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Modified Full Thickness Eyelid
Transection for Eyelid Lengthening in
Primary Congenital Eyelid Retraction:

Case Report

Primer Dogumsal Ust Kapak Retraksiyonunda
Kapagin Uzatilmasi Icin
Modifiye Tam Kat Kalinlikta Kapak Kesisi

ABSTRACT In this case report, we present a 20-year-old male patient with primary congenital
upper eyelid retraction in whom a modified full thickness eyelid transection (blepharotomy) was
performed for cosmetic purposes. The diagnosis was established based on ophthalmologic exami-
nations, biochemical analyses, and imaging methods. Eyelid crease, palpebral aperture and scleral
show were measured pre- and post-operatively, and eyelid margin contour was evaluated. Under
local anesthesia, a full-thickness blepharotomy along the length of the eyelid was performed by
leaving approximately a 3-mm wide tarsoconjunctival bridge intact in the pupillary axis. After
surgical intervention, 3mm ptosis/descent was achieved in the eyelid position. No asymmetry
was detected between the right and left eyelid crease heights, and there was 1 mm asymmetry be-
tween the eyelid apertures. The present modified full thickness eyelid transection (blepharo-
tomy) was considered a safe, effective and easy technique to be performed in primary congenital
upper eyelid retraction.
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OZET Primer dogumsal {ist kapak retraksiyonlu 20 yasindaki olguda modifiye tam kat kalinlikta
kapak transeksiyonu (blefarotomi) ameliyatinin etkinligini arastirmak amaglanmistir. Oftalmolojik
muayene, biyokimyasal tetkikler ve goriintiileme y6ntemleri ile kapak retraksiyonuna neden olabi-
lecek diger etyolojik faktorler dislanarak primer dogumsal iist kapak retraksiyonu tanisi: konuldu.
Cerrahiden 6nce ve sonra kapak krizi, palpebral agiklik ve skleral show ol¢timleri ile birlikte kapak
kenar konturii degerlendirildi. Lokal anestezi altinda pupiller eksende yaklagik 3 mm genisliginde
bir tarsokonjonktival képrii birakilip kapak uzunlugu boyunca tam kat kalinlikta blefarotomi yapildi.
Cerrahi girisim sonrasinda kapak seviyesinde 3 mm diisme saglandi. Tki gozde kapak kivrimi yiik-
seklikleri agisindan asimetri olusmazken kapak seviyeleri arasinda 1.0 mm asimetri oldugu gozlendi.
Primer dogumsal iist kapak retraksiyonunda modifiye tam kat kalinhkta kapak iranseksiyonu (blefa-
rotomi) tekniginin giivenli, kolay 6grenilip uygulanabilen ve etkili bir yéntem oldugu diisiiniildi.

Anahtar Kelimeler: G6z kapaklari; cerrahi, plastik; graves oftalmopatisi
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yelid retraction may occur due to various neurogenic, myogenic or
mechanical reasons.! In addition to accompanying conditions such
as epiphora and foreign body sensation and associated complications
such as punctate keratitis and corneal ulcerations in severe cases, eyelid re-
traction also represents a cosmetic problem for the patient. The aim of the
surgical intervention is both to prevent corneal exposure and to provide
cosmetic rehabilitation.? There are different surgical techniques including
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mullerotomy, spacer material use, levator recession
with adjustable sutures, central aponeurosis disin-
sertion, and modified levator recession, which are
used together with levator aponeurosis recession or
alone in upper and lower eyelid retraction caused
by various reasons.>®

Despite numerous diseases that lead to eyelid
retraction, there is a short list of differential diag-
nosis for congenital unilateral upper eyelid re-
traction, particularly in the neonatal period. The
most common reasons include thyroid ophthal-
mopathy, orbital hemangiomas, levator muscle fi-
brosis, and aberrant regeneration of the third
cranial nerve.” The possibility of lack of etiologi-
cal factors should be kept in mind in some patients
with congenital eyelid retraction.? In the present
case report, full thickness eyelid transection,
which was previously defined in the treatment of
Graves’ disease, was modified and performed on a
patient, who was diagnosed with primary con-
genital upper eyelid retraction after ruling out
other etiological factors based on various preoper-
ative analyses and in whom surgery was planned
for cosmetic purposes.

I CASE REPORT

Surgical intervention was planned for cosmetic
purposes in a 20-year-old male patient, who was
diagnosed with primary congenital upper eyelid re-
traction after ruling out etiological factors that are
likely to cause eyelid retraction based on preoper-
ative ophthalmologic examinations, biochemical
analyses, and imaging methods (Figure 1). In the
present patient, serum thyroxine level was normal
and orbital magnetic resonance imaging (MRI) re-
vealed no pathological finding in the extraocular
muscles and superior rectus-levator muscle com-
plex, as well as in the orbital content. Moreover,
no clinical sign of aberrant regeneration of the
third cranial nerve was detected. Synkinetic ab-
normalities such as Marcus Gunn jaw-winking
phenomenon were not observed. The patient un-
derwent a complete ophthalmologic examination
including evaluation of visual acuity and slit lamp
biomicroscopic examination the day before the sur-
gery, as well as at the postoperative 1% day, 1*

274

-

FIGURE 1: Before surgery.

week, 1 month, 3" month and 36" month. Palpe-
bral aperture, scleral show, and eyelid crease were
measured in mm, and the contour of the eyelid
margin was evaluated. Based on the classification
defined by Mourits and Koornneef, target surgical
outcomes were as follows: 1) 0.5-1.5 mm covering
of the cornea by the upper eyelid in the 12 o’clock
position, 2) maximum difference being 1 mm in
eyelid aperture between the right and left side, 3)
smooth eyelid contour, 4) the eyelid crease being 7-
10 mm from the eyelid margin, and 5) patient being
satisfied. An informed consent was obtained from
the patient.?

Full thickness eyelid transection, which was
previously defined for Graves’ disease by Hintschich
and Haritoglou, was modified and performed as the
surgical method.? After sterilization of the surgical
area and subcutaneous and subconjunctival local
anesthesia using 1-1.5 mL bupivacaine 0.5% with
adrenaline (1:200000), a transcutaneous skin inci-
sion was made at the level of the skin crease (Fig-
ure 2). In the original technique, all layers except
the conjunctiva are transsected following skin in-
cision, whereas in the present modified technique,
a 3 mm tarsoconjunctival bridge was left in the
pupillary axis when the tarsus was reached; thus, a
full-thickness blepharotomy along the length of
the eyelid was performed (Figure 3). Although
Hintschich and Haritoglou emphasized that the
central bridge of conjunctiva should be at least 3-4
mm to avoid ptosis development and to maintain a
good and natural eyelid contour,? we formed a tar-
soconjunctival bridge including the tarsus together
with the conjunctiva to avoid potential postopera-
tive ptosis (Figure 4). At the end of the surgery, ap-
proximately 1 mm covering of the cornea by the
upper eyelid was provided, and the wound was
closed using continuous subcutaneous 6/0 vicryl
suture (Figure 5).

Turkiye Klinikleri ] Case Rep 2014;22(4)



Ophthalmology

Kartal et al.

FIGURE 2: Intraoperative-1.

The patient was followed up for 36 months.
Preoperatively, the upper eyelid retraction was 4
mm, and the scleral show was 2 mm. A 3 mm drop-
ping at the lid margin was obtained after the surgery
and by shortening the palpebral aperture, a sym-
metrical appearance with the other eye lid was
achieved. No asymmetry was detected between the
right and left eyelid crease heights, and there was 1
mm asymmetry between the eyelid apertures. At the
end of the following period in the operated eye,
upper eyelid margin was above 4.5 from pupillar axis
and the case was received as succesful (Figure 6).

I DISCUSSION

The method defined by Hintschich and Haritoglou
is different from full thickness eyelid transection
defined by Elner et al.’ A central 3-4 mm bridge of
conjunctiva left in the pupillary axis both maintain
a natural and good eyelid contour and prevents
postoperative ptosis. In the present modified tech-
nique, leaving a tarsoconjunctival bridge, including
not only the conjunctiva but also the tarsus, was
deemed suitable for the prevention of ptosis. The
original technique was planned to be performed in
a second surgery in the event of an insufficient cor-
rection or recurrence by dissecting the central tarsal
tissue; however, the patient, who was followed for
three months, did not require a second surgery.

Both the original technique and the present
modified technique have some advantages in addi-
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FIGURE 3: Intraoperative-2.

FIGURE 5: After surgery.

FIGURE 6: 36" month after surgery.
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tion to predictable and satisfying anatomical out-
comes. Firstly, both methods are simple and do not
require advanced surgical skills or experiences as
compared to the other methods defined in the
past.®® Secondly, both methods are applicable for
the retraction of upper eyelid of any degree. In

conclusion, the present study demonstrated that
full thickness eyelid transection can be used for se-
cure and safe lengthening of the upper eyelid in the
primary congenital upper eyelid retraction, as is in
Graves’ disease, and that it is preferable because of
being an easy technique to learn and apply.
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