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Résumé

Prise en charge chirurgicale du syndrome de l'orbite énucléée ?

Une étude pronostique rétrospective

Contexte : Le syndrome de l'orbite énucléée (SOE) est une séquelle difficile a corriger chez

les patients anophtalmes qui nécessite souvent plusieurs interventions chirurgicales.

Objectif : Le but de cette étude rétrospective monocentrique était de rapporter notre
expérience sur la prise en charge du SOE ainsi que les facteurs prédictifs d'une prise en

charge en plusieurs étapes.

Matériel et méthodes : Tous les patients traités chirurgicalement pour un SOE entre 2006 et
2020 au centre hospitalier universitaire de Tours (France) ont été inclus. Les données
démographiques et médicales pré et postopératoires ont été recueillies. La chirurgie a été

considérée comme réussie lorsqu'aucun symptdme clinique de SOE n'a été observé.

Résultats : Trente-six patients ont été inclus, 22,2% d'entre eux ont vu leur SOE corrigé apres
la premiere chirurgie. Dans 1'analyse multivariée (MVA), le symptome du creux sus palpébral
est resté le principal facteur significatif associé a une correction incomplete apres la premiere
chirurgie (OR 45,5, IC 95% (3,481-594,6), p=0,004). Pour les corrections ultérieures, le
ptosis ¢tait le seul facteur pronostique significatif nécessitant plusieurs interventions
chirurgicales (p=0,005). A la fin de la prise en charge, 94,4% des patients ont eu des résultats

satisfaisants.

Conclusions : La prise en charge dun SOE implique la correction a la fois de la cavité
orbitaire et des tissus mous. Bien que sa correction soit complexe et prenne du temps dans la
majorité des cas, les patients doivent étre informés que le résultat cosmétique final reste bon

au prix de plusieurs interventions chirurgicales.

Mots clés : Syndrome de 1'orbite, reconstruction de 1'orbite anophtalme, syndrome de 1'orbite

post-énucléation, syndrome de 1'orbite restreinte, chirurgie d'énucléation, étude pronostique.
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Summary

Surgical management of post enucleated socket syndrome?

A retrospective prognostic study

Background: Post enucleated socket syndrome (PESS) is a challenging sequela in

anophthalmic patients that often requires several surgeries.

Objective: The aim of this retrospective monocentric study was to report our experience on

the management of PESS as well as the factors predicting for a multistep management.

Material and methods: All the surgically treated patients for a PESS from 2006 to 2020 at
the University Hospital Center of Tours (France) were included. Pre and postoperative
demographics and medical data were collected. The surgery was considered as successful

when no clinical PESS symptoms were observed.

Results: Thirty-six patients were included, 22.2% of them had their PESS corrected after the
first surgery. In the multivariate analysis (MVA), the deep upper lid sulcus symptom
remained the main significant factor associated with an incomplete correction after the first
surgery (OR 45.5, IC 95% (3.481-594.6), p=0.004). For further corrections, the ptosis was the
only significant prognostic factor requiring several surgeries (p=0.005). At the end of the

management, 94.4% of the patients had satisfying outcomes.

Conclusions: The management of a PESS involves the correction of both the orbital cavity
and the soft tissues. Although its correction is complex and time consuming in the majority of
cases, the patients should be informed that the final cosmetical outcomes remain good at the

expense of several surgeries.

Keywords: Socket syndrome, Anophthalmic socket reconstruction, post-enucleation socket

syndrome, restricted socket syndrome, enucleation surgery, prognostic study
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Introduction

The orbital reconstruction after an enucleation or an evisceration surgery potentially
gives disappointing cosmetical outcomes despite an optimal management. Indeed, the
enucleation (i.e., entire removal of the eye), already suffering from a relative high risk of
acute complications (e.g., implant exposure or infection) (Yousuf et al., 2012), or even the
evisceration better covering the intra-orbital implant (i.e., four scleral petals technique (Sales-
Sanz and Sanz-Lopez, 2007), (Keilani et al., 2019), (Ranno et al., 2020) can be both
responsible for longer-term sequela such as the post enucleation socket syndrome (PESS).
The PESS is defined by set of signs of the anophthalmic cavity, potentially causing
unaesthetically complications including enophthalmos, excessive upper eyelid sulcus, lower
eyelid laxity, ptosis and postero-superior drop of the prosthesis (Vistnes, 1976). In addition, a
retraction often involves the fornix area as well which fosters the bad positioning of the

prothesis (Collin JRO., 2006).

The cause of the PESS remains complex, likely multifactorial (e.g., orbital fat
atrophy, extraocular muscle cone migration, bony loss, levator palpebrae superioris (LPS)
anomaly (Choi et al., 2005), (Devoe, 1945), (Bello and Levine, 1980), (Pfeiffer, 1987),
(Pearl, 1985) and its management strategy remains very challenging for both the oculoplastic
surgeons and the ocularists. Indeed, a perfect fitting between the orbital volume (i.e., bone
cavity and soft tissues) and the orbital implant (e.g., size) is required to get a well positioning

of the prosthesis and an optimal function.

However, when a PESS occurs, its correction can be partial, long or even
disappointing. Certain patients can be efficiently treated in a single procedure while others
require a longer management with several procedures to get acceptable outcomes.

Consequently, it seems relevant and helpful to investigate which main factors and symptoms
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are responsible for an incomplete initial correction to better predict the duration of the

surgical management and to better inform the patients about the expected results.

For this purpose, this retrospective monocentric study aimed to report our experience
on the surgical management of PESS as well as the prognostic factors or symptoms directly

impacting the number procedures.
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Materials and methods

Patient selection

We retrospectively included the cases displaying a PESS and who were operated in
the Department of Maxillofacial and Facial Plastic Surgery at the University Hospital Center
of Tours (Trousseau Hospital, France) from January 2006 to August 2020. All the surgeries
were performed by the same surgeon. The local ethics committee approved this study, and a
written consent was obtained from each patient. All the patients who had a prior enucleation
or evisceration surgery and who were then reconstructed with an intra-orbital implant and an
ocular prosthesis were included in the study. The following demographic and medical data
were collected using the patient’s medical records: age, gender, etiology of eye loss,
primary eye management (i.e., evisceration or enucleation, radiation or proton therapy,
chemotherapy), the timing of the primary intra-orbital implantation , the prosthesis
dysfunction , the characteristics of the intra-orbital implant (i.e., type, size), the type and the
number of procedures required to correct the PESS (lipostructure, fornix deepening, bone
grafting, ptosis surgery, external canthopexy, tarsorrhaphy, change of the intra-orbital
implant). The pre and postoperative severity of the PESS was rated from 0 to 5 according to
the number of symptoms (i.e., enophthalmos, excessive deep upper lid sulcus, short fornix,
ptosis, associated signs such as canthal dystopia and lower eyelid malposition; 1 point per
symptom, no symptoms= 0 point) and was graded as cured (0 point), mild (1 point), moderate
(2 points) or severe (=3 points). Enophthalmos was measured (i.e., Hertel
exophthalmometer) and defined by a 2mm difference compared to the unaffected side
(Vagefi et al., 2007) (Paik et al., 2012). Deep upper lid sulcus (DUS) was clinically evaluated
and was defined when an excessive medial sulcus was observed compared to the contralateral
side, (Kaltreider and Lucarelli, 2002) (Paik et al., 2012). The fornix was considered as short

when it prevented for a good retention of the prosthesis (Bajaj et al., 2006) (Choi et al.,
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2005). Ptosis was defined by an upper eyelid covering more than 2mm the sclero-corneal

limbus

Surgical procedure

We performed a standardized management as follow: Firstly, we assessed the integrity
of the orbital bone (i.e., framework and cavity) using a preoperative CT-scan to detect the
cases requiring a prior bone surgery (e.g., bone graft or orbital osteotomy) and/or a bigger
intra-orbital implant. Regarding the soft tissue abnormalities, an intra-orbital fat transfer (i.e.,
lipostructure) were then carried out in case of enophthalmos and/or and DUS. To correct a
severe fornix retraction, we performed a fornix deepening using a mucosal graft (i.e.,
harvested from the inner cheek) associated with a conformer and a 4-month tarsorrhaphy. In
the less severe cases displaying a lower eyelid anomaly (e.g., entropion), we preferred a
fibro-mucosal graft (i.e., from the palatal mucosa) without postoperative conformer and
eyelid closure. An external canthopexy was also performed in case of eyelid malposition
(e.g., entropion, ectropion) or canthal dystopia. The ptosis surgery was the last step by
performing a LPS muscle reattachment (i.e., resection or aponeurosis plication) or a frontal
suspension as last resort. The clinical outcomes were assessed by both the surgeon and

ocularist after each PESS surgery.
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Statistical analysis

Data were analyzed using the SPSS program V17.0 (SPSS, Chicago, IL, USA).
Mann-Whitney U and y2 Pearson tests were used for the analysis. Data were presented as the
mean + standard deviation. A p-value < 0.05 was considered as statistically significant. The
prognostic factors for unsatisfying correction were analyzed in univariate analysis using log-
rank tests for qualitative variables and univariate Cox models for quantitative variables.
Thereafter, multiple logistic regressions used backward-stepwise variable elimination (with
the variable exit threshold set at p>0.05). Factors achieving p<0.05 for association PESS
efficacity in our univariable analyses were entered into the multivariable model. All potential
explanatory variables included in the multivariable analyses were subjected to collinearity
analysis with a correlation matrix. Variables associated with one another were not included in

the model.
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Results

Population description

Thirty-six patients displaying a PESS were included in the study (see Table I). The
sex ratio was 0.89 (17 males /19 females) and the mean age at the first surgery was 52.4 Y.O
(range 18-81 Y.O). The average follow-up was 30.3 months (range 1 — 130). The PESS
occurred after an evisceration in 22 patients (61.1%), after an enucleation in 13 patients
(36.1%) and one was from unknown etiology. The main causes of eye loss were from trauma
(55.6%) or oncological (25%) origins. All the patients had their eye globe reconstructed with
an intra-orbital implant (e.g., bioceramic or silicone) from 16 to 22 mm that was placed at the
same time as the eye removal in 23 patients (63.4%). The primary eye management included
a radiotherapy, a chemotherapy or a proton therapy in 5.5%, 2.8% and 8.3% of cases
respectively. As initial symptoms, the enophthalmos was observed in 16.7% of patients, the
DUS in 55.6%, the ptosis in 58.3% and a short fornix in 38.89%. A prosthesis dysfunction

was observed in 9 cases (25%) and a lower eyelid anomaly in 19 cases (52.8%).
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TABLE I. Population description (N= 36)

Age Years
Mean 52.39
Median 50.0
Range 18 — 81
Variables Number Percentage
Sex ratio
Male 17 47.22%
Female 19 52.78%
Cause of eye loss
Trauma 20 55.60%
Malignancies 9 25.00%
Choroidal melanoma 5
Optic nerve tumor 1
Retinoblastoma 3
Others 7 19.44%
Cataract / Glaucoma 2
Steven Johnson Syndrome 1
Retinal detachment 2
Unknown 2
Side
Right 18 50.00%
Left 18 50.00%
Previous eye management
Evisceration 22 61.11%
Enucleation 13 36.11%
Unknown 1 2.78%
Late implant placement 13 36.11%
Initial adjuvant treatment
Radiation therapy 2 5.55%
Chemotherapy 1 2.78%
Protontherapy 3 8.33%
Initial symptoms
Enophtalmos 6 16.67%
Deep upper lid sulcus 20 55.56%
Ptosis 21 58.33%
Fornix anomaly 14 38.89%
Eyelid anomaly 19 52.78%
Prosthesis dysfunction 9 25.00%

Eyelid anomaly: canthal dystopia, ectropion, entropion
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The main first procedures were external canthopexy, fat transfer, ptosis surgery and
fornix deepening in 61.1%, 44.4%, 36.1%, 36.1% and 22.2% of cases respectively. Five
patients (13.9%) got their implant changed for a bigger one and 3 patients had an orbital bone
graft. On the 36 patients, a unique surgery was required in 22.2% (8 patients) while 2, 3 or
more surgeries were performed in 33.3 % and 38.9% of cases respectively to correct the
PESS symptoms. Two patients were lost to follow-up after the first surgery. When 2 or more
surgeries were required, the main procedures were ptosis surgery, external canthopexy, fat

transfer and fornix deepening in 58.3%, 36.1%, 36.1% and 22.2% respectively (Table II).

After the first surgery, we observed an incomplete correction in the majority of cases
or even the occurrence of new PESS symptoms in 11 patients as detailed in the table III.
Thus, six more patients with a ptosis and four more with a lower eyelid anomaly were

diagnosed after the first surgery.
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TABLE I1I. Surgical procedures

Nb %
First Surgery (Nb=36)
Intra-orbital implant change 5 13.89%
Orbital osteotomy 1 2.78%
Fat transfer 16 44.44%
Fornix surgery 8 22.22%
Bone grafting 3 8.33%
Ptosis surgery 13 36.11%
LPS muscle reattachment 13 36.11%
Frontal suspension 0 0.00%
External canthopexy 22 61.11%
Tarsorrhaphy 6 16.67%
Additional surgeries (N=26)
Fat transfer 13 36.11%
Fornix surgery 8 22.22%
Bone grafting 0 0.00%
Ptosis surgery 21 58.33%
LPS muscle reattachment procedures 18 50%
Frontalis suspension 3 8.33%
External canthopexy 13 36.11%
Tarsorrhaphy 1 2.78%
Number of corrections
1 8/36 22.22%
>2 26/36 72.22%
2 12 33.33%
3 10 27.78%
4 1 2.78%
5 2 5.56%
6 1 2.78%
TABLE III. Efficiency of the first surgery
Preoperative symptoms (Nb=36) Complete postoperative occurrence
correction (Nb) (Nb)
Enophtalmos 5/6 +1
Deep upper lid sulcus 12/20 +1
Ptosis 6/21 +6
Fornix anomaly 9/14 +1
Eyelid anomaly 17/19 +4

Eyelid anomaly: canthal dystopia, ectropion, entropion
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The initial preoperative average severity of the PESS was 2.2 +/- 0.89 for the whole
cohort and its evolution according to the number of surgeries is detailed in Figure 1. Finally,
the average severity score was 0.05 +/- 0.229 and 94.4% of the patients had their PESS
corrected (Figure 2). No complications such as infection, wound healing disorder or implant
exposure were observed in our cohort.

FIGURE I. Evolution of the PESS severity
Abbreviation : SD = Standard deviation

A Preoperative

Mean PESS Score : 2.2 (SD : 0.89) No PESS (no clinical sign)

Mild PESS (1 sign)
Moderate PESS (2 signs)
Severe PESS (> 3 signs)

B After One Surgery
Mean PESS Score : 1.22 (SD : 1.03)

22%

50%

Cc  After 2 or more Surgeries
Mean PESS Score : 0.05 (SD : 0.23)

6%

94%
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FIGURE 1I. Clinical outcomes of the PESS surgery.

(A) Preoperative photography showing a PESS after an evisceration (post-trauma) and
displaying an excessive DUS and a lower eyelid laxity.

(B) Outcome after the first surgery (intra-orbital lipostructure and an external canthopexy)
showing an incomplete correction of the DUS and a postoperative ptosis.

(C) Three-month final results after two more surgeries including a second lipostructure, an

additional external canthopexy and a LPS plication as last procedure.
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Factors predicting for poor outcomes

The prognostic factors that were associated with an incomplete correction of the PESS
are summarized in the table IV. At the first surgery, the univariate analysis (UVA) showed a
significant lower success in patients who had a prior delayed intra orbital implant placement
(p=0.032) or evisceration (p=0.022). The harder symptoms to correct were the DUS
(p=0.012) and the dysfunction of the prosthesis (p=0.012). Patients who underwent an intra-
orbital fat transfer also had a significant higher rate of incomplete correction (p=0.05).
All the prognostic factors which were a significant in UVA were also assessed using a
multiple logistic regression (i.e., multivariate analysis, MVA). The DUS symptom remained
the only significant factor associated with an incomplete correction (OR 45.5, IC 95% (3.481-

594.6), p=0.004) while the others were not significant.

Two patients were then lost to follow-up and 26 patients undergoing more than one
surgery were analysed. Among them, a ptosis after the first correction was the only
significant symptom that was statistically associated with a lower efficiency (OR 9.8, IC 95%
(1.3-71.5), p=0.005) that then required a higher number of procedures to get a satisfying

outcome (Table V).
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TABLE IV. Prognostic factors of the PESS surgery

UVA MVA
p-value p-value
Age <40y.o. p=0.691
<50 y.o. p=0.222
<60 y.o. p=0.651
Sexe p=1.00
Side p=1.00
Cause of eye loss p=0.450
Previous eye management
Evisceration/enucleation p=0.022 p=0.998 OR 0.2 IC 95% (0.000-NC)
Radiation p=1.00
Chemotherapy p=1.00
Protontherapy p=0.541
Symptoms
Number >1 p=0.213
Enophtalmos p=1.00
Deep upper lid sulcus p=0.012 p=0.004 OR 45.5 IC 95% (3.481-594.6)
Ptosis p=0.694
Fornix anomaly p=0.444
Eyelid anomaly p=0.695
Prosthesis dysfunction p=0.012 p=0.512 OR 0.325 IC 95% (0.011-9.388)
Late intra orbital implant p=0.032 p=0.998 OR 0.2 IC 95% (0-0.8)
Surgery
Lipostructure p=0.05 p=0.999 OR 0.41 IC 95% (0.05-12.2)
Fornix sugery p=1.00
Bone grafting p=1.00
Ptosis surgery p=0.397
External canthopexy p=0.302
Tarsorrhaphy p=0.683

Eyelid anomaly: canthal dystopia, ectropion, entropion

Abbreviation : UVA, Univariate Analysis ; MVA, Multivariate Analysis
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TABLE V. Statistical analysis of incomplete corrections after the first surgery on

subsequent procedures
2 or more surgeries
x2 test
p value
Persistent symptoms after the first surgery
Enophtalmos 1.00
Deep upper lid sulcus 0.160
Ptosis 0.005
Fornix anomaly 0.302
Eyelid anomaly 0.322

Eyelid anomaly: canthal dystopia, ectropion, entropion
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Discussion

In our study, we highlighted how the correction of PESS could be complex and time
consuming. An optimal result in a single step surgery remains uncertain (22% of our cohort)
and likely depends on several factors. Interestingly, we investigated which factors could be
responsible for an average or even disappointing results after the first surgeries and how
many procedures were often required to get satisfying functional and cosmetical outcomes.
For this purpose, we rated the patients at the different steps of the surgical management to

objectively assess the efficiency of the corrections.

Thus, the preoperative DUS was the main symptom predicting for a poor outcome at
the first correction (both UVA and MVA). Indeed, its correction is complex and mostly
involves repositioning the intra-orbital implant by fixing both the intra orbital volume and
bone abnormalities. Thereby, the first procedure should be the restoration of the bony
anatomy and also the increase of the implant size if needed (Kaltreider, 2000). In addition,
our prognostic analysis suggests that other procedures should be considered at the same time
to optimize its correction (Liu and Kai Liu, 2012). Therefore, the intraorbital and the upper
eyelid fat transfer (Malet, 2000) seems to be one of the most suitable option due to (i) its low
resorption rate (10-15%) (i1) its potential role for improving the soft tissue trophicity (iii) its
low donor site morbidity and (iv) and its technical simplicity as well. Other procedures have
to be considered such as the dermis fat gaft at the preaponevrotic space that displays good
results in filling the upper sulcus. However , its long-term resorption rate looks higher in
literature (25 to 40%) and its abdominal harvesting remains more inavsive (Gotzamanis et al.,
2001), (Kuzmanovi¢ Elabjer et al., 2010). Moreover, the dermo-fat based technique does not
easily allow a deeper correction by increasing the intra-orbital volume in patients that already
have an intra-orbital implant. Another attractive option is the use of fillers (e.g., hyaluronic

acid) allowing a fast correction of both the orbital volume and the upper sulcus (Crochelet et
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al., 2012), (Leyngold et al., 2014). This procedure is less invasive and can be carried out at
the office without general anesthesia. However, its systematical full resorption in 6 to 12
months requires repeated injections and the deep injection can be stressful for the patient and
responsible for oculo-cardiac reflex symptoms. That is why the fat transfer is preferred in our
team, especially for the most severe cases, even it often required two or more surgeries.
Consequently, the correction of the DUS being poor in a one step, it probably explains why
the lipostructure, that was widely used to correct the DUS, was also associated with an

unsatisfying primary outcome (p=0.05).

Interestingly, other symptoms predicted for a poor initial results in UVA such as the
prosthesis dysfunction (p=0.012) or a delayed intra-orbital placement (p=0.032). Indeed,
when the orbital implant was not placed at the primary eye management (i.e., evisceration or
enucleation), it likely induced a major soft tissue retraction of the anophthalmic cavity then
fostering disappointing initial outcomes. For example, in patients displaying a prothesis

dysfunction, 78% of them had a late implant placement in our series (7/9 patients).

Surprisingly, the enucleation was not a bad prognostic factor as the evisceration was
(p=0.022). Indeed, despite a higher preoperative severity score in the enucleated group
compared to the patients who underwent an evisceration (2.31 vs 2.18), the too small number
of enucleated patients (13 vs 22 patients) is probably responsible for this surprising
difference. In addition, other factors such as a prior radiation therapy were not synonym of
partial or even bad results. This observation is also probably due to the small number of

irradiated patients in our cohort (5.5%, preoperative severity score: 2.5).

We then investigated which factors were still associated with a poor outcomes despite
several surgeries (i.e., 2 or more). Finally, a ptosis following the first surgery was the only

symptom that remained challenging to correct (p=0.005). Indeed, the ptosis is one the most
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common complication occurring in anophthalmic patients (Jung et al., 2012) as initially
observed in our cohort (58%). The ptosis being not a prognostic factor at the first correction
in our study, it suggests that an initial slight ptosis, that could be partially hidden by the
enophthalmos, sometimes worsens or occurs after a DUS correction as previously reported
(Kaltreider et al., 2003), (Van Gemert and Leone, 1986) and then needs further corrections.
Indeed, this postoperative aggarvation after a DUS surgery is decribed in 15 to 20% of cases
according to the series (Crochelet et al., 2012), (Kaltreider et al., 2003) (Van Gemert and
Leone, 1986) and highlights the relationship between the intra orbital volume increase and its
occurrence (see table III). The ptosis can be from various origins (e.g., LPS injury related to
the initial disease or to the enucleation/evisceration surgery (Devoe, 1945)) or even
secondary to the intra orbital fat transfer. Indeed, this phenomenon is similarly described in
sunken eyes patients who also have a DUS correction with a fat transfer for aesthetical
concerns (Li et al., 2015). All these observations explain why the last surgical step for the

PESS management in our department generally is the ptosis surgery.

So far, a small number of studies have investigated the factors predicting for the
success of the PESS surgery. Consequently, it is relevant to identify the most complexes
symptoms to correct to better inform the patient on the surgery that generally requires a
multi-step management (78% in our cohort) as for the DUS or the blepharoptosis. However at
the end, PESS surgery gives satisfying outcomes in terms of cosmetical results in the

majority of cases (94% of cases in our series).

This work displayed the inherent limitations of a monocentric retrospective study

(e.g., data collection, moderate cohort size and single team's experience) and it should be

interesting to validate our observations through a larger multicentric and prospective study.
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Conclusion

The management of a PESS involves the correction of both the orbital cavity and the
soft tissues. The preoperative deep upper lid sulcus remains the main symptom associated
with a poor outcome after a first surgery in patients with an intra-orbital implant. Then, the
other challenging sequela to correct is the ptosis than can worsens after a DUS correction.
Basically, the patient should be informed that the final surgical results remain satisfying in

majority of cases at the expense of several surgeries.
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Résumé :

Le syndrome de I'orbite énucléée (SOE) est une séquelle difficile a corriger chez les patients
anophtalmes qui nécessite souvent plusieurs interventions chirurgicales. Le but de cette étude
rétrospective monocentrique était de rapporter notre expérience sur la prise en charge du SOE
ainsi que les facteurs prédictifs d'une prise en charge en plusieurs étapes. Tous les patients
traités chirurgicalement pour un SOE entre 2006 et 2020 au centre hospitalier universitaire de
Tours (France) ont été inclus. Les données démographiques et médicales pré et
postopératoires ont été recueillies. La chirurgie a été considérée comme réussie lorsqu'aucun
symptome clinique de SOE n'a été observé. Trente-six patients ont été inclus, 22,2% d'entre
eux ont vu leur SOE corrigé apres la premiére chirurgie. Dans l'analyse multivariée (MVA),
le symptome du creux sus palpébral est resté le principal facteur significatif associ¢ a une
correction incompléte apres la premiere chirurgie (OR 45,5, IC 95% (3,481-594,6), p=0,004).
Pour les corrections ultérieures, le ptosis était le seul facteur pronostique significatif
nécessitant plusieurs interventions chirurgicales (p=0,005). A la fin de la prise en charge,
94,4% des patients ont eu des résultats satisfaisants. La prise en charge d'un SOE implique la
correction a la fois de la cavité orbitaire et des tissus mous. Bien que sa correction soit
complexe et prenne du temps dans la majorité des cas, les patients doivent €tre informés que
les résultats cosmétiques finaux restent bons au prix de plusieurs interventions chirurgicales.

Mots clés : Syndrome de 1'orbite, reconstruction de l'orbite anophtalme, syndrome de 1'orbite
post-énucléation, syndrome de 1'orbite restreinte, chirurgie d'énucléation, étude pronostique.
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