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Purpose: 7o compare the surgical outcomes of non-penetrating deep sclerectomy in Exfoliative Glaucoma
(ExG) and Primary Open-angle Glaucoma (POAG) patients.

Patients and Methods: Deep sclerectomy performed in 20 eyes with ExG and 25 eyes with POAG. Postop-
erative intraocular pressure (I0P), number of glaucoma medications, visual acuity, surgical success rate and
complications were assessed for 12 months. Complete success was defined by the achievement of postoperative
IOP < 21 mmHg without medication.

Results: The mean postoperative I0P was significantly lower (P < 0. 05) in ExG and POAG eyes than
preoperative. The mean IOP was 17. 6 + 3. 5 mmHg in ExG eyes and 16. 1 + 4. 6 mmHg in POAG eyes. At
12 months, complete success had been achieved in 45% of ExG eyes and 40% of POAG eyes. Qualified success
had been achieved in 45% of ExG eyes and 52% of POAG eyes. No statistically significant differences in visual
acuity, number of postoperative glaucoma medications, visual field changes and number of complications were

found in ExG eyes and POAG eyes.

Conclusions: Deep sclerectomy is effective in controlling IOP, lowers the need for postoperative medica-
tions, and lowers the rates of serious complications in both ExG and POAG eyes.

INTRODUCTION

Deep sclerectomy was introduced by Krasnov
and developed further by stegmann et al. @, who added
viscocanalostomy. Deep sclerectomy is a nonpenetrat-
ing filtering procedure that facilitates aqueous outflow
through trabeculo-Descemet’s membrane,exposed to
obtain slow and continous aqueous percolation. This
technique is effective in terms of intraocular pressure
reduction and it allows to reduce the complication of
penetrating surgery®- Deep sclerectomy was designed
in an attempt to lower the risk of incidence of such
complications,thus offering both the surgeon and pa-
tient a safer and more convenient option. @

Exfoliative glaucoma(ExG) constitutes 20-40 per-
cent of all open-angle glaucoma. ® Exfoliation glau-
coma is known to be more aggressive and less respon-
sive to medical treatment than primary open-angle
glaucoma(POAG). The progression of visual field loss is
usually faster than in POAG and optic nerve damage is
more pronounced.

Exfoliation glaucoma is a part of pseudoexfolia-
tion syndrome which is characterised with progressive
accumulation of an abnormal extracellular fibrillar ma-
terial in anterior structures of the eye and extraocular
tissues including skin and connective portions of vari-
ous visceral organs. © Exfoliation glaucoma represents
a more advanced stage of the disease,with more pro-
nounced microvascular alterations, such as peripupillary
tufts,stromal tufts,and radial arterioles.

Medical therapy is reported to be less effective in
exfoliative glaucoma than in primary open-angle glau-
coma. This means that surgical interventions are often
required in these patients. Trabeculectomy is considered
as the primary procedure in exfoliative glaucoma,as it

is in glaucoma in general. Because the high intraocular
pressure in exfoliative glaucoma is probably related to
restriction of outflow, a filtering procedure is a plausible
treatment in these patients. Indeed, trabeculectomy is
reported to be less effective in exfoliative glaucoma as in
POAG. ®

Recently, deep sclerectomy has become an alterna-
tive treatment for the treatment of glaucoma. The results
are comparable with those of trabeculectomy, but there
are fewer complications and they are usually mild. ©

The aim of this study was to compare the surgical
outcomes of deep sclerectomy in exfoliative glaucoma
and primary open-angle glaucoma.

SUBJECTS AND METHODS

This study was conducted on 45 eyes of 35 patients
with medically uncontrolled exfoliative glaucoma and
primary open-angle glaucoma attending Mansoura
University Ophthalmic Center. Surgery was performed
in eyes with uncontrolled glaucoma, defined as certain
progression of glaucoma in terms of deterioration of
visual field confirmed in at least three consecutive ex-
aminations or impossibility to achieve target IOP with
medical therapy. Patients with secondary glaucoma or
types of primary glaucoma other than ExG or POAG, or
had previous ocular surgery, and advanced lens opacities
were excluded from this study.

The selected patients were classified into

Group I: This group included 20 eyes of 15 patients
with exfoliative glaucoma had deep sclerectomy. Their
age ranged from 45 to 60 years.
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Group II: This group included 25 eyes of 20 pa-
tients with primary open-angle glaucoma had deep scle-
rectomy. Their age ranged from 43 to 62 years.

Preoperative Assessment

All patients were subjected to full ophthalmic ex-
amination including; best-corrected visual acuity mea-
suremnt with snellen chart at 5 m, Goldmann applanation
tonometry,visual field testing with Humphrey 24-2 full
threshold program,gonioscopy with Goldmann lens,and
slit-lamp examination of anterior and posterior segment.

In addition,clinical data as age,gender,history of
any surgical intervention, and the use of antiglaucoma-
tous medications were recorded.

Surgical Procedure

General anaesthesia was used in all patients. A lid
speculum was applied in the eye. A bridle superior rectus
traction suture used to inferoduct and manipulate the
globe during the procedure.

Deep sclerectomy

The surgery was performed as follow: after making
a fornix-based conjunctival flap (Figure 1), A 5x5 mm
rectangular superficial scleral flap 1/3 scleral depth was
dissected (Figure 2). Careful haemostasis of the exposed
sclera using wet field cautery was performed. The super-
ficial scleral flap has to be continued 1-1. 5Smm anteriorly
into clear cornea. A second deep scleral flap 4x4mm and
leaving a thin layer of scleral tissue over the choroid and
ciliary body was dissected. A horizontal dissection was
performed starting posteriorly and moving anteriorly us-
ing a crescent blade. Schlemm’s canal was automatically
unroofed by removing the endothelial layer near the
limbus (figure 3). To facilitate the identification of the
Schlemm’s canal, the assistant should keep the dissec-
tion area dry. Also, the tissue can be pushed laterally with
the cutting blade for a clearer vision of the Schlemm’s
canal. The dissection was continued anteriorly using
a blunt spatula or sponge to find the natural cleavage
plane between Descemet’s membrane and corneal stro-
ma. When Descemet’s membrane has been exposed for
Imm, the second deep scleral flap was excised. At this
stage, aqueous was seen percolating through the anterior
trabeculum and Descemet’s membrane. The superficial
scleral flap was sutured with 10-0 nylon sutures (usually
2 sutures, one at each corner) (Figure 4).

Following surgery, all eyes received topical antibiot-
ic and corticosteroid three times daily, then they tapered
and discontinued after 4-6 weeks. The patients were fol-
lowed up for 12 months. Patients were examined one day
postoperative, then every week in the first month, then
monthly.

Follow-up of patients:

The outcome of the surgical procedures were evalu-
ated according to:

= Intraocular pressure (IOP) without medication.
Three measurements with Goldmann applanation to-
nometer were recorded in each eye, the mean of which
was used in the calculation.

Fig. 1. Fornix-based conjunctival access in the upper quadrant.
A 5x5mm superficial scleral flap is performed

Fig. 2. Dissection of deep scleral flap in the posterior part of the
scleral bed.

Fig. 3. Deroofing of the inner wall of Schlemm’s canal.
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Fig. 4. Closure of the superficial scleral flap.

= Visual field testing with a Humphrey automated
visual field analyzer (Humphrey Zeiss, Dublin, CA)
program 24-2 central threshold was carried out before
surgery and 6, 12 months after surgery.

= Best-corrected visual acuity was measured using
snellen line chart, and the logarithm of the minimum
angle of resolution visual acuity was calculated and used
for all statistical analysis. An increase or decrease in vi-
sual acuity was defined as a change of more than 0. 2
in logarithm of the minimum angle of resolution visual
acuity.

= Biomicroscopic classification of the filtering bleb
(Picht G, and Grehn F)19 into: type 1 bleb, presence of
microcysts, diffuse borders and no or little vasculariza-
tion (favourable bleb). Type III bleb, presence of cork-
screw vessels, prominent vascularization, dense scar tis-
sue and demarcation of bleb borders (unfavourable bleb).
Type 11 bleb, intermediate bleb (less favourable bleb).

= Presence of complications such as; perforation
Descemet's membrane, shallow anterior chamber, hy-
potony, IOP spike, hyphema were recorded.

= Need for further treatment [needling, 5-fluoroura-
cil injection (0. 2ml/5mg), and Nd: YAG Laser gonio-
puncture]. Goniopuncture was done using YAG Laser in
the free running Q-switched mode, energy ranging from
4 to 8 mj, 4-15 shots were applied. The aiming beam was
focused on the semitransparent trabeculo-Descemet's
membrane, with a gonioscopy contact lens.

Success of the procedure was defined as a complete
success with an IOP < 21 mmHg without glaucoma med-
ications. A qualified success was defined as an IOP < 21
mmHg with medical therapy. A failure was defined as an
IOP > 21mmhg with or without glaucoma medications
or when further glaucoma interference was required.

Statistical analysis

Was done using SPSS program version 10. Student’s
t test was for comparing means of quantitative data. To
evaluate the difference in IOPs between follow-up in-
tervals, the paired t test was used. All t test were tailed.

Categoric variables were evaluated with the chi-square
test, or the Spearman rank correlation as appropriate. A
level of P <0. 05 was considered statistically significant.
Success was evaluated on the basis of Kaplan-Meier cu-
mulative probability (long-rank test).

RESULTS

The study included 45 eyes of total 35 patients
with medically uncontrolled exfoliative glaucoma and
primary open-angle glaucoma. 20 eyes with exfoliative
glaucoma had deep sclerectomy(Group I), and 25 eyes
with primary open-angle glaucoma had deep sclerectoy
(Group II).

Table (1): List preoperative demographic and clini-
cal characteristics of patients in the studied groups. There
was no statistically significant difference in age, gender,
mean IOP, mean cup: disc ratio, mean deviation, loga-
rithm of minimum angle of resolution of best-corrected
visual acuity and number of antiglaucoma medication
between both groups (P= 0. 65, P= 0. 75, P=0. 85, P=
0.57,P=0.73,and P=0. 67, P= 0. 61 respectively, chi-
square test and unpaired t test).

Table (1)
Preoperative demographic and clinical data of the studied
patients
Group
Parameters ExG Group | POAG Group p*
Number of eyes 20 25
Mean age (years) 525+35 | 544+3.44 | 0.65
Gender (M:F) 7:13 9:16 0.75
Mean IOP (mmHg) 245+3.1 22.1+23 | 0.85
Mean cup: disc ratio 0.61£0.51 | 0.63£0.26 | 0.57
Mean deviation (dB) -18.0 £ 6.14 | -16.62+ 5.42| 0.73
Log MAR best
+ +
corrected VA 0.625+.81 | 0.575+0.31 | 0.67
No. ofantigluwcoma | 31451 | 58118 | 06l
medications
M:F = Male: Female, IOP = Intraocular Pressure, V. A = Vi-
sual acuity

Log MAR = Logarithm of minimum angle of resolution,
No. = number
*Results of the paired t test and chi-square test.

Table (2): Showed that there was significant reduc-
tion (p < 0. 01) in IOP at all visit through out the fol-
low-up period in both groups. On the other hand, there
was no significant difference in mean postoperative IOP
between the two groups at intervals of one day,one week,
one month, three months, six months, nine months, and
twelve months visits (P= 0. 65,P=0. 34 P= 0. 28, P= 0.
65, P=10.46, P=0. 36, and P= 0. 61 respectively).

Table (3): List postoperative complications and
adverse events in both groups. The postoperative com-
plications were mild,and no statistically significant
differences between the both groups were found. The
most complications were intraoperative perforation
of trebeculo-Descemt’s membrane,shallow anterior
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chamber,minimal hyphema,hypotony,and IOP spikes.
Two eyes (one in each group) developed choriodal de-
tachment two months postoperatively and healed under
observation within three months.

Table (2)
Postoperative IOP (mmHg) results of the studied patients
b Group ExG Group | POAG Group | P*
aramete
Befor surgery 252+ 1.4 24116 | 0.81
One day postop 11.242.1 10.6+2.3 0.65
One week postop. 14.1 £ 3.1 14.3+2.0 0.34
One month postop. 151£32 | 159+26 | 0.28
Three months postop. 159+3.6 16.7 £ 2.1 0.65
Six months postop. 164+£24 17.6 £3.8 0.46
Nine months postop. 16.1 £3.2 16.4 £3.0 0.36
Twelve months postop. | 17.6 = 3.5 16.1£4.6 | 0.61

mmHg = Millimeters of mercury, postop. = postoperatively
*Unpaired t test for intraocular pressure

Table (3)
Surgical complications and adverse events of the studied
patients
G
Parameters TOUP | £xG Group | POAG Group | P*
Perforation of TDM 2 (10%) 3(12%) 0.65
Shallow anterior
chamber 2 (10%) 2 (8%) 0.65
Hyphema (= 2mm) 3(15%) 2 (8%) 0.81
Hypotony (< SmmHg) 1 (5%) 2 (8%) 0.36
10P spikes (> 30mmHg) | 2 (10%) 3(12%) 0.68
Cataract progression 1(5%) 2(8%) 0.68
Choroidal detachment 1(5%) 1 (4%) 0.65
Endophthalmitis 0 (0%) 0 (0%)

TDM= Trabeculo-Descmet’c membrane
* Results of chi-square test

Table (4): Showed that mean deviation = SD in
Humphrey visual field analyzer testing results at baseline
was -18. 60+6. 31dB in the ExG group, and -17. 81£6.
61dB in the POAG group (P = 0. 68). Improvement of
mean deviation was -17. 43 & 4. 19 dB at 6 months and
-16. 92%5. 31 dB at 12 months in the ExG group, and -
16.96 = 6. 17dB at 6 months and -16. 17£6. 42 dB at 12
months in the POAG group (P = 0. 48 at 6 months; P=
0. 81 at 12 months). At 12 months, the mean deviation in
the POAG group was better than that in the ExG group,
but this improvement was not statistically significant.

Regarding corrected pattern standard deviation
(CPSD) £ SD in Humphrey visual field analyzer testing
results at baseline was 7. 15+5. 6 dB in the ExG group,
and 6. 81£3. 1dB in the POAG group (P = 0. 71). Im-
provement of CPSD was 6. 85 & 3. 6 dB at 6 months and
6.21+4. 1 dB at 12 months in the ExG group, and 6. 51
+ 2. 1dB at 6 months and 5. 8143. 7 dB at 12 months in
the POAG group (P = 0. 84 at 6 months; P=0. 56 at 12
months). At 12 months, the CPSD in the POAG group
was better than that in the ExG group, but this improve-
ment was not statistically significant.

In both groups, all eyes showed an increase of more
than 0. 2 in logarithm of the minimum angle of resolu-
tion best corrected visual acuity at 12 months compared
with the preoperative level. At 12 months, the mean best
corrected visual acuity in the POAG group was better
than that in the ExG group, but this improvement was
not statistically significant.

Table (4)
Changes in visual field and best-corrected visual acuity in the
studied patients
Parameters Group | .G Group | POAG Group | P*
= Mean deviation (dB)
Baseline -18.601+6.31 | -17.81+6.61 | 0.68
6 months -17.43+4.19 | -16.9616.17 | 0.48
12 months -16.92+5.31 | -16.17+6.42 | 0.81
= Corrected pattern
standard deviation (dB)
Baseline 7.15£5.6 6.81£3.1 0.71
6 months 6.8513.6 6.51+£2.1 0.84
12 months 6.21+4.1 5.81+3.7 0.56
= Best corrected visual
acuity
- base line (%)
>0.5 5(25%) 4(16%)
0.1-0.4 11(55%) 16(64%)
<0.1 4(20%) 5(20%)
Mean * SD (log MAR) | 0.617+0.84 | 0.646+0.18 | 0.61
- 12 months (%)
>1.0 13(65%) 19(76%)
0.5-09 5(25%) 5(20%)
0.1-0.4 2(10%) 1(4%)
<0.1 0(0%) 0(0%)
Mean + SD (log MAR) |0.016+0.064 | 0.019+0.013 | 0.26

Log MAR = Logarithm of the minimum angle of resolu-
tion
SD = Standard Deviation * Results of the paired t test

Table (5): Revealed the bleb outcomes in both
groups. In ExG group, a type I filtering bleb was present
in 14 eyes, a type Il filtering bleb was present in 4 eyes,
and a type 111 bleb was present in 2 eyes. But in POAG
group, a type I filtering bleb was present in 18 eyes, a
type II filtering bleb was present in 5 eyes, and a type I11
bleb in 2 eyes. No significant difference in clinical bleb
outcome between the two groups.

Table (5)
Bleb outcomes in the studied patients

Group

P ExG Group POAG Group pP*
arameters
No. of eyes 20 25

Bleb 1 14 (70%) 18 (72%) 0.34

Bleb 2 4 (20%) 5(20%) 0.71

Bleb 3 2 (10%) 2 (8%) 0.46
Bleb 1= Favourable bleb Bleb 2 = Intermediate bleb with scar
slight

Bleb 3 = Unfavourable bleb with progressive scarring
* Results of chi-square test
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Table (6): Revealed the surgical outcomes at 12
months in both groups. 18 eyes (90%) in the ExG Group
and 23 eyes (92%) in the POAG group were considered
to be successes, whereas 8 eyes (40%) in the ExG group
and 11 eyes (44%) in the POAG group were considered
to be complete successes (P=0. 7). Failure was recorded
in 2 eyes (10%) in the ExG group, and 2 eyes (8%) in the
POAGgroup (P=0. 4).

Table (6)
Surgical outcomes at 12 months in the both groups
Group POAG "

Parameters EXG Group Group P
No. of eyes 20 25

Overall success 18 (90%) | 23(92%) | 0.36
Complete success 9 (45%) 10 (40%) | 0.69
Qualified success 9 (45%) 13(52%) | 1.00
Failure 2 (10%) 2 (8%) 0.41

* Results of chi-square test

Table(7): Showed the use of glaucoma medications
pre-and postoperatively in both groups. The mean num-
ber of antiglaucoma medication decreased from a pre-
operative level of 3. 1+2. 1 to a postoperative level of 2.
1£1. 2 in the ExG group, and from a preoperative level
of 2. 8x1. 8 to a postoperative level of 1. 8+1. 5 in the
POAG group. There was no statisticaly significant dif-
ference between ExG and POAG groups in the pre-and
postoperative number of antiglaucomatous medications
used.

Table (7)
Pre-and posoperative use of antiglaucomatous drugs in both

groups

Group | ExG POAG p*
Parameters Group Group
NO.of eyes 20 25
Preop. number of glaucoma | 3 145 115 8418|061
medications
Preop. number of doses per day | 4.5+3.1|3.7£1.6| 0.73
Postop. number of glaucoma 1, 1, 51} g41 5| 5]
medications
Postop.number of doses per day | 1.8+1.6 | 1.4£1.8| 0.71

Preop. = Preoperative, Postop. =Postoperative
* Results of chi-square test

DISCUSSION

As a disease, glaucoma may be more aggressive
in eyes with pseudoexfoliation and surgery is often
needed. !V Trabeculectomy showes long-term suc-
cess in exfoliative glaucoma,and certain study have
been reported that trabeculectomy might be more ef-
fective in exfoliative glaucoma than in POAG. ® After
trabeculectomy,however, the risk of complications such
as long-standing hypotony is relatively high. 1?

The major advantages of nonpenetrating surgery is
that it precludes the sudden hyoptony that occurs fol-
lowing trabeculectomy by creating progressive filtration

of aqueous humor from the anterior chamber to the sur-
gically created intrascleral space, through the trabeculo-
Descemet’s membrane. 9

Hamarad et al ¥, have shown that the membrane
peeled in deep sclerectomy consists of the inner wall of
Sclemm’s canal,and the juxta-canalicular tissue,which
are considered to be the site of highest outflow resis-
tance. Also, the creation of the trabeculo-Descemet’s
membrane dramatically increases facility of outflow,but
at the same time offers enough ressistance to prevent
sudden globe decompression that commonly occurs af-
ter trabeculectomy. (»

Deep sclerctomy is an operation that has a slow
and difficult learning as perforation of the anterior
chamber may occur frequently. With the introduction
of a trabeculotome into the Schlemm’s canal prior to
the dissection of the second flap,short learning curve is
achieved with less icidence of perforation of the ante-
rior chamber. (9

As, the pathogenesis for high IOP in exfoliative
glaucoma eyes is probably a reduction in the trabecu-
lar outflow caused by the pseudoexfoliative material,
thus the material might progressively accumulate on
the trabeculo-Descemet’s membrane and,after a long
time,obstruct the filtration. However, the present study
considered the successfull of surgery after 12 months.

The present study,was to compare the surgical out-
comes of deep sclerectomy in exfoliative glaucoma and
primary open-angle glaucoma eyes.

In the present study,the mean IOP decreased sig-
nificantly to 17. 6+3. 5 mmhg in the ExG group,while
the mean IOP in POAG was decreased significantly to
16. 1+4. 6 mmhg after 12 months. There was no sig-
nificant statistical difference in IOP reduction between
ExG and POAG eyes during the mean follow-up of 12
months. This similarity in results has been reported by
Rekonen et al. 7

Cosidering the postoperative complications and ad-
verse events,there was no significant ststistical difference
between ExG and POAG eyes. The rate of shallowing
of the anterior chamber,hyphema,hypotony,and cho-
riodal detachment was comparable to the data in pre-
vious studies. %19 Intraoperative microperforation of
trabeculo-Descemt’s membrane,and postoperative IOP
spikes were more observed in POAG group. This consis-
tent with Klink et al @, Perforation of the thin trabecu-
lo-Descemt’s membrane during dissection was reported
to occur in 8-33% of patients. When dissecting with a
blade,the major problems are either perforation into an-
terior chamber or insufficient tissue removal. Schlemm’s
canal a valuable landmark in this procedure. Thus,only
the roof could be removed and the lumen of the canal
was preserved as guiding landmark. However,laser dis-
section offers improved safety to locate Schlemm’s ca-
nal and dissect the important structures by enabling the
surgeon to proceed layer in layer in a highly controlled
manner. ?9
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At last follow-up, mean deviation and corrected
pattern standard deviation of ExG group was -16. 92+5.
31dB,6. 21+4. 1dB respectively,and of POAG group was -
16. 17+6. 42dB,5. 81+3. 7dB respectively. This difference
between both groups was not significant. Improvement of
mean deviation and corrected pattern standard deviation
were observed in both groups. The preoperative range of
visual acuity in ExG group was 0. 62+0. 84 and in POAG
group was 0. 65+0. 18. At last follow-up,improvement
of visual acuity in ExG group was 0. 02+0. 06,and in
POAG group was 0. 02+0. 01 at 12 months. No statisti-
cally significant in improvement of visual acuity were ob-
served between both groups (P=0. 26). Failure of visual
acuity improvement postoperatively included poor visual
fields,glaucomatous optic neuropathy,and cataract pro-
gression. This comparable with Klink et al. ?*

Considering the postoperative bleb outcome, the
current study found that favourable blebs were 70% in
ExG group and 72% in POAG, with no statistically sig-
nificant difference between both groups. Postoperative
blebs were flat and localized.

The mean number of the preoperative anti-glau-
coma medications was 3. 1 in the ExG group,and 2. 8 in
the POAG group. At the last follow up,average number
of medications was 2. 1 in the ExG group,and 1. 8 in
the POAG group at 12 months. The difference between
two groups was not significant (p=0. 51). The number
of postoperative medications used and the level of IOP
tended to be lower in the POAG group compared with
the ExG group up to 12months postoperatively.

This may lead to speculation that, there is greater
trend towards increasing IOP and the need for more glau-
coma medications in the ExG group. This result may at-
tributed to the hypothesis that pseudoexfoliation material
might accumulate in the inner trabecular meshwork in the
operation region and subsequently obstruct the outflow.
This consistent with Wishart et al®). On the other hand,
Drolsum L™, found no difference between ExG eyes and
POAG eyes treated with deep sclerectomy.

In the current study, the overall success rates of
achieving IOP <21mmHg at postoperative 12 months
were 90% in the ExG group and 92% in the POAG group,
with no statistically significant difference between both
groups. Furthermore, the rate of complete success was
higher in the ExG patients. The number of the cases of
qualified success, however, tended to be higher in the
POAG group compared with the ExG group. This con-
sistent with Drolsum L??,

The advantage of deep sclerectomy over trabecu-
lectomy is the development of fewer postoperative com-
plications which can in some instances precipitate or
accelerate surgical failure. Moreover,trabeculectomy is
associated with susequent cataract formation,and hy-
potony resulting in increased breakdown of the blood-
aqueous barrier and increased inflammatory mediator
release and it has been associated with decreased survival
time of blebs. ®¥

Nonpenetrating filtering deep sclerectomy seems
especially appropriate in exfoliation glaucoma,as it in-
creases permeability of the blood-aqueous barrier,as well
as minimises the risk of fibrinous reaction in intraocular
surgery such as trabeculectomy,and it minimises intra-
ocular inflammatory response. ?

Deep sclerctomy has previously proved itself a good
and safe of treating POAG surgically. The present study;,
showed that this procedure had comparable results for
the treatment of both ExG and POAG.
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ITYBOKAS CKIIEPAKTOMMUSA MPU BKCOOTUATUBHON IMAYKOME
U MEPBUYHOM OTKPBITOYTOJIbHOWM IMIAYKOME.

Th. H. Mokbel, A. A. Ghanem, A. I. Moawad, I. M. Nafie.
Mamncypa, Eruner

IIpoBeneHo conmocTaBlIeHUE Pe3yIbTaTOB HEIIPOHUKAIOIEH IIyOOKOM CKIEPIKTOMUU Y OOJIbHBIX 3KC(hOoIra-
TUBHOI ry1ayKomoii (D) 1 mepBUYHOI OTKPBITOYToIbHOM riaykoMoii (ITOYT).

Omnepanuu nipoBeaeHbl Ha 20 razax ¢ OI' u Ha 25 rnazax — ¢ [1IOVYT. IlocneonepalimoHHOE BHYTPUTIa3HOE
nasneHue (BI'J1), KoandecTBO MpUMEHSIEMbIX aHTUTJIAYKOMATO3HBIX IIpernapaToB, OCTPOTa 3peHUsI, YCIIeX ornepa-
LIMY ¥ KOJIMYECTBO OCJIOXHEHUIA ONpeAe/IsUIMCh Y MALIMEHTOB 00euX IpyII ciycTs 12 MecsiueB. ITonHbIM ycriexom
JICYEHMST CUMTAIIOCh JOCTUKEHME ToceonepauoHHoro ypoBHs BI/l < 21 MM pT. CT. 6€3 MeAMKaMEeHTO3HOM Te-
panuu.

ITocne onepaunu cpenquuii ypoeHb BI'JI mpu o6oux Buaax riaayKoMbl ObLT 3HaUMTeIbHO (p<0,05) HuXe mpe-
nporepanonHoro. B rimazax ¢ BT on coctasmi (17,613,5)MM pT. CT.

Yepes 12 MecsilieB NOJHBINA ycIiex TOoCTUTHYT B 45% a3 ¢ OI' u B 40% a3 ¢ ITOYI. OTHOCUTENIbHbIM YC-
nex — B 45% u 52% r1a3 COOTBETCTBEHHO.

ITo ocTanbHBIM M3YYaBIIMMCS ITOKA3aTEISAM CYIIECTBEHHBIX PA3IMYMil MEXIY IPYIIIaMU OOJbHBIX HE OTME-
YEHO.

ABTOpBI IPUXOMST K 3aKJIIOYECHUIO O TOM, YTO [JIyOOKast CKIIEPIKTOMUS sIBJIsieTCs 3(P(HEeKTUBHBIM CPEICTBOM
cHUXKeHus1 ypoBHs1 BI' I, yMeHbI1aeT HEOOXOAMMOCTb B ITOCICONEPALIMOHHOM MEeINKAMEHTO3HOM JIeYEHU N, a TaK-
K€ CIIOCOOCTBYET CHUXKEHUIO YaCTOThI CEPbE3HBIX OCIOXHEHMI TpU 00erx (PopMax IIayKOMbI.
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