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Chapter 1
> Blepharoplasty"

Double Eyelid®

About one half of the Asian people have single eyelid” which is
considered not as attractive as the double eyelid. Double eyelid means that
in the upper eyelid, there is a curve crease'”’ above the eye lashes. The
lashes” accordingly point forward or a little bit upward while the lashes of
the single eyelid point a bit downward. The double eyelid eyes seem to be a
bit larger which also contribute to the attractiveness of the face. So those
girls who have single eyelid seek plastic surgeons to create a crease in their
upper eyelids. In contrast, the Caucasian‘® people almost all are born with
double eyelids.

The anatomic difference between these two peoples is that, the
Caucasian’s upper lid levator” inserts at the upper part of the tarsus®
while the Asian’s inserts at the lower part of the tarsus, nearly completely
placed in front of the tarsus In this way, when the levator of Caucasian
eyelid contracts to open the eye, there is a crease appearing in the lid.
However, in Asian upper eyelid, when the levator contracts to open the
eye there is no crease in the eyelid. Besides, in Asian upper eyelid there are
also more fat tissues accumulated between the skin and the levator. This
further prevents the appearance of the crease. To create a crease in the
upper lid in Asian people, the plastic surgeon should have a clear
knowledge of these differences of anatomy before he can achieve a good
aesthetic result.

Preoperative examination of the patient’s upper eyelid, including the
appearance and function is imperative. If the patient’s levator has

3
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functional problems due to any other causes than the pure dysfunction of
the levator, the patient is not indicated for creating a palpebral'” crease.
For example, if the patient has ptosis of the upper eyelid due to
myastheniagravis''”, and indeed there are many diseases that can lead to
ptosis of the upper eyelid, the levator function can only be restored by
medicine but not surgery. Deception should also be ruled out because the
patient can lift his upper eyelid to a normal position by forceful contraction
of his or her frontal muscle even he or she really has ptosis of the eyelid. At
last a preoperative photo of the patient should not be omitted.

Operation is always done under local anesthesia and on an outpatient
basis. The traditional design of the crease is to let the patient stand upright
and look forward. With methylene blue"'” draw the position of the
expected crease on the patient’s each upper eyelid. Symmetry”® and shape
of the lines are important for optimal'" operative result, The crease line
should begin from the medial canthus”’, about 2mm above the eyelid
margin. It then curves upward and laterally until it reaches the midpoint of
the eyelid at a point about 6 to 8 mm above the eyelid margin

t(16)

( adjustmen should be made according to the patient’s local

individuality"'” or the patient’s desire). The methylene line then curves

downward and laterally to 3 to 5 mm above the eyelid margin and extends
horizontally’® to cross the outer canthus for 5 mm distance. The same line
is drawn on the opposite upper eyelid. After that let the patient lie

supine'*”’

on the operating table. Infiltrating® along this blue line with
0.5% lidocaine mixed with epinephrine, skin incision is made on this
methylene line exactly. Undermine both skin edges a little bit just to expose
D of it about 3mm wide is resected. Then one

can see the tarsal plate which is white in color and a bit hard. Then one

the levator muscle and a strip

turns to the opposite side and does the same thing. After comparing the
wounds of both sides to be sure that they are nearly the same in shape and
length, stop the oozing points with electrocautery®”. The four 2 mm
wound edges are cleared off the subcutaneous tissues. The operator starts to
close the wound. Usually 5 pieces of 6 — 0 nylon stitches are used and each
needle with nylon enters Zmm the wound edge and bites the full thickness

(23)

of the aponeurosis'® of the levator, better including a small superficial

part® of the tarsus itself. The needle is brought out through the opposite
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edge of the wound also Zmm in distance. After placing these five nylon
sutures in equal distance without tying them, the surgeon turns to the
opposite upper eyelid and does the same thing. Tying of the nylon sutures
begins from the middle one in both upper eyelids, and at this stage the
operator should observe whether the two creases are satisfactory as
expected. If there is no problem the surgeon ties the remaining sutures in
both upper eyelids. Then ask the patient to open his or her both eyes to
look forward and then close them to check again that the two artificial®’
creases are satisfactory as expected without eversion”® or asymmetry” .
To complete the operation the eyes are lubricated® with antibiotic eye
ointment and the eyes are covered with vaseline gauzes and compression
dressings. The dressings are off the next day and the skin sutures are
removed 5 days after operation. There will be swelling and bruising'*” in
the eyelids which will subside 10 to 14 days postoperatively. During the
first week the patient may feel stiffness in the eyelids and a bit difficulty to
open the eyes. These transient®” discomforts will disappear over time.
The final optimal outcome"” may appear 3 months postoperatively if done
properly.

The plastic surgeon who treats patient’s single eyelid often faces two
questions i.e. 1. Skin laxity of the eyelid is always present in the patient of
over 40 or older. The laxity®? of the skin must be treated as well before a
fine operative result can be achieved. This depends on the surgeon’s
experience of how much of the skin should be excised. The surgeon can
pinch up the eyelid skin preoperatively to determine the amount of skin to
be excised when creating a palpebral crease. A second line is drawing above
the original line, and the amount of skin between these two lines is excised
during operation. If this piece of skin is not excised the excess®® skin will
droop®’ down to interfere with the natural appearance of the crease. In
the author’s experience, a strip of 3 to 5 mm wide skin should be excised
depending on the degree of skin laxity. 2. A single eyelid often is
accompanied by an epicanthal fold®” of varying degree at the medial
canthus. This fold covers the lacrimal caruncle®® which makes the
palpebral fissure®” become shorter than normal. To manage this epicanthal
fold there are several ways, but none of them can avoid an unpleasing scar
at the medial canthus. The methods include Z-plasty, Y-V plasty, and
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Musthach multiple Z-plasties. All of which can eliminate the epicanthal
fold and leave a noticeable scar at the medial canthus. Preoperatively the
patient should be informed of this advert side effect to avoid an undesirable

lawsuit®® .
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[llustration of the technique

(1) The incision line.  (2) Exposure of the orbicular muscle. (3) A strip of orbicular
muscle is excised.  (4) Close the wound and take a bite of the tarsal plate. (5) The
sutures are ready to be tied, and a crease will be created in the upper eyelid.

) )

Preoperative and postoperative views

(1) Single eyelids. (2) Double eyelid is created in both upper eyelids.
(Courtesy of Prof. Zhang Bo)

2] Ptosis™ of the Upper Eyelid
The normal upper eyelid covers 2 to 3 mm of the superior limbus® of
the cornea® , or lies at the level midway between the superior edge of a
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