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Aim: Aging affects the appearance of the eyelids and the surrounding malar region.
Blepharoplasty improves the aesthetic appearance of this region, and multiple variants
of the procedure have been reported. We here report our technique for modified lower lid
blepharoplasty and cheek lift for patients with hypoplastic malar regions, which was introduced
after observing prominent lower orbital rims in patients with flat malar prominences after
blepharoplasty. Methods: This technique combines standard canthopexy and cheek-lift for
rejuvenation of the mid-face with redraping of orbital fat and concurrent sub orbicularis oculi
fat pad (SOOF) lift to “double-breast” the lower orbital margin. Data on 33 patients who
had undergone this modified lower lid blepharoplasty was collected retrospectively. Results:
Thirty-three patients underwent the modified lower lid blepharoplasty resulting in smooth and
youthful appearance of the malar region that was consistent and sustained. No recurrence of
V-deformity was observed on a median follow-up of 14 months. Twenty-two (66.6%) and 11
(33.3%) patients were pleased and satisfied with postoperative outcomes respectively. Three
(9.1%) patients experienced minor postoperative complications and no major complication
was observed. Conclusion: The proposed modified lower lid blepharoplasty is a safe and
effective alternative to the existing technique with improved aesthetic outcomes and therefore
is recommended in patients with flat malar prominences.

INTRODUCTION
Aging is an inevitable natural process of life that
affects all parts of the human body. Multiple agerelated changes are observed in the anatomy of the

eyelids and the surrounding structures including the
malar region. The malar prominence lies just inferior
to the eyelid and is an important aesthetic component
of the eyelid-check junction. The concomitant loss of
the elasticity of the musculature (leading to laxity) and
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the overlying skin (resulting in a saggy appearance)
of the inferior eyelids, contribute significantly to the
elongation of the vertical aperture resulting in an
increased visibility of the sclera [1-3]. Concurrently,
pseudo-herniation of the post-septal fat leads to the
formation of irregular contours of the lower eyelids.
These irregularities along with fat and osseous atrophy
lead to the displacement of the eyelid-cheek junction
inferiorly and development of the tear trough deformity.
Other associated changes include the prominent
appearance of the malar bags and skeletonization of
the inferior orbital margin[4-7].
Blepharoplasty remains an impor tant modality
in lower eyelid rejuvenation leading to a youthful
and aesthetic ally pleasing appearanc e of the
eyes and the malar region. The ideal technique of
blepharoplasty still remains debateable, and therefore
different variations in the surgical approach have
been described [6,8-12]. These are aimed at improving
aesthetic outcomes and reducing postoperative
complications associated with the procedure. Early
reports described a sub-ciliary approach which was
adopted by Miller[13] to remove excess skin on the
eyelids. Successively, a trans-conjunctival approach
was described by Bourguet [14] that involved removal
of herniated periorbital fat. Traditional blepharoplasty
evolved on the basis of these two techniques and
involved excision of skin, fat, and muscle with septal
plication[6,15]. Substantial removal and sculpting of the
orbital fat were involved in these techniques, which
was aimed at achieving aesthetically acceptable
results. However, soon it became evident that this
excessive removal resulted in skeletonization of
the orbit with resulting hollowed appearance of the
eyes[16]. This led to further evolution of the techniques
by integration of fat preservation. In early 1980’s
Loeb [17] described a technique that involved sliding
of a vascularized fat pad into the cheek, by means
of a sub-ciliary approach, to correct the naso-jugal
depression (tear trough). Loeb’s technique was then
further modified by Hamra [18] in 1995 and 2004 [16]
and described as the ‘‘septal reset’’ technique; a subciliary technique that was aimed at overcoming the
shortcomings of the earlier techniques. Hester et al.[19],
later described an approach assisted by an endoscope
consisting of subperiosteal dissection of the midface
and elevation of the orbicularis muscle based on
“passive septal tightening”. A transconjunctival
technique was then described by Goldberg [20]
involving positioning of orbital fat pedicles into a
subperiosteal pocket created after incision of the
arcus marginalis. Another transconjunctival approach
that has been described the repositioning of fat in an
intrasuborbicularis oculi fat plane[21].
Plastic and Aesthetic Research ¦ Volume 4 ¦ December 29, 2017
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Table 1: Garcia-McCollough scale for lower eyelid
appearance
Overall appearance
1 = Worsened eyelid contour
2 = No improvement in eyelid contour
3 = Minimal improvement in eyelid contour
4 = Moderate improvement in eyelid contour
5 = Significant improvement in eyelid contour
Visibility of scar
1 = Elevated, hypertrophic scar
2 = Flat but widened scar
3 = Flat but thin scar
4 = Barely perceptible scar
5 = Imperceptible scar
Eyelid position
1 = Frank ectropion
2 = Canthal rounding with significant scleral show
3 = Mild eyelid retraction with scleral show
4 = Unchanged scleral show
5 = Improved scleral show

There has always been a room for improvement in
the surgical techniques available for lower eyelid
rejuvenation [22] . Here we present our technique
of a modified lower lid blepharoplasty which is a
modification of the earlier mentioned techniques
tailored to address patients with hypoplastic malar
prominences. In our experience, the use of this
technique results in improved aesthetic outcomes
and is therefore recommended for this select patient
population.

METHODS
Methodology

Data on all patients who had undergone this modified
lower lid blepharoplasty was retrospectively collected
from both private and National Health Ser vice
records. The aesthetic appearance was assessed
using the Garcia-McCollough scale for Lower Eyelid
Appearance [Table 1][23]. Patient satisfaction with the
outcomes of the procedure was evaluated using an
existing validated questionnaire.

The technique

The lateral skin incision is marked [Figure 1A]. It starts
2-3 mm inferolateral to the lateral canthus and tapers
infero-laterally along the natural skin crease for 8-10 mm.
Blunt dissection is then employed to make a small
subcutaneous pocket under the incision [Figure 1B].
The skin of the lower eyelid is incised horizontally
2-3 mm inferior to the lower lid margin, using tenotomy
scissors to prevent any damage to the hair follicles
[Figure 1C]. The medial margin of the skin incision lies
just short of the inferior punctum.
A pre-orbicularis cutaneous flap is then raised to
expose the underlying musculature, and the extent
of cutaneous undermining depends on the level
229
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Figure 1: Incision and initial dissection. (A) The lateral skin incision marking; (B) subcutaneous undermining; (C) sub-ciliary incision; (D)
incision of the orbicularis oculi muscle; (E) dissection in the sub-muscular plane releasing the fascia over the sub orbicularis oculi fat pad; (F)
orbito-malar ligament release and lateral pocket dissection

of skin excision that is clinically required which is
generally titrated to each case. A fine tipped cutting
diathermy is used to incise the underlying orbicularis
oculi muscle preserving 1.5 cm of the vertical muscle
height from the ciliary margin superiorly [Figure 1D].
Further dissection is undertaken infero-laterally in the
submuscular plane towards the infraorbital margin and
zygoma and the orbito-malar ligament over the sub
orbicularis oculi fat pad (SOOF) is released [Figure 1E].
Generous use of cold normal saline is employed
after the use of cutting diathermy to cool tissue and
reduce the risk of chemosis. The pocket is further
extended supero-laterally under the orbicularis oculi
till the temporalis fascia to prepare for the lateral
canthoplasty and orbicularis suspension sutures
[Figure 1F]. No subperiosteal dissection is performed.
The post-septal fat, in its pseudo-herniated state,
has an irregular gross appearance. The fat is teased
into a uniform apron [Figure 2A] to give it a smooth
appearance and is redraped over the inferior orbital
margin to augment the volume of this skeletonized
anatomical landmark. A 5/0 vicryl suture is used to
secure a bite through the septum at 2.5 cm from the
lower lid margin, followed by a bite of the free edge of
the post septal fat apron edge and then a bite through
the periosteum of the inferior orbital margin and then
through the free edge of the post septal fat apron
again. Securing this suture simultaneously plicates the
septum and secures the re-draped post septal fat to
230

the inferior orbital margin [Figure 2B]. The suture is not
cut and a bite of the SOOF is taken, lifting it superiorly
and securing it on top of the redraped fat over the
inferior orbital margin. This SOOF lifting suture also
lifts the malar soft tissue by 2-3 mm, augmenting
the volume over the inferior orbital margin and also
smoothens the contours of the re-draped post septal
fat by “double breasting” it [Figure 2C]. Three-four
similar sutures are then used in a medial to lateral
manner [Figure 2D] and this two-layered volume
augmentation over the skeletonized inferior orbital
margin results in an improved aesthetic outcome
in patients with hypolastic malar prominences.
The excess muscle is then excised using unipolar
diathermy [Figure 2E]. The width of this excised
muscle depends on its laxity and can vary between
5-12 mm.
This is followed by the placement of a lateral
canthopexy suture using a double needled suture
(4/0 surgidac-synthetic, non-absorbable). A generous
subcutaneous bite of the lateral canthus and adjacent
soft tissue is taken and secured to the periosteum
that lines the inner surface of the lateral orbital margin
at the margin or 2-3 mm superior to an imaginary
line passing through the pupil as dependent on the
patient’s anatomy [Figure 2F]. This is followed by
a cheek/midface lift suture (4/0 surgidac-synthetic,
non-absorbable) which includes a bite of the fat pad
released from the anterior surface of the zygoma and
Plastic and Aesthetic Research ¦ Volume 4 ¦ December 29, 2017
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Figure 2: Volume augmentation over the inferior orbital rim and malar tissue lift and lateral canthopexy. (A) The post septal fat in all three
compartments is teased into a uniform apron; (B) plication of the inferior orbital septum and redraping of post septal fat over the infraorbital
margin (first layer of volume augmentation); (C) sub orbicularis oculi fat pad double-breasting over the post septal fat on the infraorbital
margin (second layer of volume augmentation while simultaneously lifting malar tissues) see arrow; (D) three to four similar sutures are
used from medial to lateral; (E) excision of excess muscle; (F) lateral canthopexy suture

the under surface of the soft tissue of the cheek in
the line of the lateral orbital margin and is secured to
a fixed point i.e. the periosteum of the lateral orbital
margin. By securing this suture, the bulk of cheek/
midface soft tissue is seen to move upwards and over
the inferior orbital margin and zygoma to enhance
the fullness of the cheek and provide a youthful
appearance.

natural depression seen lateral to the lateral canthus
[Figure 3D]. This suture is left loose and tied at the
end of the procedure after placement of the other
sutures both medal and lateral to it. The skin of the
lateral incision is closed with 6/0 prolene interrupted
sutures and the edges are secured medially with 3-4
vicryl rapide (6/0) interrupted sutures as shown in the
immediately postoperative images [Figure 3E and F].

Later two orbicularis suspension (orbicularis hitch)
sutures (4/0 surgidac-synthetic, non-absorbable)
are placed that secure the incised inferior edge of
the orbicularis occuli muscle to the temporalis fascia
above the zygomatic arch [Figure 3A] lateral to the
lateral canthus. This further elevates the cheek
securing it in this position and eliminating downward
pull on the lower eyelid margin. A third orbicularis
suspension suture is placed which opposes the
superior and inferior incised margins of the orbicularis
muscle and secures the complex to the periosteum of
the lateral orbital margin [Figure 3B]. The extra lower
eyelid skin is excised leaving enough skin to prevent
postoperative ectropion [Figure 3C].

Postoperatively the patients are nursed in a head
up position with cooling goggles placed above the
surgical site.

A lateral contouring suture is then placed using 5/0
prolene, through the skin edges just lateral to the
lateral canthus to secure them to the periosteum of
the lateral orbital margin. This “quilting” facilitates
the creation of a smooth trough which is the
Plastic and Aesthetic Research ¦ Volume 4 ¦ December 29, 2017

RESULTS
We employed the above mentioned technique to
per form blepharoplasty in 33 patients between
December 2009 and December 2013. The majority
of patients (60.6%) were female, the mean age
was 49.1 (39-72) years, and the mean BMI was
26.2 (19-33) kg/m2.
The mean time t aken to per for m a unilateral
procedure was 23 min while the mean weight of
the excised soft tissue was 12 (8-25) g. A standard
postoperative protocol of an overnight hospital stay
was followed for all patients. The mean follow-up time
was 14 (12.5-19) months. The outcomes of interest
231
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Figure 3: Orbicularis suspension and opposition, reconstruction and immediate postoperative results. (A) Two orbicularis suspension
sutures; (B) third orbicularis suture; (C) excess skin excision; (D) lateral contouring suture; (E) immediate postoperative result (anteroposterior view); (F) immediate postoperative result (lateral view)
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Figure 4: Postoperative outcomes. (A) Pre- and postoperative appearance (antero-posterior view); (B) pre- and postoperative appearance
(lateral view)

were the postoperative aesthetic appearance, patient
satisfaction, and complications.
The aesthetic appearance was assessed using
232

the Garcia- McCollough scale for Lower Eyelid
Appearance. Postoperative photos at long-term follow
up (1 year) are shown in Figures 4-7. All patients
demonstrated a satisfactory aesthetic appearance.
Plastic and Aesthetic Research ¦ Volume 4 ¦ December 29, 2017
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Figure 5: Postoperative outcomes. (A) Pre- and postoperative appearance (antero-posterior view); (B) pre- and postoperative appearance
(lateral view)

To assess patient satisfaction a validated satisfaction
questionnaire was used. Twenty-two (66.6%) patients
were pleased by the postoperative aesthetic outcome
while 11 (33.3%) patients were satisfied. There
were no major postoperative complications. Minor
complications were observed in 3 (9.1%) patients.
These included 1 case each of hypertrophic scarring
in the segment of the scar lateral to the lateral
canthus, stitch sinus and chemosis. All 3 patients were
managed conservatively and showed improvement.
No patient developed a postoperative infection,
ectropion or scleral show.

DISCUSSION
Our proposed technique has several features that
differentiate it from the traditional blepharoplasty
techniques and aims at achieving a better aesthetic
outcome in patients with hypoplastic malar eminences.
Firstly, the location of our trans-muscular incision is
significantly lower than the cutaneous incision which
ensures that both incisions are not at the same level
in different planes. This reduces scarring at the same
level thus decreasing the chances of development of
postoperative ectropion. Our technique is based on fat
preservation and the pseudo-herniated post-septal fat
pad is used “ecologically” to augment volume over the
Plastic and Aesthetic Research ¦ Volume 4 ¦ December 29, 2017

skeletonized inferior orbital margin. In addition “double
breasting” of the SOOF over the stabilized “lobular”
post-septal fat smoothens it, lifts malar tissues and
further augments volume over the inferior orbital rim
and imparts a fuller appearance to both the infraorbital
and malar regions.
Secondly, the placement of the canthopexy sutures
raises the lateral canthus superolaterally avoiding
a droopy look that is commonly associated with
aging. Securing the canthopexy suture to the inner
periosteum of the lateral orbital wall allows the lower
eyelid to conform better to the contours of the globe.
This prevents the formation of an ectropion and
ensures proximity of the lower eyelid to the globe to
provide protection.
Thirdly, the plac ement of the t wo or bic ular is
suspension (orbicularis hitch) sutures (4/0 surgidacsynthetic, non-absorbable) secure the incised inferior
edge of the orbicularis occuli muscle to the temporalis
fascia above the zygomatic arch [Figure 2C] lateral to
the lateral canthus. This results in a 2-3 mm elevation
of the lid-cheek junction further improving the volume
deficit in patients with hypoplastic malar prominences.
The third orbicularis suspension suture opposes the
superior and inferior incised margins of the orbicularis
muscle and secures the complex to the periosteum of
233
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Figure 6: Postoperative outcomes. (A) Pre- and postoperative appearance (antero-posterior view); (B) pre- and postoperative appearance
appearance (lateral view)
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Figure 7: Postoperative outcomes. (A) Pre- and postoperative appearance (antero-posterior view); (B) pre- and postoperative appearance
appearance (lateral view)
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the lateral orbital margin. Leaving 1-2 mm of excess
skin while excising the extra lower eyelid skin prevents
postoperative ectropion.
The cheek lift and initial two orbicularis suspension
sutures raise the malar soft tissues whereas the
third orbicularis suture helps avoid overlapping of
the muscles and prevents postoperative contour
irregularities. The contouring suture lateral to the
lateral canthus ensures a smooth trough appearance
which is a part of the normal anatomy of the eye thus
further enhancing the aesthetic outcomes.
In conclusion, lower eyelid blepharoplasty is a complex
procedure and the malar complex must be considered
as a part of the lower eyelid when performing this
procedure to obtain improved results. Our proposed
technique of a modified lower lid blepharoplasty is a
safe and effective alternative to the existing technique
which improves the aesthetic outcomes.
This technique is valuable in a patient with a flat malar
prominence and therefore its use is recommended in
the management of this patient cohort.
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