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Llen: [la npegcmaBum BvBegeHa om Hac mexHuka 3a Xupypau4Ho Ae4eHuUe Ha xaAmat kaenau.
Mamepuaau u memogu: XupypauyHama mexHuka e usnoa3Baxa npu 17 nauueHmu (13 moxke, 4 keHu, 10
C egHOCMpaHHa, 7 ¢ gBycmpanHo 3acAzaqe) ¢ mexkka cmeneH Ha xaamat kaenay 3a nepuog om 6 20guHU,
kamo nauueHmume ca NPoCAegeHU 3a NEPUOG OM MUHUMYM EgHa 20gUHA.

Pesynmamu: TpodHama npouegypa kamo xupypeuyHa mexHuka BkalouBa xopusoHmaaHo ckbcABaHe
Ha 20pHUA kAenay, aHmeno3uuua uAu pesekuus Ha Myckyaa neBamop Ha 20pHus kaenad u ckvcABaHe U
pekoHcmpykuua Ha npegHama kaenayHa aameaa. Mpu Bcuyku onepupaHu NauueHmMU e nocmuzHama
CMabuAHa XOpU30HMaAHa U BepmukaAHa no3uyuA Ha kaenaya u HopMaAHa NO3ULUA Ha MUZAUME.
3aknloyenue: KombuHupaHama namoAoz2ud, xapakmepHa 3a xaAamaB kaenay, Hanaza egHoemanHa
kopekuus Ha BcAko namoAo2u4HO CbecmoAHue, HapywaBawo GpyHkuusma Ha kaenava.

KnlowoBu gymu: xarmaG kaenay, BepmukaneH mpakuuoHeH mecm, nmosa Ha MueAume

ABSTRACT

Introduction: Floppy eyelid syndrome is a relatively rare disease, characterized by chronic eye inflammation,
caused by unilateral or bilateral upper eyelid laxity. Middle-aged men with obesity and sleep apnea are most
commonly affected, but the condition also occurs in women and children.
Aim: The aim of this article is to describe our technique for surgical treatment of floppy eyelids.
Materials and Methods: The surgical technique was implemented in 17 severe floppy eyelid cases (13 men,
4 women, 10 unilateral, 7 bilateral) for a period of 6 years with follow-up for a minimum of one year.
Results: The triple procedure consists of horizontal shortening of the upper eyelid, advancement or resection
of the levator aponeurosis, shortening and reconstruction of the anterior eyelid lamella. In all cases stable
horizontal and vertical eyelid position and regular eyelash route was achieved.Conclusion: The topometric
indices have excellent capabilities in differentiating ectatic from normal corneas.
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Surgical Treatment of Floppy Eyelids—a Triple Procedure

BbBELAEHNE

Cungpombm , xaamaB kaenay“ e omHocumeAHo pagko 3aboadBane,
0MAUYaBaWo Ce C XPOHUYHO 04HO Bob3naAeHue, NPUYUHEHO Om
£QHOCMPAHHO UAU gBycmpaHHO npepasmezHam 20peH kaenay
(1). 3acezHamu ca Had-yecmo Mwke Ha cpegHa Bvb3pacm Cbe
3amAoCmABaHe U CbHHA anHes, HO Ce cpewa u npu keHu, U
geua. KAUHUYHUME GeAe3U Ha 3aboAsBaHemo ca MHO206pOUHU,
HO HecneuuduyHu, guazHosama ce nocmaBa coC 3akbCHeHue,
a nauueHmume ce AekyBam HeagekBamHo ¢ aHMUBUOMUYHU U
kopmukocmepougHu kanku 3a meceuu u 20guHu. B cnekmbpa
Ha KAUHUYHUME 6eAe3u Ha cuHgpoma ce BkalouBam nmosa u
HenpaBuAeH X0g Ha MU2AUME, gepMamoxaAasa, Nmo3a Ha 20pHUA
kagnay u ekmponuoH Ha QOAHUA kAenady, nmo3a Ha CAb3HaMa
KAE3a, NPOAANC Ha OPOUMHO MacmHO MAAO B 20pHOAAMEPAAHUA
(opHuke, mexok nanuaapeH kontorkmuBum, 3acAzaHe Ha oYHama
noBbpxHocm U pozoBuuama, Bapupawo om nyHkmudopmeH
kepamum npe3 po2oBuyHa ekmasua go po2oBuyHu A36u, cmanaHe
u nepdopauua (2). Hao-yecmu ca onAakBaHuAma Ha nauueHmume
0mM NOCMOAHHO gpasHere, cekpem, 3a4epBaBaHe U BAOWEHO 3peHue
om ,.3akpuBaHe” Ha 3eHUUAama om Mu2AUME Ha 20pHUA kagnay (3).
NeueHuemo Ha 3aboaaBaHemo e koHcepBamuBHO B no-agkume
CMeneHu U xupypzuyHo B caysaume ¢ mexkku npomeHu B kaenava
u oyHama noBopxHocm, kamo onepamuBHama npouegypa Yecmo
e npegu3BukameacmBo 3a xupypea nopagu Hykgama om kopekuua
Ha HAakoako Buga kaenayHa namoaozud, BkalouBawa mexkka
XOPU30HMAAHa xaAmaBocm, NMo3a Ha MuzAuMme U NMo3a Ha 20pHUA
kaenau (4,5).

LLEA

[a npegcmaBum Hawama mexHuka 3a onepamuBHa kopekuus Ha
xaAmaB kaenay, npegemaBaaBaul egHoemanHa pekoHcmpykuus Ha
npegHa AaMeAa, Xopu3oHmaAHo ckbcAaBane u kopekuua Ha nmo3a Ha
20PHUA kaenay.

MATEPWAAI N METOAI

TpodHama npouegypa 3a xaamaB kaenay e npunaokeHa Ha 17
nocaegoBameAHu nauueHmu (27 ouu), 13 moke, 4 XeHu ¢
mekka cmeneH xaamaB kaenay 3a nepuoga om Aryapu 2016 go
gekemBpu 2021 2. XaamaB kaenad e geuHupas kamo cbecmosHue
Ha cBpbxpasmeaauBocm, omuyemeHo kamo norokumeAeH Hag
12 MM Bepmukaaen mpakuuorer mecm (Que. 1) u nanuaapeH
koHloHkmuBum, 3acAeaw, map3arHama  konlonkmuBa. [pu
Bcuuku nauueHmu e gokymeHmupada nmo3a Ha kaenaya u nmo3a
U HenpaBuAneH X0g Ha Muz2AUME gO cmeneH Ha 3akpuBaHe Ha
3pumeasama oc (Que. 2). Mpu 7 naUUEHMU CbCMOAHUEMO € BUAD
gBycmpanHo, npu 10 e 6uA 3acezHam camo eguHUAM 20peH kaenau.
lMayueHmume ca npocAegeHu Ha NbpBa caegonepamuBHa cegmMuuga,
nopBu, Wecmu U gBaHagecemu Meceu CAeg onepauuama.
OnepamuBHama npouegypa npu Bcuuku nauueHmu npegemaBanBa
£QJHOMOMEHMHO XOPU30HMAAHO CkobcABaHe Ha 20pHUA kaenau,
kopekuua Ha nmo3ama Ha 20pHuA kaenay upe3 ckvcABaHe Ha
anoHeBpo3ama Ha AeBamopa u pekoHcmpykuus Ha npegHama
kaenauHa Aamera ¢ kopekuuA Ha nosuuuAma Ha muzaume. lpu
5 nauuedmu (10 kaenaua) e ocouwecmBeHa U peno3uuuA Ha
naAnedpaAHama yacm Ha cAb3Hama kae3a (Taoa. 1).

INTRODUCTION

Floppy eyelid syndrome is a relatively rare disease, characterized
by chronic eye inflammation, caused by unilateral or bilateral upper
eyelid laxity (1). Middle-aged men with obesity and sleep apnea are
most commonly affected, but the condition also occurs in women and
children.

The clinical signs of the disease are numerous, but non-specific, the
diagnosis often is delayed and the patients are inadequately treated
with steroid or antibiotic drops for months and years.

The clinical spectrum includes eyelash ptosis and lack of lash
parallelism, dermatochalasis, upper eyelid ptosis, lower eyelid
ectropion, lacrimal gland prolapse, orbital fat pad prolapse in the
upper-medial fornix, severe papillary conjunctivitis, ocular surface
impairment, varying from punctiform keratitis to comneal ectasia,
corneal ulcers, melting and perforation (2). The most frequent
complaints of the patients are constant irritation, discharge in the
morning, redness and impaired vision due to the “covering” of the
pupil by the eyelashes of the upper eyelid (3).

The treatment is conservative in mild cases and surgical in cases with
severe eyelid and ocular surface impairment, and the surgery often is
a challenge for the surgeon due to the need for correction of different
eyelid pathologies, including horizontal laxity, lash ptosis, and upper
eyelid ptosis (4,9).

AIM

The aim of this article is to present our technique for surgical correction
of floppy eyelid consisting of anterior lamella reconstruction, horizontal
eyelid shortening, and upper eyelid ptosis correction.

Materials and methods:

The triple procedure was performed on 17 consecutive patients (27
eyelids), 13 men, 4 women with severe floppy eyelid between January
2016 and December 2021. Floppy eyelid was defined as a hyperlaxity
of the upper eyelid, reported as a positive vertical traction test (VTT >
12 mm) (Fig.1) and papillary conjunctivitis, involving tarsal plate. All
patients were diagnosed with upper eyelid ptosis and eyelash ptosis,
and loss of eyelash parallelism to the extent of visual axis obstruction
(Fig. 2). The condition was bilateral in 7 patients and unilateral in 10.
The patients were followed at the first postoperative week, and at the
first, sixth and twelfth month.

In all patients the operative procedure consists of simultaneous
horizontal eyelid shortening, correction of the eyelid ptosis via levator
aponeurosis advancement, and reconstruction of the anterior lamella
in order to restore eyelash position. In 5 patients (10 eyelids) a
repositioning of the palpebral part of lacrimal gland was done (Table

1).

DESCRIPTION OF THE SURGICAL PROCEDURE

Thesurgicalareaistreated priortothe surgery with prilocaine+lidocaine
cream (Emla) for 30 - 40 minutes. After standard preparation with
Povidone-Jodine, the supraciliary crease is marked. Marking is made
depending on the height of the contralateral supraciliary crease in
unilateral cases or according to the accepted for standard supraciliary
crease height in cases with bilateral pathology.

Inall cases the demarcation zone is infiltrated with 5—7 mL lidocaine
2% (for one eyelid) in combination with light venous sedation. When
the surgery includes repositioning of the lacrimal gland, an additional
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Fig. 1. Vertical traction test.
Table 1. Demographic data and surgical procedures.

Gender Age Symmetry Triple Procedure  Lacrimal

Gland Repo-
sition

MA male 67 | unilateral yes no
RM male 48 | unilateral yes no
Gl male 49 | unilateral yes no
RG male 45 | unilateral yes yes
[} male 64 | unilateral yes no
SS male 52 | unilateral yes no
LA male 47 | unilateral yes no
TzP male 69 | unilateral yes yes
NI female | 62 | unilateral yes yes
PP female | 64 | unilateral yes no
El female | 67 | bilateral yes yes
SS male 46 | bilateral yes yes
GV female | 42 | bilateral yes no
v male 55 | bilateral yes no
MM male 53 | bilateral yes no
GG male 67 | bilateral yes no
Pl male 68 | bilateral yes no

OMUCAHUE HA XIIPYPTIAYHATA NPOLEAYPA

OnepamuBHomo noAe npegBapumeAHo ce aHecmesupa monukaaHo
¢ npunokauH+augokaud kpem (Emla) 3a 30-35 munymu. Caeg
noyucmBare ¢ pasmBop Ha noBugoH 0og ce u3BbpwBa mapkupare
Ha CynpauuAuapHama bpasga. Mapkupasemo ce u3BopwiBa cnopeg
BucoyuHama Ha gpy2ama cynpayuAuapHa 6pasga npu egHOOYHO
3acAzaHe UAU Cnopeg Npuemama 3a cmaxgapm npu cbomBemHus
noA BucoyuHa Ha bpasgama B cAyyau ¢ gBycmpaHHa NamoAo2us.

lpu Bcuuku nauueHmu gemapkupadama 30Ha Ce UHGUAMpUpa
¢ AugokauH 2% mexgy 5 u 7 mA Ha kaenad 8 kombuHauus ¢ Aeka
BeHosHa cegauua. Kozamo xupypeuuHama npouegypa BkalouBa u
PECYCNEH3UA Ha CAb3Hama kAe3a, Ce UHGUAMPUPA GONHAHUMEAHO
0kono 1 MA aHecmemuyeH pasmBop B8 2opHoAameparHus GopHUke

(Que. 3).

Fig. 4. Separation of the anterior lamella.

volume of 1 mL anesthetic solution is infiltrated in the superolateral
fornix (Fig. 3)

The surgery starts with incision along the marked supraciliary
crease with a 15° blade, the skin-muscle flap is separated from the
tarsus along the whole length of the incision to the eyelash follicles
(Fig. 4). The separated and freed anterior lamella can be shortened
to an extent, wich allows after vertical traction and positioning to the
upper margin of the supraciliary crease, correction of the eyelash
position. In bilateral cases, there is a possibility of simultaneous
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Fig. 5. Excision of the skin—muscle flap.

Onepauusma 3ano4Ba ¢ paspe3 no mapkupaHama cynpauuAuapHa
6bpasga ¢ 15° Hokue, omnpenapupa ce Mexgy kokHo-myckyaHama
AaMeAa U map3a No X0ga Ha pa3pesa go HUBOMO Ha MuzAeHUme
doaukyau (Quz. 4).

Taka ocBobogeHama npegHa kaenauyHa Aamera Moke ga bbge
ckoceHa Ha BucoyuHa go makaBa cmene, Ye npu npugbpnBaHe u
NO3UUUOHUPaHe Ha 20pHUA O pbb go 20pHUA Pbb Ha MapkupaHama
cynpauuAuapHa 6pasga ga ce nocmuzHe kopekuua Ha no3uuyuama
Ha mMuzaume. Mpu gByoyHa onepauus Ha mo3u eman MOXe ga Ce
omemparu kokHo-MyckyAHO Aam060 Hag CynpauuAuapHama bpasga
3a egHomomenmHa kopekuus Ha gepmamoxanasama (Quz. 5).
CaegBawama cmonka e AamepaAHa kaHmomomuA U kaHmoAusa.
OcBobogeHuam 20peH kaenay ce nomeaaA AamepasHo no
noBopxHocmma Ha OyAba 3a npeueHka Ha cmeneHma Ha
XOpU30HMaAHo ckbcABaHe U ce Mmapkupa. CkbcABaHemo ce
ocblwecmBaBa 4pe3 gb20BugeH pa3pe3 B udarnama gebdeAuHa
Ha kaenaua, npu koemo ce cmpemumM ga 3anasum kocus xog
Ha map3aAHama naacmuHka kbM AameparHUA pvb Ha kaenada
(Que. 6). Pesekuusma ce u3BbpwBa ¢ NoBuLEHO BHUMaHUE
nopagu onacHocm om yBpega Ha cAb3Hama XAe3a u omBopume
Ha cAb3HUME gykmycu B 2opHoAamepanHus dopHuke. Mpu mekka
cmeneH Ha xaAmat kaenay moxke ga ce HaAoku ekcuusua Ha okoao
2/3 om gomkunama Ha kaenaua (Que. 7). B goAHoAamepaAHuA pob
Ha kaenava ce ohopmMa map3aneH cmpun 4pe3 0cBobokgaBaHe om
koxka, Muz2aeHu doAukyAu u koHlonkmuBa.

Ako e ycmaHoBeH npoAanc Ha opbumaAHama Yacm Ha CAb3Hama
kAesa, B8 mo3u MoMeHm ce u3BbpwiBa penosuuus Ypes 3axBawlaqe
¢ gBa mampayHu weBa ¢ 5-0 Vicryl 3a nepuocma 3ag 0poumHUA pob
CAEQ WameAHo omnpenapupaxe 8 masu obaacm. MaanebparHuam
A06 Ha cAb3Hama kAe3a Cbllo Moke ga bbge cmabuAudupaH
Ha HUBOMO Ha AamepaAHuA poz Ha AeBamopHama anoHeBpo3a,
npukpenBadku 20 B AameparHama mpema Ha 20pHUA GOPHUKC Ype3
weBoBe, uzBegeHu npes opoukyrapHua MyckyA.

CnegBa ukcupaHe Ha AamepaAHus pvb Ha kaenaya 3a nepuocma
B obracmma Ha AamepaAHuA opbumeH pbvb. OcvuiecmBaBa ce
4Ype3 eguH uAu gBa MampayHu weBa ¢ 5-0 Vicryl, 3a ocmamuvka om
20pHOMO kpaye Ha AamepaAHUA kaHmaneH AuzaMeHm U MakcuMaAHo
0AU30 go my6epkyayma Ha Whitnall. Hue u3noa3Bame mampayeH
weB ¢ ueA pukcupare Ha Bvb3eAa Ha noBopxHocmma Ha kaenaua, He
ra nepuocma (Que. 8). Ha mosu eman om onepauuama moxe ga ce
NpeueHU U NO3UULAMA Ha 20pHUA kAenay cnpAaMo 3eHUUama U ga ce
npemuHe koM HetHama kopekuus.

Fig. 7. The excised part of the upper eyelid.

dermatochalasis correction via excision of the skin-muscle flap above
the supraciliary crease (Fig. 5).

The next step is lateral canthotomy and cantholysis. The released
upper eyelid is moved laterally along the bulbar surface to assess the
degree of horizontal shortening and then it is marked. The shortening
is performed through an arcuate incision in the full thickness of the
eyelid, in order to maintain the oblique course of the tarsal plate
towards the lateral edge of the eyelid (Fig. 6). Resection is performed
with caution because of the risk of damage to the lacrimal gland and
lacrimal duct openings in the superolateral fornix. In severe cases of
floppy eyelid, excision of about 2/3 of the length of the eyelid may be
necessary (Fig. 7). In the lower lateral edge of the eyelid, a tarsal strip
is formed, by releasing skin, eyelash follicles and conjunctiva.

If a prolapse of the orbital part of the lacrimal gland is established,
reposition is performed at this point by securing with two mattress
sutures with 5-0 Vicryl to the periosteum behind the orbital rim after
careful undermining in this area. The palpebral lobe of the lacrimal
gland can also be stabilized at the level of the lateral horn of the levator
aponeurosis, attaching it in the lateral third of the superior fornix by
sutures, carried through the orbicularis muscle.

The lateral edge of the eyelid is fixed to the periosteum of the lateral
orbital rim, done with one or two mattress sutures with 5-0 Vicryl, to
the remnants of the upper limb of the lateral canthal ligament and as
close as possible to Whitnall's tubercle. We use a mattress suture to
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Fig. 8. Suturing of the eyelid.

KopueupaHemo Ha no3uuuAma Ha 20pHUA kaenay caegBa
CMaHgapmHuA xog Ha kopekuua Ha 6repaponmosa ¢ npegeH
gocmon. OcBobokgaBa ce cenmyma U Ce ugeHmuduuupa
npeanoHeBpomuyHama macmHa muvkaH, koamo npu Heobxogumocm
ce HamandaBa no obem upe3 kaymepusauus. AnoHeBposama Ha
AeBamopa Ha 20pHuUA kaenay ce omnpenapupa om nogaexkawume
MioaepoB myckya u koHlorkmuBa, kamo ce 3anoyHe om HUBomMo Ha
20PHUA pbb HAa Map3a U npogbAku go npegBugeHomo 3a ckbcABaHe
HUBo. OcBobokgaBa ce MeguarHUAM po2 Ha anoHeBpo3ama
u ce ckocaBa uau camo ce npugBwkBa Hanpeg. CmeneHma Ha
ckocaBaHe/npugBukBaHe 3aBucu  om  Heobxogumocmma  om
nocmuzae Ha cumempus ¢ gpyeomo oko. (Jukcuparemo Ha
anoHeBpo3ama ce ocbuwecmBaBa ¢ mpu mampayHu weBa ¢ 5-0
Vicryl, kamo Bv3exbm ocmaBa meXkgy map3aaHama naacmunka u
anoHeBpo3ama. 1o mo3u Ha4uH HamaaaBame pucka om ekcnosuyus
Ha Bv3eaa B onepamuBHus paspe3 Ha kokama nocmonepamuBHo.
MocmaBaxemo Ha weBoBeme 3ano4Ba om BepmukarHama AUHUA,
npeMuHaBawia npe3 MeguaAHuA pbb Ha 3eHuuama Uu cAegBa
ecmecmBeHus koHmyp Ha kaenaua.

lMocAegHUAM eman Ha onepauuAama npegcmaBaaBa penosuuus
Ha MU2AEHUA peg upe3 BepmukanHo ckvbcABaHe Ha npegHama
kaenayHa AameAa no usrama goAkuHa Ha kaenada u dukcupare 3a
cynpauuAuapHama 6pasga. MpaBam ce npekvcHamu weBoBe ¢ 6-0
Silk uau 6-0 PGA, kamo gbAboyuHama Ha npemuHaBaHe Ha weBa
0bukHoBeHo e npes anoHeBposama Ha myckyaa AeBamop (Quz. 9).
Mpu nauueHmu ¢ Hegobpe geduHUpaHa CynpauuAuapHa bpasga,
weBoBeme npemuHaBam camo npe3 kokama u op6ukyAapHus
myckyr. Cmpemum ce kom nocmuzaHe Ha MakcumaaHa cuMempus
BbB BucoyuHama Ha cynpauuAuapHama bpasga Ha gBama 20pHuU
kaenava.

XupypauyHama npouegypa 3aBopwBa ¢ nocmaBade  Ha
komnpecuBHa npeBpouska Bopxy kaenaua 3a 24 yaca. PymuHHO
HEe Ce npuAdza cucmemeH aHmuouomuk. MocmonepamuBHO ce
NpuAd2a aHmubuomuyeH Mexaem Bbpxy onepamuBHama paHa cAeg
ekegHeBHO WameAHo noyucmBaHe Ha weBoBeme CoC CMEPUAEH
GusuonozudeH pasmBop. B nbpBume 5-7 gHU CAeg onepauusma
nocmaBaxemo Ha cmygeH komnpec Bbpxy kaenayume noHe mpu
Nomu gHeBHO e npenopbyumeAxo. MauueHmbvbm noAy4ata nuCMeHuU
uHcmpykuuu 3a nocmonepamuBHume 2puku 3a kaenasume u
npomekmop 3a 0koAoOYHama 0bAacm 3a Bpememo Ha CoH, kolimo
ce NoA3Ba eguH Meceu, CcAeg onepauuAma.

Fig. 9. The shortened anterior eyelid lamella.

fix the knot on the surface of the eyelid, not to the periosteum. (Fig. 8).
At this stage of the operation, the position of the upper eyelid to the
pupil can be assessed and we can proceed to correction.

Correction of upper eyelid position follows the standard protocol of
blepharoptosis repair via anterior approach. The septum is released
and the preaponeurotic fat pad is identified and, if necessary, is
reduced by cauterization. The levator aponeurosis of the upper eyelid
is dissected from the underlying Miller muscle and conjunctiva
starting at the level of the superior tarsal margin and continuing
to the level, considered for shortening. The medial horn of the
aponeurosis is released and aponeurosis is shortened or moved
forward. The securing of the aponeurosis is accomplished with three
5-0 Vicryl mattress sutures, placing the knot between the tarsal plate
and the aponeurosis. Thereby we reduce the risk of exposure of the
knot between the incision wedges of the skin postoperatively. The
placement of the sutures begins at the vertical line passing through
the medial edge of the pupil and follows the natural contour of the
eyelid laterally.

The last step of the operation is a reorientation of the lash line by
vertical shortening of the anterior eyelid lamella along the entire length
of the eyelid and fixation to the supraciliary crease. Interrupted sutures
are made with 6-0 Silk or 6-0 PGA, with the suture passing usually
through the aponeurosis of the levator muscle. (Fig. 9). When the
supraciliary crease is not well defined, the sutures pass through the
skin and the orbicularis oculi muscle.

We attempt to achieve maximum symmetry in the height of both
supraciliary creases.

The surgical procedure ends with placement of a compressive patch
on the eyelids for 12 - 24 hours. Systemic antibiotics are not routinely
administered. During the first postoperative week, a topical antibiotic
ointment is applied after careful cleansing of the operative wound with
sterile saline solution. We recommend applying a cold compress to
the eyelids at least three times a day in the first five- to seven days.
The patient receives written instructions for the postoperative care of
the eyelids and a rigid eye shield, which is used during sleep for the
first one month after the operation.

Postoperative Follow-up:

The patients undergo control examinations at the first week, first and
third month, and at each visit we do photo documentation of the eyelid
area. We evaluate the surgical outcome using the tree preoperatively
documented measurements: vertical traction test (VTT), lash position,
and position of the upper eyelid—marginal reflex distance (MRDI).
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MocmonepamuBHo npocAegABaHe: Ha nayueHmume ce HasHavaBam
kOHMPOAHU Npe2Aegu Ha NopBa cegmuua, NbpBu U mpemu meceu,
kamo Ha Bcaka Busuma u3BopwBame (GomogokymeHmauua Ha
okorooyHama obaacm. OueHABam ce pesyamamume CnpAMO
mpume npegonepamuBHo  gokymeHmupaHu nokazameas —
BepmukaneH mpakuuoHeH mecm (VTT), no3uuuAa Ha Muzaume u
no3uyus Ha 20pHuA kaenay (MRDI).

PE3YATATIN

Mpu Bcuyku onepupaHu nauueHmu nocmuzHaxMe CckbcABaHe U
CMabuAu3upaHe Ha 20pHUA Kaenay, omuyemeHo kamo cmodHocmu
Ha VTT <12 mm, kakmo u kopekuus Ha no3uuusma Ha muzaume B
UeHmpaAHama yacm Ha kaenava. Mpu gBama nauueHmu HabalogaBaxvie
0CMambyHa NMo3a Ha MueAUMe AamepaaHo, koemo He npeguaBukBawe
3akpuBaHe Ha 3pumeAHama 0C UAU 02paHuyaBaHe Ha nepudepHomo
3peHue. Mo omHoweHue Ha BepmukaiHama no3uuuA Ha 20pHUA kaenay
noayduxme kopekuus go Hopmaasu cmodsocmu (MRDI>3 mm) npu
13 nauueHmu, npu Yemupuma mo3u nokazamen 6e Mexkgy 2.5 u 3 Mm
(Taon. 2).

CregonepamuBHusm  nepuog  npu  Bcuyku  nauueHmu - ce
xapakmepusupawe ¢ no-gbAzompaeH omok U kpbBoHacAgaHe,
omyemeHo kamo cybekmuBHu onaakBaHua B cpaBHeHue ¢ nauueHmu,
onepupaHu camo 3a 6aedaponmosa B8 couwuA BpemeBu nepuog.
llpu mpuma nauueHmu C egHOCMPaHHa NamoAceUA OMYemoxme
mpygHoCMU Npu- u3noA3BaHemo Ha npomekmop no Bpeme Ha CbH
u gokymeHmupaHa eBep3us Ha onepupaHud kaenay npes Howma

(Due. 10).

Table 2. Preoperative and postoperative values of the VTT, MRDI,
and lash ptosis.

VIT, mm  MRDI Lash VTT, MRDI  Lash
preopera- mm, ptosis mm mm, Ptosis
tively preop cen- postop postop Laterally

trally

Gl 15 15 yes 11 3.5 no
RG 18 1.5 yes 11 3.0 yes
1l 17 2.0 yes 10 3.2 no
SS 18 2.0 yes 10 3.5 yes
LA 13 2.5 yes 9 3.5 no
TzP 14 2.0 yes 10 3.0 no
NI 17 1.5 yes 1 2.5 no
PP 18 2.0 yes 10 3.0 no

El 18/20 2.0/20 | yes 9/9 3.5/4.0 | no
SS 20/17 1.5/2.0 | yes 10/9 3.5/32 | no
GV 19/22 2.0/1.0 | yes 1111 | 35/35 | no
i\ 17/18 2.0/2.0 | yes 10/11 | 3.5/3.5 | no
MM | 12/12 2.5/25 | yes 10/10 | 4.0/3.5 | no
GG 17/19 2.01.5 | yes 11/10 | 4.0/35 | no

Pl 20117 2.0/2.5 | yes 11/11 1 3.5/35 | no

RESULTS

In all treated patients, we achieved shortening and stabilization of the
upper eyelid, measured as VTT values < 12 mm, and correction of the
eyelash position of in the central part of the eyelid. In two patients, we
observed residual ptosis of the eyelashes laterally, without occlusion
of the visual axis or restriction of peripheral vision. In regard to the
vertical position of the upper eyelid, we achieved correction to normal
values (MRDI > 3 mm) in 13 patients, in four this measurement was
between 2.5 and 3 mm (Table 2).

The postoperative period in all patients was distinguished by long-
lasting edema and hematomas, reported as subjective complaints,
compared to the complaints of patients, who underwent only
blepharoptosis correction during the same period of time. In three
patients with unilateral pathology, we reported difficulty using a
protector during sleep and documented eversion of the operated
eyelid at night (Fig. 10).

DISCUSSION

The proper surgical correction of a floppy upper eyelid requires
performing simultaneously the three separate stages of correction
of the combined pathology - shortening and stabilization of the
eyelid horizontally, correction of its vertical position, and retaining a
horizontal and fan-shaped natural position of the eyelashes. If any
of these three surgical steps in cases of severe floppy eyelid is not
performed, this would result in an insufficient or incomplete functional
result and an inability to alleviate the patient’ s condition.

If the eyelid is not shortened horizontally, its eversion during sleep
persists and causes chronic eye inflammation, manifested as swelling
of the eyelids, redness, discharge, and respectively complaints
of irritation, tearing and blurred vision. Furthermore, the lack of
horizontal shortening of the eyelid causes an unnatural contour of the
eyelid in cases with correction of ptosis only an S-shaped contour of
the supraciliary crease is noticed due to a lower position of the eyelid
aterally.

Thisisaccepted by the patientas anabsence of aesthetic and functional
result. (Fig. 11) We believe that in patients with eyelid ptosis, it is
recommendable to assess horizontal laxity (VTT) preoperatively, in
order detect even a slight degree of horizontal laxity, which predispose
to an insufficiently good surgical outcome.

Several techniques have been described in the literature for horizontal
shortening of the upper eyelid (6—12). Pentagonal excision of the
tarsus, medial and lateral canthoplasty, lateral tarsal strip have been
suggested. We prefer the technique described by Laura Periman (13),

Fig. 10. Eversion of the upper eyelid during sleep.
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Fig. 11. An S-shaped eyelid contour in a case with insufficient horizontal
shortening.

Fig. 13. Residual lateral lash ptosis after surgery.

O6CbXAHE

XupypzuuHama kopekuus Ha xaamaB 20peH kaenay u3uckBa
0CbllecmBABaHe Ha mpu OmgeAHU emana Ha kopekuua Ha
kombuHUpaHama namoao2us — ckbcABaHe U cmabuAu3auuA Ha kaenava
XOpu3oHmanHo, kopekuua Ha BepmukarHama My nosuyud, kakmo u
nocmu2aHe Ha Xopu3oHmaneH U BempuAoobpaseH Xxog Ha MuaAeHuA
peg.

Ako xupypeom He u3Bopuwiu koamo u ga e om mesu mpu XupypauyHu
emana B8 cayvau Ha mexkka cmeneH Ha xaamaB kaenay, moBa 6u
g0Berd go Hegocmamu4eH UAU HenbAeH dyHKUUOHAAEH pesyamam u
cbomBemHo go HeBbamokHocm 3a 0bAekyaBaHe Ha CbcmMOoAHUEMO Ha
nauueHma.

Ako knenaubm He e ckbCeH Xopu3oHmaaro, eBepauama my no Bpeme Ha
CbH nepcucmupa, koemo e NpUYUHA 3a XPOHUYHOMO 04HO Bb3naAeHue,
npoABaBauwo ce kamo omok Ha kagnadume, 3a4epBaBaHe, cekpem, a
ommam onaakBaHuA om gpasHeHe, CbA3eHe U HaMareHo 3peHue. Om
gpy2a CcMpaHa, Auncama Ha XOpu3oHMaAHo ckbcABaHe Ha kaenaya e
npuyuHa 3a HeecmecmBeH koHmyp Ha kaenaua caeg kopekuua camo
Ha Nmo3ama — noAy4aBa ce S-06paseH koHMYyP Ha cynpauuAuapHama
bpasga nopagu no-Hucka nosuuus Ha kaenaya aamepanHo. ToBa ce
npuema om nauuexma kamo Aunca He camo Ha ecmemuyeH, HO U Ha
dynkuuoraer pesyamam (Que. 11). CMamane, Ye NpU NauueHmu ¢
nmo3a Ha kaenaya e npenopbyumeAHa npeugHkama 3a XOpu3oHMaAHa
xanmaBocm (BTT) npegonepamuBHo, 3a ga He nponycHem makap Uu

anterior lamella reconstruction.

because we believe that the oblique tarsal incision gives the most
natural contour of the upper tarsus laterally. The author suggests a
full-thickness shortening of the eyelid with an oblique incision, which
shifts the incision temporally and gives a better aesthetic appearance
of the scar, and suturing the tarsus to the canthal ligament gives
an advantage in terms of integrity and regularity of the lid margin
compared to the lid margin suture in a pentagonal excision. In our
technique, the splitting between anterior and posterior lamella in the
first stage of the operation ensures suturing along the length of the
supraciliary crease and a thin linear scar. In order to merge the scar line
with the line of shortening of the anterior lamella laterally, the excess
tissue is removed with an oblique incision. Horizontal shortening of
the eyelid alone is also insufficient for complete correction of a floppy
eyelid. Although an increase in the width of the palpebral fissure
has been described after horizontal shortening (14), our experience
demonstrates that correction of the height of the lid is also necessary
(Fig. 12). Anterior lamella reconstruction to redirect the eyelash route
is the third mandatory stage in correction of a floppy eyelid.

The separation of the anterior from the posterior eyelid lamella at the
first stage of the surgical procedure provides an opportunity to shorten
and “tighten” the skin-muscle flap by suturing at the desired level of
the supraciliary crease, and to correct the position of the eyelashes.
If the horizontal shortening of the eyelid from the previous stage
of surgery is not precise, at this point this can be established as a
residual ptosis of the eyelashes laterally. (Fig. 13). Correction can be
made by horizontal shortening of the anterior lamella by oblique skin
excision to the desired extent.

Fig. 13. Residual lateral lash ptosis after surgery.

Limitations of the Study:

The described surgical technique was applied to a relatively small
number of patients. Despite the long follow-up period (over one year),
we cannot analyze the results statistically.

CONCLUSION

The complete correction of a floppy upper eyelid requires three
stages of surgery: horizontal shortening, increasing of eyelid height,
and restoration of the eyelash position and regularity. Our three-step
surgical procedure restores the length of the eyelid, position of the
lid margin and the eyelashes. Postoperative care by sleeping under a




Surgical Treatment of Floppy Eyelids—a Triple Procedure

AekocmeneHHa xopu3oHmaaHa xaamaBocm, koamo ga e npegnocmatka
3a HegocMambyHO gobbp pesysmam om kopekuuama.

3a xopu3oHmanHo ckbcABaHe Ha 20pHUA kaenady B Aumepamypama ca
onucaHu gecemku mexHuku (6-12). MpegAokeHu ca neHMazoHaAHa
ekcuusua Ha mapsa, MeguaaHa U AamepaAHa kaHmonaacmuka,
AamepareH mapaaAeH cmpun. Hue npegnodumame mexHukama,
onucaHa om Laura Periman (13) ,mb0 kamo cmamame, ye kocama
UHUU3UA Ha map3a gaBa Hal-6Au3bk go ecmecmBeHuA koHmyp Ha
20pHUA Map3 AamepaAHo. ABmopkama npegaaza ckbcABaHe 8 uara
gebeAuHa Ha kaenaua ¢ koca UHUU3UA, koAmo uamecmBa paspesa
MeMNOopaAHo U gaBa no-gobop ecmemuveH Bug Ha uukampukca, a
3awuBaHemo Ha map3aa 3a kaHmaAHus AuzameHm gaBa npegumcmBo
kamo UAAOCMHOCM U Pe2yAqpHOCM Ha MU2AeHUA pbb B cpaBHeHue ¢
weBa Ha MuU2AeHUA pbb Npu NeHMazoHaAHa ekcuusus. Mpu Hawama
mexHuka pasgeAqHemo Ha NpegHa om 3agHa Aamena owle 8 nopBuA
eman Ha onepauusma ocuzypABa 3awuBaHe No CcynpauuAuapHama
6pasga U GuH AuHeapeH uukampukc. 3a ga ce nocmuzHe cbBnagae
Ha AUHUAMa Ha uukampukca ¢ AuHUAMa om ckocABaHemo Ha KoxkHo-
MycKyAHama AameAa AamepaAHo, U3AUWHAMA MbkaH ce omcmparABa
¢ koc paspes.

Camo  xopusoHmarHomo  ckocABaHe Ha  kaenaya  Cowo €
HEegoCcMambubyHO 3a uArocmHa kopekuua Ha xaamaB kaenay. Bonpeku
Ye e onucaHo yBeAuyaBaHe Ha wWupuHama Ha kaenayHama uenka camo
CABg XOpU30HMaAHO ckbcABaHe (14), Hawuam onum nokasBa, ye e
Heobxoguma u kopekuua Ha BucouuHama Ha kaenada (Quz. 12).
PekoHcmpykuuama Ha npegHama AameAa 3a kopekuus Ha nosuuusama
Ha Mu2AUMe e mpemuAm 3agbakumereH eman om kopekuuama Ha
xaamaB kaenay. PasgeadHemo Ha npegHa om 3agHa kaenayHa Aamena
B Ha4aAOomo Ha XupypeuyHama npouegypa ocuaypABa BvamokHocm
3a ckvcABaHe U ,3amaAzaHe” Ha kokHO-MyckyAHOMO AaM60 upes3
3aWuBaHe Ha HUBOMO Ha XeaaHama cynpauuAuapHa bpasga, a moBa
Bogu go kopekuus B no3uuuama Ha muaaume. Ako XOpPU3OHMAAHOMO
ckbcABaHe Ha kagnaya om npeguWHUA eman He € goCmambyHo,
B mo3u momeHm moBa ce ycmaHoBABa kamo ocmamuyHa nmo3a
Ha mueaume aamepaato (Que. 13). Kopekuus moke ga ce HanpaBu
4pe3 XOpu3oHMaAHo ckoCABaHE Camo Ha NpegHa AameAd upe3 koco
u3pA3BaHe Ha koka go XkeaaHama cmeneH.

OnucaHama xupypauyHa mexHuka e npurokeHa npu cpaBHUMEAHO
Marok 6pod nauueHmu. Bobnpeku npogomrkumeaHuA nepuog  Ha
npocaegABaHe (Hag egHa 20guHa), Bce ouwle He MoXeM ga NPUAOKUM
cmamucmuyecku aHaAu3 3a pesyamamume 0m He.

SAKAHOYEHINE

Kopekuuama Ha xaamaB 2opeH kaenay usuckBa mpu emana Ha
XUpypaus:  XOpusoHmaaHo  ckocABaHe, noBgueaHe Ha kaenadva
U Bv3cmaHoBABaHe Ha BempuAoobOPasHUA X0g HA  MU2AUME.
N3nor3BaHama  om  HAac  mpucmeneHHa npouegypa nocmuza
Bv3cmaHoBABaHe Ha goAkuHamMa Ha kaenaya, NO3uUUAMA HA MU2AEHUA
pob U muzaume. MocmonepamuBHama 2pwka 3a onepupaHua kaenay
4pe3 CoH Nog nNpomekmop e Heobxoguma 3a npegomBpamaABaHe Ha
MexaHu4HO yBpexgaHe U npepasmszaHe, U CbomBemHo Ha peuuguB
Ha CbCmMoAHUeMo. Hau-BakHo 3a me3u nauueHmu B gbA20CpOYEH
NAGH 06a4e e HaBpeMEeHHOMO U MOYHO guazHOCMUUUPAHe U AeYeHUE
Ha CbHHama anHed, koAmo e acouuupaHo u kuBomosacmpawabauio
CbCmoAHUe.

protector is necessary to prevent mechanical damage, stretching and,
accordingly, recurrence of the condition. However, the most important
for these patients is an accurate, timely diagnosis, and treatment of
obstructive sleep apnea, which is an associated and life - threatening
condition.
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