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Rezumat

Ptoza palpebrald, congenitala sau doban-
ditd, poate avea un impact important asupra
bundstarii pacientului, atat din punct de ve-
dere functional, cat si estetic. Pentru a plani-
fica un tratament oportun, functia muschilor
elevatori ai pleoapei superioare este aprecia-
ta prin efectuarea unor masurétori standard.
Tratamentul de electie rdmane a fi rezectia
muschiului elevator, aceasta fiind de multe
ori o etapd care completeazi blefaroplastia su-
perioard clasicd tip Open-Sky. Scopul acestui
articol este de a prezenta aceastd metodd de
tratament in cazul ptozei palpebrale unilate-
rale usoare.

Cuvinte cheie: ptozd palpebrald, blefaro-
plastie, asimetrie.

Introducere

Blefaroptoza, cunoscutd mai frecvent sub nume-
le de ,,ptoza palpebrald®, este o ciddere anormald a
pleoapei superioare cand ochiul are privirea directd.
Aceastd cadere poate afecta unul sau ambii ochi i,
in functie de momentul aparitiei, este clasificata in
general ca fiind congenitald (prezenti la nastere sau
la scurt timp dupd nastere) sau dobandita (care apare
mai tarziu in via{d). Estimdrile prevalentei ptozei se
bazeaza in mare parte pe datele din studiile specifi-
ce regiunii, care raporteaza rate intre 4,7 si 13,5% la
populatiile adulte si sustin natura larg rdspandita a
afectiunii [1].

Caderea pleoapei superioare din cauza ptozei
poate provoca aspectul caracteristic ,somnoros al
pacientului, precum si asimetrie, atat in cazuri unila-
terale, cat si bilaterale [2]. Studiile arata ca acest lucru
poate avea un impact important asupra bundstarii
pacientului, inclusiv reducerea independentei si cres-
terea anxietatii si depresiei legate de aspect [3,4].

Din punct de vedere functional, obstructia pupi-
lei ca urmare a ptozei palpebrale poate provoca de-
ficite ale vederii, detectabile prin testarea cAmpului
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Summary

Palpebral ptosis, whether congenital or
acquired, may have an important impact on
the wellbeing of the patient regarding the
functional and aesthetic aspects. In order to
plan a reasonable treatment, the function of
levator palpebrae superios muscles is appreci-
ated using standard measurements. The treat-
ment of choice remains to be the resection
of levator muscle, which in most of the cases
is associated with classic Open-Sky superior
blepharoplasty. The aim of this article is to
present this method of treatment in mild su-
perior palpebral ptosis.

Key-words: palpebral ptosis, blepharoplas-
ty, asymmetry.

Introduction

Blepharoptosis, which is widely known as “palpe-
bral ptosis’, is an abnormal dropping of the superior
eyelid when the eye is looking straight. This dropping
may affect only one or both eyelids, and regarding
the lifetime period of onset, it can be classified into
congenital (at birth or shortly after birth) and ac-
quired ( which may happen later in life ) . The preva-
lence of ptosis is estimated based mainly on the data
regarding regional specific studies, which assesses a
rate between 4,7 and 13,5% in adult population and
support the widespread nature of the condition. [1]

The dropping of the upper eyelid caused by the
the ptosis may induce the characteristic “sleepy” ap-
pearance of the patient, as well as asymmetry, wheth-
er in unilateral or bilateral cases [2]. The studies show
that this condition may have a significant impact on
the wellbeing of the patient, reducing self-sufficiency
and enhancing the anxiety and depression regarding
the facial aspect [3,4].

From the functional point of view, pupillary ob-
struction secondary to palpebral ptosis can cause
visual deficits detectable by visual field testing and
spotted even in mild cases[5-6].
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vizual si evidente chiar si in cazurile usoare [5-6].
Testul Humphrey Visual Field (HVF) permite o eva-
luare a cAmpului vizual superior utilizand testarea
perimetriei statice. La subiectii de interes, testarea
la momentul initial si dupa inducerea ptozei usoare
sau moderate folosind greutitile pleoapelor constatd
cé chiar si ptoza usoara este asociatd cu o deprimare
semnificativa a tuturor punctelor de testare de-a lun-
gul hemicampului superior si ca aceasta se agraveazd
in starea de ptoza moderata [6]. Printre studiile re-
cente la pacientii cu ptoza, un studiu care valideaza
un nou test de perimetrie statica (testul de cAmp pe-
riferic Leicester (LPFT)) a aratat ca 84 din 85 de ochi
ptotici au avut un deficit de cAmp vizual [5].

Elevarea pleoapei superioare este asigurata in
mare masurd de doi muschi — muschiul elevator
al pleoapei superioare si muschiul tarsal superior
(muschiul Miiller). Elevatorul este un muschi volun-
tar (striat) care are originea pe aripa mica al osului
sfenoid si se inserd, prin aponevroza sa, pe suprafata
anterioara a plicii tarsale superioare.[2,7].

Muschiul Miiller are originea in partea inferioa-
rd a ridicdtorului, la nivelul aponevrozei distale, si se
inserd pe placa tarsald superioara [2,7,8]. Spre deo-
sebire de muschiul ridicator striat, muschiul Miiller
— ca si analogul sau din pleoapa inferioard, muschiul
tarsal inferior — este un muschi involuntar (neted).
In timpul contractiei, muschiul Miiller ajuti la sus-
tinerea ridicdrii pleoapei superioare furnizata de
elevator, oferind, de asemenea, 1-2 mm de ridicare
suplimentara [2,7].

Blefaroptoza poate fi clasificatd in functie de di-
verse criterii precum varsta de debut (congenitala
sau dobanditd), etiologia, severitatea si functia de
ridicare. Blefaroptoza dobanditd poate fi subdivizata
in continuare in dependentd de etiologie in: de cau-
z4 miogend, neurogena, aponevrotica, mecanicd sau
traumatica [9] (Tab.1). In dependenti de severitate,
poate fi minima sau usoara (1-2 mm), moderata
(3-4 mm) sau severd (>4 mm) [10]. Cand se ia in
considerare functia de ridicare, aceasta poate fi slaba
(0-4 mm), moderata (5-10 mm) sau buna (> 10 mm)
[11].

Dupié examinarea adecvata a structurilor oculare
si perioculare, evaluarea functiei pleoapei superioare
poate fi efectuatd cu cateva masuratori simple. Dis-
tanta de la reflexul de lumind pupilar central pana la
marginea centrald a pleoapei superioare (distan{a re-
flexului marginal 1 (MRD-1)) ajuté la definirea pre-
zentei si severitatii ptozei. La ochiul normal, MRD-1
este de obicei de 4-5 mm, iar o scidere a acestei ma-
suri semnaleaza prezenta ptozei [2,6, 12]. Mai putin
relevanta in contextul ptozei dobandite este MRD-2
(distanta reflexului marginal 2- distanta de la cen-
trul reflexului pupilar de lumind pand la marginea
pleoapei inferioare cu ochiul in privirea primara) si
MRD-3 (distanta reflexului marginal 3- distanta de
la reflexul pupilar de lumina pana la marginea pleoa-
pei superioare cu ochiul intr-o privire extrema in
sus). Masura MRD-3 este utilizatd pentru a determi-

The Humphrey Visual Field (HVF) test allows an
assessment of the superior visual field using static pe-
rimetry testing. In subjects of interest, testing at base-
line and after induction of mild or moderate ptosis
using eyelid weights finds that even mild ptosis is as-
sociated with significant depression of all test points
along the superior hemifield and that this worsens
in the moderate ptosis[6]. Among recent studies in
patients with ptosis, a study validating a new static
perimetry test (Leicester peripheral field test (LPFT))
showed that 84 of 85 ptotic eyes had a visual field
deficit [5].

The elevation of the upper eyelid is commonly
provided by two muscles—the levator palpebrae su-
perior muscle and the tarsal superioris muscle (Miil-
ler’s muscle). The levator is a voluntary (striated)
muscle that originates on the small wing of the sphe-
noid bone and inserts, through its aponeurosis, on
the anterior surface of the superior tarsal plate.[2,7].

The Miiller’s muscle originates in the lower part
of the levator, at the level of the distal aponeurosis,
and inserts on the superior tarsal plate [2,7,8]. Un-
like the levator striatum, the Miiller muscle—like its
lower eyelid counterpart, the inferior tarsal muscle—
is an involuntary (smooth) muscle. During contrac-
tion, the Miller’s muscle helps support the lift of the
upper lid provided by the levator, also providing 1-2
mm of additional lift [2,7].

Blepharoptosis can be classified according to
various criteria such as age of onset (congenital or
acquired), etiology, severity, and lifting function.
Acquired blepharoptosis can be further subdivided
depending on etiology into: myogenic, neurogenic,
aponeurotic, mechanical or traumatic [9] (Tab.1).
Depending on the severity, it can be minimal or mild
(1-2 mm), moderate (3-4 mm) or severe (>4 mm)
[10]. When uplift function is considered, it can be
poor (0-4 mm), moderate (5-10 mm) or good (> 10
mm) [11].

After proper examination of the ocular and peri-
ocular structures, assessment of upper eyelid func-
tion can be performed with a few simple measure-
ments. The distance from the central pupillary light
reflex to the central margin of the upper eyelid (mar-
ginal reflex distance 1 (MRD-1)) helps define the
presence and severity of ptosis. In the normal eye,
MRD-1 is usually 4-5 mm, and a decrease in this
measure signals the presence of ptosis [2,6, 12]. Less
relevant in the context of acquired ptosis is MRD-2
(marginal reflex distance 2- distance from the center
of the pupillary light reflex to the edge of the lower
eyelid with the eye in primary gaze) and MRD-3
(marginal reflex distance 3- distance from the reflex
pupil of light to the edge of the upper eyelid with the
eye in an extreme upward gaze). The MRD-3 mea-
sure is used to determine the degree of levator resec-
tion required in patients with congenital ptosis and
vertical strabismus [13].

The height, or the distance from the upper eye-
lid crease to the upper eyelid crease (UEC), can also



Tab.1. Tipurile de ptozd palpebrald dobanditd, cauze si factori de risc [3].

Aponevrotica « Provocata de intindere, dehiscentd sau detasare a aponevrozei muschiului elevator al pleoapei superioare si este asociatd de obicei
cufmbatranirea;
- Prezentd in mod obisnuit cu MRD—1(Marginal Reflex Distance) redusd, pliu ridicat al pleoapei superioare, functie de ridicare
aproape normald si PFD( Palpebral Fissure Distance) scazut.

Miogena - Cauzatd de miopatia primard sau secundard a muschiului ridicator (de exemplu— distrofie miotonica);
- Poate prezenta o cutd slabd/absentd a pleoapei superioare, functie de ridicare slaba si intarziere a pleoapei la privirea in jos.

Neurogend «Tip relativ rar de ptozd, cauzat de o anomalie a SNC( Sistemul Nervos Central) sau de o afectiune neurologica care afecteaza nervii
oculomotori sau simpatici;
- Poate avea 0 gama larga de manifestari, in functie de cauza subiacenta (de exemplu, sindromul Horner se prezinta ca ptoza
unilaterala cu constrictie ipsilaterald a pupilei si anhidroza faciald).

Mecanicd - (auzatd de excesul de greutate pe pleoapa superioard, spre exemplu, prin prezenta unui neoplasm benign sau malign (de
exemplu, hemangiom, chalazion, neurofibrom, chist dermoid);
- Poate fi, de asemenea, 0,,pseudoptozd”— de exemplu— dermatochalasis, in care functia de ridicare nu este afectatd.

Traumatica - Provocata de traumatisme ale muschilor retractori ai pleoapei, ai aponevrozei sau terminatiilor nervoase de la nivelul pleoapei.

Factori de risc de mediu p

entru dezvoltarea ptozei dobandite

Varsta

«In populatiile adulte, prevalenta ptozei creste odata cu varsta.
- Ptoza aponevroticd legatd de varstd este cea mai frecventd forma de ptoza la pacientii adulti.

Lentilele de contact

- Purtarea pe termen lung a lentilelor de contact dure sau moi sunt asociate cu risc crescut de ptoza.

Operatiile oftalmologice

- Ptoza tranzitorie sau persistentd este asociata cu o serie de proceduri sau interventii chirurgicale, inclusiv pentru tratamentul
glaucomului, strabismului si cataractd;
« Riscul depinde de tehnica chirurgicald utilizatd.

Injectiile perioculare cu
neurotoxina botulinica

« Injectiile cu toxina botulinica pot fi asociate cu ptoza tranzitorie a pleoapei superioare.

Tab.1. Types of acquired palpebral ptosis, causes and risk factors[3].

Aponeurotic

- Caused by stretching, dehiscence, or detachment of the aponeurosis of the levator palpebrae muscle and is usually associated
with aging;

« Typically present with reduced MRD-1 (Marginal Reflex Distance), raised upper eyelid fold, near-normal lifting function and low
PFD (Palpebral Fissure Distance).

Myogenic

- Caused by primary or secondary levator muscle myopathy (eg - myotonic dystrophy);
- May have a weak/absent upper lid crease, poor lifting function, and lid lag on downgaze.

Neurogenic

« Relatively rare type of ptosis, caused by an abnormality of the CNS (Central Nervous System) or by a neurological condition
affecting the oculomotor or sympathetic nerves;

« It can have a wide range of manifestations, depending on the underlying cause (eg, Horner’s syndrome presents as unilateral
ptosis with ipsilateral pupillary constriction and facial anhidrosis).

Mechanical

- Caused by excess weight on the upper eyelid, for example, by the presence of a benign or malignant neoplasm (eg, hemangioma,
chalazion, neurofibroma, dermoid cyst;
- It can also be a «pseudoptosis» - for example - dermatochalasis, where the lifting function is not affected.

Traumatic

- Caused by trauma to the retractor muscles of the eyelid, aponeurosis or nerve endings at the level of the eyelid.

Environmental risk factors for the development of acquired ptosis

Age

- In adult populations, the prevalence of ptosis increases with age.
- Age-related aponeurotic ptosis is the most common form of ptosis in adult patients.

Contact lenses

- Long-term wear of hard or soft contact lenses is associated with increased risk of ptosis.

Ophthalmological
surgeries

- Transient or persistent ptosis is associated with a number of procedures or surgeries, including for the treatment of glaucoma,
strabismus and cataracts.
- The risk depends on the surgical technique used.

Periocular botulinum
neurotoxin injections

- Botulinum toxin injections may be associated with transient ptosis of the upper eyelid.

na gradul de rezectie a levatorului necesar la pacientii
cu ptozd congenitald si strabism vertical [13].

Iniltimea, sau distanta de la pliul pleoapei supe-
rioare pand la marginea pleoapei-UEC( upper eyelid
crease), poate fi, de asemenea, informativa. Inil{imea
normald a pliului pleoapelor variaza in general intre
7 si 8 mm la barbati si 9-10 mm la femei, iar o scade-
re a acestei dimensiuni poate indica dezinsertia apo-
nevrozei levatorului [14].

be informative. The normal height of the eyelid fold
generally varies between 7 and 8 mm in men and
9-10 mm in women, and a decrease in this size may
indicate disinsertion of the levator aponeurosis [14].

The height of the palpebral fissure (PFD- palpe-
bral fissure depth) is a measurement of the distance
between the upper and lower lid edges with the eye
in direct view, with a normal value in the range of
10-12mm. A decrease in the height of the palpebral
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Iniltimea fisurii palpebrale( PFD- palpebral fissure
depth) este o mésura a distantei dintre marginile pleoa-
pei superioare si inferioare cu ochiul in privirea directa,
cu o valoare normald in intervalul 10-12mm. O scide-
re a indl{imii fisurii palpebrale poate fi un indicator al
dezinsertiei aponevrozei muschiului elevator de pe pla-
catarsald [12]. De asemenea, in cazul ptozei unilaterale
si cu scopul de a compara la acelasi pacient dreapta cu
stanga- este utilizata si masuratoarea EH(eyebrow hei-
ght)- inaltimea sprincenei- care de fapt este distanta
dintre marginea tarsald a pleoapei superioare si limita
inferioara a sprancenei pe mijlocul pleoapei.

Standardul de tratament impotriva ptozei palpe-
brale superioare este interventia chirurgicald. Elevarea
pleoapei superioare in scopuri functionale sau estetice
poate fi realizata cu succes printr-o varietate de tehnici
care vizeazd muschii elevatori ai pleoapei superioare si
aponevroza acestora [15], iar tipul interventiei chirur-
gicale este selectat in baza etiologiei si severitate [16].

Indicatiile functionale absolute catre interventia
chirurgicald de blefaroplastie includ scaderea ma-
surabild a elevatiei pleoapelor (definita de obicei ca
MRD-1<2mm) si deficitul cAmpului vizual superi-
or, demonstrat prin testarea cAmpului vizual [17].

Materiale si metode

Pacienta X, in varsti de 38 de ani, se adreseaza cu
urmdtoarele acuze: deregliri estetice, limitarea cAm-
pului vizual superior si senzatie de oboseald care se
accentueazd spre searad.

Din anamnezd se constatd ca pacienta a observat
aparitia simptomelor de aproximativ 6 ani, mai in-
tai prin disconfort estetic, iar mai apoi- si limitarea
campului vizual.

La examinarea primard a pacientei, au fost efec-
tuate masuratorile standard: MRD-1, MRD-2, PED,
UEC si EC. Ca valoare de referintd a fost colectata
indlfimea fisurii palpebrale stinga reale de 10 mm si
transpusa in programul AutoCAD 2018- Computer
Aided Design (proiectare asistata de calculator)-
mediu de graficd si proiectare asistata de calculator
in dimensiuni 2D(fig.1d).

La transpunerea celorlalte masurétori, obtinem
urmitoarele date: MRD1 dreapta= 3.5 mm, MRD1
stinga= 4.5 mm (fig.1b). O valoare a acestei masura-
tori mai micd decat 4 mm semnaleazd prezenta pto-
zei. MRD2 dreapta= 5.6mm, MRD2 stanga= 5.5mm
(fig.1c). Valoarea PFH este 9.1mm pe dreapta si 10mm
pe stanga(fig.1d). Scaderea inaltimii fisurii palpebrale
sub 10mm este un indicator al dezinsertiei aponevro-
zei muschiului elevator al pleoapei superioare. Valoa-
rea EH dreapta= 9mm, valoarea EH stdnga= 11.7mm
(fig.1e). Prin comparatie, se determind scurtarea
pleoapei drepte cu 2.7 mm fata de cea stangd. Valoa-
rea UEC dreapta= 6.38mm, iar UEC stanga=8.34mm
(fig.1a). Inalfimea pliului pleoapei superioare mai
mica decat 7 mm se considera patologica si indica dez-
insertia aponevrozei muschiului elevator.

Conform datelor masuratorilor anterioare, se
constata ptozd palpebrald pe dreapta de gravitate

fissure may be an indicator of disinsertion of the le-
vator aponeurosis from the tarsal plate [12]. Also, in
the case of unilateral ptosis and with the aim of com-
paring the right with the left in the same patient, the
EH (eyebrow height) measurement is also used - the
height of the eyebrow - which is actually the distance
between the tarsal edge of the upper eyelid and the
lower limit of the eyebrow on the middle of the eye-
lid.

The standard treatment for upper eyelid ptosis
is surgery. Upper eyelid elevation for functional or
aesthetic purposes can be successfully achieved by a
variety of techniques targeting the levator muscles of
the upper eyelid and their aponeurosis [15], and the
type of surgery is selected based on etiology and se-
verity [16].

Absolute functional indications for blepharo-
plasty surgery include measurable decrease in eyelid
elevation (usually defined as MRD-1 <2 mm) and su-
perior visual field deficit demonstrated by visual field
testing [17].

Materials and methods

Patient X, 38 years old, comes with the following
complaints: aesthetic disturbances, limitation of the
upper visual field and a feeling of fatigue that is ac-
centuated in the evening.

From the anamnesis, it can be seen that the pa-
tient noticed the appearance of symptoms for about
6 years, first through aesthetic discomfort, and then
- also the limitation of the visual field.

At the patient’s primary examination, standard
measurements were performed: MRD-1, MRD-2,
PFD, UEC and EC. As a reference value, the height of
the real left palpebral fissure of 10 mm was collected
and transposed into the AutoCAD 2018 program -
Computer Aided Design - graphics environment and
computer-aided design in 2D dimensions (fig.1d).

When transposing the other measurements, we
obtain the following data: MRDI right= 3.5 mm,
MRDL1 left= 4.5 mm (fig.1b). A value of this mea-
surement less than 4 mm signals the presence of pto-
sis. MRD2 right= 5.6mm, MRD2 left= 5.5mm (fig.
1c). The PFH value is 9.1mm on the right and 10mm
on the left (fig.1d). The decrease in the height of the
palpebral fissure below 10mm is an indicator of dis-
insertion of the aponeurosis of the levator muscle of
the upper eyelid. Right EH value = 9mm, left EH val-
ue = 11.7mm (fig. 1e). By comparison, the right eye-
lid is shortened by 2.7 mm compared to the left one.
The right UEC value = 6.38mm, and the left UEC
= 8.34mm (fig. 1a). The height of the upper eyelid
fold less than 7 mm is considered pathological and
indicates disinsertion of the aponeurosis of the leva-
tor muscle.

According to the data of the previous measure-
ments, palpebral ptosis on the right of mild severity
is found. The selected treatment is surgical and con-
sists of open-sky upper blepharoplasty and resection
of the levator muscle.



Fig.1. Datele examenului obiectiv preoperator: a)valorile UEC— indltimea pliului pleoapei superioare; b) valorile MRD1— distanta reflexului

marginal 1; ¢) valorile MRD2— distanta reflexului marginal 2; d) valorile PFH— indltimea fisurii palpebrale; e) valorile EH— indltimea sprancenei.

Fig.1. Data of the preoperative objective examination: a) the UEC values - the height of the upper eyelid fold; b) MRD1 values - marginal reflex
distance 1; c) MRD2 values - marginal reflex distance 2; d) PFH values - palpebral fissure height; e) EH values - eyebrow height.

LN = Lk - # 2 "
Fig.2. Etapele intraoperatorii ale disectiei tip OPEN—Sky: a) incizie elipsoidald la tequment; b) disectia muschiului orbicular al ochiului; c)
disectia septului orbital si grasimii preaponevrotice; d) expunerea tarsului superior.

Fig.2. Intraoperative stages of the OPEN-Sky type dissection: a) ellipsoidal skin incision; b) dissection of the orbicular muscle; ¢) dissection of
the orbital septum and preaponeurotic fat; d) exposure of the upper tarsus.
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Fig.3. Aspect postoperator la diferite etape ale vindecdrii: a)6 zile postoperator; b)30 de zile postoperator; c)90 de zile postoperator.

Fig.3. Postoperative aspect at different stages of healing: a) 6 days after surgery; b) 30 days after surgery; ¢) 90 days after surgery.

usoard. Tratamentul selectat este chirurgical si consta
in blefaroplastie superioard tip open-sky si rezectia
muschiului elevator.

In anestezie general, se efectueazi o incizie cu-
tanata de aproximativ 22 mm cu o lama Nr.15C pe
pliul pleoapei superioare postoperator dorit, care
continua elipsoidal si inconjoara excesul de piele al
pleoapei (fig.2a). Se va evita infiltrarea anestezicului
local, astfel incat continutul de epinefrind poate sti-
mula muschiul Muller, ficAnd pozitia intraoperatorie
a pleoapei mai ridicatd decét de obicei.

Prin incizia pielii, disectia se efectueaza inferior
sub muschiul orbicular al ochiului pe latimea inciziei
(fig.2b). Se identifica septul orbital si se deschide larg
pentru a expune grasimea preaponevrotica (fig.2c).
Acesta este apoi disecat cu atentie, iar tarsul superior
este expus (fig.2d). Se aplicd 3 suturi tip saltea ori-
zontald pentru a avansa si reaproxima aponevroza
levatorului de marginea anterioard a tarsului supe-
rior. Dupa fixarea suturilor tip saltea, cu acces con-

Under general anesthesia, a skin incision of ap-
proximately 22 mm is made with a No. 15C blade on
the desired postoperative upper eyelid fold, which
continues ellipsoidally and surrounds the excess skin
of the eyelid (fig. 2a). Infiltration of the local anes-
thetic will be avoided, as the epinephrine content
may stimulate the Muller muscle, making the intra-
operative position of the eyelid higher than usual.

Through the skin incision, the dissection is per-
formed below the orbicularis oculi muscle across the
width of the incision (fig. 2b). The orbital septum is
identified and opened wide to expose the preaponeu-
rotic fat (fig. 2c). It is then carefully dissected, and the
upper tarsus is exposed (fig. 2d). 3 horizontal mat-
tress sutures are applied to advance and reapproxi-
mate the levator aponeurosis to the anterior border
of the upper tarsus. After fixing the mattress sutures,
acute excision of the excess aponeurosis in com-
plex with the underlying conjunctiva is performed
with conjunctival access. Hemostasis control is per-
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Figura 4. Datele examenului obiectiv postoperator: a)valorile UEC— indltimea pliului pleoapei superioare; b) valorile MRD1- distanta reflexului
marginal 1; ¢) valorile MRD2— distanta reflexului marginal 2; d) valorile PFH— indltimea fisurii palpebrale; e) valorile EH— indltimea sprancenei.

Figura 4. Data of the postoperative objective examination: a) the UEC values - the height of the upper eyelid fold; b) MRD1 values - marginal
reflex distance 1; ¢) MRD2 values - marginal reflex distance 2; d) PFH values - palpebral fissure height; e) EH values - eyebrow height.

junctival se efectueazd excizia acutd a excesului de
aponevrozd in complex cu conjunctiva subiacenta. Se
efectueazd controlul hemostazei. Se aplica suturd cu
fir intradermic 7/0 prolene la tegument. Pansament
cu steristrips pentru 6 zile.

Tratamentul chirurgical a fost completat cu me-
dicatie antimicrobiana pentru 5 zile postoperator si
picaturi oftalmice antiinflamatoare. Pansament a fost
efectuat a doua zi postoperator. Suprimarea suturilor
s—a efectuat la a sasea zi postoperator, vindecarea pri-
mara fiind fird particularitagi. Au fost efectuate foto-
grafii postoperatorii la 6, 30 si 90 de zile postoperator.

Rezultate si discutii

Pentru a aprecia rezultatele interventiei chirurgica-
le, au fost studiate cele mai frecvente complicatii aso-
ciate cu blefaroplastia superioar si rezectia de muschi
elevator. Aceste complicatii pot fi: singerare, echimoze

formed. Suture with 7/0 prolene intradermal thread
is applied to the skin. Dressing with steristrips for 6
days.

The surgical treatment was completed with an-
timicrobial medication for 5 days postoperatively
and anti-inflammatory eye drops. Dressing was per-
formed the second postoperative day. Sutures were
removed on the sixth postoperative day, primary
healing being uneventful. Postoperative photographs
were taken at 6, 30, and 90 days postoperatively.

Results and discussions

To assess the results of surgery, the most common
complications associated with upper blepharoplasty
and levator muscle resection were studied. These
complications can be: bleeding, ecchymosis and sec-
ondary infection, visible scars, excessive correction,
insufficient correction, lagophthalmia and keratopa-
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siinfectie secundara, cicatrici vizibile, corectie excesiv,
corectie insuficienta, lagoftalmia si keratopatia (fig.3).
Rezultatele obtinute au fost transpuse in tabelul 2.

Tab. 2. Analiza complicatiilor postoperatorii
la diferite etape ale vindecarii

thy (fig. 3). The obtained results were transposed in

table 2.

Tab. 2. Analysis of postoperative complications
at different stages of healing

6 daysafter | 30daysafter | 90 days after
6zile 30 dezile 90 de zile surgery surgery surgery

postoperator | postoperator | postoperator Bleeding - - -
Sangerare - - - Echimosis + - -
Echimoze + - - Secondary infection - - -
Infectie secundard - - - Visible scar + + -
Cicatrici vizibile + + - Overcorrection - - -
Corectie excesiva - - - Undercorrection - - -
Corectie insuficientd - - - Lagoftalmia - - -
Lagoftalmie - - - Keratopathy - - -
Keratopatie - - -

Conform analizei datelor din tabel, poate fi ob-
servata prezenta complicatiilor usoare ca echimoze si

According to the analysis of the data in the table,
it can be observed the presence of mild complica-
tions such as ecchymosis and the visibility of scars

Fig. 5. Fotodiagnostic pre— si postoperator la 90 de zile.

Fig. 5. Pre- and postoperative photodiagnostic at 90 days of healing.



vizibilitatea cicatricilor la termene precoce ale vinde-
carii, dar care involueazi la termene tardive. Astfel,
aceastd metodd de tratament se dovedeste a fi predic-
tibild din punct de vedere a aparitiei complicatiilor.

Fotografiile postoperatorii de la etapa de 90 de zile
au fost analizate in programul AutoCAD, iar masura-
torile preoperatorii au fost efectuate din nou(fig.4).

Astfel, postoperator am obtinut urmétoarele date:
MRD1 dreapta= 4.4mm, MRD1 stinga= 4.5 mm
(fig.4b); MRD2 dreapta= 5.5mm, MRD2 stinga=
5.5mm (fig.4c); valoarea PFH este 9.9mm pe dreap-
ta si 10mm pe stdnga (fig.4d); valoarea EH dreapta=
7.6mm, valoarea EH stanga=7.5mm (fig.4e); valoa-
rea UEC dreapta= 8.4mm, iar UEC stanga=8.5mm
(fig.4a). Toate datele postoperatorii se incadreaza in
valori considerate normale, iar diferentele de 0.1lmm
dintre dreapta si stinga sunt neperceptibile atat din
punct de vedere estetic, cat si functional.

De asemenea, pentru a aprecia succesul interven-
tiei, au fost comparate datele de fotodiagnostic pre-
si postoperator (fig.5).

Postoperator, cAmpul vizual superior este satisfa-
cétor, iar necesitatea estetica si functionala a pacien-
tei este indeplinita.

Concluzie

Cazul clinic prezentat in acest articol demon-
streazd o optiune de tratament chirurgical care poate
fi utilizata in cazul ptozei palpebrale dobandite. Teh-
nica chirurgicald expusa combind excizia surplusului
de tegument prin blefaroplastie superioara clasica tip
open- Sky bilaterala completatd de rezectia muschiu-
lui elevator de partea afectatd de ptoza.

Tehnica chirurgicald oferd rezultate predictibile,
prin riscuri minime de complicatii, precum si prin
obtinerea mésuritorilor examenului obiectiv care se
incadreaza in valori normale.
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