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SUMMARY Blepharochalasis is an uncommon disorder distinguished by recurrent episodes of
eyelid oedema in young patients. A hypertrophic form, manifested as fat herniation, and an
atrophic form, manifested as fat atrophy, have been described. Ptosis with excellent levator
function, laxity of the lateral canthal structures with rounding of the lateral canthal angle, nasal fat
pad atrophy, and redundant eyelid skin develop after many episodes of eyelid swelling. Fine
wrinkling, atrophy, and telangiectasias characterise the excess eyelid skin. We describe four cases
of this syndrome in which external levator aponeurosis tuck, blepharoplasty, lateral canthoplasty,
and dermis fat grafts were used to correct atrophic blepharochalasis after the syndrome had run its
course.

Blepharochalasis is an uncommon disorder
characterised by recurrent, non-painful, non-
erythematous episodes of eyelid oedema. It must be
distinguished from dermatochalasis, which is an
involutional change of eyelids and is associated with
loose, redundant skin.' Beer2 was the first to describe
this entity in 1807, and Fuchs3 coined the term
blepharochalasis in 1896. It has been divided into
hypertrophic and atrophic forms.45 In the hyper-
trophic form recurrent oedema results in orbital fat
herniation through a weakened orbital septum. Most
patients who have blepharochalasis present in an
atrophic condition with atrophy of redundant eyelid
skin and superior nasal fat pads. Most of these
atrophic patients do not go through a hypertrophic
phase.

Multiple attacks of eyelid oedema result in thin-
ning, stretching, and atrophy of eyelid tissues. The
eyelid skin becomes redundant, discoloured, and
atrophic, appearing like wrinkled cigarette paper.
The upper eyelids are more commonly affected, but
the lower eyelids may also be involved. Laxity of
the lateral canthal tendon results in rounding of
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the lateral canthal angle and blepharophimosis.
Dehiscence and thinning of the levator aponeurosis
results in blepharoptosis associated with excellent
levator palpebrae superioris function.6 Pseudo-
epicanthal folds are formed by atrophy of the
superior nasal fat pads. Numerous cases of blepharo-
chalasis have been reported.7-24 Our report describes
four patients who had atrophic blepharochalasis that
was treated surgically.

Case reports

CASE 1
A 27-year-old woman had numerous attacks of upper
and lower eyelids oedema in the previous 12 years,
each lasting 3 to 5 days. The last attack had been one
year earlier. She was in excellent health and had no
family history of eyelid oedema. She was allergic to
many foods and animal dandruff. The serum Cl
esterase inhibitor level was within normal limits.

4 mm of bilateral upper eyelid ptosis, high supra-
tarsal eyelid creases, and excellent levator function
were noted (Fig. 1). There was fine wrinkling and
mild hyperpigmentation of redundant eyelid skin,
with multiple fine telangiectatic subcutaneous
vessels. Mild atrophy of the upper nasal fat pads and
dehiscence of lateral canthal tendon was evident
(Fig. 2, left). A blepharoplasty and external levator
aponeurosis tuck by the anterior approach corrected
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Fig. 1 Case 1: 4mm ofptosis, high supratarsal eyelid
creases, and excellent levatorfunction. 'Cigarette paper'
thinning and telangiectasias ofexcess upper eyelid skin are
evident. Note mild atrophy ofnasalfat pad and
pseudoepicanthal fold.

the high lid crease, redundant skin, and blepharo-
ptosis (Fig. 3). Lower eyelid blepharoplasty was
combined with lateral horizontal eyelid shortening
to attach the lateral border of the tarsus to the
periorbita near Whitnall's tubercle. This procedure
resulted in reformation of the lateral canthal angle
(Fig. 2, right).
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Fig. 3 Case 1: photograph shows corrected features one
year afterfour-lid blepharoplasty, upper eyelid levator
aponeurosis tuck, and reformation oflateral canthal angle.

CASE 2

A 28-year-old woman had bilateral acquired
blepharoptosis of several years' duration (Fig. 4,
left). She had recurrent attacks of upper eyelid
oedema from ages 13 to 20, each lasting about three
days. She had no allergies and her family history was
negative. Test results with edrophonium chloride
(Tensilon) and for serum Cl esterase inhibitor level
were normal. Examination revealed bilateral ptosis
of 3 mm, with excellent levator function and high
supratarsal lid creases. The lid skin was atrophic,
with prominent subcutaneous blood vessels. The
atrophic nasal fat pads resulted in pseudoepicanthal
folds (Fig. 4, right). Rounding of the lateral canthal
angle was present. Other ocular and physical exami-
nations gave normal results. An external levator
aponeurosis tuck was combined with a blepharo-
plasty. The levator aponeurosis was markedly thin-

Fig. 2 Case 1: preoperative photograph (left) shows rounding ofthe lateral canthal angle. Postoperative photograph (right)
one year later shows reformation oflateral canthal angle.
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Fig. 4 Case 2: photograph (left) shows ptosis and high supratarsal lid,
pad atrophy, pseudoepicanthalfold, and rounded lateral canthal angle.

crease. Photograph (right) shows prominent nasalfat

2 M;V

Fig. 5 Case 2: photographs show (left) exposed atrophic superior nasalfatpad (centre), dermisfatgraftfixed toperioribita of
roof with double-armed 5-0 absorbable suture, and (right) dermis fat graft consisting mostly ofdermis.

ned (Fig. 5, centre). A dermis fat graft from the
abdomen was placed in the superior nasal fat pocket
and fixated to the periorbita of the orbital roof with a
5-0 absorbable suture (Fig. 5). A lateral canthoplasty
reformed the lateral canthal angle. Four months after
operation there was some residual nasal ptosis of the
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Fig. 6 Case 2: photograph shows results one year after
bilateral upper eyelid blepharoplasty, external levator
aponeurosis tuck, dermis fat graft, and lateral canthoplasty.

left upper eyelid, but an excellent cosmetic result was
noted (Fig. 6).

Surgical specimens from the first two cases gave
identical histopathological findings. The epidermis
was focally thin. Occasional vacuolated basal cells
were noted. Melanin laden macrophages were
present in the upper dermis. Vessels in the upper
dermis were dilated and focally surrounded by a scant
number of mononuclear cells. Elastic tissue stains
showed a decreased amount of elastic tissue in the
papillary and upper reticular dermis. Middle and
deep dermal elastic fibres were fragmented and
focally clumped.

CASE 3
A 20-year-old woman had had repeated attacks of
upper and lower eyelid oedema since her early teens,
with gradual onset of ptosis. She was allergic to
pollen, moulds, and coconuts, and she had received
injections for allergy in the past. There was no family
history of eyelid oedema or ptosis. She was in
excellent health, and the results of a physical exami-
nation were normal with the exception of her eyelids.
Blepharoptosis, excellent levator function, and high
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Fig. 7 Case 3: photograph (left) show ptosis, redundant, atrophic eyelid skin, and high superior tarsal lid crease. Lateral
view (right) shows nasalfatpad atrophy, psuedoepicanthal fold, and rounded lateral canthal angle.

lid creases were noted (Fig. 7). Slight hyperpigmen-
tation was present in the excess upper eyelid skin,
which had fine wrinkling and telangiectasias.
Atrophy of the superior nasal fat pads and pseudo-
pepicanthal folds was prominent (Fig. 7). The lateral
canthal tendon was dehisced. Four-lid blepharo-
plasty, external levator aponeurosis tuck, lateral
canthoplasty, and dermal fat grafts to the superior
nasal fat pockets corrected these abnormalities
(Fig. 8).

CASE 4
A 13-year-old girl had multiple attacks of right and
lower eyelid oedema for three years. In the spring she
had trouble with allergies that were described as
minor, and she was allergic to penicillin. There was
no family history of similar problems. Her serum
level of Cl esterase inhibitor was within normal
limits. Right-sided wrinkling of the upper eyelid skin,
upper eyelid ptosis, superior nasal fat pad atrophy,
and lateral canthal tendon dehiscence were noted.
These conditions were corrected by an upper eyelid
blepharoplasty, external levator aponeurosis tuck,
dermis fat graft, and lateral canthoplasty.

Fig. 8 Case 3: photograph shows results six months after
four-lid blepharoplasty, external levator aponeurosis tuck,
dermis fat graft, and lateral canthoplasty.

Discussion

Although our four cases occurred in women,
blepharochalasis affects both sexes equally.8 It is a
disease of young people, who have symptoms that
usually begin in the teens and become less frequent
after a number of years. Blepharochalasis is not a
hereditary disease, though Ranjini et al. speculated
that autosomal recessive inheritance had occurred in
one case.9 The aetiology of the attacks of oedema is
unknown. Patients who have angioneurotic oedema
may develop signs of blepharochalasis,25 but normal
Cl esterase inhibitor levels ruled out this diagnosis in
our cases.
Our histopathological findings correlated with the

clinical picture and were similar to those in previous
reports.52426 In response to recurrent inflammation
and dilatation, blood vessels are increased in number
and luminal size. Dermal elastic fibres are decreased
in number and fragmented. This change occurred in
part as the result of mechanical distortion of these
fibres by repeated episodes of stretching resulting
from oedema. The focally marked decrease of elastic
fibres, even in the papillary dermis, suggests specific
elastolysis by dermal inflammatory cells. The clinic-
ally observed hyperpigmentation of the lids was
histopathologically represented by upper dermal
melanin being present within macrophages. This
hyperpigmentation is a non-specific finding observed
after many inflammatory disorders of the skin.
Treatment for blepharochalasis is surgical. Since

the frequency of oedema decreases with age, surgery
should be deferred for at least one year from the
previous attack of eyelid oedema. The acquired
ptosis results from stretching or dehiscence of the
levator aponeurosis. The retraction of the levator
aponeurosis elevates the eyelid crease because of the
fascial connections from the aponeurosis to the skin.
An external approach to the levator aponeurosis tuck
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is recommended, because it offers better exposure
of the abnormal anatomy and can be combined with
an upper eyelid blepharoplasty through the same
incision. By fixing the skin edges to the edge of the
levator aponeurosis, normal symmetrical lid creases
can be created. Local anaesthesia is preferred so that
eyelid position can be adjusted readily at the time of
surgery, decreasing the incidence of overcorrection
that is common in the correction of acquired ptosis.
In addition, through this incision a dermis-fat graft
can be affixed to the periorbita in the superior nasal
fat pocket with a double-armed 5-0 absorbable
suture. More dermis than fat should be used; an
additional 30% overcorrection usually gives an excel-
lent cosmetic result. If there is redundancy of the
lower eyelid skin, a lower eyelid blepharoplasty is
performed in combination with a lateral cantho-
plasty. A lateral canthotomy, inferior cantholysis,
and lateral full-thickness horizontal shortening of the
eyelid may be performed if necessary. A 4-0 poly-
propylene suture is used to fixate the lateral edge
of the tarsus to the periorbita near Whitnall's
tubercle. This procedure will reform the lateral
canthal angle.

The views expressed in this article are those of the authors and do not
reflect the official policy or position of the Department of the Army,
Department of Defense, or the US Government.
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