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ABSTRACT

Although transconjunctival lower lid blephavoplasty was described many years long ago, it has only been in
rvecent years, with the advent of lasey;, that its indication has become almost impevative. Thanks to this
revival, transconjunctival blepharoplasty has been indicated in many situations. Authors have been using it
more vecently in most cases wheve vesectioning ov vepositioning of the eyelid pads is necessary. Also, when
indicated, scalpel ov laser skin vesection follows immediately. In this manney, since theve ave no lesions to
nevve and muscle structuves, mainly pre-tavsal structures, most of the complications of lower lid blephavoplasty
can be avorded.
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INTRODUCTION

Transconjunctival blepharoplasty was initially pro-
posed by Bourguet™) in 1924. Tessier® has been us-
ing the transconjunctival incision for congenital mal-
formations and traumatic deformities and
blepharoplasty in selected patients, since 1955. New
interest in the technique arose after Zarem and
Resnick’s publication in 1991, in which the authors
extended the use of transconjunctival access to pa-
tients with fine skin wrinkling, and older patients
with apparent excess skin® *. Many studies have
shown the technique to be superior in terms of ad-
equate resectioning of fat compartments, avoiding
eyelid retraction and dry eye symptoms and provid-
ing lasting results. One of the main advantages de-
scribed in relation to the conventional technique is
that transconjunctival access does not lead to dener-
vation of the pre-tarsal portion of the orbicularis
muscle® %67,

ANATOMY

The conjunctiva is a mucous membrane that covers
the eyeball and meets the lower eyelid ar a lower sac
or fornix. The conjunctiva reflects from the eyeball to
the eyelid, and the transition area is generally marked
by a transverse plexus of vessels that covers the whole
fornix in a variable fashion. Reflection ends medially
at the caruncle and laterally at the lateral canthus liga-
ment. The conjunctiva completely covers the internal
surface of the eyelid. Anterior to the conjunctiva of
the lower eyelid are the retractor muscles that emerge
as tendinous extensions of the inferior rectus muscle
and extend anteriorly. The extension involves the in-
ferior oblique muscle, enters at the lower eyelid and
inserts itself primarily at the lower portion of the rar-
sal plate (analogous to the aponeurosis of the eleva-
tor of the upper eyelid). The rtarsi of the lower eyelid
are at the upper margin of the eyelid with a maxi-
mum vertical dimension of approximately 4.5 to 5
mm. Anterior to the retractor muscle of the lower
eyelid is the orbital septum, that extends from the arcus
marginalis of the lower orbital rim to insert in the
lower tarsus. The septum acts as a barrier against the
anterior prolapse of intra-orbicular structures (fat for
example). The weakening of the structure contributes
to the appearing of orbital fat that prolapses the lower
eyelid. There is a potential space between the levator
muscles of the lower eyelid and the seprum that com-

municates with the eyelid pads of the lower orbit.
There are three different pads. The nasal pad is sepa-
rated from the medial pads by the lower oblique
muscle that emerges from the lower-nasal orbit run-
ning laterally and posteriorly upwards to its insertion
at the posterior eyeball. The lower oblique muscle is
completely located within the orbit. Although it may
be identified during the resection of the nasal pad,
identification is not necessary because the muscle is
situated behind the surgical field. The larger vessels
that feed the orbital pads are usually located within
the nasal pad. These vessels can be visualized and
should be avoided, if possible, by means of careful
dissection of the vascular branches. The medial pad is
separated from the lateral pad by an extension of the
muscles of the lower eyelid. The lateral pad generally
has the smallest anterior prolapse of the three and may
be very difficult to access. In order to access this pad
more easily, an incision to the fascia layer adjacent to
the Lockwood ligament should be made, since this
fascia frequently incarcerates the lateral fat pad. A lat-
eral portion of this pad, known as the Aisler bursa,
may extend upwards in the direction of the lateral can-
thus ligament® % 19 The surgeon’s external digital
pressure in the area may be necessary to induce pro-
lapse of the pad in the surgical field. The lower lateral
connection of the septum of the orbital margin is,
apparently, very weak. Anterior migration of the sep-
tum over the lower margin in the direction of the malar
eminence may occur, creating a potential space for all
pads, known as the Aisler recess. In the most promi-
nent part, these pads are known as malar pads, wrongly
suggesting an extra-orbital etiology. Anterior to the
septum is the anterior lamella of the lower eyelid, com-
prising the orbital orbicularis muscle and skin.
Transconjunctival access does not cover the anterior
lamella. At the medial lamella are the orbital septum
and eyelid pads, and at the posterior lamella, the leva-
tor muscles or capsulopalpebral fascia and conjunc-
tiva.

As the main vascular supply of the lower eyelid is at
the plane of the orbicularis muscle, laser resurfacing
of the lower eyelid can be performed at the same time
as the transconjuntival blepharoplasty, without con-
cern of affecting vessels. Moreover, as the orbital sep-
tum remains intact, there are few post-surgical con-
cerns related to retraction of the lower eyelid that may
occur with the transcutaneous technique.
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Fig. 1 - Exposure of the conjunctival portion of the lower eyelid, Fig. 2 — Transconjunctival incision approximately 9 mm from the
viewing the vertical and horizontal vascular network. eyelash border, or at the proximal third of the conjunctival sac.

Fig. 3 — Exposure of eyelid pads after curting the lower oblique
muscle.

Fig. 5 - Tracdon movement of the lower eyelid in order to measure  Fig. 6 — Traction of the lower eyelid after canthopexy suture and
lower eyelid flaccidity. checking resistance.
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Fig. 7 — Presence of fine wrinkles after lower transconjuncrival
blepharoplasty and canthopexy.

Fig. 8 — Laser resurfacing of the lower eyelid along with toral face
laser.

Fig. 9 — Suture of lower lid
pads around the lower or-
|| bit, medially.

SURGICAL TECHNIQUE

The patient is submitted to supervised pre-operative
sedation by the anesthesiologist, making local anes-
thetic infiltration easier. Tetracaine eye drops, a topi-
cal anestheric, are applied to the lower cul de sac, to
avoid discomfort when placing the metal eye protec-
tors that should be used during the whole laser pro-
cedure.

Patients who are submitted to blepharoplasty and la-
ser treatment receive 4 mg of intravenous
dexametasone during surgery and continue this treat-
ment by the oral route for 2 postoperative days, in
order to avoid edema.

The surgeon should sit next to the patient’s head. In
transconjunctival lower lid blepharoplasty, performed
after upper eyelid suture, we infiltrate the anesthetic
‘> hour before the procedure for the adrenaline to
take affect — we inject 1 to 2 ml of a of 2% lidocaine
solution with epinephrine at 1:100.000 added to 0.5%
bupivacaine once, using a 30-gauge needle through
the conjunctiva and muscles of the lower eyelid. A
gentle massage of the anesthetic rowards the
retroseptal tissue is recommended. The upper eyelid
is pulled to move the eyelashes and eyelid away from
the surgical field. Afterwards, we invert the lower eye-
lid and digirally press the eyeball lightly until the or-
biral far prolapses to the inferior cul de sac next to the
conjunctiva.

We invert the upper eyelashes to avoid abrasion of
the cornea when eye protectors for the laser are placed
(Jaeger protector) at the lower cul de sac and over the
eye to protect the eyeball. An assistant inverts the lower
eyelid by turning the eyelid over the prolapsed fat.
This leads to maximal protrusion of the lower orbital
pad into the interior of the subconjunctival space (Fig.
1). With the CO, laser adjusted to 6 W, in the con-
tinuous mode, with a 0.2 mm focus pointer, or com-
parable pulse mode, that is to say, 10m] power, with
10 Watts, laser Ultrapulse Coherent, we make a trans-
versal incision through the conjunctiva at the point of
greatest protrusion of the pads or maximum bulging.
Maximum bulging is 7 to 9 mm below the eyelid
margin centrally, a distance 2 to 4 mm below the lower
margin of the tarsi and, at least, 2 to 3 mm above the
transverse plexus of visible subconjunctival vessels in
the lower fornix (Fig. 2). During the incision, care
must be taken so as not to damage the plexus. De-
pending on the position of the incision, access can be
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Figs. 10, 12 and 14 — Female, 56 year-old patient, skin phototype  Figs. 11, 13 and 15 — 8-month post-operative follow-up after per-

II of the Fitzpatrick classification, presenting Glogau Classifica-  forming: upper blepharoplasty and removal of the skin and eyelid

tion, type IV, wrinkles and upper and lower lid pads, with a de-  pads, transconjunctival lower lid blepharoplasty, repositioning

pression at the level of the lower orbital margin. medium and nasal pads over the lower orbiral margin, rhytido-
plasty and laser resurfacing of the whole face.
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pre or retroseptal !V, If the parameters described above
are followed, the orbital septum is kept intact and ac-
cess is, therefore, retroseptal. The conjunctiva and the
retractors of the lower eyelid are completely sectioned
in 2 to 3 moves. Gentle pressure on the eye protector
increases prolapse of the orbital fat of the nasal, me-
dial and lateral pads (Fig. 3). The fat that emerges
anteriorly to the orbital margin is folded over a matte
Desmarres eyelid retractor, (in order not to reflect the
laser), with a delicate mouse-tooth forceps. The fat is
then sectioned using the eyelid retractor as base pro-
tector. By cutting the fat with the laser in a fairly un-
focused fashion, we maximize hemostasis. Large ves-
sels are avoided by direct visualization; an electric scal-
pel is used if necessary. The surgical wound is not su-
tured. The eye protector is removed and the lower
eyelid is repositioned superiorly to check if any pro-
lapsed pad has remained. Whenever excess residual
pad is detected, we enter the incision to attempt to
find and resection it. Once the bulging is adequately
removed, we the eyelid is pulled up and repositioned
superiorly. This restores normal anatomical relations
and helps to prevent post-operative scarring ectropion.

During this surgical stage, in most patients over 40
or with some degree of muscular flaccidity of lower
eyelids, prophylactic or, frequently, therapeutic
canthopexy is performed (Figs. 4 to 7)12 13,

In cases with deep-set eyes, or the presence of eyelid
pads accompanied by inferior depression at the level
of the lower orbital margin, we reposition the pads
rather than remove them. The same transconjunctival
access described above is used and by maneuvering
the eyelid traction 90 degrees with a delicate double
hook, we can observe the lower eyelid pads without
cutting the orbital septum. This areolar tissue is de-
tached up to the margin of the orbital margin, with-
out cutting the periosteum, exposing the nasal and
midface pads; these pads are resutured to the perios-
teum of the lower orbital margin to fill the depres-
sion at this level (Fig. 9). We call this method reposi-
toning the lower lid pads, as described by Loeb!'*
and Hamra™, We have recently been using this
method more than the simple resection of the excess
pad because with the aging of facial structures, face
far tissue is progressively reduced. With this proce-
dure we are able to keep the pads in the most ad-
equate position.

When the malar pad needs to be elevated (SOOF =
sub ovbicular oculi fat)'> with the elevation of the

medium third of the face, we maintain the initial
transconjunctival incision and continue the incision
with the CO, laser or with a regular scalpel, crossing
the lateral eyelid angle or external corner laterally, and
prolong it through the skin for more than 1 cm, cut-
ting the skin, subcutaneous tissue and orbicular muscle
untl reaching the lateral orbital margin. We detach
laterally and inferiorly a tunnel of roughly 5 to 6 cm,
in the supraperiostal plane and below the malar pad,
being careful not to damage the sensitive facial zygo-
matic and infra-orbital nerve. Medially to the infra-
orbital nerve, we cut the periosteum 0.5 cm below
the orbital margin and detach in the subperiostal plane
to the level of the nasal ala, respecting the infra-or-
bital nerve laterally. This maneuver provides us with
an ample view of the whole eyelid flap that will be
pulled superiorly and laterally, filling the depression
of the medium third of the face. Non-absorbable su-
tures, such as prolene or nylon 5-0, are used begin-
ning medially towards the side, with various separate
sutures.

The first sutures are berween the deepest tissue me-
dial to the periosteum, pulling and elevating the
nasogenial groove with the maneuver. The most lat-
eral suture is performed with one or two sutures join-
ing the SOOF or malar fat to the periosteum of the
lateral orbital margin at the desired height for an ad-
equate elevation of the malar pad. Care must be taken
not to pull too much, which would lead to bulging in
the region. After reviewing hemostasia, we remove
excess lateral skin carefully, without exaggerating, or
we simply apply the laser to the surface of the eyelid
skin. Then the intradermal suture of the skin is per-
formed with nylon 6-0 and separate sutures at the
level of the angle of the lateral corner of the eyelid,
completely conserving local anatomy. There is no need
to close the conjunctiva. If associated laser resurfac-
ing is indicated, we do not resection the skin, since
laser application to the eyelid skin will make it retract.

When the laser is not used to retract the skin, most
authors indicate the possibility of immediate resec-
tion of excess skin after transconjunctival
blepharoplasty or even late resection of this excess.
Some authors indicate that 15% of patients need some
skin resection, while others indicate that the resection
is needed more frequently'¢-17. 18,

On the other hand, using laser to improve the final
result, mainly in relation to fine wrinkles, is a power-
ful tool in the hands of a surgeon experienced in the
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technique, which is recommended whenever indicated
(Figs. 10 to 15).

POST-OPERATIVE CARE

Post-operative care includes raising the head of the
bed, using ice or cold pads with chamomile tea dur-
ing the first 48 hours and using topical antibiotics
during the day and a lubricating cream before bed-
time. One should examine the patient on the first post-
operative day to make sure that no retro-orbital hem-
orrhage, ectropion, (especially if laser was used on
the skin surface) or loss of visual acuity has occurred.

COMPLICATIONS

In transconjunctival lower lid blepharoplasty, when
only the eyelid pad is removed without removing skin
excess, there are practically no complications. We can
associate removal of excess skin to transconjunctival
blepharoplasty without damaging muscular or tarsal
structures and without having any complications®®.
Among the complications of transconjunctival lower
lid blepharoplasty that have been described are pyo-
genic granuloma, mainly when an attempt is made to
close the incision with sutures'®, However, when-
ever there is hematoma or prolonged edema, this le-
sion may also appear®”. Retraction of the eyelid has
also been described as a complication and, although
normally transitory, it lasts more than 4 weeks. Ec-
chymosis below the orbital margin is common and
may take some days to resolve. Chemosis may occur
and it is believed to be more of an allergic than surgi-
cal phenomena. The use of bupivacaine may also lead
to transient diplopia due to the diffusion of the anes-

thetic in extrinsic muscles. Patients should be warned
of this possibility 1.22.23.24),
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