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Figure 3(a,b) Ectropion and lagophthalmos before surgery. (c,d) 10 days after medial tarsal suspension an improvement in
cosmesis and function is obvious. (¢) When closure is not forced, the deformity of the lower lid margin is noticeable because
of a previous tarsorrhaphy.

Figure 4 Basal cell carcinoma affecting the lower eyelid and caruncula. (a) The black marks correspond to the limits of
the skin resection. (b) Firstly, the nasal canthus was reconstructed. (c) Two weeks after the excision a temporal tarsal
suspension of the lower lid was performed to correct the lateral lagophthalmos. (d) Final appeareance.
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Surgical repair of paralytic lagophthalmos by medial tarsal suspension of the lower lid

Table 1  Postoperative follow up time and surgical assessment of medial tarsal suspension
(MTS) of the lower lid

Combined surgery  Further surgery

Patient No Length of follow up  Previous surgery*  at MTS operationf needed}
1 Yes (a) No No

2 No No No

3 No No No

4 No Yes (i) No

5 No No No

6 Yes (b) Yes (i) Yes (I)
7 No Yes (iii) No

8 No No —

9 Yes (c) No No

1 Yes (d) No No

1 Yes (e) No Yes (D)

* (a) Tarsorrhaphy; (b) encircling fascia; (c) basal cell carcinoma; (d) facial nerve decompression;
(e) maxillary sinus carcinoma.

1 (i) Lateral canthoplasty; (ii) fascial extraction; (iii) block resection of the lower lid.

} (I For slight lagophthalmos.

Table 2 Summary of subjective and objective clinical findings after medial tarsal

Cosmetic evaluation

Ocular pain or itching Patients Doctors Exposure
1 4 4 4 4 3t
2 4 4 4 4 4
3 3 4 4 3 4
4 4 4 4 4 4
5 3 4 4 4 4
6 3 2 3 3 3t
7 4 4 4 4 4
8 — — _ — —
9 1* 4 4 4 4
10 2 4 3 3 4
11 4 4 4 3 3t

Grades: 0=worse; 1=no improvement; 2=satisfactory; 3=good; 4=excellent.
* Excision of the lower lacrimal drainage system.
+ Conjunctival exposure (see text).

patients with paralytic lagophthalmos except
for case 2, who developed chronic complica-
tions of facial palsy, including hemifacial
spasm, hearing loss, rhinorrhoea, and tearing
of the affected side. All patients had improved
lid closure and the exposure keratopathy was
eliminated. Three cases had a slight lagoph-
thalmos. Case 1, because of the previous lid
margin deformity and cases 6 and 11, with
severe seventh nerve dysfunction, had a vertical
lengthening of the flap and should require a
secondary combined surgery. Amounts of topi-
cal lubrication used decreased in all patients.
Cosmesis was assessed comparing preoperative
and postoperative appearance as well as patient
evaluation. All patients felt better after surgery.
Case 2 complained of great difficulty in open-
ing his right eye due to hemifacial spasm. This
patient got better after the flap was cut. Com-
plications were minor and transient. We have
not observed postoperative eyelid malposition.
There were three small haematomas and one
patient pulled out the fixing suture 3 days after
the operation. Results are summarised in
Table 2.

Discussion

This technique offers several advantages. For
instance, it avoids lid margin sutures which are
responsible for lid margin tears and deformi-
ties. We have not observed complications such
as entropion, trichiasis, or deformities of the
upper lid because 2-3 mm of the lid margin
remain untouched. Smith ez al** emphasised
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that the rim of the tarsus must be preserved to
prevent postoperative eyelid malposition.
Smith and de Damborenea reported this
procedure using a lateral tarsoconjunctival pil-
lar (partial preliminary results were presented
by Smith BC and de Damborenea A at the
19th Annual Scientific Symposium of the
American Society of Ophthalmic Plastic and
Reconstructive Surgery, Las Vegas, 1988).

We now prefer the upper lid flap to be
medial, instead of temporal, to ensure close
contact between the inferior punctum and the
eye globe. This improves ephiphora and
patient comfort. On the other hand, we have
not seen postoperative lower lid eversion,
trichiasis, wound dehiscences, or granuloma
formation as it was reported by other authors
with the tarsal pillar technique.’ The prepara-
tion of the lower lid recipient bed and the
sutured closure in their technique differs from
our procedure. We believe that the lower lid
pocket in the MTS procedure has several
advantages. It contributes to lower lid stability
by evenly distributing the suspensory strength
of the TCF and obtains a good lid-globe appo-
sition. Because it provides a larger contact area
it secures the adherence between the flap and
the lower lid. This adhesion is further en-
hanced by removing the conjunctiva of the flap.
This tight adhesion could explain our lack of
wound dehiscences, even in the case of the
patient who pulled out the suture on the third
postoperative day. A third advantage of the
lower lid pocket is that the free border of the
flap is hidden and buried when it is sutured,
minimising granuloma formation. According
to our study, the MTS procedure proved to be
effective during an average follow up of nearly
6 years and therefore can be considered a per-
manent, yet reversible, technique to diminish
the interpalpebral fissure. The MTS is rela-
tively easy to manage and quick to perform
when compared with other procedures.”®’
Since it is also readily reversible, if the function
of the seventh nerve is recovered, the tarsocon-
junctival flap simply has to be severed. This is
performed with minimal deformities. If post-
operatively the patient is undercorrected,
further lid closure may be achieved by
performing a temporal tarsal suspension of the
lower lid, or a tarsal strip canthoplasty, to
tighten and elevate the paralysed eyelid. More-
over, the MTS technique preserves the major-
ity of the lid and tarsus, permitting it to be
combined with techniques such as gold weight
implantation. As can be seen in case 9, the tar-
sal suspension procedure is also useful in
correcting certain cases of palpebral defects
with symptomatic lagophthalmos.

Many procedures have been described to
improve lid closure of paralytic lagophthalmos
but none of them has proved helpful in all cases
for extended periods of time.? ™ The MTS
technique has produced great improvement in
all patients and may achieve a successful long
term result as we have shown in this study.

The authors are grateful to Dr Byron C Smith for his kind col-
laboration in some of the operations described above. We would
like to dedicate this paper to his memory.
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