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106.1	 �Materials (Fig. 106.1)

•	 Chlorhexidine in aqueous solution and sterile 
fields

•	 2% xylocaine and 1:100,000 epinephrine
•	 27 to 30 gauge needle and 3-ml syringe
•	 Mononylon 6.0 and 5.0
•	 Number 15 scalpel, needle holder, hemostatic, 

Addison pick up, iris scissors.

106.2	 �Methods and Techniques

•	 To achieve optimal surgical results, proper 
patient selection is extremely important. 
Preoperative exams and cardiologic test are 
necessary.

•	 All the medical and ophthalmologic history of 
the patient must be known, especially the previ-
ous diseases, recent ophthalmic surgeries, and 
the presence of dry eye syndrome. Ambulatory 
blepharoplasty should be avoided in patients 

with previous ophthalmic diseases and surgery 
because some symptoms may be intensified.

•	 After preoperative photo documentations, the 
markings are made with the patient in a 
horizontal position, comfortably lying on the 
surgical stretcher.

•	 Requesting the patient to blink slowly, the 
eyelid crease is identified and marked. The 
eyelid crease is situated above the ciliary mar-
gin, approximately 6–9 mm (Fig. 106.2a, b).

•	 The lower limit of excision must be along the 
eyelid crease. The lateral extent of marking 
should be limited by an imaginary line joining 
the lateral end of the brow to the lateral canthus.

•	 The position of the upper marking and its 
extension depends on the excess skin of the 
eyelid that must be removed. A skin pinch test 
can confirm the preoperative marking 
(Fig. 106.3a, b).

•	 After antisepsis with chlorhexidine in aqueous 
solution, local anesthesia is injected superfi-
cially, with 2% xylocaine with 1:100,000 
epinephrine. The use of a 27–30 gauge needle 
and a 3 ml syringe avoids pain and discomfort 
due to the lower injection pressure of the 
medication.

•	 First, the skin is dissected off the underlying 
orbicularis. For this procedure, a 15 scalpel is 
used because it does not cause skin injury or 
burn. Absolute hemostasis is maintained 
(Fig. 106.4a, b).
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a b

Fig. 106.2  (a) Preoperative, (b) eyelid crease and lower marking

a b

Fig. 106.3  (a, b) Preoperative markings

Fig. 106.1  Surgical 
instruments
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•	 A small strip of the orbicularis muscle is 
removed. This procedure increases the eyelid 
crease and removes the redundancy of the mus-
cle that can cause volume in the upper eyelid. 
The strip of orbicularis muscle must be removed 
with a precise and gentle technique so as not to 
reach the orbicular septum and the elevator 
muscle of the upper eyelid (Fig. 106.5a, b).

•	 The two fat compartments, medial and central, 
can be accessed through a small incision in the 

septum. The fat is gently teased out, avoiding 
excessive traction and resection. With the use 
of a gently curved Kelly, small segments of fat 
are cut off, and the residual base is cauterized 
(Fig. 106.6a–d).

•	 The skin incision is closed with intradermic 
mononylon 5-0 sutures. If necessary, closure 
is completed with interrupted mononylon 6-0 
sutures (Fig. 106.7a, b).

a b

Fig. 106.4  (a, b) Skin incisions

a b

Fig. 106.5  (a, b) Remove a small strip of the orbicularis muscle
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a b

c d

Fig. 106.6  (a, b) Identification of fat after incision of the septum, (c, d) fat resection and cauterization

a b

Fig. 106.7  (a, b) Skin closure
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106.3	 �Clinical Follow-Up

•	 During the postoperative period, it is recom-
mended to rest and to use cold compress on 
the eyes to reduce swelling. Also, lubricating 
eye drops may reduce discomfort.

•	 The suture is removed after 1 week. The swell-
ing and ecchymosis reduce in 2  weeks 
(Fig. 106.8), and results can be better noticed 
after 1–3 months.

106.4	 �Before and After (Figs. 106.9, 
106.10, and 106.11) Fig. 106.8  Ecchymosis after 1 week

a b

Fig. 106.9  (a) Before, (b) after superior blepharoplasty

a b

Fig. 106.10  (a) Before, (b) after superior blepharoplasty
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106.5	 �Side Effects, Complications, 
and Their Management

•	 Although blepharoplasty has a high probabil-
ity of success, surgeons must have full control 
of the operative technique and know the eyelid 
and ocular orbit anatomy, besides a careful 
postoperative follow-up.

•	 Complications may occur post blepharoplasty, 
however, as early as a complications are recog-
nized an appropriate treatment is mandatory.

•	 Deep orbital hemorrhage is a rare complica-
tion, estimated to be 1:2000 (0.05%), and it 
may result in permanent visual loss 1:10.000 
(0.01%) [1]. Incision of the orbital septum and 
manipulation of orbital fat are the reasons for 
bleeding.

•	 Hemorrhage can be prevented with rigorous 
hemostasis, delicate manipulation of struc-
tures, and adequate cauterization of fats dur-
ing resection.

•	 Scar abnormalities are uncommon in this sur-
gery. It is expected to have a fine scar on the 
upper eyelid crease that is almost impercepti-
ble when eyes are open. Inappropriate posi-
tioning of the incision, tension, and intensive 
thermal damage can result in hypertrophic 
scarring [2].

•	 Small cysts along the suture line are also likely 
to appear and may occur because of micro-

scopic epithelial remnants. These cysts may 
be easily resected with an 18 gauge needle [3] 
(Fig. 106.12).

•	 Wound dehiscence may occur because of 
inadvertent trauma and early suture removal. 
Patients must be reminded not to rub their 
eyes and avoid intense exercises until 3 to 
4 weeks after surgery [4].

•	 Wound infection is uncommon after blepharo-
plasty because of the extensive vasculariza-
tion of the periorbital region [5]. However, 
there is no standard of care for or against anti-
biotic prophylaxis, and routine practices vary 
widely [6]. In the present study, antibiotic pro-
phylaxis is used as a routine.

a b

Fig. 106.11  (a) Before, (b) after superior blepharoplasty

Fig. 106.12  Cysts along the suture line
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Tip Box
•	 The eyes are an important aesthetic unit 

where age-related changes are early 
perceived.

•	 Upper blepharoplasty is one of the most 
successful operations in facial plastic 
surgery.

•	 For select patients, blepharoplasty can 
be an ambulatory surgery, using only 
local anesthesia, with a quick recovery 
and significant benefits relating to the 
patient’s rejuvenation.
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