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Visual acuity was 20/50 right and 20/30 left. His upper lid skin was elastotic and the
lids were thickened and overrode the lower ones. They were horizontally lax and could
easily be everted, demonstrating a velvety, papillary conjunctival reaction (figure 1b).
Both upper lids were ptotic with a margin-reflex distance of 0 mm right eye and 1 mm left
eye. He had good levator function. Surgical scars were visible in both upper lid creases
and an irregularity was evident in the left upper lid centrally at the site of a previous
wedge excision (figure 2b). His corneae had mild inferior punctate epithelial erosions.

The remaining ocular examination was normal.

The diagnosis of bilateral residual ptosis and floppy eyelid syndrome secondary to PDP was
made. Bilateral upper lid horizontal tightening with tarsal strips and levator advancement
were performed (figures 2a and 2b). The patient was pleased with the improved field
of vision and reduced morning discharge. Tissue from the left eyelid was submitted for
histopathology and showed thickening of the tarsal plate, meibomian gland hyperplasia,
thickening of the dermis (figure 3a), perivascular lymphocytic infiltration and conspicuous

giant conjunctival papillae (figure 3b).

Figure 2 | 2a Preoperative view of left eyelid showing marked ptosis and thickened skin
in spite of previous horizontal shortening with a central wedge excision and two previous
attempted levator advancements. 2b 1 week postoperative view of left eyelid demonstrating
improvement of ptosis and horizontal laxity. Note the central peak from previous central

wedge excision and the lateral canthal suture from his upper lid lateral tarsal strip.
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Figure 3 | 3a Low power (x10) photomicrograph demonstrating hypertrophic sebaceous

glands and thick interwoven collagen bundles in the dermis, consistent with previous
descriptions of PDP. 3b High power (x100) photomicrograph shows giant papillae in
the palpebral conjunctiva with peri-vascular inflammation consistent with previous

descriptions of floppy eyelid.

Discussion

Hypertrophic osteoarthropathy has been classified in two forms: primary and secondary.!
Primary hypertrophic osteoarthropathy (PDP) is an autosomal dominant inherited
disorder with no identifiable underlying disease. It was first described by Friedreich in
1868.2 Secondary PDP is associated with thoracoabdominal neoplasia or chronic disease.
Both have similar clinical features. The skin and skeletal system are primarily affected
with coarse facial wrinkles, cutis vertices gyrata , digital clubbing, ‘elephant feet’ and
thickening of the long bones caused by periostitis and osteogenesis.! Anaemia, as
described in our patient, has also been associated. Various conditions such as acromegaly,
Paget’s disease, syphilis and leprosy must be excluded.l PDP is more common in men
and typically develops during puberty and progresses into adulthood. The underlying
pathophysiology is unknown although altered peripheral blood flow leading to capillary

stasis has been proposed.!

Thickened and ptotic upper eyelids are a common feature of PDP and have been
previously described.3* The floppy, easily everted upper eyelids and bilateral papillary

conjunctival reaction seen in our case are features typical of floppy eyelid syndrome, first
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described by Culberston and Ostler in 1981.> This association has only been previously
described by Downes et al. in 1989.6

Management is essentially surgical. We performed a combined horizontal lid shortening
with an upper lid tarsal strip and levator advancement on both upper eyelids with a
satisfactory functional and aesthetic result. A lateral tarsal strip procedure for horizontal
eyelid shortening in PDP has not been previously described. Although only one group has
reported an association with floppy eyelid syndrome,® other surgeons have performed
wedge excisions to shorten the upper lid because levator advancement alone caused
ectropion of the upper lid margin.3*

Histopathological findings of the eyelid in PDP include sebaceous gland hyperplasia,
enlargement of sweat glands, thickening of the dermis with an increase in collagen
content, deposition of mucin, and perivascular lymphocytic infiltration.* Our histo-
pathological findings are consistent with those previously described. Additionally, the
conjunctival papillary reaction is consistent with the histopathological findings in floppy

eyelid syndrome.
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Merkel cell carcinoma (MCC) of the eyelid is a rare cutaneous malignancy that typically
affects the elderly and immunocompromised. In this article we present two cases of MCC

affecting the eyelid and review the literature.

Case |

Figurel | 1a Small blue cells with scant cytoplasm and round, oval nuclei with vesicular
chromatin; high proliferative activity with numerous mitotic figures. 1b Cytokeratine 20
positivity with dot-like perinuclear staining, characteristic of Merkel cell tumor. 1c Merkel
cell carcinoma of the right upper eyelid of patient I, resembling a chalazion. 1d Right
upper eyelid of patient | post excision of Merkel cell carcinoma and reconstruction using
the Abbé-Mustardé flap technique (full thickness switch flap from the right lower eyelid
with the pedicle at the lateral end. This flap is partly sutured into the defect and the

pedicle is divided at a second stage)

A 71-year-old woman presented with a rapidly growing mass on her right upper eyelid.
A biopsy showed MCC (figure 1a-b). On examination, a large multi lobulated lesion of 2.5

by 2.0 cm, resembling a chalazion was seen (figure 1c). There were no enlarged lymph
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nodes. Systemic work up excluded metastatic spread. An excision of the tumor was
performed with frozen section control and sentinel lymph node assessment. The eyelid
was reconstructed using the Abbé-Mustardé flap technique (figure 1d). Postoperatively,
the patient received prophylactic local radiotherapy (40 Gy in 10 sessions). Four months
post surgery, she presented with an enlarged preauricular lymph node. MRI scan showed
two parotid gland lesions. A partial parotidectomy was performed. Histopathology
confirmed the presence of MCC. Postoperatively, the patient received radiotherapy on
the parotid gland region (42.4 Gy in 16 sessions). Thirty-six months after initial diagnosis,

the patient has no evidence of further metastasis.

Case ll

An 82-year-old woman presented with a violaceous mass on the left lower eyelid,
increasing in volume for two months (figure 2a). On examination, a nodular vascular
lesion, with desquamation on the surface was seen. No lymph nodes were enlarged. The
patient was known to have chronic lymphoid leukaemia (CLL). A biopsy confirmed MCC.
Systemic work up excluded distant metastasis. Two weeks post biopsy the tumor was
excised using Moh'’s micrographic surgery (figure 2b). After reconstruction with a Hughes
flap, the patient received local radiotherapy (50 Gy in 20 fractions). Forty-two months
after initial diagnosis, there is no evidence of metastasis.
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Figure 2 | 2a Merkel cell carcinoma of the left lower eyelid of patient Il, covering the
inferior punctum. 2b Left lower eyelid of patient Il post Moh'’s surgery and reconstruction
with a Hughes flap (tarsoconjunctival flap of the left upper eyelid to reconstruct the
posterior lamella with a skin graft from the right upper eyelid for the anterior lamella;

the flap is reopened at a second stage)
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Discussion

MCC is a rare but aggressive cutaneous neoplasm of neuroendocrine origin, increasing in
incidence.l It occurs predominantly in the elderly and immunocompromised (eg CLL as in
our second case). Polyomavirus infection as well as sun exposure may play a role.%3 The

female/male ratio is 2/1.23

Clinically, MCC of the eyelid usually presents as a solitary, rapidly growing, purple-red,
painless nodule near the eyelid margin, with minimal loss of eyelashes.? Its surface is
smooth and often shows dilated teleangiectatic blood vessels. The overlying epidermis is
usually intact.? Local recurrences occur in about one third of patients, usually within one
year. Two-thirds have regional lymph node metastases, mostly within 18 months. Up to

one half of patients develop distant metastases, most frequently within two years.*

Sentinel lymph node biopsy could allow for early detection of occult regional lymph
node metastasis, but this remains controversial.? Interestingly in case |, four months post
surgery, MCC was present in two intra parotid lymph nodes, despite a negative sentinel

lymph node biopsy.

The current primary treatment of the tumor consists of excision with 5-mm margins
with histopathologic confirmation of tumor-free margins. Frozen section assessment,
including Moh’s surgery is appropriate.? Adjuvant prophylactic irradiation of the tissues
between the tumor and first regional lymphatic nodes (50 to 60 Gy in 20 to 25 fractions)

is recommended.®
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Abstract

Purpose: To describe 2 patients with acute angle-closure glaucoma after oculoplastic

surgery

Design: Interventional case reports

Methods: Review of clinical findings and treatment

Results: A 61-year-old female developed a painful eye with decreased visual acuity a few
days after bilateral blepharoplasty. A 69-year-old male developed a painful red eye with
decreased visual acuity a few days after ptosis correction. In both cases the intraocular
pressure increased to more than 50 mmHg. Both patients were diagnosed with acute

angle closure glaucoma and treated appropriately.

Conclusion: Acute angle closure glaucoma is a possible complication of oculoplastic

surgery.



98 | Chapter 9

Oculoplastic surgery is frequently performed with few serious complications. We
present 2 cases of acute angle-closure glaucoma after oculoplastic surgery, one of which
results in permanently reduced visual acuity. As far as we are aware, this complication
has only been reported on 3 previous occasions,23 none of which was in a primary

ophthalmologic journal.

Case 1l

A 61-year-old female underwent bilateral blepharoplasty under local infiltration
anaesthesia with xylocaine 1%/ epinephrine 1:100 000. A few days later she presented
to the eye department with continuous ocular pain and decreased vision of the left eye.
On examination the visual acuity was 20/200 in the left eye and the intraocular pressure
was 50 mmHg. Slitlamp examination showed a hazy cornea, a shallow anterior chamber,
a moderately dilated pupil and ‘glaukomflecken’ on the anterior lens surface. The
patient was + 4 dioptres hypermetropic and had an axial eye length of 21.67 mm. Acute
angle-closure glaucoma was diagnosed and the patient was treated with pilocarpine
gtt 4%, oral acetazolamide, intravenous mannitol and a peripheral Yag laser iridotomy.
Because of insufficient reduction of intraocular pressure, a combined cataract extraction
with trabeculectomy was performed. A few weeks later the intraocular pressure was
normalized and visual acuity of the left eye was 20/25. A Humphrey visual field test
showed no glaucomatous defects.

Case 2

A 69-year-old male underwent ptosis correction (levator resection) of the left upper
eyelid under local infiltration anaesthesia with xylocaine 1%/ epinephrine 1:100 000. He
presented to the eye department a few days later with continuous pain, redness and
decreased vision of the left eye. On examination the visual acuity was 20/60 in the left eye
and the intraocular pressure was 70 mm Hg. The left cornea was hazy with iris pigment
deposited on both the cornea and anterior lens surface, and the anterior chamber was
very shallow in both eyes. The patient’s ophthalmologic history showed a hypermetropia
of +2.5 dioptres and an anterior uveitis at the age of 18. Acute angle-closure glaucoma

was diagnosed and the patient was treated with pilocarpine gtt 4%, oral acetazolamide
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and a peripheral Yag laser iridotomy after which the intraocular pressure normalized.
Visual acuity remained reduced at 20/60 because of cornea guttata, corneal opacification,
iris pigment deposits and mild cataract. Because of the mild cataract, the risk of corneal
decompensation and the possible anterior uveitis in the past, a cataract extraction was

not performed.

Discussion

Oculoplastic surgery is frequently performed and ocular complications are rare.
Decreased visual acuity after oculoplastic surgery may have a few causes: a retrobulbar
haemorrhage can compress the optic nerve and lead to decreased visual acuity, eyelid

swelling can obstruct the optical axis.!

Acute angle-closure glaucoma after oculoplastic surgery can be explained by the addition
of epinephrine in the infiltration anaesthetics. Absorption into the eye of a small amount
might induce mydriasis, caused by sympathetic activation of the al- receptor (adrenaline)
of the dilator pupillae muscle. Other causes of pupillary dilatation, such as dilatation of
a dark-adapted eye under the postoperative bandaging and a heightened anxiety state,
could also have contributed.3 Both our patients had axial hypermetropia, which is another
risk factor for angle-closure (refractive errors were + 4 and + 2.5 dioptres).

The Rotterdam Study showed that acute angle-closure glaucoma after diagnostic
mydriasis in unselected subjects with tropicamide 0.5 % and phenylephrine 5 % gtt
had an incidence of 3/10000. The Baltimore Eye Survey showed no acute angle-closure

glaucoma after mydriasis.>®

This case report shows the rare possibility of acute angle-closure glaucoma after
oculoplastic surgery. Patients with axial hypermetropia might have an increased risk.
Therefore acute angle-closure glaucoma must be included in the differential diagnosis
as a cause for postoperative pain after oculoplastic surgery, especially when the patient

complains of reduced visual acuity.
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Summary

Ocular adnexal surgery comprises both lacrimal and eyelid surgery. The traditional
surgical treatment of a nasolacrimal duct obstruction remains a dacryocystorhinostomy.
However, alternative treatments, such as silicone intubation and dacryocystoplasty, have
been described. These alternative techniques are discussed in the first part of this thesis.
The second part of this thesis comprises updates in eyelid surgery, including possible

serious complications.

Chapter 1 is a general introduction of the subjects outlined in this thesis. The essentials
of the anatomy and physiology of the lacrimal drainage system are summarized. Primary
acquired nasolacrimal duct obstruction is defined and different treatment options are
discussed. The normal upper eyelid anatomy is briefly described and different eyelid
abnormalities together with their treatment possibilities are discussed. These eyelid
abnormalities include congenital and aponeurogenic ptosis, cicatricial entropion and

trichiasis, floppy eyelid syndrome and finally Merkel cell carcinoma.

In Chapter 2, we examine if the addition of (antegrade) balloon dacryocystoplasty to
bicanalicular silicone intubation affects the success rate in adults with incomplete
nasolacrimal duct obstruction. We randomly treated 70 eyes of 70 patients with
incomplete nasolacrimal duct obstruction and severe epiphora (Munk score grade 3 or
4) with dacryocystoplasty and silicone intubation (group 1) or silicone intubation alone
(group 2). Mean follow up is 43.4 monthsin group 1 and 34.9 months in group 2. Complete
success, partial success and failure are defined using the Munk score. Differences in

success rate between the two groups prove not to be significant.

In Chapter 3, we evaluate the results of 72 tear ducts from 53 patients with acquired
partial nasolacrimal duct obstruction and severe epiphora treated with bicanalicular
silicone intubation. Mean follow up is 29.3 months. The results are assessed using the
Munk score. We find a low success rate for bicanalicular silicone intubation in patients
with acquired partial nasolacrimal duct obstruction. Although this procedure may be
considered in patients who refuse dacryocystorhinostomy surgery, the relatively poor
outcome compared to dacryocystorhinostomy does not justify its systematic use for this

indication.
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In Chapter4, we study the long-term results at the donor-site in 30 childrenwho underwent
harvesting of autogenous fascia lata for frontalis suspension in ptosis correction. Muscle
prolapse is graded, measurement of the width and length of the leg scar is recorded and
discomfort at the donor-site is noted. Mean follow up is 27 months. Following fascia lata
harvesting, most patients have no cosmetic or functional complications. The technique
of harvesting fascia lata using a Crawford stripper appears to be safe and satisfactory
and does not appear to cause longstanding significant complications on most patients.
Leg muscle bulging should be discussed with patients or parents when this option is

considered.

In Chapter 5, we attempt to establish a relation between prolonged soft contact lens
wear and upper eyelid ptosis. In the consecutive series of 35 young to middle-aged adults
with aponeurogenic ptosis, meeting the inclusion and exclusion criteria, 9 patients had
been wearing soft contact lenses for — on average — 9 years. No other risk factors for
aponeurogenic ptosis could be identified. This study suggests that not only hard contact
lens wear, but also soft contact lens wear may induce ptosis of the upper eyelid through
levator disinsertion. Compared to soft contact lenses, the prolonged wear of hard contact

lenses most likely carries a much higher risk of developing this disorder.

The efficacy of the Wies procedure (transverse blepharotomy and marginal rotation) in the
management of trichiasis or cicatricial entropion of the upper or lower eyelid is discussed
in Chapter 6. One hundred and twenty-six eyelids in 89 patients that underwent a Wies
procedure with a minimum follow up period of 6 months are identified. The mean follow
up period is 67 months. The Wies procedure appears to be reasonably successful (overall
success rate of 85%) in managing trichiasis and cicatricial entropion of either upper or

lower eyelids. The procedure can easily be repeated in case of failure.

A patient with the rare condition of pachydermoperiostosis with secondary ptosis
and floppy eyelid is described in Chapter 7. Thickened and ptotic upper eyelids are a
common feature of pachydermoperiostosis. The floppy, easily everted upper eyelids and
bilateral papillary conjunctival reaction seen in our case are features typical of floppy
eyelid syndrome, first described by Culbertson and Ostler in 1981. The patient was
successfully treated with a combination of levator advancement and upper lid tarsal

strip. Histopathological findings are discussed.
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In Chapter 8, we present two patients with Merkel cell carcinoma affecting the eyelid.
In the first patient, an excision of the tumor was performed with frozen section control
and sentinel lymph node assessment. The eyelid was reconstructed using the Abbé-
Mustardé flap technique. The second patient underwent wide tumor excision using
Moh’s micrographic surgery and reconstruction with a Hughes flap. Postoperatively,
radiotherapy was given to both patients. Both patients are tumor-free, thirty-six and

forty-two months respectively after initial diagnosis.

In Chapter 9, an unusual complication of oculoplastic surgery, namely acute angle-closure
glaucoma, is described. Oculoplastic surgery is frequently performed with few serious
complications. We present two cases of acute angle closure glaucoma after oculoplastic

surgery, one of which resulted in permanently reduced visual acuity.
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Samenvatting

Chirurgie van de oculaire adnexen omvat zowel traanwegchirurgie als ooglid-
chirurgie. De traditionele chirurgische behandeling van een traanwegstenose
blijft een dacryocystorhinostomie. Alternatieve behandelingsmogelijkheden, zoals
siliconeslangintubatie en ballondilatatie zijn al beschreven. Deze alternatieve technieken
komen aan bod in het eerste deel van dit proefschrift. Het tweede deel van deze thesis

omvat updates in ooglidchirurgie, inclusief mogelijke ernstige complicaties.

Hoofdstuk 1 is een algemene inleiding over de onderwerpen van dit proefschrift. De
hoofdpunten van de anatomie en fysiologie van het traanwegsysteem zijn samen-
gevat. Primair verworven traanwegobstructie wordt gedefinieerd en verschillende
behandelingsopties worden besproken. De normale bovenooglidanatomie wordt
kort weergegeven en verschillende ooglidafwijkingen samen met hun behandelings-
mogelijkheden komen aan bod. Deze ooglidafwijkingen omvatten congenitale en
aponeurogene ptosis, cicatricieel entropion en trichiasis, floppy eyelid syndroom en tot

slot Merkel cell carcinoom.

In Hoofdstuk 2 onderzoeken we of de toevoeging van (anterograde) ballondilatatie aan
bicanaliculairesiliconeslangintubatie bij de behandeling van volwassenen met een partiéle
traanwegobstructie het succespercentage beinvlioedt. We behandelden, prospectief
gerandomiseerd, 70 ogen van 70 patiénten met een onvolledige traanwegstenose en
ernstige epiphora (Munk score 3 of 4) met ballondilatatie en siliconslangintubatie (groep
1) of siliconeslangintubatie alleen (groep 2). De mediane follow up is 43.4 maanden in
groep 1 en 34.9 maanden in groep 2. Volledig succes, gedeeltelijk succes en falen worden
gedefinieerd met behulp van de Munk score. Het verschil in succes percentage tussen de

twee groepen blijkt niet significant.

In Hoofdstuk 3 evalueren we de resultaten van de behandeling van 53 patiénten met
verworven partiéle traanwegobstructie en ernstige epiphora. Deze patiénten werden
behandeld met bicanaliculaire siliconeslangintubatie. De mediane follow up is 29.3
maanden. De resultaten worden geévalueerd met behulp van de Munk score. We vinden
een laag succes percentage voor bicanaliculaire siliconeslangintubatie in patiénten met
verworven partiéle traanwegstenose. Hoewel deze procedure kan worden overwogen

in patiénten die een dacryocystorhinostomie weigeren, kan het systematisch gebruik
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van deze ingreep niet gerechtvaardigd worden vanwege de relatief slechte resultaten in

vergelijking met een dacryocystorhinostomie.

In Hoofdstuk 4 bestuderen we de lange termijn resultaten van de donorplaats bij 30
kinderen die excisie van autogene fascia lata ondergingen voor frontalis suspensie voor
de behandeling van ptosis. Een eventuele spierprolaps wordt gegradeerd. De breedte en
lengte van het litteken worden opgemeten en eventuele klachten worden genoteerd. De
mediane follow up is 27 maanden. Na excisie van fascia lata, hebben de meeste patiénten
geen cosmetische of functionele klachten. De techniek van excisie van fascia lata door
middel van een Crawford stripper blijkt een veilige en bevredigende techniek en blijkt
geen langdurige significante bijwerkingen te veroorzaken bij de meeste patiénten. De
mogelijkheid van een beenspierprolaps moet besproken worden met de patiénten of hun

ouders wanneer deze optie wordt overwogen.

In Hoofdstuk 5 proberen we een verband aan te tonen tussen het langdurig dragen
van zachte contactlenzen en bovenooglid ptosis. In een opeenvolgende reeks van 35
volwassenen van jonge tot middelbare leeftijd met aponeurogene ptosis, die aan de
inclusie en exclusie criteria voldeden, kwamen 9 zachte contactlensdragers (gemiddeld
9 jaar) voor. Er konden geen andere risicofactoren voor aponeurogene ptosis worden
aangetoond. Deze studie suggereert dat niet alleen harde contactlenzen, maar ook
zachte contactlenzen ptosis van het bovenooglid kunnen veroorzaken door levator
desinsertie. Vergeleken met zachte contactlenzen, houdt het langdurig dragen van harde
contactlenzen hoogstwaarschijnlijk een veel hoger risico in voor het ontwikkelen van

deze afwijking.

De doeltreffendheid van de Wies procedure (transverse blepharotomie en lidrand rotatie)
bij de behandeling van trichiasis en cicatricieel entropion van het boven- of onderooglid
wordt besproken in Hoofdstuk 6. Honderdzesentwintig oogleden van 89 patiénten die
een Wies procedure ondergingen met een minimale follow up periode van 6 maanden,
zijn geincludeerd. De mediane follow up periode is 67 maanden. De Wies procedure
blijkt redelijk succesvol (succes percentage van 85%) in de behandeling van trichiasis en
cicatricieel entropion van zowel boven- als onderooglid. De procedure kan gemakkelijk

worden herhaald indien de eerste operatie niet succesvol is.
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Een patiént met een zeldzame aandoening, pachydermoperiostosis, met een
secundaire ptosis en een floppy eyelid syndroom wordt beschreven in Hoofdstuk
7. Verdikte en afhangende bovenoogleden zijn een vaak voorkomende afwijking bij
pachydermoperiostosis. De floppy, gemakkelijk omklapbare bovenoogleden en de
bilaterale papillaire conjunctivale reactie, zoals in onze casus, zijn typische kenmerken
van het floppy eyelid syndroom, eerst beschreven door Culbertson en Ostler in 1981. De
patiént werd succesvol behandeld met een combinatie van levator reinsertie en tarsale

strip van het bovenooglid. De histopathologie wordt besproken.

In Hoofdstuk 8 stellen we twee patiénten voor met een Merkel cell carcinoom van het
ooglid. In de eerste patiént, werd tumor excisie verricht met vriescoupe controle en
sentinel lymfeklier techniek. De ooglidreconstructie werd door middel van een Abbé-
Mustardé flap uitgevoerd. De tweede patiént onderging wijde tumor excisie met Moh’s
micrografische chirurgie en reconstructie door middel van een Hughes flap. Postoperatief
werd radiotherapie gegeven aan beide patiénten. Beide patiénten zijn tumorvrij,

respectievelijk zesendertig en tweeénveertig maanden na diagnose.

In Hoofstuk 9 wordt een zeldzame complicatie van oculoplastische chirurgie, namelijk
acuut gesloten kamerhoek glaucoom, beschreven. Oculoplastische chirurgie wordt vaak
verricht met weinig ernstige complicaties. Wij stellen twee patiénten voor met acuut
gesloten kamerhoek glaucoom na een oculoplastische ingreep, waarbij een patiént een
blijvend verminderde gezichtsscherpte heeft verkregen.
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Dankwoord
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