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SPECIAL TOPICHNE

Lateral Access Recontouring Blepharoplasty for
Rejuvenation of the Lower Lids

Grady B. Core, M.D.

Birmingham, Ala.

A

THERAPEUTIC

Background: Effective lower eyelid blepharoplasty is possible in a virtually
closed fashion without either an anterior subciliary skin incision or a trans-
conjunctival incision, both of which put the patient at risk for lower lid
retraction.

Methods: Over a 6-year period, the author performed lower lid rejuvenation
with only a lateral incision in 89 consecutive cases in 86 women and three men
ranging in age from 42 to 65 years. Patients with lower lid laxity, prior surgery,
trauma, significant excess skin, or festoons were excluded. Grading the aged
eyelid in stages 1 to 3, with 3 being advanced, this procedure is indicated for
stage 1 and 2 patients, characterized by deep nasojugal grooves, herniated
lower lid compartment fat, mild to moderate rhytides, and increased lower lid
height. The technique uses a lateral incision with dissection under the orbi-
cularis and anterior to the orbital septum with release of the orbitomalar liga-
ment. Loupe magnification is used. The nasal orbicularis fibers are released
and the fat compartments are released and sewn to the midface fat using 6-0
transcutaneous sutures. An orbicularis muscle lift is performed for support and
a lateral retinacular suspension is performed if necessary.

Results: Follow-up ranged from 3 months to 6 years, and there have been no
major complications. All patients have been satisfied with the results.
Conclusions: Lateral incision—only lower lid blepharoplasty allows all neces-
sary structures to be addressed for rejuvenation by recontouring in selected
patients without anterior or posterior incisions into the central part of the
lid.  (Plast. Reconstr. Surg. 132: 835, 2013.)

CLINICAL QUESTION/LEVEL OF EVIDENCE: Therapeutic, IV.

lenge plastic surgeons in terms of results and

complications. The primary source of com-
plications is the lower lid retraction from cica-
trix formation in the central lamellar structures
of the lid, resulting in lid retraction with scleral
show.! Ideally, it would be efficacious if steps to
lower lid rejuvenation could be performed with-
out making incisions in the central portion of the
lower lid such that the surgeon is not transgress-
ing across functional structures to any significant
degree. The author has developed a technique to
accomplish this goal that demonstrates the pos-
sibility of effective lower eyelid rejuvenation in a
virtually closed fashion without either an anterior

I ower lid blepharoplasty continues to chal-
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subciliary skin or muscle incision or a transcon-
junctival incision, all of which put the patient at
risk for lower lid retraction. This innovation rep-
resents a new technique of lower lid rejuvenation
that omits both anterior and posterior incisions
and keeps the orbicularis muscle completely
intact across the majority of the lower lid anteri-
orly and prevents injury to the lid retractors and
capsulopalpebral fascia posteriorly.
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PATIENTS AND METHODS

Over a 6-year period, the author has performed
lower lid rejuvenation in selected patients with only
a lateral incision for access to lower lid structures.
This series represents 89 consecutive cases in 86
women and three men with ages ranging from 42
to 65 years. This group is a subset of the author’s
overall blepharoplasty practice in 520 patients, and
includes open (full length subciliary) incisions,
transconjunctival incisions, and the newer minimal
access incisions. All patients with advanced lower lid
laxity, prior surgery, previous trauma, or significant
excess skin or festoons were excluded. Grading the
aged eyelid in stages 1 to 3 (with 3 being advanced),
this procedure has been reserved for stage 1 and
most stage 2 patients, but is not currently recom-
mended for stage 3 patients. The author’s grading
scale for aging lower eyelids is as follows:

Stage 1. Early signs of periorbital aging: mild
rhytides, early visibility of lower lid fat compart-
ments, nasojugal grooves becoming visible,
lower lid with good tone, and no canthal laxity.

Stage 2. Obvious signs of periorbital aging: rhyt-
ides increasing, fat compartment herniation
easily visible, deep nasojugal grooves, and lower
lid tone normal or with mild laxity.

Stage 3. Advanced signs of periorbital aging: exten-
sive rhytides with excess skin, bulging lower lid
fat obvious, deep and long nasojugal grooves,
canthal laxity with medial displacement, lower
lid laxity, and if present, festoons.

My rationale for selecting only stage 1 and
early stage 2 patients is that the technique does
not excise any skin except a small lateral section;
thus, Iinitially elected to restrict it to patients with
no excess skin issues. Ancillary techniques for
excess skin issues in stage 3 patients are beyond
the scope of this initial report.

Technique

A lateral incision is created with a no. 15C
blade beginning 2 to 4 mm medial to the lateral
canthus in the subciliary incision line and extend-
ing laterally and slightly downward for a total inci-
sion length of 10 to 15 mm (Fig. 1). The extent of
the planned dissection is shown in Figure 2. Blunt
dissection is then carried out with tenotomy scis-
sors under the orbicularis from lateral to medial,
separating it from the orbital septum in a blood-
less plane with a spreading technique. Loupe mag-
nification with 4.5x lenses or a 5-mm, 30-degree
endoscope is used to visualize the newly dissected
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Fig. 1. (Above) Planned incision. (Below) Excised skin and muscle.

Fig. 2. Extent of dissection.

optic cavity through the small lateral incision. In
more recent cases, the loupes have proven to be
more efficacious because the endoscope takes
up too much room in the small space under the
orbicularis. The orbicularis is retracted anteriorly
with a Senn retractor initially and, as the pocket
deepens, transitioning to an Aufricht retractor
to assist with visualization medially (Fig. 3). After
the orbital septum is visualized all the way to the
nasal area, the dissection is then carried into the
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Fig. 3. (Left) Retractor in place in the submuscular space. (Right) Coronal view (below orbital rim)

of the retractor in place in the submuscular space.

midface anterior to the muscles of facial expres-
sion with scissors tip spreading, which effectively
releases the orbicularis retaining ligament and
exposes the midface fat caudally. The medial nasal
attachments of the orbicularis are released (Fig. 4)
and then the fat is released from the lower orbital
septum medial and central compartments by cre-
ating small perforations in the lower portions of
the orbital septum using scissors tip spreading.
This fat is then teased into the suborbicularis
space after the Loeb/Hamra concept and sewn
under the orbicularis to the midface fat caudally
using 6-0 nylon transcutaneous sutures held exter-
nally with a bolster, thus effectively transposing
the lower lid fat into the now released and open
space beneath the nasojugal groove, augment-
ing the upper malar region and filling the naso-
jugal groove (Fig. 5). In some cases, a 6-0 Vicryl
suture (Ethicon, Inc., Somerville, N.J.) has been
used internally for this instead of transcutaneous

Fig. 4. Division of the medial orbicularis attachments.

sutures, but both seem to work well. In two cases,
I have added pearl grafts of fat, but I prefer vas-
cularized pedicled fat over pearl grafts because of
the inconsistency of revascularization of the pearl
grafts. The lateral compartment fat can either be
excised or transposed, depending on the need for
fill. After the fat transposition, a medially based
orbicularis muscle sling at the lateral aspect is
sewn to the temporalis fascia lateral to the orbital
rim, thus completing a muscle lift of the entire
region (Fig. 6). A suspension technique is also
added as needed at the lateral canthus if there is
any degree of canthal laxity or decreased lower lid
tone; otherwise, canthal suspension is unneces-
sary. If used, a 6-0 polydioxanone suture is used to
attach the lateral canthus to the lateral orbital rim
periosteum. Only a small ellipse of redundant lat-
eral skin excess (3 mm) is excised. All suspension
techniques are performed through the lateralmost
aspect of an upper lid blepharoplasty incision, or a
small incision in that location is created for better
access to the lateral orbital rim and the tempora-
lis fascia. The lower lid incision is then closed with
interrupted 6-0 nylon lateral to the canthus and
fast absorbing 6-0 gut medially. The incision in the
upper lid is closed with 6-0 nylon. (See Video, Sup-
plemental Digital Content 1, which shows the tech-
nique of lateral access recontouring of the lower
lid, available in the “Related Videos” section of the
full-text article on PRSJournal.com and at http://
links.lww.com/PRS/A842.)

RESULTS

Follow-up ranged from 3 months to 6 years,
with an average follow-up of 1.5 years, and there
have been no major complications and two minor
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Fig. 5. (Above, left) Transcutaneous sutures holding transposed fat in position. (Above, right)
Sagittal view: transposed fat blended with midface fat. (Below) Coronal view

complications, which included one patient who
requested excision of a palpable polydioxanone
suture and one who requested a minor scar revi-
sion. All patients have been satisfied with the
results as noted by either simple questioning
or spontaneous patient expression and in the
absence of any complaints beyond 4 weeks. There
have been no reoperations for recurrence of
aging issues and no scleral show issues.

CASE REPORTS
Case 1

A b2-year-old woman presented with stage 1 changes to the
lower lid region. Lateral access recontouring of the lower lid with
fat transposition and orbicularis muscle lift was performed. She
also underwent endoscopic lateral brow lift, upper blepharo-
plasty, and superficial musculoaponeurotic system rhytidectomy.
Photographs were taken at 3 months postoperatively (Fig. 7).

Case 2

A 47year-old woman presented with stage 2 changes to
the lower lids. Lateral access recontouring of the lower lids with
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orbicularis muscle lift, fat transposition, and release of medial
orbicularis muscle fibers were performed. She also underwent
endoscopic lateral brow lift with no upper lid surgery and malar
augmentation. Photographs were taken at 3%2 months postop-
eratively (Fig. 8).

Case 3

A b5l-year-old woman presented with stage 1 changes. Lateral
access lower lid recontouring of the lower lids was performed,
with fat transposition orbicularis muscle release and muscle lift
with endoscopic brow lift and mini—face lift. Photographs were
taken at 5%2 months postoperatively (Fig. 9).

DISCUSSION

Lower lid procedures have progressed over
the years, from procedures that removed only fat,
skin, and possibly muscle,** to procedures that
included suspension of midface structures, orbi-
cularis muscle, and/or lateral canthal support*®
and later fat preservation instead of removal.’
However, recontouring of the region of the lower
lid and cheek has now been shown to be three-
dimensionally preferable to lifting alone with
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Fig. 6. Medially based orbicularis muscle flap.

'Bm" Video Available Online

Video 1. Supplemental Digital Content 1, showing the tech-
nique of lateral access recontouring of the lower lid, is available
in the “Related Videos” section of the full-text article on PRSJour-
nal.com and at http://links.lww.com/PRS/A842.

tissue removal.'” With the advent of excellent laser
technology, skin rhytides and excess skin now
can be managed nonoperatively in some cases.'!
However, most procedures for lower lid rejuvena-
tion are still performed with either an anterior
subciliary incision or a posterior transconjuncti-
val incision, both of which put the middle lamel-
lar structures at risk for cicatrix and subsequent
retraction, causing scleral show.'*'* Although it
has been noted that transconjunctival techniques
have a much lower degree of postoperative lid
retraction compared with the anterior approach,
the transconjunctival approach still puts a trau-
matic dissection through the lower lid retractors
and, consequently, scarring in this area can still
be a cause of lower lid retraction.”'® In addition,
transconjunctival techniques or any technique

performed in close juxtaposition to the globe puts
the globe at increased risk, in addition to the lid
margin, which is a very delicate anatomical struc-
ture. I personally have experienced two lower lid
injuries to the lid margin during transconjunc-
tival blepharoplasty and, though rare, they are
exceedingly difficult to repair (Fig. 10). In addi-
tion, I have performed the Loeb/Hamra method
of fat transposition through a transconjunctival
incision, and it is far more difficult because of
the anterior restriction of the lid margin, which
limits manipulation of the fat into the midface.
Both open techniques and the lower lateral access
approach allow more space through which to per-
form this maneuver.

Recently, Rohrich has published five maneu-
vers he feels are critical to the rejuvenation of the
lower lid based on multiple prior contributions of
others in the literature over the years and his own
extensive experience. These steps include aug-
mentation of the deep malar fat compartment,
preservation of the orbicularis muscle with mini-
mal fat removal, selective release of the orbicularis
retaining ligament, lateral canthal support, and
minimal skin removal.'®

The lateral access blepharoplasty technique
described in this article accomplishes all those
criteria and adds another fundamental step I con-
sider critical to rejuvenation, which is the lifting
and tightening of the orbicularis muscle. The
two minor differences I would have with regard
to Rohrich’s five steps would be, first, indications
for lateral support. The combination of minimal
dissection technique with totally retained intact
orbicularis muscle with the laterally based muscle
flap giving support means that it is rarely neces-
sary to add canthal support (as is done routinely
in open lower lid blepharoplasty by this author).
Only in cases where canthal laxity already exists in
advanced stage 2 patients is it usually necessary,
and I have used the tarsal tuck and lateral retinac-
ular suspension and find that they both are effec-
tive. Second, I feel that release of the orbicularis
retaining ligament further laterally in addition to
malar tissues is necessary in all cases to allow better
release, elevation, and redraping of malar tissues
and is used by this author in all cases of lower lid
blepharoplasty, open and closed, as there is also
little, if any, downside to this release. However, I
would caution that caudal and medial dissection
in the midface that is too extensive can interrupt
the medial innervation to the orbicularis, even
with the orbicularis muscle fully intact along the
lid margin superiorly. This can also interfere with
upper lid innervation as well.
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Fig. 7. Case 1. (Left) Preoperative anteroposterior and oblique views. (Right) Postoperative anteroposterior and
oblique views.

I also feel that one of the fundamental and  lifting and support as first suggested by Hin-
most significant steps contributing to the over-  derer.” I feel that muscle lifting is a basic step in
all rejuvenation effect is the lower lid muscle  all lower lid cases'” and significantly recontours

Fig. 8. Case 2. (Left) Preoperative anteroposterior and oblique views. (Right) Postoperative anteroposterior and
oblique views.
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Fig. 9. Case 3. (Left) Preoperative anteroposterior and oblique views. (Right) Postop-
erative anteroposterior and oblique views.

the region, with marked improvement in aes-
thetics. Thus, the muscle lifting alone creates a
significant change in lid shape and height and
can even be adjusted based on the level of the
muscle from which the laterally based flap is
created. This shape-changing potential depend-
ing on the origin of pull has been alluded to in
previous reports, such as the study by Byrd and
Andochick," where lifting sutures are placed in
the preseptal orbicularis by means of temporal
endoscopic procedures. Although the innerva-
tion of the orbicularis has been shown not to be

divided during skin muscle flap surgery," I feel
that the total muscle preservation of this tech-
nique reduces the risk of clinical muscle dysfunc-
tion, which is known to possibly occur despite
preservation of innervation.*

CONCLUSIONS
The lateral access recontouring of the lower
lid/cheek junction noted in this article incor-
porates all modern elements of lower lid reju-
venation' but omits the incisions in the central
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Fig.10. Lid margin injury from transconjunctival blepharoplasty.

lid area, moving it laterally and accessing the
anterior submuscular space through an avascu-
lar plane, which reduces risks associated with
incisions through the central portion of the lid
from both anterior and posterior approaches.
Proper patient selection is critical, as patients
with true skin excess may still require excision.
Also, those patients with significant lower lid
laxity will likely require other more aggressive
maneuvers as well.'” Results of the technique
allow for correction of tear trough deformity,
blending of the lid/cheek junction, overlying
skin retraction with a decrease of rhytides and
a decrease in lid height and lower lid reshap-
ing, all of which work together to create a har-
monious rejuvenated appearance and thus
far without the risk of ectropion present with
both transconjunctival and skin muscle flap
techniques.

This report demonstrates that, in selected
patients, skin resection is unnecessary and cen-
tral lid invasive surgery can be avoided along with
lid malposition. I feel this initial report indicates
that further study on a larger patient population
is indicated and is in progress, with extended indi-
cations and adjuvant techniques on early stage 3

patients.
Grady B. Core, M.D.
2100 16th Avenue South, Suite 111
Birmingham, Ala. 35205
gradycore@gmail.com
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PATIENT CONSENT
Patients provided written consent for use of their
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