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Upper lid blepharoplasty is one of the most com-
mon facial plastic surgeries performed, which
can be done for functional or aesthetic indications.
Successful upper lid blepharoplasty requires the
surgeon to develop a clear understanding of the
relevant periorbital anatomy, especially the rela-
tionship between the brow and the upper lid, as
well as the anatomic changes that occur during
the aging process. Current thoughts on eyelid ag-
ing involve not only tissue descent and laxity but
also total orbital volume loss.1,2 This volume loss
involves both bone and soft tissue around the
eye and results in brow descent, especially tempo-
rally, along with lateral hooding of the upper lid
skin. The loss of brow and eyelid volume creates
relative skin excess in the upper lid contributing
to dermatochalasis.

Traditionally, blepharoplasty techniques
focused on the excision of excessive eyelid skin,
muscle, and fat. However, these subtractive tech-
niques may result in eyelids that appear hollow
and unnatural with a deep superior sulcus and
excessive tarsal platform show. Contemporary
approaches to upper lid blepharoplasty have
evolved with more appropriate tissue resection

and repositioning, aimed at restoration of the up-
per eyelids to appear balanced and youthful. The
ultimate goal of upper lid blepharoplasty is the
restoration and rejuvenation of youthful upper
eyelid topography.

PERIORBITAL ANATOMY
Brow Anatomy

Understanding the upper eyelid anatomy and its
relationship with the brow is crucial to performing
a successful upper lid blepharoplasty. The upper
lids are assessed as a continuous aesthetic unit
with the brow given the intricate interaction be-
tween the brow and upper eyelid.3 The brow is
composed of hair-bearing skin and soft tissue
that cover the superior orbital rim. Deep to the
hair-bearing skin lies the corrugator supercilii mus-
cle, which acts as a brow depressor along with the
procerus muscle medially at the glabella and the
orbicularis oculi muscle interdigitating through
the area. The frontalis muscle, absent laterally,
acts as the lone brow elevator. The subciliary
brow transitions into the upper eyelid at the arcus
marginalis on the superior orbital rim. Deep to the
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KEY POINTS

� The brow and upper lid are assessed as a continuous aesthetic unit.

� Upper lid aging is due to tissue descent and laxity as well as volumetric changes associated with
bony orbital remodeling and the involution of orbital fat.

� Graded approach to upper lid blepharoplasty is important with restoration or augmentation of vol-
ume to avoid an unnatural, hollowed appearance.

� Careful preoperative planning as well as understanding and managing patients’ expectations are
keys to a successful postoperative outcome.
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orbital orbicularis muscle and frontalis muscle, the
retro-orbicularis oculi fat (ROOF) fat pad provides
fullness of the brow and upper lid region (Fig. 1).
Traditionally, resection of the ROOF was consid-
ered an important adjunct in upper lid blepharo-
plasty. However, ROOF sculpting enhances an
atrophic appearance to the upper lid, which ac-
centuates hollowing seen with aging. Modern
blepharoplasty approaches have generally shifted
focus to retaining or even augmenting volume in
this region.

Upper Lid Anatomy

The upper eyelid is often divided into anterior and
posterior lamellae with the orbital septum sepa-
rating the two compartments. The anterior lamella
is composed of the skin and orbicularis oculi mus-
cle. The skin of the upper eyelid is very thin and
contains few sebaceous and adnexal structures.
The orbicularis oculi muscle lies immediately
deep to the skin with no intervening subcutaneous
fat. The orbicularis muscle is further divided into
the orbital, preseptal, and pretarsal segments.
The orbital component is the outer most portion
of the muscle and lies over the superior orbital
rim and deep to the brow. The orbital orbicularis
muscle fibers interlink with the corrugator supercilii
acting as a brow depressor and opposing the fron-
talis muscle superiorly. The orbital orbicularis lies

unopposed laterally at the tail of the brow contrib-
uting to the involutional descent of the lateral
brow. The preseptal portion of the orbicularis lies
between the brow and tarsal region superficial to
the orbital septum, and the pretarsal orbicularis
directly overlies the tarsus. The preseptal and pre-
tarsal components are often referred to as the
palpebral portion of the orbicularis muscle and
are important in active tear drainage and involun-
tary blinking.
The orbital septum is a thin adventitial layer of

connective tissue that separates the anterior and
posterior lamellae. The orbital septum lies deep
to the preseptal orbicularis oculi muscle and orig-
inates from the arcus marginalis at the superior
orbital rim, fusing onto the levator aponeurosis
and tarsal plate inferiorly. It acts as a retaining
layer for the orbital fat and is an important
anatomic barrier and surgical landmark during
blepharoplasty.
The orbital fat is located immediately posterior

to the orbital septum and anterior to the levator
aponeurosis. There are 2 fat compartments within
the upper eyelid: the nasal or medial fat pad and
central or middle fat pad (Fig. 2). A layer of thin
fibrous sheet and the trochlea of superior oblique
separate the two compartments. The nasal fat
pad is whiter and denser than the central fat pad
and can help distinguish the origin of the fat during
blepharoplasty. The central fat is also called the

Fig. 1. Cross-sectional anatomy of the upper lids. The
anterior lamella includes the skin and orbicularis mus-
cle. The posterior lamella includes upper lid elevators
consisting of the Müller muscle, the levator muscle/
aponeurosis, tarsus, and conjunctiva. Note the presep-
tal positioning of the ROOF. (From Most SP, Mobley
SR, Larrabee WF Jr. Anatomy of the eyelids [review].
Facial Plast Surg Clin North Am 2005;13:487–92; with
permission.)

Fig. 2. Fat compartments of the eyelid. Only the
medial (nasal) and central (preaponeurotic) fat com-
partments exist in the upper lid. The tail of the central
fat pad if often tucked under the orbital rim laterally.
The lacrimal gland occupies the lateral compartment.
(From Lieberman DM, Quatela VC. Upper lid blepha-
roplasty: a current perspective. Clin Plast Surg
2013;40(1):157–65; with permission.)

Hahn et al120



Download English Version:

https://daneshyari.com/en/article/4110531

Download Persian Version:

https://daneshyari.com/article/4110531

Daneshyari.com

https://daneshyari.com/en/article/4110531
https://daneshyari.com/article/4110531
https://daneshyari.com

