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ABSTRACT 
Purpose:  To share the results of Levator resection with additional blepharoplasty in patients with ptosis. 

Study Design:  Interventional case series. 

Place and duration of study: This study was carried out at Khalid eye clinic, Karachi, from January 2019 to June 

2019.  

Methods: We recruited twelve patients belonging to either gender with ages ranging from 18 to 35 years. Patients 
with moderate to severe ptosis with fair to good Levator function were included in the study. Whereas, patients 
with previous history of eyelid procedure or any bleeding diathesis were excluded. All patients were briefed about 
the study dynamics and complete ocular examination along with ptosis evaluation were performed. Levator 
resection was done with additional blepharoplasty. The amount of skin removal was solely dependent upon the 
surgeon’s clinical judgment. Main outcome measure was cosmetic appearance by assessing the vertical fissure 
height as compared to the contra lateral eye, and the amount of overhanging skin at the lid crease as judged by 
the patients and the oculoplastic surgeon. 

Result:  This study included thirteen eyes of both genders with a mean age of 23.7±4.19 years. Twelve out of 
thirteen eyes had a satisfactory final cosmetic appearance, and were also graded as excellent by another 
oculoplastic surgeon. One patient required revision of surgery for the overhanging skin at the lid crease. 

Conclusion:  Additional blepharoplasty with Levator resection can be a good option for ptosis correction and it 

provides a good aesthetic appearance. 

Key Words:  Ptosis, Levator resection, Blepharoplasty. 
 
How to Cite this Article:  Qurban Q, Kamil Z, Mahmood K. Ptosis Repair with Additional Blepharoplasty. Pak J 
Ophthalmol. 2022, 38 (2): 147-150. 

Doi: 10.36351/pjo.v38i2.1096 
 

 
 

Correspondence: Qirat Qurban 

Khalid Eye Clinic, Nazimabad, Karachi 

Email: Qirat_89@hotmail.com 

 
 

Received: July 07, 2020 

Accepted: March 27, 2021 

 
INTRODUCTION 

One of the most frequent eyelid procedures, 

Blepharoplasty, corrects the deformities and 

disfigurement of the eyelids for functional and 

cosmetic reasons. It is usually performed by 

oculoplastic surgeons in patients who require 

repositioning after removal of excess skin and fat 

tissue to give a more aesthetically pleasing 

appearance. The commonest indication for ptosis 

surgery is visual compromise due to ptotic upper 

eyelids as the patient frequently complains of loss of 

peripheral vision due to the excess skin overhanging 

the eyelid margin and obscuring vision like a window 

shade. This condition improves by physically lifting 

the eyelids with fingers or forehead muscle. Perimetry 

can be performed to assess the loss of visual field.
1
 

The normal eyelid margin rests 3.5 to 4.5 mm above 

the central pupil, whereas in functional ptosis, it rests 

2.5 mm or less, above the central pupil. Ptosis should 

be corrected while performing blepharoplasty because 

sometimes it becomes more apparent after 

blepharoplasty due to eyelid debulking. In most 

instances, the upper eyelids are droopy or ptotic, so 

ptosis procedure is combined with an upper eyelid 

blepharoplasty. With an additional procedure, the 

Levator aponeurosis is repositioned on the tarsal plate, 
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and the upper eyelid height is set compared to the 

fellow eye. Once the upper eyelid height is positioned, 

the excess skin and fat are removed to give a more 

youthful look. Blepharoplasty is indicated for 

functional reasons where the upper eyelid fat, 

orbicularis hypertrophy or laxity, skin laxity and lash 

ptosis may affect the patient's visual field.
2 
 The causes 

may include Levator dehiscence due to age, infections, 

trauma, tumors or inflammation as well as less 

common causes such as myasthenia gravis, trauma, 

orbital or eyelid tumors, congenital ptosis, third nerve 

palsy or Horner syndrome. Therefore, it is of 

importance that Levator status is evaluated before 

ptosis repair is attempted.
3
 

 This study was done with the aim to share the 

cosmetic outcome of performing additional 

blepharoplasty in patients undergoing ptosis repair. 

 
METHODS 

This study was conducted at Khalid eye clinic, 

Karachi, from January 2019 to June 2019. Approval 

was obtained from the ethical review committee and 

we recruited twelve patients of both genders with ages 

ranging from 18 to 35 years. Inclusion criteria 

comprised of moderate to severe ptosis with fair to 

good Levator function whereas patients with history of 

lid surgery or any bleeding disorder were excluded 

from this study. All patients were counseled about the 

nature of the study dynamics and the surgical 

procedure and informed verbal consent was taken from 

each patient. Patients were encouraged to voice their 

desires and concerns regarding the aesthetic 

appearance and functional features of their eyelids and 

to inform the surgeon about their desired outcome in 

the initial assessment following which, ptosis and 

other ocular examination was carried out. Old 

photographs were used in some patients to determine 

the patient’s upper eyelid fold configuration to serve 

as a guidepost. Pre and post-operative photographs 

were taken to compare the cosmetic improvement in 

each patient. Main outcome measure was cosmetic 

appearance by assessing the vertical fissure height as 

compared to the contra lateral eye and the amount of 

overhanging skin at the lid crease as judged by the 

patients and the oculoplastic surgeon. It was graded as 

excellent if the difference between the two eyes was 

≤ 1.0 mm post operatively. 

 All surgeries were done under general anesthesia. 

Each patient underwent a standard ptosis repair 

procedure with Levator resection and the required 

amount of Levator resection was done with an 

additional blepharoplasty by one oculoplastic surgeon 

(QQ) in all the patients. The amount of skin removal 

was solely dependent upon the surgeon’s clinical 

judgment on each patient individually. After marking 

the skin and making the initial incision, the required 

amount of skin was removed and orbicularis muscle 

was dissected with scissors not extending down to the 

orbital septum. Once the excision of skin and 

dissection of the muscle was complete, the orbital 

septum was opened from medial to lateral side. The 

lateral, middle and medial fat pads were identified 

followed by cattery of the base to maintain a good 

hemostasis. Excess fat was removed to yield a better 

defined upper lid crease. The aponeurosis and Levator 

muscle were identified. The aponeurosis was cut 

transversely with scissors at the mid-tarsal plate level.  

6 – 0 Vicryl sutures were passed through skin 

including the orbicularis muscle to form a lid crease 

and the lid level was checked compared to the 

contralateral eyelid. Closure of the upper lid wound 

was performed with a 6 – 0 Vicryl suture followed by 

ophthalmic ointment and gauze pads on the upper lid 

area to prevent opening. 

 
RESULTS 

This study included thirteen eyes of twelve patients of 

both genders with a mean age of 23.7 ± 4.19 years. 

There were eight (61.54%) female eyes and five 

(38.46%) male eyes. Right eye was involved in seven 

patients and left eye in six. Twelve out of thirteen eyes 

had a satisfactory final cosmetic appearance and 

graded as excellent by the oculoplastic surgeon. One 

patient required revision surgery for the overhanging 

skin at the lid crease. Mean follow up period was 

131.1 ± 8.7 days. 

 
DISCUSSION 

Functional and cosmetic concerns are the main 

indications for the patient and a surgeon to opt for 

blepharoplasty in addition to ptosis correction which is 

usually performed by an oculoplastic surgeon. Studies 

have shown that impairment of the visual field due to 

ptosis and overhanging skin in the primary position 

and down gaze serves as a functional indication for 

surgical repair.
4,5

 Procedures have been fashioned in 

such a way to safely achieve ptosis correction along 

with removal of the excessive skin.
6,7

 Two case series 



Qirat Qurban, et al 

149 Pak J Ophthalmol. 2022, Vol. 38 (2): 147-150 

were done which documented a significant 

improvement in the visual field and quality of life.
8,9

 

Waller et al
10

 reported visual field impairment in down 

gaze due to Ptosis which was subsequently reported in 

other peer-reviewed publications.
11,12

 

 In this study, thirteen eyes of twelve patients 

underwent Levator resection for Ptosis repair followed 

by additional blepharoplasty. Twelve eyes out of the 

thirteen had an excellent final cosmetic outcome with 

an adequate palpebral fissure height comparable to the 

fellow eye and the patients were very pleased with the 

results. Only one eye required a revision surgical 

procedure due to the overhanging skin at the lid 

crease. Additional blepharoplasty with ptosis 

correction via Levator resection significantly improves 

the superior field of vision, both in primary gaze and 

reading gaze with a reported qualitative enhancement 

in reading vision, comfort and visible aesthetic appeal 

in the period after surgery. Battu et al and Federici 

et al observed the quality of life in larger populations 

in relation to the significant association between visual 

field impairment and difficulty with driving activities, 

sense of dependency, mental health, subjective 

distance vision, and peripheral vision.
8,9

 Very few 

studies have been done to observe the impairment 

caused by dermatochalasis or overhanging skin. 

Hacker and Hollsten reported dermatochalasis leading 

to impairment of visual field in patients who 

underwent upper eyelid blepharoplasty surgery.
13

 

Another study showed that patients undergoing upper 

eyelid blepharoplasty experienced blurred vision but 

this complaint was not found in any of the patients in 

this study.
14

 Ophthalmologists have also noticed 

refractive changes in patients undergoing eyelid 

repositioning.
15

 We did not observe this in our study.  

 Previous data has shown that blepharoplasty 

improved the superior field of vision but did not 

eliminate the visual field impairment caused by 

ptosis.
16,17

 In such patients, there was superior visual 

field defect even after Blepharoplasty. Temporal visual 

field loss has not been widely discussed but it 

frequently accompanies the superior visual field loss 

caused by Ptosis and dermatochalasis.
16,17

 This 

contributes to the functional and cosmetic disability as 

documented in population studies of quality of life 

impairment.
18-20

 

 This study was limited in terms of the small 

sample size of patients undergoing ptosis repair with 

additional blepharoplasty and the surgical and 

cosmetic outcome relied on the patient’s preference 

and satisfaction level. 

 
CONCLUSION 

Ptosis and dermatochalasis independently impair 

visual field and patient’s physical aesthetic well-being 

which increase with more severe upper eyelid 

malposition. Additional blepharoplasty with Ptosis 

correction provides a significant functional and an 

excellent cosmetic outcome. 
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