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Blepharochalasis

folds, and she had multiple small nodules in the
skin of the left upper eyelid (Fig. 8). The unaided
visual acuity in the right eye was 6/6 and in the left
6/9. There were no other ocular or physical
abnormalities.

Bilateral ptosis surgery via an anterior approach
was performed. Excess skin and the thinned
aponeurosis were excised and healthy aponeurosis
sutured to the tarsal plate. The postoperative
appearance was much improved, but a subsequent
attack of oedema led to a recurrence of the left
ptosis, especially nasally (Fig. 9).

CASE 4
A man aged 25 presented with a left acquired ptosis
following recurrent attacks of left upper eyelid
oedema.

On examination he had about 3 mm of left ptosis

Fig. 8 Case 3: Showing atrophy of nasal fat pad
producing a pseudoepicanthic fold. The left eyelid skin
has multiple small skin nodules

Fig. 9 Case 3: Pre- and postoperative appearance.
A postoperative attack of oedema led to a recurrence
of the ptosis nasally in the left eye
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Fig. 10 Case 4: Upper: Preoperative appearance showing
left ptosis. Middle: Immediate postoperative appearance
showing overcorrection. Lower : Late postoperative
appearance after suture removal and massage

with good levator function. The lid skin showed
the typical thin, wrinkled appearance with the
characteristic fat atrophy and pseudoepicanthic fold
(Fig. 10, upper). At ptosis surgery by the conjunctival
approach the thinned aponeurosis and a small
amount of the levator muscle itself were resected.
This led to an initial overcorrection (Fig. 10, middle)
which was satisfactorily corrected by the early
removal of sutures and massage (Fig. 10, lower).

Discussion

These 4 cases illustrate many of the accepted features
of the condition. There is always a history of recur-
rent attacks of eyelid oedema leading to the
characteristic skin appearance. In addition fine skin
nodules may be present if the patient has undergone
previous surgery (Case 3). The attacks usually start
around puberty. In our youngest patient they began
at the age of 7 (Case 3) and were still continuing in
our oldest at the age of 35 (Case 1). The condition
may be unilateral (Cases 2 and 4) or bilateral
(Cases 1 and 3), and affects both sexes. Only 1
previous report (Alvis, 1935) has described the very
distinctive atrophy of the nasal fat pad and the
pseudoepicanthic fold which all our cases show.
Why the medial fat pad should atrophy so markedly
is not clear, but a review of published photographs
of previously described cases shows that this is a
very common feature of the condition.
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The ptosis is acquired and the more affected eyelid
is lower than on the less or unaffected side on both
up-gase and down-gaze (Fig. 4). The levator function
is good. These factors suggest that the levator
muscle itself is not dystrophic. The likely site of the
lesion is therefore in the aponeurosis or its insertion,
and this was supported by our findings at operation.
Jones et al. (1975) described ptosis due to a dis-
insertion of the aponeurosis and its surgical repair.
Their operation is very similar to that described by
Kreiker (1929) for the repair of the ptosis associated
with blepharochalasis.

It seems likely that in blapharochalasis recurrent
attacks of eyelid oedema lead to a stretching or dis-
insertion of the aponeurosis. The aim of ptosissurgery
should therefore be to repair this aponeurotic defect.
If the levator muscle itself is resected, this will easily
result in an overcorrection, as in Case 4. Since the
attacks of oedema may continue postoperatively
(Fig. 3), surgery should be delayed until they are as
infrequent as possible. If recurrent attacks of
oedema cause a recurrence of the ptosis, the apo-
neurotic defect can be repaired again.

Conclusion

Four cases of blepharochalasis are presented. These
all show a marked atrophy of the nasal fat pad of
the upper eyelid, which gives rise to a deep hollow
nasally and a pseudoepicanthic fold. This charac-
teristic is important, since the diagnosis of blepharo-
chalasis must be made on the history and examina-
tion. Recognition of this sign may alert the surgeon
to make the proper diagnosis and so avoid unneces-
sary investigations and inappropriate surgery.

J. R. O. Collin, C. Beard, W. H. Stern, and D. Schoengarth

Although the aetiology of the condition is un-
known, the cause of the ptosis is probably a stretching
or disinsertion of the aponeurosis of the levator
palpebrae superioris muscle. If this defect is repaired,
there is little risk of an overcorrection, and the
repair can be repeated if recurrent attacks of oedema
lead to a recurrence of the ptosis.
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