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Abstract

Blepharitis is an inflammation of the eye
lid margin. The presenting symptoms including
chronic irritation, a burning sensation, mild red-
ness, and occasionally itching of the lid margins.
We reported a case of a 36-year-old woman who
had sustained discomfort on the right eyelid for
one week. When the patient was first seen, the
examination revealed multiple meibomian cysts.
After initial treatment for meibomian gland
dysfunction with topical antibiotic and corticoster-
oid ointment, the patient developed marked pain
and worsening of the lesions. Scraping of the lid
margin showed pleomorphic gram positive rods
with club-shaped swelled ends in clumps. Culture
for aerobic and anaerobic bacteria could not be
obtained because specimen was lost. She was
subsequently diagnosed with gram positive rod

bacterial blepharitis caused by Corynebacterium

spp. and Bacillus spp. Topical fortified vancomy-
cin eyedrop and oral erythromycin were started,
and a dramatic regression of blepharitis was
observed with complete resolution within one week.
Keywords : Blepharitis
Introduction

Blepharitis is an inflammation of the lid
margin. The presenting signs and symptoms can
vary from erythema, pruritus, foreign body or
burning sensation and crusting of lid margin, which
typically without eye discharge. Anterior blephari-
tis is usually caused by bacteria that colonize at
base of eyelashes (eg. Staphylococcus aureus,
Staphylococcus epidermidis, Propionibacterium
acnae and Diptheroids). Posterior blepharitis is
caused by meibomian gland dysfunction. The
present atypical case report involves gram posi-

tive rods bacterial infection.
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Case Report :

A 36 year-old Thai healthy woman, micro-
biology laboratory technician complained with
discomfort on the right eyelids for one week at
a Thammasat University Hospital. She had no
history of contamination on her job. Her visual
acuity was 20/20 OD and 20/20 OS. When the
patient was first seen at the hospital, Slit-lamp
examination revealed multiple meibomian cysts and
the others were unremarkable. A decision was
made to treat the lesions as meibomian gland
dysfunction with Maxitrol eye ointment. The lesion
was not improved. The eyelid margins become

swollen and had multiple papules with purulent

discharge on meibomian orifices.

Figure 1-2 The right upper lid margin showed
multiple papules with purulent

discharge on meibomian orifices.

Narakorn Leeprechanon et al.

The clinical presentations are not diag-
nostic of the cause, the swabs of lid margin were
made and the gram stain showed pleomorphic
gram positive rods bacterias with club-shaped

swelled ends in clumps as in the figures 3-4.

Figure 3-4 Gram stain showed pleomorphic
gram positive rods bacterias with

club-shaped ends in clumps.

The swabs were inoculated onto a 5%
sheep blood agar plate, chocolate agar plate and
MacConkey’s medium but culture for aerobic and
anaerobic bacteria could not be obtained because
the specimen was lost. She was subsequently
diagnosed with gram positive rod bacterial ble-
pharitis caused by Corynebacterium spp. and
Bacillus spp. The patient was reassured that eyelid
hygiene was important. Topical fortified vanco-
mycin eyedrop and oral erythromycin were started
to treat both possible causative organisms. On
the following, a dramatic regression of the lesions
was observed and antibiotics then continued to

one week.
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Figure 5 After we treated gram positive rods
bacterias, with the lesions showed

improvement.

Discussion

The most common causative bacterial
agents in eyelid infections is Staphylococcus spp.
(Staphylococcus aureus, Staphylococcus
epidermidis). The uncommon causative agents
including Propionibacterium acnae, Corynebacte-
rium spp., Klebsiella spp., Proteus mirabilis,
Malassezea furfur, Candida spp., Viruses such as
Herpes simplex virus, Herpes zoster virus, and
Human papilloma virus. The clinical features of
Staphylococcal blepharitis usually present with
erythema of lids and crusting at base of lashes
(known as scurf or collarettes), In this patient, the
clinical presentations are not diagnostic of the cause
and a microbiological studies were needed to guide
a proper management. Gram positive rod bacterias
were identified and antibiotics that cover both two
possible causative organisms (Corynebacterium
spp. and Bacillus spp.) were selected because
the cultured specimens were lost. After success-

fully with the treatment, a smear of the lid margins
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was found many colonies of Staphylococcus
aureus. The patient is more likely to have normal
skin flora on her lids. Therefore, the presence of
gram positive rods bacterias may contribute to the

occurrence of the blepharitis.
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Introduction

Empty sella occurs as a result of a deficient
diaphragma sellae, with subarachnoid space
protruding into the cavity of sella tursica. Pituitary
gland is flattened and distorted against the sella
floor and walls. The sella is usually enlarged, but
this feature is not always present. The term
“primary empty sella” is used when anomaly occurs
in patients who never had surgery radiation on
pituitary or Para pituitary tumor'. The diagnosis
of empty sella is radiographically made when the
sella tursica is seen to be enlarged or deformed
that is partially or completely filled with cerebrospinal
fluid®.

Most patients with primary empty sella are
asymptomatic and incidentally detected. The
presence of empty sella was found in 5 percent

of normal subjects on autopsy studies”.

Typically primary empty sella syndrome
occurs in obese, multiparous women, ranging in
age from 27 to 72 years, with a mean age of
49 years old. Empty sella Aas been associated
with hypertension, pseudotumor cerebri, hypopi-
tuitarism, spontaneous cerebrospinal fluid (CSF)
rhinorrhoea, visual field defects, diminished visual
acuity and headache®.

Endocrine abnormalities are not commonly
found in empty sella patient. However if such
abnormalities are found, they are most commonly
found in the form of Hyper-prolactinaemia. Growth
hormone, thyrotropin and gonadotropin deficien-
cies are also noted. To establish the diagnosis
of hypopituitarism (partial or complete) and to
determine the hypophyseal cause of dysfunction,
measurement of the following hormones are

required in order to obtain serum thyrotropin, T4,
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corticotrophin, cortisol, LH, testosterone, basal
stimulated growth hormone and prolactin level®.

The cause of visual field changes is due
to either traction on the chiasm or involvement
of chiasmal blood vessels, which result in ischemic
damage to the optic nerve®.

In this report we describe two patients with
primary empty sella syndrome, who had visual
field defected.

Case reports
Case 1

A 33-year-old man has chronic progres-
sive visual loss in both eyes one year prior came
to the hospital.

On eye examination, his visual acuity
measured to 20/20 in the right eye and 20/20
in the left eye. Anterior segment was examined
and found to be within normal limit in both eyes
and no RAPD. The IOP measured 12 and 10
mmHg in the right and the left eye respectively.
There were normal cupping with sharp disc margin,
however they both looked pale. Visual field showed
a tubular field defect in both eyes. (Fig 1) The
Visual fields were thought to be highly suggestive
of chronic papilledema that had progressed into
atrophic stage. The patient was thought to have
developed pseudotumor cerebri and this was
confirmed by high initial pressure in lumbar
puncture.

MRI of brain revealed an empty sella. Most
of the sella was filled with CSF and traction of
the optic nerves and chiasm. Based on these find-
ings, a diagnosis of primary empty sella syndrome

was made.

Jenjit Choovuthayakorn et al.

The endocrine studies showed hypothy-
roidism and adrenal insufficiency, the patient was
then replaced with hormone therapy. Finally, the
Patient was operated through trans-sphenoidal
approach which has been traditionally known as
“chiasmapexy”. On during the 4 months follow
up, there was still no improvement on his visual

fields.

Figure 1 This 33-year-old man presented with
chronic progressive visual loss. Visual
acuity was 20/20 bilaterally. Fundus
shows bilateral optic disc atrophy. A,
Visual fields performed by Goldmann
perimetry shows central island of
vision on both eyes. B; 4 months after
chiasmapexy, there was still no
improvement on his visual fields.

Case 2

A 56-year-old multiparous woman was
found to have multinodular goiter and hyperten-

sion after feeling ill about ten years prior to this
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visit. She was a regular attendant of the out patient
department with good control of both underlying
conditions.

Her iliness began 2 months ago when she
first developed painless visual loss in both eyes.
The visual acuity was found to be hand motion
in the right eye and 10/200 in the left eye. The
intraocular pressure (IOP) measured to be 15 and
16 mmHg in the right and left eye respectively.
Fundoscopic examination showed a full blown
bilateral papilledema with sphincter hemorrhage.
Visual field showed an inferonasal and central field
defects in the right eye and two inferior para-
central scotomas in the left eye. (Fig 2) MRI of
the brain revealed flattening of pituitary gland at
floor of sella turcica with normal midline of pi-
tuitary stalk. There was no herniation of the optic
chiasm or nerve into the sella tursica Neurological
examination was completely normal as well as the
endocrinological examination. Lumbar puncture
revealed high initial pressure of 23 mmHZO. She
was diagnosed as pseudotumor cerebri with primary
empty sella syndrome and acetazolamide was
prescribed. The papilledema was seen to have
improved in during the three months follow up,
and the repeated lumbar puncture showed a normal

initial pressure.
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Figure 2 This 56-year-old woman presented
with chronic progressive visual loss.
Visual acuity was hand motion in the
right eye, 10/200 in the left eye. Fun-
dus shows bilateral papilledema with
sphincter hemorrhage. Visual fields
done by Goldmann perimetry shows
inferonasal and central field defects in
the right eye and two inferior para-

central scotoma in the left eye.

Discussion

Primary empty sella syndrome is postu-
lated as a congenital defect in diaphragm, coupled
with normal and constant pulsation of cerebrospi-
nal fluid, pushes the subarachnoid space further
and further into the sella, which results in the
compression of pituitary gland and the enlarge-
ment of sella’. This enlargement of sella turcica
can be caused by pituitary tumor, suprasellar tumor,
optic neuroma, tuberculum sella meningioma,
intratrasellar internal carotid syndrome, or increased

intracranial pressure”.
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Empty sella is a term that was first in-
troduced by Busch in 1951 to describe herniation
of the suprasellar arachnoid space, and possibly
the optic nerve, into the sella turcica because of
a diaphragmatic defect. Busch performed an
autopsy study of 788 subjects without known
pituitary disease. In 38.4% he found a complete
covering of pituitary gland by the diaphragm. He
observed an empty sella in 5.5%. In 1926 Schaeffer
may have been the first to observe various
anatomical forms of the diaphragma sellae; these
ranged from densely thick with a complete roof
to that composed of a peripheral veil. Busch, in
his study of 788 sellae in patients without a history
of pituitary disorders, classified the diaphragma
sellae into the following categories, which were
later resorted by Kaufman in 1972°.

Primary empty sella syndrome typically
occur in middle-aged, obese, multiparous woman,
many of whom are also have hypertension and
pseudotumor cerebri®. The associated disorders
of an empty sella are mucopolysaccharidosis,
virilization and renal tubular acidosis. Headache
is the most common symptom and with no
characteristic pattern or localization. In 1991, Foresti
reported 500 consecutive patients, aged from 11
to 82 years, who underwent MR imaging of the
brain for a variety of conditions not related to
pathologic processes of the sellar or juxtasellar
regions, this report showed primary totally empty
sella in 28/248 males (11.3%) and in 34/252
females (13.5%). Primary partially empty sella was
found in 40/248 males (16.1%) and in 38/252

females (15.1%). A progressive increase in the

Jenjit Choovuthayakorn et al.

incidence of the signs of primary empty sella was
observed with aging, the increase being more
conspicuous in the 5" decade of life in females
(37.5%) and in the 6" decade in males (40%).
On the whole, signs of primary empty sella were
detected in 140/500 cases (38%), in 9.6% of the
subjects under 40 and in 39.9% of those above
407,

Reported mechanisms of visual loss
associated with primary empty sella include
prolapsed of chiasm into the sella, compression
of chiasm from above by the anterior cerebral
arteries, and occasionally, the involvement of optic
nerves and chiasm by arachnoidal adhesion®. The
incidence is approximately 20% in primary empty
sella syndrome. In secondary empty sella syn-
drome, the incidence is much higher because of
the underlying sellar pathology.

Pituitary function is stated to be normal
in most patients. Only 31% of these were referred
due to endocrinological problems. There is a
general agreement in the literature that anterior
pituitary dysfunction necessitating hormonal
replacement therapy is rare in primary empty sella
syndrome. Pituitary hyper-secretion strongly points
to the presence of a pituitary adenoma that is
partly necrotized. The involvement of the posterior
pituitary gland rarely occurs. To establish the
diagnoses of hypopituitarism, the measurement of
the following hormones are required; serum thy-
rotropin, T4, corticotrophin, cortisol, LH, testoster—
one, basal and stimulated growth hormone and
prolactin levels. Children with empty sella and GH

deficiencies may be prone to develop rhGH-
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induced pseudotumor cerebri. The resumption of
rhGH therapy after 3 months at a lower dose lead
to an excellent catch-up growth without the
recurrence of pseudotumor cerebri’.

Visual field defects were bitemporal hemi-
anopia, binasal hemianopia, quadrantanopia,
generalized field constriction, central scotoma,
homonymous hemiachromatopsia'. Pollock and
Bromberg® suggested that stable visual field
defects, particularly nasal defects or generalized
constriction in primary empty sella syndrome might
be secondary to previous, under diagnosed
pseudotumor cerebri®. Harri Rouhiainen et al’
suggested that primary empty sella syndrome was
found in patients with glaucomatous optic disc and
visual field changes, so follow up visual field is
essential. Only when no progression is observed
primary empty sella syndrome be blamed for defect
and unnecessary to start the anti-glaucomatous
therapy®. Although primary empty sella syndrome
may cause visual field changes through mechani-
cal traction or ischemic effects on chiasm, visual
field defects are not always secondary to the
syndrome. Therefore if there are some degrees
of glaucomatous field and disc changes are
detected, further investigation for glaucoma should
be performed’.

Visual disturbances may be absent or
minimal in primary empty sellae and secondary
empty sellae with herniation of the supra sella
visual system. Progression of the symptoms--visual
field defects, optic atrophy, and loss of vision is
not inevitable. There was no correlation between

the severity of visual symptoms and the degree

7o)

&

P o
Edrer il
‘555"

of herniation of the SVS in either the primary or
secondary sellae®.

Patients with primary empty sella are
asymptomatic and do not require any manage-
ment except if visual deficits are developed or
cerebrospinal fluid leakage occurs. Surgical treat-
ment would then be considered to be necessary.
Most of the empty sella cases that need surgical
treatment are operated on through a transs-
phenoidal approach. This procedure has been
traditionally known as “chiasmapexy” .

From previous discussion, it can be said
that it is necessary to properly perform both
neurological, endocrinological assessment with
ophthalmologic examination on patients who have
visual field defects and thought to be associated
with pseudotumor cerebri with primary empty sella.
Particular attention should be paid to the IOP
measurement, optic disc and visual field patterns

on follow up visits.

References

1. Rouhiainen H, Terasvirta M. Co-existence of
empty sella syndrome and low tension
glaucoma. Acta Ophthalmol 1989;67:367-70.

2. Bettie AM, Trope GE. Glaucomatous optic
neuropathy and field loss in primary empty
sella syndrome. Can J Ophthalmol 1991;
26:377-82.

3. Busch w Die morphologie der sella und ihre
beziehungen zur hypophyse. Virchows Arch
1951;320:437.

4. Niphon P, Apichati V, Adulya V. The primary

empty sella syndrome: A report of 3 cases



2
Erer it
“Hp555Y

(T

D

with computed axial tomography and a com-
plete pituitary function study. Siriraj Hosp Gaz
1983;35:65-71.

. Maire TB, Muhammed H, Thomas JC.
Primary empty sella syndrome with visual field
defects. The American Journal of Medicine
1976;61:124-8.

. Pollock SC, Bromberg BS. Visual loss in a
patient with primary empty sella. Arch
Ophthalmol 1987;105:1487-8.

. Foresti M, Guidali A, Susanna P. Primary empty
sella. Incidence in 500 asymptomatic subjects
examined with magnetic resonance 1991;

81:803-7.

10.

Jenjit Choovuthayakorn et al.

Francois |, Casteels J, Silberstein P. Empty
sella growth hormone deficiency and pseudo-
tumor cerebri: effect of initiation withdrawal and
resumption of growth hormone therapy. Eur
J Pediatr 1997;156:67-70.

B Kaufman, RL Tomsak, BA Kaufman, BU
Arafah, EM Bellon, WR Selman, and MT Modic.
Herniation of the suprasellar visual system and
third ventricle into empty sellae: morphologic
and clinical considerations. American Journal
of Roentgenology 1989;152:597-608.
Gerardo G, Ramiro DV, Elisa NI. Primary empty
sella syndrome: the role of visual system

herniation. Surgical Neurology 2002;58:47-8.



1)

&

" Gy

P> o
T s
“Hi555Y

N3 wanysssnA a3 Ui 3 aduii 1 unnan-Tgueu 2551

3789122 © Acute Fulminant Post-traumatic
Endophthalmitis 31n1%a Acinetobacter baumannii

6 & A a A 6
DITFYLUANYRYIWUITNG adsznun
6  Aa A o £
uWﬂﬂﬂmdﬂﬂxﬂﬂ ma 9 0

mﬂf‘mﬁmﬁﬂm AMIUANYAT A5 ARIINYIRYSIINAT A

mam“m%’a?n@nm naInIsINAaLame a1l 7mﬁgmmz‘3’afmwmnwaw%ﬁﬂ 5'mguwmfﬁamsa7

o A o o A A § a A o Y AAa o o
ﬂthgmmnumm'uuufmﬂaammmﬁ’a‘lugnmnsmma6] a1z lun15lvn153%9seuassnw
Wihearesa 9lulaagedivss “nsnmsndn

dthamdlng 0y 48 T wwuuwndenn "UBanLed NLTIWEILIATITNAY ASLafu-
3 Hlusnanunlsowenuna Jeansendiein winfesd Sermsthemunni ou e e
UIaa1aunau %é’agﬂﬂmm”uamﬁmwm: Twa enalaas U suszd@lsaiszanan
Y19 % Qﬂ'sUﬁ'ﬂﬂmﬂm@ﬁa@]agﬁumsﬁmmo

AaNIIA3IIIAT
Right Eye Left Eye
VA 20/20 20/70 PH 20/50
Eyelids Normal Upper eyelid mild swelling
Conjunctiva Normal Ciliary injected 1*
Cornea Normal Perforated cormea at 5 O’clock, 3 mm away from limbus with
incarceration of IOFB
A/C Formed Formed, cell 2%, no gross hyphema
Pupil Normal Corectopia, reverse RAPD : negative
Lens Normal Tear anterior capsule with traumatic cataract




Ellﬂ'lWﬁ 1-2 Il AINTWANTe ﬂ‘i:%ﬂ@l’]ﬂz@

(perforated cornea) 32 NNU retained
IOFB waz traumatic cataract

ATl

NMIINRIRYUINT

1. Perforated cornea with retained I0FB
left eye

2. Traumatic cataract left eye

16 99579 R00RaUMIHNIGANLIN Anti-
HIV positive @aaNINUNA CD4 = 552 cells/ul

N3N

Pre-operative medications :

- Cefazolin 1 gm IV q 6 hr

- Gentamicin 240 mg IV OD

Operative procedure (5 TAla99&991NT
Qﬂaﬂgﬂamﬁum)

Removed IOFB, repaired cornea, antibi-
otic subconjunctival injection (Gentamicin 20 mg/
0.5 ml) of left eye

Post-operative medication
Cefazolin and Gentamicin IV
Forte Cefazolin LE g 2 hr

Forte Gentamicin LE g 2 hr
1% Atropine LE bid

unns afinuun - Tuem wa 7 @

ARANANANTITINHIURINIAR
7 6 Tluanasmsrida larin1sasae
a@mugﬂaalwmfwmnwﬁﬁ"[ﬂdauﬁwmé’aﬁ
rhelidanistiaen i discharge Radnd
waLiansrafaaui 12 alug wudn
rhsfiannisthaanann, & conjunctival discharge
“IME0908NINNANTIWIBNIN ATIVATTIINY

- e X
ANNNAUNGAIT
VA : HM

Conjunctiva : Chemosis, ciliary injection 3+
Cornea : Densed ring infiltration at
peripheral cornea
A/C : Plasmoid aqueous, no hypopyon
l&¥in ultrasound left eye 71 12 Falwg
WU vitreous 89 clear UARSINHUEN 3 Tlag
ultrasound TAWLIN vitreous ?iuLLazfl diffuse

retinochoroidal thickening

gﬂmwﬁ 3-4 I AINIWANTE ARRINIAA re—

paired cornea 12 7009 WUl
discharge ﬁf’lu’m&l’m, severe
chemosis, densed ring infiltration

= .
1 peripheral cornea
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UM WA 5 W QMW ultrasound Y 1 15
TN A repaired cornea

%IR8 : Post-traumatic endophthalmitis Tl
mMySnEaod
- Vitreous tapping, intravitreous
Vancomycin (1 mg/0.1 ml) W8
Ceftazidime (2 mg/0.1 ml)
- Aqgueous tapping, intracameral Van-
comycin (0.5 mg/0.1 ml) W\
Ceftazidime (2 mg/0.1 ml)
| ¢in1is aqueous Uae vitreous o gram
stain WU few gram negative bacilli ﬁdﬁl’]ﬂ aque-
ous LR vitreous
WA bacterial culture in 3 days NAUNIWL
1% numerous Acinetobacter baumannii ﬁt\‘ﬁ]’m
aqueous WRE vitreous %dL%ﬂﬁwu Ay Wad
Aasneait
Ceftazidime, Cefoperazone / sulbactam,
Cefpirome, Ciprofloxacin, Gentamicin,
Netilmicin, Imipenam, Colistin
dlaiaanlien topical antibiotic @
sensitivity S99

Forte Ceftazidime LE g 1 hr

Forte Gentamicin LE g 1hr

Ciprofloxacin 400 mg. IV g 12 hr
1% Atropine LE bid

_—
?&5"«1 et

%é’aa’mﬁfugﬂ'sﬂﬁ%’umsﬁ@m intravitre-
ous WAz intracameral antibiotic L1 Vancomycin
+ Ceftazidime 80 89A39 N 3 LAY 6 IURARY

29398 post-traumatic endophthalmitis WU

LAl dz o o
81N13%7 E]\‘iﬁdlh AYUAINUIIAU

suUM N 6-7 Mwu asendne N3uaz6 Uow
RRINITINHIANAAL

a '3
AY1IN
Endophthalmitis LAAATNAR penetrating
o oo wn & L A o
injury ldSaaz 2-7 lasgu@nyniaz sduiiiadl
IOFB D938z 13.5 wazi@anunidu URQDI
post-traumatic endophthalmitis ﬁal,fﬁamjw gram-
negative lasudiinizanfianuiuus suaziug
L @991N1TVINIAALTBLATIAI3IA8 Bacil-
lus cereus Wuld Japaz 25 maoﬁiﬂw traumatic
endophthalmitis
~ X Ja ~ =
1uﬂim°11aa§ﬂaﬂﬁﬂuua’m’ﬁu AINTIN
WAZTULTY asdulal# antibiotic Lﬁamamqu
WaAINAIIAARNILNTILNR culture WAIINNTHH
23l@1TU antibiotic AMNHNANITIWIZLDD
W58 Acinetobacter spp. Wa4NAN1T
a = = ' & ' ' A P
wigTaTzliziain rod LLGIIWIJ’NY]%&M%G
1 A ¥ 1
axﬁgﬂﬁuﬂu coccobacilli smLﬂuL%aﬂqu aerobic
v
bacteria ’lminLW’lszﬁamuvlmu routine aerobic
media AnWULTaidw hospital acquired 9
ﬂagﬂ'uﬁmmaamma LAZADL WAIADLLNE
lsifienitu Sulperazone + Colistin
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feldinpdpanugiay post-traumatic
endophthalmitis ﬁ]’mL"'fTiya Acinetobacter baumannii
vneululszindlng SiRoain unitsves
Te9uludl 2007 37n Jillin University WU post-
traumatic endophthalmitis 370 Acinetobacter
baumannii (1 case) %alu;jﬁamwé’ammmuqu
ﬂ’]ia@n%a"l,m@ﬂmiﬁ’l three ports vitrectomy
TINNUAA81 5 mg Vancomycin Waz 10 mg
Dexamethazone

NTMU0IN1TRALT0NN Acinetobacter
baumannii luan  1wnIavilRLAAAMITUTITEY
mMsdade uazmsadiinueslsnEiunn adeny
L%aﬂéjuﬁﬁmm;mmmwﬁu Bacillus cereus
aghdlsnendlundia QN[ iptpg 89 B0 Acinetobacter
baumannii % community acquire JAaudeing
aou uasdaslad vk 1w1Inaluqunda
alalunadasn

‘vﬁ'\‘]dﬁswmmﬁﬂwﬁauﬂuﬂiﬂwﬁ@ia
INBUNN SluwmsinfiaBeiiin differential diagnosis
waZld N TUUUINIINTINEN mﬂwugﬂasﬂ,u
ANBULALING

unny afivuui - Uuem wa 7 @

l@an 15971999

1. Reynold DS, Flynn HW Jr. Endophthalmitis
after penetrating ocular trauma. Curr Opin
Ophthalmol. 1997;8:32-8.

2. Xa X, Liu Zx, Huang YF, Li ZH. Vitrectomy
for the treatment of post traumatic
endophthalmitis. Int J Ophthalmol, 2007;7(2):
331-8.

3. Kuan-JenChen. Endophthalmitis caused by
Acinetobacter baumannii: Report of two cases.
J Clin Microbial. 2008 Jan; 9:18184853

4. Imtiaz A. Chaudhry. Incidence and visual
outcome of endophthalmitis associated with
intraocular foreign body. Graefes Arch Clin Eep
Ophthalmol. 2008 Feb;246(2):181-6.

5. Kerry Montefour. Acenetobacter baumannii :
An emerging Multidrug Resistant Pathogen in
Critical care. Crit care Nurse, 2008 Feb;28(1):
15-25.
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A Case Report: Acute Fulminant Post-traumatic

Endophthalmitis from Acinetobacter baumannii

Narakorn Leeprechanon, MD.
Piyada Pullsawas, MD.
Department of Ophthalmology, Faculty of Medicine, Thammasat University

Abstract

A HIV-infected man sustained an intraocular injury by a piece of steel, which result in corneal
perforation and traumatic cataract. Six hours after the operation, marked chemosis and corneal
ring abscess were noted and rapidly-progressed, fulminant endophthalmitis had developed. Acinetobacter
baumannii was isolated from the vitreous and aqueous specimen. The patient responsed well to
the multiple doses of intravitreal Vancomycin and Ceftacidime, although the dense corneal scar from
ring abscess was persisted. Acinetobacter baumannii is a gram negative coccobacilli organism that
can resemble several pathogens. It is an important cause of nosocromial infection but none has

been reported as a case of acute post-traumatic endophthalmitis in Thailand.
AN /
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19015 9a ¢ Lﬁaﬁﬂmmam’]mmqﬂ (preva-
lence) WBINIE 1UAHAUNG (refractive error)
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FITNA ATARAINAIINLIAN %’mi’@ﬂnumﬁ
aa = & = & o A &
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cyclopentolate (cycloplegic refraction) 1% 39
A (32.5%) wiaiduniie 1een U @en een
NNNIAIBWYINAL -0.5 D) I1WI% 20 A (16.7%),
A2 18e1817 (HAN 18aNINAINTEIBWNNLY +2.0
D) 21%3% 4 A% (3.3%) Lasiinniz 1uadss (§
@1 cylinder IMNNIAIBWINAY -0.75 D) INWIH
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Refractive Error of Primary-school Children at

Abstract

Objective :

Method :

Result :

Conclusion :

Thammasat School

Sakchai Vongkittirux, MD.
Warawit NG-Pooresatien, MD.
Department of Ophthalmology, Faculty of Medicine, Thammasat University

To assess the prevalence of refractive error in primary school-age children at Thammasat

school, Pathumtani

Random selection a sample of children from primary-school grade 1 to grade 4 (8
to 10 years of age). The examination include retinoscopy with autorefraction before
and after cycloplegia (cycloplegic refraction) and history of previous refractive error

management

A total of 120 students (51 boys and 69 girls) were involved in study. Their age
ranged from 8 to 10 years (average 9.6 years old). The prevalence of refractive
error (cycloplegic refraction) was 32.5% (39 students). Myopia (at least -0.50 D)
in one or both eyes was present in 16.7% (20 students). Hyperopia (+2.00 D or
more) in at least one eye was present in 3.3% (4 students). Astigmatism (at least

-0.75 D) in one or both eyes was present in 22.5% (27 students)

Refractive error, associated primarily with astigmatism and myopia are major causes
in primary-school children. Reduced vision because of uncorrected refractive error is
a major public health problem. Vision screening is needed to eliminate cause of vision

impairment.

/
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Endothelial Cell Loss and Visual Outcomes of Nylon Loop

Technique by Resident Training at Prapokklao Hospital

Praputsorn Kosakarn, MD.

Department of Ophthalmology, Prapokklao Hospital, Chanthaburi, Thailand
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Objective

Material and method :

Results

Conclusions

Keywords

To evaluate endothelial cell loss and visual outcomes of nylon loop

technique that had been done by resident at Prapokklao hospital.

Nylon loop technique was performed in 136 eyes by resident at Prapokklao
hospital between March 2006 to December 2007. Preoperative visual acuity,
postoperative visual acuity, intraoperative complication and postoperative
complication were recorded. Preoperative endothelial cell count and post-
operative endothelial cell count were measured at 1week, and 1month.Follow

up was done at 1 month interval until 1 year.

The mean follow up interval was 17.85 weeks (range 4-52 weeks).
Preoperative visual acuity 20/80-20/200 was 25 eyes (18.4%) and less
than 20/200 was 111 eyes (81.6%). Post operative visual acuity better than
20/40 was 101 eyes (74.3%). Postoperative complication was corneal edema
3 eyes (2.2%). The mean preoperative endothelial cell count was 2,425
+ 277 cel/mm®. The mean postoperative endothelial cell count at 1 week,
and 1 month were 2,223 *+ 311cel/mm? and 2,162 + 317 cel/mm?
respectively. The mean percentage of postoperative endothelial cell loss

at 1 week and 1 month were 8.28, and 10.78 respectively.

Nylon loop technique is a procedure that is safe to teach resident and
has good resulted and few complicated (corneal edema 2.2%). The mean
percentage of postoperative endothelial cell loss at 1 week and 1 month

are 8.28, and 10.78 respectively.

Manual small incision cataract surgery, Nylon loop technique, Endothelial

cell loss, Corneal edema.
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Manual small incision cataract surgery
(MSICS) has several techniques such as modified
Blumenthal', nylon loop® hydro ECCE®**, double
nylon loop®. The technique that was used to teach
resident at Prapokklao hospital was “nylon loop
technique”®. Resident came from Ramathibodi
hospital, Siriraj hospital, Chiangmai hospital and
Srinakarink hospital. The author studied to show
that nylon loop technique was safe to teach resident
and to evaluate endothelial cell loss, visual

outcomes and complications of this technique.

Material and method

Nylon loop technique was used to teach
resident to do manual small incision cataract surgery
at Prapokklao hospital between March 2006 to
December 2007. Totally 131 eyes (62 male, 74
female) were enrolled in the present study. Mean
age was 67.35 + 10.19 years (range 35-75 years).
Preoperative visual acuity, postoperative visual
acuity, intraoperative complication, postoperative
complication and preoperative endothelial cell count
were recorded. Postoperative endothelial cell count
was recorded at 1 week and 1 month after surgery.
Follow up was done at 1 month interval until 1
year after surgery. Written informed consent was
obtained from all enrolled patients in the present

study.

Surgical techniques

Anesthesia was done with retrobulbar block
in all cases. Paracenthesis was performed at
11 o’clock and 7 o’clock (for the right eyes of

patient). Temporal clear corneal incision was made

Praputsorn Kosakarn

for 3.2 mm by keratome. Capsulorrhesis was made
by forceps about 6-7 mm. Hydrodissection and
hydrodelamination was done until the hard core
nucleus was loosened. The lens was taken into
anterior chamber by sinsky hook. Viscoelastic
substances were injected behind and in front of
the lens to protect endothelial cells. Nylon loop
(figure 1) was inserted behind the lens in hori-
zontal plane and then nylon loop was swung up
to cover the lens about half of the lens (figure
2). Nylon loop was pulled to cut the lens into 2
pieces. The sinsky hook and spatula were used
to remove each piece of lens (figure 3). The cortex
of lens was irrigated by simcoe canula. The
intraocular lens was implanted into capsular bag.
The incision was sutured using 10-0 nylon for
1 stitch. The anterior chamber was flushed using

balanced salt solution.

Statistical analysis

Descriptive statistics were expressed as
mean, standard deviation and percent. Compari-
son of mean was analyzed by using paired
t-test. The p-values of less than 0.05 were

considered statistical significant.

Results

The mean of the follow up interval was
17.85 weeks (range from 4 to 52 weeks). The
preoperative visual acuity is shown in table 1. The
visual acuity was less than 20/200 for 111 eyes
(81.6%) and between 20/80 and 20/200 for 235
eyes (18.4%). The postoperative visual acuity at

1 month after surgery is shown in table 2. The
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best corrected visual acuity better than 20/40 was
achieved for 101 eyes (74.3%) and 20/60-20/200
for 35 eyes (25.7%). The mean endothelial cell
count and the mean endothelial cell loss and the
mean percentage of endothelial cell loss were
shown in table 3. The mean preoperative endot-
helial cell count was 2,424 + 276 cell/mm®. The
mean postoperative endothelial cell count at 1 week
after surgery was 2,223 + 311 cell/mm’. The mean
postoperative endothelial cell count at 1 month
after surgery was 2,162 * 317 cel/mm?’. The mean
postoperative endothelial cell loss at 1 week and
1 month after surgery were 201 + 188 cell/mm®
(8.28%) and 262 *+ 216 cell/mm® (10.78%) re-
spectively. The difference between the mean
percentage of postoperative endothelial cell loss
at 1 week and 1 month was significant (p-value
<0.001). No intraoperative complication occurred
in the present study. Postoperative complication
was corneal edema 3 eyes (2.2%). No permanent
complication such as corneal decompensation
occurred in any cases. The percentage of en-
dothelial cell loss of 3 eyes that had corneal edema
was 30.41%, 16.10%, and 18.41% respectively.

Discussions

Manual small incision cataract surgery
(MSICS) that had been done at Prapokklao hospital
had several techniques such as modified
Blumenthal, nylon loop, hydroECCE, double nylon
loop. Each technique was either easy or hard to
learn according to how to manage the lens and
remove the lens out. But each technique must

be careful to avoid to injury endothelial cell. Nylon
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loop technique was used to teach residents from
Ramathibodi hospital, Siriraj hospital, Chaingmai
hospital and Srinakarin hospital. This technique
had been done in anterior chamber so that
endothelial cell might be injuried more. New MSICS
surgeon should have experienced MSICS surgeon
to teach during doing nylon loop technique for
the best results. The author studied to evaluate
the results, complications and endothelial cell loss
of this technique. Postoperative visual acuity was
better than 20/40 in 74.3 percent of the cases.
The improved visual acuity rate is not difference
from others reports. Yao’ study® revealed that visual
acuity was better than 20/40 in 76.6 percent of
the receiving cases. Jaime® reported that visual
acuity was better than 20/40 in 83 percent of the
cases. Hepsen’ found that visual acuity was better
than 20/40 in 83 percent of receiving cases.
Kosakarn (manual phacocracking)8 also reported
that visual acuity was better than 20/40 in 83.34
percent of the cases.

The mean endothelial cell loss of cataract
surgery was about 0-40 peroent9 of the preop-
erative endothelial cell count. The mean endot-
helial cell loss in phacoemulsification with intraocular
lens implantation was 0-20 percent’ of endo-
thelial cell count. The present study measured
endothelial cell count by using fixed frame analy-
sis method’. The mean endothelial cell loss at
1 week and 1 month were 8.28% and 10.78%
respectively that were within the range of stan-
dard cataract surgery. Trnavec'® found that
the endothelial cell loss in ECCE group was

18.53% and in phacoemulsification group was
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16.43%. George'' also reported that endothelial
cell loss in ECCE group, MSICS group and
phacoemulsification group were 4.7%, 4.2%, and
5.41% respectively. However, the comparison
between the mean percentage of endothelial cell
loss at 1 week and 1 month was found that the
difference was statistical significant (p-value
< 0.001). The difference of the mean percentage
of endothelial cell loss was about 2.5% so that
the effects of MSICS for endothelial cell loss should
follow up for a long periods. The loss rate was
more than physiologic rates according to ages

2 had follow up

(0.5% per year). Some reports
patients for 2-5 years and found that loss rates
were more than physiologic rates. So that the
endothelial cell loss of nylon loop technique should
be reported again in the future.

The most postoperative complication was
corneal edema in 3 eyes (2.2%). This present
study found cormneal edema less than others reports.
Manual multi phaco fragmentation technique' had
corneal edema in 10 percent of the cases. Quarter
extraction technique15 had corneal edema in 10
percent of the cases. Manual phacocracking
technique® also reported corneal edema in 10.19%
of the cases. Severe permanent complication was
not found in any cases. The endothelial cell loss
of 3 eyes (corneal edema) were 30.41%, 16.10%,
and 18.41% respectively. Xei Lx'® reported that
endothelial cell loss 4.6%, 14.9%, 40.8%, 67%,
and 84% were found in eyes that had corneal
edema grade 0-4. This suggests that more injury
to endothelial cell, more corneal edema postop-

eratively. The author was careful while doing

Praputsorn Kosakarn

surgery especially in the surgical step that might
injury endothelial cell such as cutting lens, re-
moving lens. The author suggest that new MSICS
surgeons and residents should use viscoelastics
substances to protect endothelial cell during surgery
and try to avoid to injury endothelial cell and should
select patient that the lens is soft to medium

nuclear sclerosis.

Conclusions

Nylon loop technique is a procedure that
is safe to teach residents, has good results and
few complications (corneal edema 2.2%). The
mean percent endothelial cell loss at 1 week and
1 month are 8.28%, and 10.78% that are not more

than the standard cataract surgery.

, i AETR AR | o

Figure 2 Nylon loop was swung to cover the

lens about half of the lens
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to remove each piece of lens
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Table 3 Mean endothelial cell count, mean
endothelial cell loss, and percentage

of endothelial cell loss (n = 136)

Mean endothelial cell

Count loss  percentage

(cel/mm?)  (cel/mm®) (%)

2,424 + 276 - -
201 £ 181 8.28

Preoperative

Postoperative 1 week 2,223 * 311

Postoperative 1 month 2,162 £ 317 262+ 216 10.78

Table 1 Preoperative visual acuity (n = 136)

Visual acuity =~ Number Percent
of eyes of total eyes

20/80-20/200 25 18.4

less than 20/200 111 81.6

Total 136 100

Table 2 Postoperative visual acuity at 1 month

after surgery (n = 136)

Visual acuity Number Percent
of eyes of total eyes
20/20 - 20/40 101 74.3
20/60 - 20/200 25 25.7
Total 136 100
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WWaAN®INANTTIAA endothelial cell loss WASHATBITEAL 1HATNOBLAZARY
HIAA91INMT auunnddszindu 1219ningnan mdudeg nuaHnAnda
FONTTINUUUUNALANA lTINeNL1anTzUninand2833 nylon loop technique

auLwnaUszantu wﬁ'%']'m:ﬁwmw’wé’aﬁam:aﬂluéﬂaUﬁi‘iawmmaws:
Uninana2833 nylon loop technique WIH 136 A1 T=rIN9LAaK 1Al 2549
09 LAaUsUNAN 2550 Tuindayaszau 1wanawuasnaidaa, nazunindan
TEATNHIAALAZHRINIAG, AT33IAINUIW endothelial cell NOUUAZHAINIAG 1
Uand, 1 dew uaz 1 U aefaeunanainsmn 1 @euauds 1 1

5202alUWNTRAAUNANNISNERaY 17.85 “Uak (4-52 “Uask) szew
TUANNOUNIAG 20/80-20/200 WU 25 @1 (18.4%) Hagnin 20/200 WU
111 @1 (81.6%) JLAU NUANMAIHIAA AN 20/40 WU 101 @ (74.3%) balwy
MIzNINTausznIgea NMIzININTauRaIHNGafiWY fa corneal edema 3
A (2.2%) ALafuuas endothelial cell Naurnda 2,425 + 277 cel/mm? FLade
289 endothelial cell BRINNAA 1 “Ua# 2,223 + 311 celllmm? WATRRIENGA 1
[ 2,162 £ 317 celymm? ALaiy 284 endothelial cell loss wasWGa 1 “Uansk
WAL 8.28% URZWAIHIAG 1 LAak 10.78%

MIHNFAFBNTZANUUULKNALANGEIT nylon loop technique 1NNIAME auUNNE
Usza1du wﬁnq’imﬂﬁwamﬁﬂmﬁ Unaany Jn1izunsndouitasan
(corneal edema 2.2%) WLATNATAINTILAG endothelial cell loss ﬁ 1 “Yanduay
1 LAOWWINNY 8.28% Waz10.78% @NA1IAL
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Indications for Penetrating Keratoplasty in a Tertiary

Care Hospital in Central Part of Thailand

Saichin Isipradit, MD.
Pitchaya Prapaipanich, MD.
Mettapracharak (Wathraiking) Eye Center, Nakornpathom, Thailand
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Purpose

Design

Methods

Results

To review the leading indications for penetrating keratoplasty (PK) at Mettapracharak

Eye Center from January 2002 to January 2007

Retrospective, non-comparative study

Medical charts of all the patients who had undergone penetrating keratoplasty (PK)
at Mettapracharak Eye Center, Nakornpathom, Thailand, from January 2002 to
January 2007 were retrospectively reviewed. The indications for penetrating kerato-
plasty (PK) were categorized into eight diagnostic groups, which included

1. Corneal scars 2. Bullous keratopathy 3. Corneal ulcer 4. Corneal dystrophy

5. Corneal ectasia 6. Regrafts 7. Chemical burns and 8. Other causes

The leading indication categories for PK were

1. Bullous keratopathy (25 cases, 40.3% of all indications); PBK 22 cases (88%
of all Bullous keratopathy), ABK 2 cases (8% of all Bullous keratopathy), and
Bullous keratopathy after Trabeculectomy 1 case (4% of all Bullous keratopathy).

2. Corneal ulcer and its complication except corneal scar eg. impending perforation
(13 cases, 20.96%).

3. Corneal scar (9 cases, 14.5%). The major cause of corneal scarring was post
trauma (4 cases 44.4% of total corneal scar). The second cause was post
infection corneal scar (3 cases 33.3% of total corneal scar). Other conditions

cause (2 cases 22.25% of total corneal scar).
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Corneal dystrophy: Fuchs’ endothelial dystrophy (7 cases, 11.3%).

Keratoconus (3 cases, 4.8%).

Other cause (ICE syndrome) 1 case (1.6%).

Bullous keratopathy was the most common indication for PK at our hospital. The

sufficient eye donors would increase the rate of PK in corneal keratitis and prevent

the loss of the patient’s eyes from evisceration and enucleation.

PK = penetrating keratoplasty, BK= bullous keratopathy, PBK= pseudophakic bullous

keratopathy, ABK = aphakic bullous keratopathy

4,
5. Regrafts (3 cases, 4.8%).
6. Corneal ectesia :
7. Chemical burn 1 case (1.6%)
8.
Conclusions
Abbreviations
Keyword Penetrating keratoplasty

Corneal diseases are significant causes
of visual impairment and blindness in the devel-
oping world'. Penetrating keratoplasty (PK) is
necessary for visual rehabilitation in many such
cases. Corneal transplantation has become the
most common and successful transplant surgery
performed today®”®. Its indications had been
reported in many countries vary from places and
time”. In Asia, the leading indications are cormneal
scarring and corneal ulcer”®. In America and
Europe, the leading indications are bullous kerato-
plasty, keratoconus and Fuchs’ endothelial
dystrophy.

Mettapracharak hospital is a tertiary eye
referral center in the central part of Thailand. The
purpose of this study was to evaluate the
indications for PK at our institution for health

promotion planning in prevention corneal blind-

ness diseases in our country and would enable
to compare with the indications for PK reported

from the developed world.

Materials and Methods

The surgical case logs for 5 years,
between January 2002 and January 2007 at
Mettapracharak hospital were accessed and all
the penetrating keratoplasty cases during this period
were identified. Then the medical records of all
the patients undergoing PK during this period were
reviewed. The demographic data, the indications
for PK were reviewed.

The Indications for PK were categorized
into

1. Corneal ulcer and its cause : bacteria,

fungus, and herpes
2. Corneal scarring and its cause : trau-

matic, post infection and other causes
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3. Bullous keratopathy and its cause :
aphakic or pseudophakic bullous
keratopathy

. Corneal dystrophy and its cause

. Corneal ectasia and its cause

. Regrafts from any causes

. Chemical burn

0 N o o &

. Other causes

Results

During January 2002 to January 2007,
there were 78 eyes of 75 patients from the surgical
case logs underwent PK at Mettapracharak
(Wathraiking) hospital. Most of the patients (60/
75) obtained corneal tissue from the Thai Red
Cross eye bank. Other (15/75) obtained corneal
tissue from the eye banks of other countries (USA
and Sri Lanka). The available documentations for
the revision were just 62 eyes of 60 patients. We
found that the proportion between male and female
underwent PK was nearly equal, 51.7% and 48.3%,
respectively. All of them were Thai. Their ages
ranged from 20-94 years and their average age
was 60.26 years. The leading ages, 28% of total
patients, were 61-70 years old and the major group
of the patients (66.6%) were 51-80 years old
(Table 1)
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Table 1 Demographical Characteristics of the

Studied Population

Table 1.1 Distribution of sex

Patients
2L Number (%)
Male 31 (51.71)
Female 29 (48.29)
Total 60 (100)

Table 1.2 Distribution of age

Age (year) Number (%)
21-30 6 (10)
31-40 4 (6.6)
41-50 5 (8.3)
51-60 8 (13.3)
61-70 17 (28.3)
71-80 15 (25)
>81 5 (8.3)
Total 60 (100)

Mean = SD = 60.10 * 18.61, Median = 64.50
(range 74 min 20.0 maximun 94.0)

SD = standard deviation.
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Table 2 Indications of PK in Mettapracharak Hospital

Saichin Isipradit

Pitchaya Prapaipanich

Indication No. of % of No. of % of the
Category surgeries | total PK Specific indication surgeries indication
(eyes) (eyes) catagory
Bullous 25 40.3 PBK (post IOL) 20 80% of BK
Keratoplasty PBK (AC I0OL) 2 8% of BK
ABK 2 8% of BK
Post trabeculectomy 1 4% of BK
Corneal ulcer 13 20.96 Fungus 9 69.2% of ulcer
Pseudomonas 3 23% of ulcer
Other 1 7% of ulcer
Corneal scar 9 14.5 Post trauma 4 44.4% of scar
Post ulcer 3 33.3% of scar
Other 2 22.2% of scar
Corneal 7 11.3 Fuchs’ 7 100% of corneal
dystrophy dystrophy
Regraft 3 4.8 Graft rejection 3
Corneal 3 4.8 Keratoconus 3 100% of
ectasia Corneal ectasia
Chemical 1 1.6 Alkali burn with 1
burn impending perforate
Other cause 1 1.6 ICE syndrome 1
Total 62 100
Post IOL = posterior chamber intraocular lens
AC IOL = anterior chamber intraocular lens
ABK = aphakic bullous keratopathy
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The most common indications for PK were
bullous keratopathy (40.3%), corneal ulcer (21%),
corneal scar (14.5%), corneal dystrophy (11.3%),
regraft (4.8%), keratoconus (4.8%), chemical burn
(1.6%), and other cause which was ICE syndrome
(1.6%) respectively (Table 2). The most common
indication for PK was bullous keratopathy (25 cases,
accounting for 40.3% of total PK cases). Among
these 25 cases, 22 cases were PBK, another two
were ABK, and the last one was bullous keratopathy
after trabeculectomy. Amount of 20/22 cases of
PBK had posterior intraocular lens, and the last
two cases had anterior intraocular lens. Fifteen
cases (60% of total BK cases) had underlying
diseases which were six cases with hypertension,
four cases with diabetes and five cases with multiple
diseases. The age range of this group was 60-
94 years.

The second most common indication was
corneal ulcer (13 cases, accounting for 20.96%
of total PK cases). Of these 13 corneal infection
cases, fungal corneal ulcer was the major cause
(9 cases, accounting for 69.2% of total corneal
infection), three cases were Pseudomonas cor-
neal ulcer (23% of total corneal infection), and
one case could not be identified for the microbial
cause. The age range of this group was 20-65
years.

The third most common indication was
corneal scar (9 cases, accounting for 12.9% of
total PK cases). Of these nine cases, four were
after trauma (44.4% of total corneal scar), three
were post infection (33.3% of total corneal scar),
and two were from other causes (22.2% of total

PK cases).
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The fourth most common indication was
corneal dystrophy which caused from Fuchs’
endothelial dystrophy (7 cases, accounting for
11.29% of total PK cases).

Other indications including keratoconus and
regraft were each found in three cases (each
accounting for 4.8% of total PK cases)). The
indication for regraft was graft rejection. Chemical
burn was found in one case (1.6% of total PK
cases). ICE syndrome was found in one case (1.6%

of total PK cases).

Discussion

In this study, the author evaluated the
indications of PK in five years duration in 62 eyes
of 60 patients at Mettapracharak hospital which
was a tertiary eye care hospital in central part
of Thailand. The hospital treated all the cases that
were referred from different parts of Thailand,
especially from the rural central part. The most
common indication was Bullous keratoplasty. The
incidence of Bullous keratoplasty was about 40%
of total PK cases. In North America, PBK became
a leading indicator for PK in some series®'""""""®?'.
But the incidence average was just around 20%-
30%. So, the result 40% of total PK is slightly
high compared with other studies, including the
study from Chiangmai Thailand®. This might be
caused by pooling of cases. The pooling of cases
was the result from having few corneal transplant
surgeons in central rural area of Thailand and lack
of donor tissue. The shortage of donor corneas
is a serious problem in Thailand. Patients must

wait for several years before undergoing corneal
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transplantation. Even in emergency cases, they
have to wait for donor tissue. Because of the
improvement of surgical technique and I0OL
design, the number of aphakia or AC IOL patient
has waned. In 1991, aphakic bullous keratopathy
was the fourth most common indication and
represented 9% of PK performed in USA", but
has rapidly decreased to 2.5% over the past 14
years'. In this study, we found two cases of PBK
(AC I0L; 8% of BK) and two cases of ABK (8%
of BK). We found that the people in this age group
were elderly (60-94 years). 60% of total bullous
keratopathy cases were associated with under-
lying diseases such as diabetes, hypertension,
ischemic heart disease. (unpublished data) These
conditions may cause poor dilatation of pupil and
increase surgical time and risk surgical trauma
to endothelium. The second most common in-
dication was corneal ulcer (20% of total PK cases)
and the most common microbial cause for corneal
ulcer was fungal ulcer (11 cases, accounting for
84% of total ulcer). This could be found in the
studies from warm climate countries such as India,
China and Ghana®® *'°. The reason for this
might arise from many factors such as the climate
and geographical location of Thailand, the ag-
riculture occupation of the majority of population,
the abuse of antibiotic and steroid among the
citizens, and the lack of effective antifungal drug.
Other causes of corneal ulcer were from
Pseudomonas corneal ulcer (3 cases) and culture
negative corneal ulcer (1 case). In our hospital,
corneal ulcer were the most common cause for

evisceration in the time that this study was done

Saichin Isipradit Pitchaya Prapaipanich

(unpublished data). If we added the cases of
corneal infection of which infection could not be
controlled by medication and they had to undergo
evisceration or enucleation because of lack of donor
tissue, the number of surgical cases would in-
crease dramatically. The incidence of this indi-

*7® than in Europe

cation was higher in Asia
and America. Many institutions in several coun-
tries reported the increasing trend of corneal ulcer

=7 1814 | contrast with bullous

and its complication
keratopathy, the age group was mostly of young
adults that may affect the productivity with con-
sequent economic loss more than other groups.
Additionally, this study showed no case of active
viral keratitis as an indication for primary PK. This
probably reflected better medical management of
Herpetic keratitis, including systemic acyclovir.
Corneal scar was the third most common indi-
cation (12.9%). The proportion of corneal scar was
found lower than the reports performed in other

> Post-trau-

developing countries (28%-58%)
matic corneal scar was the most common cause,
accounting for 44.4% of total corneal scar. Trauma
especially related with car accident and working
was the common causes. Even post ulcerative
corneal scar usually has the history of minor trauma
as a predisposing factor. Hence, the public
education about self protection during working time
or how to prevent eye injury should be done. Post
ulcerative corneal scar was accounted for 33.3%
of total corneal scar while 22.2% of total corneal
scar resulted from other causes. Primary corneal
endotheliopathies, Fuchs’ endothelial dystrophy, was

found in our study was 11.2% of total PK cases.
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There is a statistically significant increase in the
trend of Fuchs’ over time'®. In Thailand, improv-
ing of health promotion program has made the
people’s life span much longer and the distribu-
tion of ophthalmologists in the rural areas is
better than in the past. Thus Fuchs’ endothelial
dystrophy should be diagnosed and referred for
PK more than ever. Keratoconus were found in
three cases. Although keratoconus was the first
indication for PK in New Zealand, France, Israel,

23-25

Brazil (Sao Paolo) even in the same country

different cities (Brazil: Sao Paulo state and

Pernambuco)®°

. in the same period, the indi-
cations were different. Therefore, specific local
factors such as genetic, climate, or even a referral
bias should be kept in mind. In our series and
similar preponderance that has been reported

previously in Asia,’®?°

the proportion of
keratoconus was low.

Regrafting was found in three cases
accounting for 4.8% of all PK, the same number
as Keratoconus. Regrafting was also one of the
leading indications at a number of institutions in

1219202 Al cases in

Europe and North America
this study were graft failure from endothelial failure,
similar to other report. Many reports has found,
regrafts, both related and unrelated to allograft
rejection, has had a slow and steady increase
in incidence since the early 1990s'’, which has
similarly been found in other studies in the United
States and all around the world®'®"®°. Thus,
regrafting can be expected to remain a leading
indication for PK and endothelial failure was a

leading cause of graft failure.
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At present, the shortage of donor cornea
is the important problem for corneal transplan-
tation in Thailand. The average waiting time for
therapeutic and tectonic PK was 1.5-2 months
and for optical indication was 3-4 years.
Surgeons had to perform other kinds of surgery
instead of PK such as enucleation or evisceration.
This is in contrast with the data from Europe and
North America where shortage of the cornea is
not a serious problem. In Canada, patients have
to wait for an average of just 30-50 weeks”'.
Although donor corneas are acquired from two
sources, local donations and foreign tissue
obtained from USA and Sri Lanka, most of corneas
are usually obtained from the Thai Red Cross eye
bank. The waiting time of the foreign donors that
come from overseas are much shorter than from
the Thai Red Cross eye bank, but the expense
is much more. Only a few patients can afford them.
The number of organ donation in Thailand is limited
by the people’s belief, attitude, longevity of the
donors and a little knowledge about organ trans-
plantation. Another important factor is inadequate
healthcare professionals to encourage corneal
donation. Lamellar techniques, both manual and
automated, are interesting because one donor can
donate to two or more recipients. If the surgeries
can be performed successfully, pooling of the
patients and the waiting time will certainly de-
crease. However, these new surgical techniques
need learning curve and following up for the long
term outcomes.

A limitation of our study was that the model

did not compare other data such as visual acuity,
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long tern outcome, astigmatism etc. Further stud-
ies should be performed to examine these ques-

tions.

Conclusions

Bullous keratopathy was the most com-
mon indication for PK followed by corneal ulcer,
corneal scar, and Fuchs’ endothelial dystrophy
respectively. Shortage of corneal donors distorted
the rank of the indications. If donors had been
adequate, there would have been more thera-
peutic and tectonic indications. More funds should
be allocated to educate the public and train the
professionals to encourage corneal donation. More
regional eye bank should be established. The study
of the indications for PK is important because they
can be changed by multiple factors such as time,
location, longevity of donors and recipients.
Monitoring of the changing leading PK indications
can help medical staffs in planning to cope with

serious eye problems.
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Abstract

Objective

Method

Results

/The Comparison of the Basic Ophthalmologic Knowledge\
of the 6" year Medical Students Between the
1997-revision Medical Course Training Group and the

2004-revision Medical Course Training Group in

Thammasat University

Nattapon Wongcumchang, MD.
Sakchai Vongkittirux, MD.
Paiboon Bowornwattanadilok, MD.

Department of Ophthalmology, Faculty of Medicine, Thammasat University

To compare the basic ophthalmologic knowledge according to the standard outline
of the Medical Council in the 6" year medical students between the 1997-revision
medical course training group who were trained ophthalmologic course in the 5" year
medical student and the 2004-revision medical course training group who were trained

in the integrated medical program.

The ophthalmologic course committee from department of ophthalmology, faculty
of medicine, Thammasat University prepared and reevaluated 40 items of written
test (multiple choice question; MCQ) following the standard outline of the Medical
Council. The 6" year medical students who were trained in the 1997-revision medical
course and the 2004-revision medical course performed the test then the scores

were compared between both groups.

Seventy eight of 6" year medical students in academic year 2006 who were trained
in the 1997-revision medical course and 57 of 6" year medical students in academic
year 2006 who were trained in the 2004-revision medical course performed the
test. The score range from 5-29 points (mean=21.15, SD=4.15) and 13-32 points

(mean=21.82, SD=4.35) respectively. The comparison of the mean scores between

both groups were not statistic significant (p=0.365). )
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Conclusion : There was no statistic significant difference in the basic ophthalmologic knowledge

according to the standard outline of the Medical Council of the 6" year medical
students who were trained in the integrated medical program (the 2004-revision
medical course) and 6" year medical students who were trained in the 1997 -revision
medical course.

Keywords : Ophthalmology, the standard outline of the Medical Council, integrated medical

program
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The Array Lens (Advanced Medical Optics,
Santa Ana, California)

duan Galausiia 3 Tu (three-piece
multifocal IOL) waziuiaw * multifocal THaUINN
Vlﬁ%'um#tymmnadﬁmsmmmazmmaaﬂs:mﬂ
WIgaLNIN (US FDA)

NN U optic design SUIAISTLY, zonal-pro-
gressive multifocal optic with (gﬂﬁ 1) lag
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dl t:!l A v o a dl Qs
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ML 47 emen

Add Power

w
n

Base Powe

Ellﬁ 1 Array multifocal IOL (courtesy of Ad-
vanced Medical Optics, Santa Ana, CA;

with permission)
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The ReZoom Lens (Advanced Medical
Optics, Santa Ana, California)

lian © refractive INAWINNDIN the Array
lens 7 QL‘TJ% hydrophobic acrylic material %\‘1
13znaua 8 60% blue core polymethyl methacry-
late monofilament lasidsznaudae five concentric
zones ARNUNU the Array Lens lag zone 1,3,5
mIunTNedlng zone 2,4 “wmIumINadlng
(gﬂﬁ 2) ANBULVBIVOUMUTIEY “Usznauaae
3 Anwneil (gﬂﬁ 3)
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safuRIaIMIIAamMT shanvas slwitaian
LazmMsnTzaanszanevasl lianfivsnmae
JUNW

3. f1unaIvadan WnueudaaTIti e
flasnun3tia posterior capsular opacity

—a- ZONE 1 =—|

—— ZONE2Z ——!
ZONE 3

ZONE4
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ReZoom multifocal IOL (Courtesy of
Advanced Medical Optics, Santa Ana,

CA; with permission)
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~ Sloped edge

- Sharp vertical edge

Scanning electron microscopy showing
the OpticEdge design (Courtesy of Ad-
vanced Medical Optics, Santa Ana, CA;

with permission)

ReStore lens (Alcon Laboratories, Fort
Worth, Texas)

Julau “viia apodized, diffractive single-
piece AcrySof lens (Eﬂ‘ﬁl 4) paNUUUN AL
ﬁﬁﬁ%ﬁﬁﬁLLﬂdLL J (diffraction) @33N81N 3.6 mm
pagtan Winin Tasdmalassauvasnisution 3
Wnfl_anasenanaian el § ulnginm
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Smooth, rounded anterior edge

gllﬁ 4 ReStore multifocal I0L (Courtesy of
Alcon Laboratories, Fort Worth, Texas;

with permission)

The Tecnis Lens (Advanced Medical Optics,
Santa Ana, California)

LA ff:gﬂaammumﬂu Z-sharp optic
(Eﬂﬁ' 5) fifinsuwidlu aspheric 1aaamILiia
positive abberration 3MNNILINEGN § diffraction ‘ﬁ
FUREITEILA" NInUA

Ellﬁ 5 Tecnis multifocal IOL (Courtesy of Ad-
vanced Medical Optics, Santa Ana, CA;

with permission)
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What Should We Detect for Preschool Visual Screening?
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X a A ) &
ANNY NEANULNYY KID amblyopia tHn
dl o % 1 &
nn ANINA mzylunnnquﬂnmmmwu
YauUseunms 2-5% VoIUTLTINTNIRNG ' 2
watilu ﬁm@;ﬁwaa monocular blindness 1%
1 = ds c‘i/ = &
ngueTy 20 f4 70 T5a 1wendngatiulsa
A [ o o Ao A o
7 10130 09N UULAETNHIGNAA DI TN1TINE
naway 7 T uazwudn 75% # significant visual
improvement (VA = 20/30)* @4nu3IAA2W
aduagrebinazdasdalniuwinig nsy
ANIATIAANTY 18AMWENI BRI %

lul .. 2003 ladnsAnuuazde
uwzsinfioananlag The Committee on Practice and
Ambulatory Medicine of American Academy of
Pediatrics D9n1T@TI90aNTRILIAA lwianlu
PTI98 I@ﬂqwﬁuwwﬁ %38 “Eye Exami-
nation in Infants, Children and Young Adults by
Pediatricians”® T9iun3asIanInae amblyopia
wazlynd °ﬁﬁ'zy°?'iwm_iaﬂslwﬁwmq@hoe] LT %

ocular media opacity, strabismus (m‘a‘"l\‘]ﬁ 1)°

A9 1 Age ranges and visual pathology to be detected in children

disorder

Preterm Perinatal/ Preschool Elementary
Infantile period period school age
- Retinopathy - Congenital cataract - Amblyogenic - Refractive error
of prematurity - Glaucoma factors
- Anterior segment - Strabismus

Anisometropia

High refractive error

lusneazidaa Lm:ﬁﬂﬁqmmwwﬁ refer

17y m'%'m%l,l,w“nﬁLﬁaﬁﬂi:ﬁLLa:ﬂﬁ]iﬁ'mdm

e 2X¢
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- very immature
- family history of congenital cataract

- retinoblastoma in family
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- metabolic or genetic diseases

- children with significant developmental
delay or neurological difficulties

- children with systemic diseases asso-

ciated with eye abnormalities

N1IA377 (objective tests) mﬁﬁ’llﬂuiwzﬂ
TasBuasudilunsnusniie uazdounauda
wnzrnl “Recommendations for Preventive Pe—
diatric Health Care”” lae American Academy of
Pediatrics (AAP) fafiany 3 1, 4 U uaz 5 1
lugeibrdewdniZon dudneny 3 U ldldanu
$udalunsara Wwsnenwsnasilu 4-6 1Han
doan dla nunsnaTaldnmIneney 2 a5
w3 9 pdenufaUndvesan 1 sdaldds
InUNNE

mimnﬁ@maﬂwﬁ’mmqriau‘i’m’%'w Y

a

J

=2

lw@nmsnusniiia fs a1y 3 1

1. ocular history

2. vision assessment

3. external inspection of the eye and lids

4. ocular motility assessment

5. pupil examination

6. red reflex examination

lul,ﬁﬂmqé?uwi 3 Biuldarsaiate 1

9 6 Uaz

7. age - appropriate visual acuity mea-
surement

8. attempt on ophthalmoscopy

=~ =~ > 49‘
Taafisnaaztdanndts
Ocular history
% =3 = 1 n‘lydl
anudnasasiinsazidsamaiiae
gﬂ@mﬁamf’]ﬁ]:uauﬁuﬂﬂa%%"l,sj, Qﬂuaﬁ@q

1 =

v v 1 a A 1 = A
lﬂﬂ%u’]&l’]ﬂﬂ’l’]ﬂﬂﬂﬁiavlll, gﬂummmavl,u, y

gEe el o

LR A 1 =1 “a =1 1 =\
widananniald, Taufmanisainiald, &
U3z @ luasauaiiuaIniil 'LL’juﬁ%aBﬂ@ﬂﬁ‘guLLid
A 1
wyaly

Vision assessment
- 21y 0-31 - 1¥n1391322 “fix and follow”
a A & P
JaINlnalagng 2 @1 uazfiazen
LGN L ﬁmmﬁﬁvl,@?é’uwimq 3 LAan
AT UNNT 'aeia"[ﬂﬁ'a%’mguwm?

- 91y 3 Yawld : ey tests Punuang
1T 1@nay 2-4 T a9ld Lea symbols
$#3a Allen cards Lﬁﬂmqé'uwi 4 7
& .
auld @1alt tumbling E, HOTV chart,

Snellen letters %38 Snellen numbers

External examination (lids, orbit, cornea, iris)
Wmfsﬁlgﬁannzﬁﬂm"l%a, AANIN, Wb
ANAN DINU IRENHIR refer WUANBUNNE

Ocular motility

1ﬁ@i?% corneal reflex test, cross cover test
e stereoacuity test Lﬁlaﬁ’muﬂﬂm’;: strabis-
mus WAz pseudostrabismus TIWuLes §1HTe
1 isnnwuiadnd I refer Tuwudnuuwngd

Pupil examination

lgidansuenay, swawiiuniald
waznIaey wadduaddls dwuanuialnd
wwlanan, PWIAEISAUNIANIT 1 mm WI8M3
faU waddal JReUndnTaliwinnu W refer lu
WUINHUNNE

Red reflex test
1% 1T UAT199WIN1IE cataract, corneal

abnormality, media opacity 5%6] R refractive
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errors Ylalagld direct ophthalmoscopy ‘2l
A < | =~ v A A
nananisdszanm 12-18 i1 luiaslaiag
SN eUad pupillary reflex DL 4 ¥ialkaanin
Juen wndsndaladwinuenanansfisianuiie
a 1 1 ﬁ 7] o 6
Unfaddlaatnanie 1 INLINHUNNE

mnﬁmmzﬁﬂumimawﬂ@qum‘wnﬁ
A ' & = , A e o o v =
NANANINIHYK 21U INNT a1 NN 1
WWINIINITATIVAANTAS 1UAWLANIIN WY
r=| 1 dl o & U v
Liﬂuluﬂi:“ﬁ’]ﬂi%ﬂ&l’m a9 NN uda sl
qﬂmmmamiuwwﬁﬁ NWIIDNUGRT tests bo
sunudywianuuiesveadniwishais

An13AnElwIz T RAINTWAITATIAN
“amblyogenic factors” L% ocular media opacity,
strabismus Way refractive errors 41NNINNA20322
WA 1eaINRaln@lNen1n1Ie amblyopia
la8@39 The American Academy of Pediatric
Ophthalmology and Strabismus (AAPOS) Vision
Screening Committee® l@An®1IIUTINT YA
WAZL WALATHA LUNNTATITAUNR amblyogenic

dl v =3 @ Qs 6
factors fithwufiasaz refer Tgsdnmunnd lag
IMTHUEWURIIINITATIINN factors LA

{ é’ o Y & s g

referral rate NUNNTW LAZVMFLANLGTUNITINGN

0

P = S . Ao A
Ahau amblyogenic factors Ua3%h @INUAIINI

=

n 2

Gl’]i’mﬁl 2 Amblyogenic factors to be detected
by screening

- Anisometropic (spherical or cylindrical)
> 15D

- Any manifest strabismus

- Hyperopia > 3.5 D in any meridian

- Myopia magnitude > 3.0 D in any
meridian

- Any media opacity > 1 mm in size

- Astigmatism >1.5 D at 90 or 180, > 1.0

(o).
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D in oblique axis (> 10 eccentric to 90
or 180)
- Ptosis < 1 mm margin reflex distance
- Visual acuity : per age -appropriate

standards®

luszoy 10 Diduan Tudsdszmealdin
photoscreening technology sl l#n13037139A0
NI834W1 amblyogenic factors mﬂ%u L‘fl;a\‘ﬁnﬂ
technology f:"l,aiai’ﬂLﬂuﬁaalﬁqﬂawrlSVlwaﬂﬁi
UANETIRAA Uae ﬂminﬁﬂmﬁmgﬂﬁmqﬁaﬂﬂd’l
3 Pesnpain photoscreener fa ﬂﬁ'addmgﬂﬁﬁ’]
mmwwnﬁiﬂ%ﬁmg red reflex 31N pupil V8ILAN
lasdn@ane 2 uwi@e horizontal Waz vertical
awfitgazgn Suuanalasdidmimailddy
matlnan 1 reviewing center WaRansaningn
§i amblyogenic factors %38l lduA strabismus,
refractive errors Wae ocular media opacity
88i19l3A@ photoscreener s e lEasaamn
ANE amblyopia lAUATINNMTIAM 18AN
luil a.a. 2002 AAP lai@snunaaiy
T mguﬂ’l‘ﬂ‘ff photoscreening technology lu
mMIasInansadnzAadndnsalwmanisnan
Sou" asha"l,sﬁmu‘luunmwfmﬁﬁuﬁyﬂﬁ;ﬂ%
Anniamsrhoiussdasniaueaiasdamanit
ﬁamﬁa\‘imﬂﬂhﬁ sensitivity WLz specificity Tu
mMsnsaalsnuana1snisly
froghae3asile photoscreener Pgald
favueas The Medical Technology and Innovation
(MTI) (Cedar Falls, 1A, USA) (3Uf1 1) MTI
photoscreener i fnslddaslunsdnmsnues pre-

812-14 1 9 09NLARAY

school vision screening
Freladnsuazleing S5u9uie sensitivity was
specificity nansiwllasud 37% - 88% lay
ywn 'aulmy'l,ﬁmmﬂmmﬂaNaﬁﬂ’aﬁaﬂ"ﬁqﬂmm

Aa &
nyYsz unId
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WU automated retinoscopy ﬁ?ul,ﬂuaﬂ
n3esfafidinanomsanssinuildlunisasiada
n3a9 1waAaUnalwdnnanioBuw udaiasil
ftasanafiilyl "wnsnaTiadum strabismus 6
Widaw MTI photoscreener Cordonnier M. LR
aniz” lepawine3esiiadidl positive predic-
tive value (PPV) MMILNTATIVAURT refractive
error ﬁlLflu amblyogenic factor WY 19 - 69 %
wazidaldiSaui 1w13nasIaNy abnormal astig-
matism ( >2 diopters) 1o noncycloplegic refractive
screening lw@nnawipould 51 - 84%

nanalay juUAe F9lu T unanisfiuida
Lasan @ “WMIUMIN vision screening lungu
Wenfaniuisen Wailasnuniiz amblyopia 9
WMADHINNIIATIINN amblyogenic factors CFEY
UrelosiunnnInn1IasIanT amblyopia lasaTd
la99n wnsaaanilalingt wazananiili
mMysneldnadnin 1wsuLASes photoscreener 1t
aulauirazldsloniuazirdaauluauiaa
wmiumsmndunnasgiulunisyvin preschool
vision screening B40IKaITalWA N IRAUIlAT
m3lEAnsausinrad sensitivity waz specificity 7
fuee

g‘l.lﬁ 1 The Medical Technology and Innova-

tion (MTI) Photoscreener
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Complication of Glaucoma drainage device

Sumalee Boonyaleephan, MD.

Eye Ear Nose Throat Department, Faculty of Medicine, Srinakharinwirot University
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Complication, Prevention and Management

Complication Prevention / Management

1. Flat chamber and hypotony Flat chamber and hypotony caused by overfiltration
are best avoided by using a resistance device, an occlusion
technique, or viscoelastic agents. A flat chamber with tube-
cornea touch and serous choroidal detachment should
be managed by early drainage of choroidal effusion and
re-formation of the anterior chamber. Viscoelastic can help
maintain the chamber. A flat chamber resulting from a
complication such as suprachoroidal hemorrhage must be

managed based on the clinical setting.

2. Elevated intraocular pressure Before the ligature around the tube dissolves, there
may be a transient elevation of the IOP. It can be prevented
by combining a trabeclectomy without MMC with the
drainage implant; or it can be managed medically.
During the hypertensive phase, the bleb wall
becomes congested, causing the IOP elevation.
Elevated IOP in the early postoperative period may
be due to obstruction of the tube by fibrin, blood, iris,

vitreous or silicone oil.
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3. Tube-cornea touch

4. Tube migration

5. Valve malfunction

6. Tube or plate exposure or erosion

A generous vitrectomy should be performed if
needed. Although it is possible to use Nd : YAG laser

to clear and occlusion.

Late IOP elevation, especially when the intraocular
portion of the tube appears to be patent, is usually due
to an excessively thick fibrous capsule. Needling revision

can improve function of the encapsulated drainage implant.

Avoid by making the anterior chamber insertion
parallel with the iris plane and using a tube occlusion
technique to avoid a flat chamber. Pars plana insertion

avoid this complication.

Avoid by meticulous tube placement and coverage.
Different materials used to cover the tube may vary in
rate of degradation. It may be possible to reposition tube
with extraocular manipulation only. A new entry site can
be fashioned without disturbing the capsule around the
extraocular plate. Some surgeons suture the tube to the
sclera with an S-curve in an effort to prevent extraocular

scarring from causing tube migration.

Valves should be tested for patency prior to in-
sertion of the tube. Several techniques have been de-

scribed to unclog a valve.

Conjunctiva must not be under tension when
covering the tube or plate. Most surgeons use a patch
graft such as sclera or pericardium to cover the tube.
Exposure increases the risk of endophthalmitis. In some
settings the device should be removed if adequate cov-

erage can not be achieved.
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7. Suprachoroidal hemorrhage

8. Diplopia

9. Corneal decomposition

10. Suprachoroidal hemorrhage

Early postoperative endophthalmitis, may be suc-
cessfully treated by immediate removal of the implant and
surgical management of the infection, with subsequent
placement of a new implant.

Endophthalmitis may also occur in the late post-
operative course. Exposure of the tube seems to be a
major risk factor for these infection. Surgical revision with
a patch graft in all cases in which there is an exposed

tube is indicated to prevent this complication.

Implants with larger plates, especially when implanted
in the superonasal quadrant, can interrupt extraocular
muscle function and cause strabismus and diplopia.
Replacement with a smaller plate design, or transfer to
the superotemporal quadrant, which usually relieves the

diplopia.

This may be caused by corneal tube touch and
low grade inflammation around the shunt. If touch is
occurring, the surgeon can go in and reposition the shunt

so that it is no longer touching the cornea.

SCH, or bleeding above the choroid ; between the
retina and white of the eye, is a potentially serious, vision

threatening complication.
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Psychotropic Drugs in Ophthalmology
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1. Dopaminergic D2 receptor blockage il
La & . . o q o
andiani dopaminergic D2 receptors liaa
2INIINIIINTUAUIN LT BaING, UTe 1MAraan,
L@ extrapyramidal side effects LT o “u,
ANAN9, Ad9nT9 Wudn ANNITIANNTIA
. A o § am & o °
prolactin liaa vinldlvinualua, whuale, Ysean
W@aunld 1L we

2. Antimuscarinic M1 MAaaeINNT ex-
trapyramidal side effects, @IW31, NNINELVDY
narrow angle glaucoma, 1nuis, MadKnuAz
i 28

3. Serotonin (5-HT) enhancement ﬁZ]"n"Ef
T2 5-HT ¥lanenmIaued, rdasnv,
Janfisas, lunsu vliAaemsaaul “aduu,
wanldnay, nszawnsznele

4. Antihistamine ¥l#d9%a%, T3, 1w
WINLAY, AANITHAINTAMNILNZDPNT

5. a—adrenergic receptor antagonist Nl

ANuaulafaanad, JudATEe, 919U

ﬂéuﬂﬂﬁi%%ﬂﬂ’]fiﬂﬂ’m%mn‘lf SIRIRE Y
Tsamedannanutes laud
1. 15n1l5A3@ (Antipsychotic drugs)
2. 3NN TULAT (Antidepressant drugs)
3. 81A9 MWaNTNDE (Mood stabilizer)
4. NAAUNIIALAZETWEWRAAL (Anxiolytic
and Hypnotic drugs)

5. 8% ¢ (Miscellaneous)
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g15n115A3¢ (Antipsychotic drugs)
1. TRAVDIL
1.1 THAAIL@N (conventional antipsy-

chotics) danwme amAatlany postsynaptic D,

s 9o o , o
receptor NMAILAU dopamine JSI% 3uunean

il 3 nguasaIuANULII (potency) @9tk

WNA TNENU

1.11 ﬂ’J’]SJLLNqJG VLGTLLﬂ'EI’] halo-
peridol, fluphenazine, trifluoperazine

1.1.2 anuussthunans lawnen
perphenazine

1.1.3 ﬂ’l’]&JLL‘N@i’] vL(ﬁLLf’iEl’] chlo-

rpromazine, thioridazine

A19WN 1 MBI ENIAIATHAAILGW, ANULTILAZA DA VUGN TINEN

Receptor blockage affinity
Drugs Potency | dopamine histamine | muscarinic | adrenergic
D2 H1 M1 a ;

chlorpromazine low +++ +++ +++ +++
thioridazine low + +++ +++ +++
perphenazine medium ++ ++ ++ ++
trifluoperazine high ++ ++ ++ ++
fluphenazine high +++ + + +
haloperidol high +++ + + +

1.2 afialnd (atypical antipsychotics) &
qw'%‘ﬂ@ﬁ”'u 5-HT2 receptor Winduanafiaesisy
TN H8ININIIATRARULTY o133 DAL,
Lenen, waroy UnadnalAusen extrapyramidal

side effects ALATANTZAL prolactin MALRa®
wasunwIolifay lawnn clozapine, olanzapine,

quetiapine, risperidone, ziprasidone

P . a & o o a 1 o a a 1
A1IWN 2 Affinity lunstanuariusiadns G]?ladﬂﬁiﬂiﬂ'ﬂiﬂﬁm‘ﬁ%@ﬂ%&l

Drugs D, 5-HT, a ) H M
clozapine ++ +++ +++ +++ +++
olanzapine +++ +++ +++ +4++ +++
quetiapine ++ ++ +++ +++ 0
risperidone +++ +++ +++ +++ 0
ziprasidone +++ +++ +++ ++ 0
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2. Vo1l
155N #15ALaza1NIIN93AU Schizo-
phrenia, Schizoaffective disorders, delusional
disorder InwANTNIIRIANIA, WoAnTINAITY,
NTe agitation ’lup&”ﬂw woa“ow, l3e bipolar
disorder luszazmGursaiannsnmeiasiuee,
Tourette’s disorder, Huntington’s syndrome Hueu
3. qnanlaielse s@niemn
3.1 Na¥u low-palency UazNgw
medium-palency Sqn3viilwiAe
- cycloplegia giagazuanin
NI LABLRNIZNABT WA B
- MIA3UVBY narrow angle
glaucoma
3.2 Ocular pigmentation uitil 2
WUy
321 nm3dfia”inzfigumin
P lens, AWARITDI cornea, conjunctiva e
retina wazdIdinzfiianiadae dnifialunga
low-potency tuAaurliiiaa1ds sniulu
507l WIS
322 n13fida~innzfiaa
132 161 (pigmentary retinopathy) 4nLAAIN
A3 thioridazine LAt 800 mg /day Wwnawn
(%u‘ﬂumm@mmo q<§1‘=‘f‘iﬂ’rﬂ°ﬁ) MIANITNBILAY
LgastIaUaaLazanarliiAan1sL  anagig
aTke é’ﬂugﬂﬁ 1 way 2 é’aﬁ?uﬁwpgﬂmlﬁm
PUIA 3 unndasandudas 'a@ﬂw@mwnﬁia
Ussunnizunsndoudions

5N 1 W @9 pigmentary retinopathy

sUN 2 U @3 pigmentary retinopathy

#1351 BALAST (Antidepressant drugs)
1. BUAVIN

1.1 Tricyclic antidepressants (TCAS)
aaﬂnﬂ?ﬁgﬂ@ﬁgu serotonergic WAz noradrenergic
reuptake YlWIANUSINas 5-HT uaz NE ldunien
amitriptylline, nortriptylline, imipramine

1.2 Specific serotonin reuptake inhibi-
tor (SSRls) Aaudnssmnzlumsilany seroton-
ergic reuptake iinatnaidskasnienlunga TCAs
VL@quLﬂ'm fluoxetine, citalopram, sertraline,
fuvoxamine, paroxetine

1.8 Noradrenergic antidepressants
(NAs) Soniifiuns NE uas 5-HT 'léunen
velafaxine, mirtazapine, nefazodone

1.4 Monoamine oxidase inhibitors
MAOIs) (lifilgludszmalng) vlw NE way 5-
HT anvinansaass
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di v 1
15 2u9g launen
T
1.5.1 bupropion 3Jf]°n‘51uﬂ’15
Janwanwizaa noradrenergic Waz dopaminergic
reuptake YNIALAN NE wae DA Talfidusnsnm
nicotine dependence LNt
Lo &
1.5.2 clomipramine flt]‘ﬂﬁ&l‘i_l AN
serotonin receptor E)Ei’]d?%LLN 155N obsessive-
compulsive disorder
1.5.3 tianetine LiWa serotonin

reuptake

2. Yoy
13N mood disorders ka2 mood
symptoms 1% TuLAT, nyanda, wanliway, e
Yiouy
1#5n191 anxiety disorders 1w 3an
ﬁ'\‘na, 5’15@5’1“/?’1, post traumatic stress disorder
1#5nwilsndng ww nsiufaung,

pain syndrome

3. gnanlifedse sdnemn
dnifialungu TCAs InONITuL
muscarinic M1 receptor MIMLAABINITANNIAL
(blurred vision), glaucoma attack 'aum"ﬁﬁ@%‘uﬂ
fwulevadldun nefazodone, clomipramine

#1@9 Awasual (Mood stabilizer)
1. BHAVDIYN

1.1 Lithium Jus1ad aawesunt
FAUINNAUNL faadlflunsinsauiedegiu
WAl therapeutic window fautduay MlALia
lithium  toxicity a9

1.2 Anticonvulsants l@&rAgn sodium
valproate, carbamarzepine(CBZ), topiramate,

garbapentin, lamotrigine

WNA TNENU

& XA ' A

Ny 2 nauddnada 19 aUT2 INLA
A32UIWMY 815y MMnanalsenI T catechola—
mines, indolamines, gamma aminobutyric acid,
second messenger system LUuau INaYUTU

o A4 X
TN DR AIN AN

U 1 U

2. Bouvly
l¥5nu1lsanga bipolar disorders,
schizoaffective disorder, N"171A1I3717, qﬂaﬂmw

NaUn@LUY borderline

3. gnanlinedse s@nemn

3.1 CBZ nuvesdlu dose-related
side effects 'leilLA diplopia, blurred vision "% id-
iosyncratic toxicities léun lenticular opacity Q'\‘i
fn332390nBnaghefonsuRen mn@ﬂwﬁ'u
ﬁﬁlu exanthematous rash %uﬁ@mﬂu 2-20
“Uanvinasiuen lWungasinuiinazidngzis
miLLﬁmgmmﬁﬁﬂﬂ’j’l Stevens-Johnson syn-
drome INT1ZAEaNa¥ Il comea anL 1, 18
ymant uiulug IHaTzEzefanIie, comeal
scar, dry eyes &

3.2 Lamotrigine WU diplopia, blurred
vision lddldTupnauia 4 wddan 1w
Usualinuaasnleniii

gnaagnIIanazaIwawnay (Anxiolytic and
Hypnotic drugs)
1. BRHAVDIY

1.1 Barbiturates LB% phenobarbital
J L a K a v
setauldisaldinmlzansianouia

1.2 Benzodiazepine agonists LT%
alprazolam, triazolam, lorazepam, temazepam,

diazepam, chlodiazepoxide, zolpidem LHwa
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aanqw%gé'uﬁ'u BZD receptor it gamma-amino
butyric acid (GABA) FwiRutu fiansieda
LAZARENIIR I@ﬂﬁbﬂﬂﬁﬂﬁmmm@“a 13130
MIFARaY  Iue12UIaUIUNA1T 1NITDAAEY
FANA9I8 WRLUWIAGT 1WA 9newld

1.3 Azaspirone LB% buspirone ﬁfm?ns
5-HT1A receptor agonist %ﬂﬁﬂumﬂa’mﬁdm

WINTh%

2. Yaudly
15 nElsALaza1NITIANAIR, wan
Tinay, audn, ndwitans, nou .7, 89 agi-
tation @adlfasN43zNATEIIWIIZ1AAANITNY
608 (tolerance) WATNNITNAWELN (Withdraw)vlé'f

3. gnalaifiedsy s@n1ean
Nad9LAgINNIAAIINNITNAYTE N
nlALAa sedation, AN WD A, BoudTue,
SOUUTY, LAWLT Hadaa AN I auie visual

disturbance vL@fLLﬁiJ’l temazepam, triazolam

mnq'uﬁlu 9 (Miscellaneus)

#IN&¥ antiparkinson agents LT artane,
benzhexol, ACA L6

1511 EPS 270 antipsychotic drugs
T acute dystonia, parkinsonism

finadhafoagudeiniuengs TCAs vilw
LAAATWT, NNIN1ILVAY narrow angle glaucoma,
Uhnusis, Wasyn, 1 1zadle

171)),

5

“

& v
Edrer il
‘555"

3y

q

milduludthedangludegiu  ulng
i]’ﬂl"fﬁ'auﬁ'uﬂmMﬁ@lmm@ﬁ"l&imamﬂﬁfﬂua:
Aoy ginawapieilasiunisiianatnafiog
Mlgnt lifedse sinsatonas wananin
sﬂaﬁﬁaﬂ"ﬁlumm@mo WRuens: wienslden
V19TRaLtn thioridazine WWngfivinn1s3nusn
hedsdesianzly Yiumethaming u il
E1UNG _InIalanniInieandas swuinsuwng
WNanTasnEudiing

l@an 13581999

1. Rosenbaum JF, Arana JW, Hyman SE. Hand-
book of Psychiatric drugs therapy 5" ed.
Philadelphia; Lippincott Williams & Wilkins,
2005.

2. Janicak PG, Davis JM, Preskorn SH, Ayd FJ.
Principle and practice of Psychopharmacology
3 ed. Philadelphia; Lippincott Wiliams &
Wilkins, 2001.
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Fudlwal; sy Wauds, 2545,
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cology. New York: Cambridge University Press,
1996.
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Biological therapies. Comprehensive textbook
of psychiatry. 8" ed. Philadelphia; Lippincott
Williams & Wilkins, 2005.
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India; Colours Imprint, 2003.
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1. What is the diagnosis?

A1mal : Ocular Surface Squamous Epithelial Neoplasia (OSSN)

2. What are the possible causes of disease?
Aa1mau : The etiology is uncertain and possibility multifactorial such as sun exposed, actinic exposure,
heavy smoking, light skin pigmentation, exposure to petroleum derivatives, immunosup-

pression, infection with human papilloma virus (HPV), xeroderma pigmentosum

3. What are the treatment options of this disease?
A0 : The standard treatment is excision with cryotherapy. Other treatment options are topical

chemotherapy with mitomycin C or 5 fluorouracil, interferon alpha-2b, photodynamic therapy,

phototherapeutic keratectomy and radiation.
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\atma3 VA 20/200 both eyes, Refraction -3.00 D both eyes @3373@1227WUANN

Haln@nazy

A0

1. What is/are abnormal finding(s)?
ANRDY : Opacity at central part of lens

2. What is the most likely diagnosis?
ARy : Congenital nuclear cataract

3. What are the treatment options of this disease?

ANMay : Advice and refractive correction

a aAa o g v 4 a

3dmaain (Photo quiz) i1 3 auun 1 An31A% - AN 2551

1. é’ﬂmmﬂlﬂﬂmq 417 M1@2891MTANTIYNINT 1 UaE anBaen1INaILRBLITBLAN

visual acuity 20/20, 20/70 with pinhole 20/30 no underlying disease @329WUAIN
HalnAaszyl

Question
1. What is/are positive finding in figure?
2. What is the most likely diagnosis?

3. What are the treatment option in this case?
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1. What is/are abnormal finding(s)?

2. What is the most likely cause?
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Lasting comfort and protection make dry eye easy to forget

mé 4 SYSTANE™ Mechanism of Action

L/
HP Guar __ ‘F e
Borate

Propylene |
Glycol

Polyethylene
Glycol 400

Unique “in the eye” gelling and lubricating formula'2
When SYSTANE™, pH of 7.0 combines with natural tears, pH of 7.4, the borate ions form reversible
cross-link with HP-Guar creating a network with a gel-like consistency. HP-Guar helps keep the

demulcent system on the surface of the eye longer.
Ocular shield forms allowing the natural healing process to occur'?

Prolongs protection of the ocular surface'?
The soft gel-like consistency prolongs protection by enhancing the integrity of tear film.

Good symptomatic relief

SYSTANE™ is the lubricating eye drop that provides a stable cross-link matrix of polymers for
adherence of demulcents to the ocular surface. This explain why SYSTANE™ can provide the good
symptomatic relief and why clinical signs can improve remarkably with continued use.?

Systane -

LLSRCANT EYE DROPS.
1. Genevieve Napper, lan Douglas, lilie Albietz, Ocular therapeutics.

Drug Facts

Active ingredients Purpose Clinical and Experimental Optometry 2003; B&: 6;414-415

Polyethylene Glycol 400 0.4% . lubricant "

Propylene Glycol 0% —— - lubricant 2. Mark Albenson, Jason Casavant, Give Dry Eve A One-two Punch, Review of ophthalmology 2003
Inactive Ingredients: Boric acid, calcium chloride, hydroxypropyl guar, 1 chioride, 3. Mike Christensen, Steven Cohen, John Rinehart, Clinical evalution of an HP-guar gellable lubricants
polygquaternium-1 as a preservative, potassium chionde, purified water, sodium chioride, zinc chioride eye diop for the relief of dryness of the eye, Curient Eye Research 2004, Vol 28NG. 1, p 55:62

Uses: for the temporary relief of burning and irritation due to dryness of the eye

Warnings : For external use only

Da nor use

= if this product changes color or becomes cloudy = if you are sensitive to any ingredient in this product
When using this product

= do not touch tip of container 1o any surface 10 avoid contamination

« replace cap after each use

Stop use and ask o doctor if

= you feel eye pain = changes in vision occur

« redness of irritation of the eye (5] gets worse or Lasts more than 72 hours

Keep out of reach of children: if swallowed, get medical help or contact a Poison Control Center right away.
Directions: Instill 1 or 2 drops in the affected eye (s] as needed.

Other information: Store at room temperature (below 25'C. do not freeze)

R A AL T T MU S LT T L 1

Alcon

18" Floor, Silom Complex Building, 191 Silom Road, Silom, Bangrak, Bangkok 10500
Tel :0-2235-5430-5 Fax:0-2236-0271




CMC Based Lubricant Eye Drops
[V] CELLUFRESH® MD

[V] ceLLuvisce mp

[| CELLUFRESH®
[V] cELLuvisce

Long Lasting Comfort with Safety in the Eye.
= ALLERGAN



In Chronic Angle Closure Glaucoma,
Open-Angle Glaucoma

and Ocular Hypertensior: ﬁ“‘

-

Start With XALATAN™—Comprehensive

Therapy That Helps You Orchestrate
the Many As\mm %—_Management
. Provenifficacy \bb i

o ¢ A
— More effective than timoloki i n diurnal 10P
*Af s study
- — As adjunctive therapy consistently low |OP maintained over time,
demonstrated for 5 years*
= Good tolerability

A AT™ Package rmart
L L

Further information available on request: minuing: loamivgiaenaulmalzminiu Identification No. XT-THD-05-02
zer (Thailand) Limited TumaunossBondufuluanmaab LPD. Rev. No.1
loor 36,37,38 and 42, United Center Buildi adfumiyod i
323 Silom Road, Silom, Bangrak, Bangkok 10500 'lul}l}mwluum'nwﬂ un G30M2548
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