics operstion for lateral ectropion
repair was performed in one case with correction of the ectroe

plon laterally but the punctum was still everted Fig.( 5 )

4, Fox modification of Blaskovics operation for medial ectropion

repari was done in three cases,

In one case the ectropion wascorrected while in the other
two cazses the ectroplon improved but there was under correction and
notching of the lowerlid margin at the site of the excised wedge

of 1id tissues, Fig, ( 6 )

5. HKuhnt=Szymanowskl operation was done in ten Cases:
two cases were corrected at the time of removal of stitchas on
the 8th post operative day, but these were lid notches at the
site of the marginal stitches which cloase the splitted 11d
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Four cases were corrected and remained 80, in the early

post operative period,

In these cases we did not use marginal stitches to, avoid

1id notches. Fig.¢9 )

Four cases were correctsd on table but alight under correc-

tion was decteaqted after removal of atiches,
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b) After removal of the stitches of
Kuhnt Helmbold eperaticn,

Fige( 3 ) Left 2nd degree senile ectropion.




b) Right Imre operation after removal af the
stitches,

Fig. ( # ) Rt. 2nd degree senile ectropion,



a) Preoperative Rt 2nd degree senlle ectiropion
Lt 3rd degree senile ectropion,

B) Rt Lateral

RO |
LR

[ .

e) Lt medial ectropion repair {Fox modification of Bla-kavics ap,

Fig. (5 ) bilateral senile ectropion & 8 th day post operative.

e



a) Frtnﬁlrativu

k) 8 days post
lmg.'l d nqga. ,

- P i
T B
B TR

¢) One month after 2p, -
(under corriction)

Fig.( ® ) Lt : 2nd degree senile ectropion pre & after Medial
_ setropion repair of Fox.
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l_) ?riopuat;vn

B) 4th day after
kuhnt-Szymanowski
apegration,

€) 4 months post op,

Fig.( 7)) Right 2nd degree senile ectropion,




Ihird deqrs semile scirgoign:

Fex modificaticn of Blaskevics operetion was done in tuo
cages, in the first case (Fig, ( 8 ) ectropion wvas corrected

partially at the time of removel of siitches.

In the second case (Fig., (e ) the ectropion is corrected
on table but on the 8th post opesrative day residual ectroplion
and marked lagophthalmos were seen because the lower 14id was not
attached to the medial canthal ligament which required correction

at a later date.

Kuhnt-Szymanowski operation was tried in egight cases, three
pases were only partially cerrected on the 8th post sperative
day, hecause the hypertrophied conjunctiva was not completely
removed , while im the feurth and fifth gme where there
was no marked conjunctival hypertrophy the ectroplon was fully

corrected , with relief of symptoms, (Fig. ( 8)

In the sixth case the ectropion was fully corrected on table
but tha operation was followed by severe oedema untill the 8th
post operative day. In the sevneth and eighthcases the lid came
in appasition to the globe but ul excised a lot of the tarsocon-
junctival tissues which resulted in 1id notcha and the lower punc-
tum wes drawn laterslly, postoperative eplphora was less, with

corraction af lagefrthalmes, Fig. (10)
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Fi.g.( 5 ) Left 3rd degree senile sctropion (preoperative)
chronic hypertrophic conjuncilvitia,
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a) One month after np.

b) Six wmanths afteé_j the opg

i}

The seme patient in (Fig, 8 ) after Kuhnt
Szymenowskl Operation,
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a) Precpsrative
(corneal epacity)

b) One month after
Fex wodificatien
of Blaskevics op,
for medial ectro=
pion repalr,
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a) Preoperative
marked lagoe
phthalmes

b) Lagophthalmos
less one month
after the oper-
ation, '

The same patient in Fige ( 9)




a) Presopsrative

e
b) Rt, Lowar lid netch
one manth post”op.

drawn laterally one
month post operative,

Fig, (10 ) bilateral 3rd degree senile ectropion-bilateral
Kuhnt Szymanowskil aperation,
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a) Preoperative
(marked lugo-
phthlamos

b) One month pogt-
opative (lageph-
thalmos corrected)

The smme patient in Fige( 10)
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IT, MAWAGEMENT OF CICATRICIAL ECTROPICR

Full thickness skin grafts were used succaessfully in
Six cases of lower lid cicatriclal ectropion where the grafte
were put close to the lid matgins and from canthus to canthus

with slight over correction 10-15% without tarsorrhaphies

Fige (11-13),

Faur grafts ware taken from the retrs auricular fold and

the other twe grafts from the medial aspect of the arms,



-172-

a) Preoperative

b) 9 months pasgt=
operative

Fig. ( 11 ) Right lower 1lid cicatricial
ectrapion
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a) Preoperative

b) One month past-operative

Fig. (12 ) Right lower lid clcatricial ectropion.




g) Preoperative(corneal
affection)

b)Y 3 months after
operation,

=l 7=
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a) Preoperative
lagephthalmes

b) 3 pmonths post-
operative lage=
hthaslmos correc~
ted,

The same patient in Fig, (13 )
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Full thicknasa fres skin grafts were used in three cases

of upper lid ectiropion,

In the first case the post auricular graft was placed
8 mm, fromupper lid margin, froms ecanthus to canthus and also,
a hairy full thickness grafts from the scalp were put et the
site of the lost eye brow, the immediate post operative results
were nat satisfactory but 9 months later, the ectropion and

lagophthalmos were corrected, Fig, ( 14 )

In the second case a full thickness graft was taken from
the medial side of upper arm and put high and not from canthus
to canthus without over correction, wedian tarsorrhapy was done
for one month the ectropion and lagothalmos were improved but

the cosmetic and functional results were less improved. Fig.( 15)

The third case there wasitraumatic ptosis and injured medial
canthal ligament inaddition to the ectropic distorted upper 1lid,
Full thickness post auriculary free graft was placed close to
the lid margin and from canthus te canthus with over correction

but recurrence eccured.




a) Preoperative

b) Preoperative
lagohthalmos,

Fig.( 15 ) P&, upper lid cicatricial ectropion
: with lagophthalmos,
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8) Graft was taken

b) lagohthalmas
corrected,

The same patient in
postoperative,

Fig. { 15) one month




Seven cases of lower lid cicatriclial eciropion were
repairsd by the use of a full thicknass free skin graft in
modified technigues gave different results,

In the first case Fig.(15 ) of this group the full
thickness skin graft was usad after one month from failure
to repair the detached lower lid from its attachement to ghe
medial canthal ligament, The ectroplon was under corrécted
and resulted in oedema of the skin between the graft and lid

mar'i.n.

In the second case the ectroplion was affecting the
lateral half of the lower lid and we put a full thickness skin
graft to the area of ectropiom with immediate correctlon of the

ectroplon and lagophthalmos,

In third case Fig.( 17 ) we put the graft from canthus
tg canthus but 20 mm away from the lid margin, the sctropion and
lagophthalmos were corrected , but pedema of skin of lower lid

was persistant for 3 months after the operatlon,

In the fourth case Filg, (18 ) we put graft just below
the area of the sectropien which corrscted the estropion on table.
but two . months later residual ectropion was found, massags
-to the graft far next tus mentha give slight improvement,




In the Pifth case Fig. (19 ) the ectropion was localized g
the middle third of the lower 1lid).

-Localised full thickasss skin graft was placed just below
the lid margin follewing free exclsion of the scar tissue, The

result was successful,

In the sixth case where there is loas of lower lid subste-
nce and ectroplon = gsmpositum full thickness graft from the

auricular tissue of the ear was partially successful

The seventh case of post irradlation scar a localised full
thickness graft was used which was followed by slight under corre

ection,

A child with detached lower lid from its medial canthal
ligament attachment was repaired by a horizontal skin release
incision and trial for attaching the lower lid to the medial canthe

al ligament falled,

In one case of post-operative cicatiicial ectropion uwe
tried a trans positlion cheek flap but the facial nerve paresis
resulted from excessive manipulations in the two operations,
was followed by recurrence ., A dermo flap canthal 1ift operastion
was done six months later with slight improvement,




a) preeperative

#) After rameval of

stitchen
(under corrected)

£) 2 months after full
thickness skin graft
(under corrected)

Fig, ( 16) right lower 1lid cicatricial ectropion with
medial canthal injury,

g

e C



a) Presperative

B) 4th post ep.
day with the
tie over in
placa,

e) 3 months post
oparative.




a) Preoperative

ar

b) after resoval
of stitches,

c) 6 months after
operatlon,




a) preoperative
corneal spaclty

¥
H

b) One month after ;
speration




a) Preuperafivt
marked lago-
hthalmos,

b) Post operative.
lagohthalnos
corrected (ens
month)

The same patient in Fig,

a3)
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Two cases of cicatricial ectrepion were trsated by
split skin grafts, Fig.( 20). After a V ghaped relesse insisions
made at the junction of the scered skin of the cheeks and
the healthy sking of lower lids and the edges of the flaps wers
undermined to meke the lid margin lie in apposition with the
globe, The split skin grafts were applied to thr raw surfaces,

v
The graf'ts wers taken and ectropicn and lagophthalmds ‘were
improved but on tilting the head to the sides ectropion of

lower lids occured,

Two cases of cicatricial ectropion of the lower lids,
caused by logalised linear scar were trsated by the Z plasty
procedure without excision of the scar tissuea. Siight improve-

mnt was obtained,




*
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a) preoperative

b) (one month after
the operation)
ectropion impro-
ved.

Fig. (20) bilateral lower lid cicatricial
ectropion,
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a) Preoperative
lagohthalmos

bB) One month
post aep.
lagophthe
almos corr-
atted,

The same patient in Fig. (20).
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111, Management of Paralytic Ectropiong

Twa cases wers diabetics and hypertenasives the third

one was hypertensive enly,

The fiva patients were studied after failure of the medical

treatment and physiotherapy for one year.

Latersl tarsorrhaphy was done to one case and he came to us

after failure of the previcus measures to control his condition,

We tried Axenfeld suture for correction of lagophshelmos for,

under correction and for fear of infection we removed the suture,

Eight months later Kuhnt=Szymanowski operation was done auw
ccessfully, Fig. ( 21),

In two other cases Wuhnt-Szymanouwski operztion was performed
from the start with successful results Fig. ( 22).

Two cases went to the medical section for control of the diae
betes and hypertension and inatructions for protection of the cornea
were given in the forw of antibiotic eye drops by day and antibiotic

eye ointement by night,




a) Preoperative
2nd degree

ectropion

b) One month after
Kuhnt Szymansuskil
pperation

e) 4 months after

Kuhnt Szymanowski |

operation,

Fig. (21) Rt.
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lower 1id paralytic ectropion,
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a) Preoperative
lagohthalmas

b) 4 months %ost-
operstivellago=-
hthalmos corr-
BctEd)n

The sams patient in Fig, (21)
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a) Preoperative 2nd
degree ectropion

b) Postoperative after
removal of gtitches
(ectropion correcte
ed)

Fig. (22) Right lower lid psralytic ectropion,
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a) Preoperative
lagohthalmos

B) Post aperative
(lagohthalmas
correctad),

The same patlent in Fig. (22).
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IV, Mechanical Ectrepien

Maghanical sctropion represented the least number of our ..

cases , that is two cases only representing (2. 9%).

The first case Fig. (23) waa treated successfully By
@xcising the lower lid swelling with improvement of eplphora and

lagophthalmos,

The second case Kubnt Szymancwskil operation was done with
success, the lower lid came into apposition to the globe and

epiphora improved,
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a) Preopsrative
" Lowar lid 14 %15 mm

cyst swelling.

b) 4 months after
excision of the
magsa,

Fig. (23) Rt Mechanical ectropion of 2nd degree
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DISCUSSION

Our study revealed that senile sctropion is the most

common type of ectropion it represented 63.75% of our cases,

Next in order is cicatricisl ectoepion 27,5% of our
c8ses, followed by paralytic §,25% and lastly mechaniel ecte
ropion 2,5% . These results agreed with Fox statement(1962)
that senile ectropion occurs more often than all the other
types of ectropion put together and with Callahan's (1954)
and Musterde (1969) stating that the senile ectopion ia a comarate
ively common condition and its fregquency is increasing as

are all geriatric problems,

Aeticlogy & Incidence of various types of ectropiong

1; Senile Ectraplon:

Our senile ectropion cases were of the relaxed type

and we did not meet any case of spastic or cicatricial types.

The relaxed type is the maost common type but the other
types must be differentiated from 1t because the surgical re-

pair for each type is different Callahan(1954)

Our cases of senile ectropion were 2lmost always bilate
eral but may be more advanced in one lid thanin the cther
the cases were affecting the lower lids and were the result of

relaxation of all lid tissues from old 8ge,
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The factore which were responsibla for progreasive
increase of the eversion wers epiphora, chronic hypertrophic
conjunctivitis and chronic eczymatus changes of the lida

Fralic (1962) and Musterde (1969).

We classified ectroplon into three degrees but Philips
(1950) classified it inte four degrees, The lst degree in our
clasaification where the lower 1lid is not in apposition with
the globe but separated fromit by & short interval which ine
terferes with the normal capillary drainage of tears, The

punctum may be visible or not,.

In the second degree of ectopion the palpebral conju-
ncitva is visible and usually the punctum is evereted. In the
3rd degree the whole palpebral and Pornix conjunjunctiva ere
visible this is responsible for lid and conjunctival complications,
Philps(1550)described the 4th degree as the stage of second=
ary skin contracture and exposure of the whole lower lid conj=

un ‘tiva wlith the development of conjunctival complications,

Fox (1962) classified ectraopion into lgt stage where
the 1id is still in good position, but it is 1ax and can be
easily pulled away from the sye ball, and as reslaxation de-

velops the punctum gradually becomes visible.
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The second stage where there 1s gradusl eversion of
of the whole lid with elongation, in addition to relexation,

The third stage where sagging and eversion becomes more
advanced and conjunctival hypertrephy 8nd Keratinization occurs,
These stages coincide with cur clessification Page(l13) |
We distributed the cases of senile ectroplon according to
the degree and the age aof the patienta, UWe found that the most
frequent period at which the seinle ectroplon occured was 60-70
age group( 33,3%) and next to thet was 50-60 years. 8ge groups

responsenting 29.4% of our cases,

The senile ectropion occured sarlier in life then expected

7.8% of senile ectropion cases were found &t the age of forty.

The most frequent degree of senile ectroplon met with was
the second degree reprsenting 41, 2% of all cases where the occe=
urance of relaxation and elaongation and gradual eversion of
the lid margin increases the annoying symptom of epiphera & chronic

conjunctivitia which brings the patient for ophthalmic advice,

11, Gigairjcial egciropion !

In our study cicatricial ectoplon was the next common type
of ectropion representing 27.5% . Sut Bartelett and McKinzie
(1966) mentioned that the cicetriciel and the senile types
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are about equally comman,

In our csses we found that the most frequent causes
for cicetricisl ectropion ware burns and trauma bhoth represen-
ting an egqual percentage of 40.9% , then surgical operations
were responsible far only 13,6% and lastly irradiation 4.5%.

Thesa results conformed with the statement of converae
et, 81 (1964)which stated that cicatrical ectroplon resulted
most frequently from burns, and is due to destruction of the
skin of the eyelid and of the surrounding faclal area, It is
alsc the result of lacerations (trauma) that has not been
properly treated, alsc from the exceasive removal of skin In
the excision of tumours end nther cosmetic operations of the

eye lids.

The most frequent age group affected wlith clcatricial
ectropibn was 15=30 age group representing 54.5%-ef our cases,
next wag 0,0=15 age group 22, 7%. These age groups representing
the periods of activity of individuals as they are more liable

to be exposed to burns and trauma,




I1I. Parelvtic ectronlaon

Paralytic ectropion is the thrid in frequency of aur
cages representing 7.1% and as Fox(1970) mentioned, it is not
a common condition,paralytic ectropion was causesd by Bells palay
in our caases, other causes than Bells Palsy mentioned by Beard
(1962 are tumours of paosterior fagsa mastold diseasey
parotid disease or surgical or accidental sevzrance of faciel

nerve , these causes were not encounterd in our series of cases,

Two cases occured @t the middle age(40 years) and three
cases occured in old aged patiemts_(sbove 60 years old) thesa
thrae patient were hypertensives &nd two of them were diabetics
as well, which may explain the occurance of Bells palsy in these
cases, In our paralytic cases the ectropion was atonic rezse-
mbling the senile type but here the loss of tissue tonus was

greater,

As Beard's stetement (1962) the lack of orbicularis
support and the effect of gravity causes the lower eyelid to
- fall away from the eye and in long stending cases elongation
occurs, This gaveaclinical picture quite simllar to that of

senile ectropion as mentioned by Fax (1970)

Iv. Megahnigal eciropigni

Mechanical ectropion represented the least number of

our cases, that is two cases only representing 2,9% of our cases
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One case wes caused by & cystic swelling of the lower esye-
1id(cystic esdenoma of Zies glend) pulling the lower eyelid
by its welght,

The other case was caused by 8 heavey braod and thlck
graft in the sulcus subtarsalis pushing the lower eyellid auway
from the globe Fox (1970) mentioned that Machanicsl ectropi-
on is an actual pulling or pushing away of the lid margin from
the globe, and Musterde (1963) added that turning forward of
the lid margin may be due to the presence of a swelling wheth-

er simple or malignant in the tissues of the lid,
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Complications of the Various Types of Ectrspion

I. Senile Ectropions

1. Epiphora was the commonest complication mat with in our cases

J

encountered in 100% of cases, Fox (1962) mentiaoned that epip-
hara occurs on top of relaxation of tissues of the 1id, when
the punctum becomes out of position and this mtarts to occur

at the end of the Pirat stage of development of senile ectroe

pion,

Epiphora was responsible of two :omplicatiuna)first,aa a
result of the mapping action of tears down ward and out wards,
tands to drag the 1lid away of the globe, thus helping to atret-
ch it, Second, the constant wetting of the skin eof the lower
1id and cheek by the tears result in chronic eczymatous state
of 1id skin, which In time produces contracticn of the skin and
more ectropion, eventually the 1id becomes completely relaxed
and everted with thickening of the exposed conjunctiva
Musterde (1969)-

Chronic conjunctivitis which constitutea 62, 75% of our cases,
Blepharitis and eczyma of the lid was present in 60,67% of the

cases,

4, Chronic hypartrophy of the conjunctiva occured only in 21, 56%,
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5. Corned affection , one case only was affected whers marked

long standing lagaphthalmos was present,

Complications was most frequent in the third degree of

ectoplon and least in the first degree, table (&4).

11. Cicatricilal Ectropliou:

The most common complication met with in our cases was
lagephthalmos, it was found in all cases, but varied in severity
accarding to the degree of ectropion and most serieus in the
cases of upper lid ectropion. Epiphora was the next common compe
lication representing 86,36%, it varied in severity according
to whether the punctum was everted or not. Corneal affection was

the most serious complication occured emly in few sases, (13, 64%).

Mustarda (1969) explained how, ectropion of the upper
lid, even of moderate degree, may affect the cornea from exposure
during sleep and results iIn serious affection of vision, and hence
the timing of repalr of the ectroplon will be determined mainly by
the 1lability to corneal affection and to a lesser dagree by the

prasence of other complicationa,

IT1. Paralytic Ectropions

The most frequeant complication here were mpiphora ,
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lagephthalmos and chrandc conjunctivisiswers found in all our

Blepharitis and Eezema of 11d were present in 60% of
the cases, Lagaphthalmos endanger the cornea . S0,Beard(1962)
stressed on the protection of the cornea by means of molst chame
ber, or a patch at night or adhesive support of the lower lid,
until some degree of facial nerve function has returned, this
will usually suffice, and if the cornea needs additional protect=-

ion a temporary lateral tarsorrhaphy can bs dona,

It was found from tables (4,5 and 6) that the complications

of ectropion regardless its cause and in order of freguency wereg

1. Epiphora,
2. Chronic conjunctivitis,
3. Blepharitis and eczyma of the lid.
4, Lagophthalmos, '
5. Hypertrophy of the conjunctiva,
6. Corneal affection,
fpiphora was the most frequent complication end lagophthalmos

and corneal affection were the most serious complications,

There was no difference between these complications 1in

various types of ectropion except in the severity, The maost




characteristic complication of senile ectropion was epiphora
and that of cicatricisl sctropion was lagophthalmos but para=
lytic ectropion was charterised by the pressnce of both epip-

hora and lagophthalmos egually,
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MANAGEMENT OF VARIOUS TYPES OF ECTROPION

I. Semile Ectropion:

1. Medlcal and Conservative msasures:

Madigal and conservativé measures were adopted in cases
of lst degree senile ectroplon, Ten cases were studied 1n our
series, Astringent eye drops were found useful in decreasing
the amount of tears and so diminish the epiphora, The patients
were also advised to mop up thelr tears in an upward and inward
direction otherwise if the opposite direction is followed in moe
pping the tears it will inhance the relaxation and stretch of
the tissues, of the lids. This mathod of treatment is considered
only as a palliative measure, Mustarde (1969) advocated this line

of treatment .

2, Cautery puncture technique:
‘ In two cases of our series cautery puncture tachnique
of Ziegler (1909) was tried and was used in one case after in

adequaté correction of Kuhnt Helmobold operation.

The results of this method were unsatisfactory because the
tissues of the lid (conjunctiva and tarsus) were cauterised sup-
erficially and the reection was not effective, Therefore we ad=
viae the use af the cautery puncture technigue in the early cases
of sanile ectoplion, f.e. in the stage of loss of tonus and relaxa-
tion, and also to apply the punctures deep encugh to get the desired

effact.
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3. Medial Conjunctiva Plasty

This operation was performed successfully in two cases

of lst degree senile ectropion,
The age of these patients was less than sixty year with
mild loss of tonus and relaxation Fig, (1 )

This procedure failed in two lids of seveniy years old
patient because the relaxation and atonia of the lids were more

advanced than in the firat cases,

4e Kuhnit~Helmbold operation:

This operation was done in one case of the firgt seinle
ectopion , .which brought the 1lid margin in apposition with the
globe Fig, ( 2 ) , As for the epiphora it did not improve because

of lacrimal passages ubstruction.

The same operation was also used in four cases of the sec-
and degree senile ectroplon where the ectroplon was medial than

else where,

The cases mére successful but the cther tuwao cases were
found under corrected on the eighthpoat operative day, because we

did not remove enough tarso-conjunctival tissue,

Cautery puncture improved the condition in one of thess

recurrent cases,
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Fox (1972) mentioned that the medial canthus must
receive more and more attention as the severity of the ectro-
pion increases., Hence, addition medial surgery such as medial

tarsorrhaphy or medial ectropion repair was found necessary,

5. Immpe operation:

Was tried in two cases of second degree senile ectropion
when the maximum degree of acfropian was in the middle third of

lower lido

The result of this operation was not satisfactory because
the_prncadure was localised to the middle third of the lower lid

only, senile ectropion affects the whole and not only the middle

third,
6., Fox modification of Blakgyics gperation for latersl ectrgpion
repair:

This method of repair was adopted in a case of second de-

gree senile ectropion,

The ectropion was corrected laterally, but the punctum was
still slightly everted. The failure of this operation was due to
exclsion of the full thickness wedge of the lid tissues gah away
from the punctum. In order to prevent such complications of

incomplete inversion of the punctum few ~gautery punctures below




=210

the punctum may be necessary or a medial conjunctiva plasty

operation may be done according to Fox (1972),

7. Fox modification of Blaskovics operation for medial ectro-
pion repair: was done in three cases of second degeee .
genile ectropion, in one case it was succesaful while in
the other twe cases the ectropion was under corrected with
notching of the lower lid margin at the site of the excised
wedge of 1id tissues. The cause of this under correction
wag the limited space at the nasocanthal angle produced by
the root of the nose and in this particular petient the pre-
aence of sabacesus cyst at the medial canthus which made it
difficult to excise enocugh skin triangle medially, while the
cause of notching was the incarrect caaptation of the edges of the
triangular wedge, This triangular gap in the lid should be
closed in layers, conjunctivo tarsal layer and skin muscle

layer,

We megin by putting united sutures at the lid margin first
and going doun to the formix in the same way, the sutures ware

tied from below upward to facilitate closure of the wound,

Fox modification of Blaskovics gperation for medial ectro=
pion repair was used in twe cases first case Fig( 5) the ectr-

opion was caorrected partially at the timg of removal of stitches
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and month later, the punctum was visible,

The patlent was given an appointment at a later date
to complete the repair of his ectropion. In the second case
Fige ¢ 9 ) there was in addition to senile ectroplon an in-
jury to the medial canthal ligament, The operation corrected
the ectropion tca great extent but lagophthalmos did not impro-
ved and required a medial canthal ligament repalr to complete
the cure of the condition, Fox (1568) used this technlique for
ectropion repair with satisfactory results in moderate atonic
ectropion with eversion but with slight elongation, Fex, (1970)
added %o that, this procedure usually produces good inversion '
of the punétum but, without covering of the plica and caruncle,
and requires only enough skin to be resected to appose the lid
nicely against the globe, as too much skin resection may prod-
uce a cicatricial epicanthel fold. He also advised in advanced
cases the use of surglcal procedures on the lateral canthus,as
the medial canthal repair ;s no} sufficient because of space

limitation at the naso canthal angle,

B, HKuhnt=-Szymanowski techniguye:

Wlas done in ten cases of the second degree senile ectro-

plon and in eight cases of third degree senlle ectrapion.

Six cazes of the second degree senile ectraopion wars

corrected and the other four cases were undercorrected on
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the eight post operative day, These cases of third degree senile
ectropion wers corrected sugcessfully while the other Casas were
uncercorrected on the elghth post eperative day, and the last two

cases were overcorrected,

The nine successful cases Pollowing the classical Kuhnt-
Szymanowskl operation were classified according to the degree of
corrected ectropion which was the second and the third degrees.
The amount of tissues removed depends upon the degree of eversion
and elongation of the lid, it also depends on whether the ectro-

pion was mare at the medial or lateral halfas of the lid,

If the ectropion is more medially, the tarsc conjunctival
triangle should be close to the puncium. The cases whlch were
under corrected of the second degree senile ectropion were due to
inadequate removal of lower 1lid tissues than what was required
for proper correction, all these undercorrected cases could be
adjusted by either cautery puncture or con junctivo-plasty proce-

dures,

The under corrected cases of the third degree senile ectro=
pion was due to the hypertrophied conjunctiva which could not be
removed completely in the tarso-conjunctival triangle and was
responsible for the undercorrection, Ta prevent the undercorrect-

jon following the operation in these cases the hypertrophied
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conjunctiva should be excised fFirst,

In the two overcorrected casea we axcised toc much
of the tarso-conjunctival tissue which made the closure of the
tarsoconjunctival wound difficult and resulted in notching of
the 1lid margin,shieh was marked in one case, While in the other
case the notching was less marked because lateral canthotomy was
done to facilitate the closure of the tarso-conjunctival wound,
Also, as a complication of this overcorrection thz punctl were

pulled laterally out of position but did not result in epiphora,

The proper procedure in closling the tarso-conjunctival
triangle is by using cat gut sutures on the tarsal side and fine
black silk on the conjunctival side in order to get proper coa-
ptation and starting as close to the lid wmargin as possible ta
prevent notching at the site of the removed tarso~conjunctival
triangle, It 1s unnecessary to close the splitted lid margin by
sutures or if required not to tighten the sutures to prevent not=

ching at the lid margin,

The splitted iid margin and the twe laminae of the lid
can be closed satigfacterily by one or twoc mattress sutures sta-
rting from the conjunctival side to the skin side and tied on a

rubber strip, Heswever, a firm pressure dressling usually suffices
instead of the suturas Fox, (1970), He still praferasthe KohntewSzym-

enowski operation for long standing of senila & parslytic sctroplon




because this procedure does all the things that an operation for
atonic ectropion shsuld do, 1t shortens, inverts and hangs the 1lid
up where it belongs, slso it places the scar on the temporal région

where 1t is least visible,
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11, CICATRICIAL ECTOPION:

Full thickness free skin graft was usad in sixteen
cases , thitteen of them were lower lld cicatriclal ectropion

and three were upper lid ectropion,

Lower 1id Cicatricial Eetrapion: Nine cases were successfully

treated and the other four cases were undercorrected,

In six successful cases, we used the technigue of
Mustarde (1969) we did a para marginal skin inecision close to
the 1id margin and from canthus to canthus and the chosen grae
ft was larger 10=-15% of the estimated requirements ., The full
thickness graft was taken from the retro auriculsr fold in four
cases and from the medial side of the arms in the other two

cases as the preferable doner sites for grafting were burned.

In the other three successful cases we used after excie-

sing the localised scar tissue of the 1lid, a full thickness graft
which was placed at the slte of the ectroplon.

This technigue was followed in twn cases with correction

of the ectropion and lagophthalmos,

In the third case the graff was put from canthus to
canthus but away from the lid margin, the ectroplon and lagoe

phthalmos were corrected but. cedema of the lower lid was



persistant for the whole follow up period, because of the
interference of the lymphatics of the skin, we put the greft
at that place to avold the site of a previous skin graft

which was placed close to the lid wargin,

In two under corrected cases we did not put the graft
from canthus to canthus and we did not take the precautlion of
10-15% aver correction , alsoc in one of these two cases the
lower 1lid was not attached to tha medial canthal ligament which

needs further repair,

In the thrid undercorrected case the skin and subcutan-
pus tissues at the medial canthus and medisl half. of lower lid
was hard and erythematus due to previous irradiation and exci-
aion of rodent ulcer, the graft was not enough to corred the

condition and the lacrimal passages were obstructed.

The last case of under correction, there was partial
loss of substance af lics which was not fully corrected by the
compasitum full thickness graft taken from the auricle of the

ear,

The technigue of full thickenss skin graft was used in

three cases of upper lid ectroplon, Twe cases were successful,
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in the firat case a full thickness skin graft from post auri=
cular fold wasput from canthus to canthus 8sm, from the upper
1id margin, and two full thickness hairy graftis from the scalp

were put at the site of lost eye brow

The early post operative results wers not satisfactory
but after nine months the ectropion and lagophthalmea of upper

11id uefe corrected and the eye brow graft was taken,

In the second case the graft was taken from the medial
side of the upper amm and was put 12 mm, from the upper lid mare
gin a median tarserrhapy was done for one manth, the sctropion
and lagophthalmos was improved but the cosmetic and functional
results was less satisfactory as when split skin graft or post
auricular full thickness skin graft were used and put closer to
the 1id margin. The third case was recurrent though the graft
was post auricular and from canthua to canthus and over correcte
fon was taken in consideration, but there were multlple trauma
in the form of detached upper and lower lids from their medial
lanthal attachments and traumatic ptosis,all these affections

were responsible for recurrence,

Two cascs of lower lid ciecatricisl ectropion of the
extrinsic type where the scar of the cheeks pulled the healthy
lawer lid skin causing the ectropion were treated by the use af

split skin grafts applied to the raw area flollowing the release
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incisions, The grafts were taken and the ectropion and
lagophthalmos were corrected, but the ectroplon appears
an tilting the head to the sides because of the pull of
the scars of the face and neck causing a mild degree of

ectropion of lower lids on turning the head to the sides,

Z plasty procedure was used in three cases of low=
er lid cicatrical ectropion caused by linear scara, by transe
position af the flaps slight improvement occured, the scara
were agsociated with medial canthal ligament injuery in two

cases which gave place for under correction,

Trials for medial canthal ligament repair were done
in two cases, A sixty yemrs old man with detached lower 1id
from its medial canthal :attashment with linear scar at the
medial canthus the scar was exeised and the ligament was
exposged ancd chromic cat-qut was used to repair the laower
lid into 1ts normal position the condition was ceorectad on table,
but recurrenca developed efter removal of stitches, one and
half months later a full thickness skin graft was put inta the
lower 1id after release insiclon and removal of the remains of
the scar tissue under,correction detectad on the 8th post op-
erative day. The second case was a child with detached lids
from medial canthal ligament with marked scarring of the mede
ial half of the lower 1id a trial to release the tension of the
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scars on the lower lid and to attach the lid to the medial

canthal ligament falled,

The last case of this group was a woman came with
the lower lid cilcatricial ectropion at the lateral half of
the lower lid sfter sxcision of g rodent ulcer eof the sheek,
We did a cheek transposition flap with much undermining up
to the tragus of the ear slight improvement occured but re-
currence and facial nerve palsy was detected after the oper-
ation, Six months later a3 dermo flap canthal 'lift operation
was done with improvement of thz ectropion but lagophthalmos

was not corrected,



I1I, PARALYTIC ECTROPIDN 3

After one year trial of medical treatment and physiow
therapy, surglcal correction was indicated, In one case the
patient came to us after recurrence of ectropion and lagophthe

almos after lateral tarsorrhaphy operatlion,

e tried Axenfeld suture for correction of
lagphthalmos , but two week post operitively we removed the
suture Por Pear of infection and the unsatisfactory result was
obtained. Eight montha later Kuhnt Szymanowski operstlon was
done successfully sorrecting the ectropion and lagophthalmoa

Fi.g. ( 21 )c

In other two_cases Kuhnt Szymanowski operation was
performed after one year trial medical treatment with correction

of both ectropion and lagophthalmos, Fige( 22 )

Paralytic eetropion begin gimilar to senile ectropion of atonic

nature o lengthening and eversion develops in longstanding
cases, so.lid shortening measuras can be used. As Beard (1962) .
mentioned if the paralytic ectropion isa marked and of long
standing, a 1lid shortening operation such as Kuhnt=Szymanowski

procedure is indicated, It will give a far bhetter result than
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will a fascia lata sling. But Bartelekt and Mckinzie(1966)
regommended the use of modified Kuhnt-Szymanowski operation

combined with a fascia lata sling to pravent future stretching,

King et al(1970) mentloned that many of the operations
used for correcting senile ectropion can be applied to the para=

lytiec type,
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IV. MECHANICAL ECTROPION @

Two cases were managed, the firsi one was treated
auccessfully by excieion of a mass of the lower lid pulling
it by its weight & gravity away from the globe and removing
the excess of redundant skin aver the mass horizentally. This
corrected the ectropion snd lagophthalmos . The second case
which was due to s heavy , thick and broad graft at the sulcus
subtarsalis pushing the 1id margin away from the globe and
assisted by the senile relaxation of this old man, The condi-
tion was cured by the use of Kuhnt Szymanowski operation
exclsing the thickest and hroadest part of the graft in the
tarsoconjunctival triangle, So, the treatment of mechanical
ectropion is to remove its cause, Though Fox (1970) mentioned
that the treatment of meghanical ectropion is temporary and
conservative and is not surnical and as a rule it only requires
attention to the offending agent and temparary protection of
the cornea until the condition causing the ectropion is corre=

cted,

gut as we have seen in our two cases 1if the cause of
the sciropion can-nat be treated congervatively, surgery ls

indicated.




