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Blepharochalasis with multiple system involvement

Fig.6 Intravenous pyelogram showing a non-functioning
left kidney, with compensatory hypertrophy of right kidney.

undertaken in the same sitting under general anaes-
thesia. After the dimensions of excess tissue had been
determined, the redundant horizontal skin spindles,
wider temporally than nasally, were symmetrically
mapped out on both upper lids, and carefully excised
without disturbance of the deeper structures. The
lower edge of the spindle was placed at the level of
the lid fold of the upper lid. During surgery no un-
usual laxity of the orbital septum or fat herniation
was observed. After haemostasis had been secured
the skin edges were coapted, without any undermin-
ing, by interrupted 6-0 atraumatic silk sutures. Post-
operatively the vertical palpebral aperture was 9 mm
with a levator action of 15 mm on both sides. Histo-
pathology showed a moderate infiltration of the
dermis by mononuclear cells.
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Fig.7 Scanning renogram with

3! [-hippuran immediately after
injection: no activity detected on left side.

Fig.8 Scanning renogram with
Y I-hippuran 7 minutes after injection:
no evidence of activity on left side.
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Discussion

This case illustrates many of the known characteris-
tics of blepharochalasis. Features occasionally des-
cribed, such as involvement of the lower eyelids,'’
herniation of fat with weakening of the orbital
septum, a pseudoepicanthic fold, and atrophy of the
nasal fat pad,® were not, however, observed in our
case. There was no evidence of hereditary transmis-
sion.*

Three broad stages in the clinical course of
blepharochalasis have been described: a stage of
intumescence or oedema, followed by the second
stage of atonic ptosis, and, with the further relaxation
of the orbital septum, the third stage of ptosis adiposa
or fat hernia.' Our case was possibly in the early
second stage.

The excision of redundant skin in blepharochalasis
leads to cosmetic improvement.'* The orbital septum
did not have to be tackled in our case; in young
patients resection of fat is rarely required.” However,
ptosis caused by a disinsertion of the levator
aponeurosis and its surgical repair have been des-
cribed.® Since the attacks of oedema may continue
postoperatively, surgery may be delayed until after a
prolonged quiescent period in the natural course of
the disease.” A longer follow-up in our case may
indicate the need for further surgery.

The aetiology of blepharochalasis is by and large
unknown, though various hypotheses have been
postulated from time to time. The episodes of
oedema usually begin around puberty,® which might
suggest an endocrine imbalance; non-toxic enlarge-
ment of the thyroid occurs occasionally.* Our patient
showed no clinical evidence of dysthyroid status. The
attacks of oedema often resemble angioneurotic

Fig.9 Scanning renogram with
'3V [-hippuran 13 minutes after injection:
anormal urinary bladder scan.
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oedema of the eyelids,’ which might be because of an
allergic diathesis, but definite proof of this is not yet
available.' Therecurrentattacksof upperlid oedema
in this patient could possibly be of renal origin,
although renal oedema characteristically involves the
lower eyelids. Mononuclear infiltration of the dermis
in our case is consistent with the known histopatho-
logical features of blepharochalasis,' and may be
suggestive of a chronic low-grade inflammatory
process.

Although most cases of blepharochalasis are limited
to the eyelids, it could well be a part of a more
generalised disorder, as is evident in this patient. He
was found to have a wide variety of systemic abnor-
malities associated with blepharochalasis—unilateral
agenesis of the left kidney, multiple skeletal anom-
alies of the vertebral column, and congenital heart
disease with a left to right shunt. Although the triad
of blepharochalasis, swelling of the mucous mem-
brane of the lips (double lip), and non-toxic thyroid
enlargement has been known since 1922 as the Laffer-
Ascher syndrome,'® generalised congenital abnor-
malities as in our case have not been described before.

Developmental defects of the kidney are known to
occur hereditarily or sporadically, and are frequently
associated with anomalies in the other organ systems,
asskeletal and cardiac in our case, and in the nervous,
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‘genital, and gastrointestinal systems.''" However,
their association with blepharochalasis does not seem
to have been reported previously.

References

1 Dukc-Elder S, MacFaul PA. The ocular adnexa. In: Duke-Elder
S, cd. System of ophthalmology. London: Kimpton, 1974: 13 (1):
350-5.

2 Dayal Y. Blepharochalasis. J All-India Ophthalmol Soc 1961;9:
37-8.

3 Johnson CC. Surgical management of benign lid Iesions. In:
Smith B, Converse JM, cds. Proceedings of the second inter-
national symposium on plastic and reconstructive surgery of the
eye and adnexa. St Louis: Mosby, 1967: 86-7.

4 Brazin SA, Stern LS, Johnson WT. Unilatcral blepharochalasis.
Arch Dermatol 1979; 115: 479-81.

5 Fox SA. Ophthalmic plastic surgery. 5th cd. New York: Grunc
and Stratton, 1976: 420-30.

6 Collin JRO, Bcard C, Stcrn WH, Schocngarth D. Blepharo- -
chalasis. BrJ Ophthalmol 1979; 63: 542-6.

7 Sticglitz LN, Crawford JS. Blepharochalasis. Am J Ophthalmol
1974 77: 100-2.

8 Jones LT, Quickert MH, Wobig JL. The curc of ptosis by
aponcurotic repair. Arch Ophthalmol 1975 93: 629-34.

9 Gonzalcz FG, Acosta MP, Mangubat LL. Blepharochalasis.
Philippine J] Ophthalmol 198(); 12: 47-52.

10 Beard C. Prosis. 3rd cd. St Louis: Mosby, 1981: 70-71.

11 Vaughan VC, McKay RJ, Bchrman RE. Nelson's textbook of
pediatrics. 11th cd. Philadelphia, London, Toronto: Saundcrs,
1979: 1548-9.


http://bjo.bmj.com/
http://group.bmj.com/

Downloaded from bjo.bmj.com on February 13, 2012 - Published by group.bmj.com

Blepharochalasis with multiple
system involvement.

S Ghose, B R Kalra and Y Dayal

Br J Ophthalmol 1984 68: 529-532
doi: 10.1136/bjo.68.8.529

Updated information and services can be found at:
http://bjo.bmj.com/content/68/8/529

These include:

Email alerting  Receive free email alerts when new articles cite this article.
service Sign up in the box at the top right corner of the online
article.

Notes

To request permissions go to:
http://group.bmj.com/group/rights-licensing/permissions

To order reprints go to:
http://journals.bmj.com/cgi/reprintform

To subscribe to BMJ go to:
http://group.bmj.com/subscribe/


http://bjo.bmj.com/content/68/8/529
http://group.bmj.com/group/rights-licensing/permissions
http://journals.bmj.com/cgi/reprintform
http://group.bmj.com/subscribe/
http://bjo.bmj.com/
http://group.bmj.com/

