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MEPINHWH: H xahdpworn) kai n atpo@r| Tou PAepapikol
xefhoug, TIPoG Ta €Ew amotelel pia maBoAoyikr katdota-
on TToU AEyETal EKTPOTTO KAl EVIOTTICETAl KUPIWG OTO KATw
BAépapo. Anpioupyeital petd and mpooford Bacikav
avatopikav Sopwv twv BAepdpwy kai n Bepareia, ama-
paftntn Adyw aiobNTIKWY Kal AEToUpYIKWY S1IaTtapaxwy,
yivetal kuping xeipoupyikd. Meta&l twv eyxeipnTKWV Te-
XVIKQOV TTEQINPBAvETal Kal N Xprion TOTKWY SepUATIKWOY
KoNUVWY OTTwG 0 PIVOXEINKOG, O TTapelakdg mpowdnt-
KOG, 0 NuIKUKAIKOG Tenzel, o Tripier kar o Mustarde.
2Kkomd¢ NG epyaociag eivar n mapouaciaon tng epmeipiag
¢ KAvikrig amd tv avuigetamon acbevav pe ouhwdeg
HETATPAUPATIKO-PETEYXEIPNTIKO EKTPATTIO TOU KATW PAe-
(@ApOoU, HE TNV XPpron TOTIKWY SEPUATIKOV KPNUV®Y, Ka-
14 v dexaetia 2003-2013.

O1 mapandvw eyxeIpnTKEG TEXVIKEG XPNolpoToIOnkav
oe 14 nepimoeig aoBevwv pe ouAbdEG extpdTio. Aley-
XeIPNTUKA aMd Kal peteyxelipntikd dev mapatnerinkav
emMMAOKEG. Ta amoteAéopata 1000 AUeaa PETEYXEIPNTIKA
00 Kal og AMWTEPO XPAVO rTav IKavortointikd, aiodn-
KA Kal Aermoupyikd. 2 SAeG TG TIEQITTIWOEIG N ATTOKA-
Tdotaon NG Aertoupyiag tou kdtw BAepdpou rtav dpe-
on Kai Ikavotointiky, Xxwpig urmotporr g PAGPNG.

AEZEIX KAEIAIA: extpomio, BAépapo, avuigetamon, pe-
Bodol Bepareiag, KpNUVAG.

SUMMARY: Ectropion is a pathological condition usually
affecting the lower eyelid and especially its margin which
droops and rotates outwards. Ectropion may be acquired
(involutional, mechanical, paralytic or cicatricial) or con-
genital.

The pathological entity can result following damage of
the basic anatomical structures of the eyelid, such as in-
jury-induced scarring of the skin, burns or postoperative
scarring. Its correction is deemed necessary due to the
resulting aesthetic and functional problems, and can be
achieved mainly by surgical means. One of the main sur-
gical procedures involves the use of local skin flaps, such
as nasolabial ones, advancement buccal flaps, Tenzel ro-
tational flap, Tripier and Mustarde flaps.

Aim of the present paper is to present the |Oyear expe-
rience of treating patients with post-traumatic/post-op-
erative cicatricial ectropion of the lower eyelid, using local
skin flaps, and more precisely nasolabial, buccal advance-
ment, Tripier and Mustarde flaps.

The above mentioned surgical procedures were used in
|4 patients. No intra- or postoperative complications were
observed. The immediate postoperative and long-term re-
sults were satisfactory in both aesthetic and functional
terms. The restoration of the lower eyelid function was im-
mediate and satisfactory in all cases, with no relapses.

KEY WORDS: ectropion, eyelid, treatment, treatment
methods, flap.
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EIZAIQrH

Ta BAépapa amoteholv pUWdEIG, eUKivTEG OEQUATIKEG

TITUXEG, e KUpIo pOAO TNV TIPOooTacia Tou oeOaApIkoy

BoABou amd efwtepikég PAarrikég emdpdoeig (WiMag,

1996). H xaAdpwon Kkai n otpoer] Tou PAepapikoy Xei-

Aoug Tpog ta éEw amotehel pia mabohoyikr) katdotaon

TIou ovopdletal ektpdTo kai evtomiCetal kupiwg oto Kd-

T PAégpapo (Piskiniene, 2006, Chua kar ouv. 201 1).

H mpooBoAr| Pacikwv avatopikdv Sopwy Twv BAepdpwy

ATWE 0 €0w Kal £Ew kavBAc, ol KATAoTIOVTEC Kal Of ava-

oméVIEG pUEC Twv PAepdpwy, To Tapaolaio TEtalo, o

Séppa twv PAepdpwv aMd Kkar n Idpeon Tou TPOoWTTI-

KoU veUpou, 0dnyoulv otnv dnuIoUpYIa TNG OUYKEKPIHE-

vng PAGPNg (Collin, 2006).

To extpdmo diakpivetal og ouyyevEG Kal emiktnto. To

OUYYEVEG oeiletal ouvrBwg oe éNelppa déppatog, oe

avgnon tou prikoug tou PAepdpou A oe cuvduaoud Kai

Twv dUo.

To emiktnro ektpdmo tagvopeftal os a) ekPUAITTIKS, B)

pnxavikd, y) mapalutiké kar ) ouhwdeg (Rubin kar ouv.

2005, Piskiniene, 2006, Schrom kai Habermann, 2008,

Chua kai ouv. 201 1). Mo ouykekpipéva:

a) To expuhiotikd extpdTmo epgavietal oe aoBevelq e-
yaAng nAikiag kar ogeiletar o opidvtia xardpwaon
Tou BAepdpou ouviBwg tou €Ew KkavBou, pmopel
OpwG va eppavioBel kar otov éow kavld A va eival
yevikeupévn xardpwon (Goel kai ouv. 2013). Mmopel
emiong va ogeiletal oe aduvapia Twv Kataomoviwy
MUV Tou KATw PAepdpou f og S1A0TAcn Twv METAAWY
tou (Perez-Dieste kai Castroviejo-Bolibar, 2013). Ei-
Sikdtepa 1o O€ppa Kar o oPIyKTPag pug (mpdabio
Tétalo) eival oxetikd otabepd ev 0 Tapadg, o -
TIEQUKATAG KAl Ol KATdoTiovTeg pueg Tou BAe@dpou
(omioBio métalo) kivouvtal mpog ta dvw kai To BAe-
©apikd Xefhog OTPEPETAl TIPOG Ta €EW, OTTOTE O TaAp-
006G kal o emmePUKSTAg extiBevtal, odnywvtag og
Seutepovevr] pAeypovr Kal TTAXUVOn EMTeVOVTag pn-
xavikd to extpdmo (Piskiniene, 2006, Barrett kar Mey-
er, 2012).

B) To pnxavikd ektpdmo propel va mpoéAbel and dy-
KO, KUOTN | dMeg BAdBeg Tou evtomiCovtarl kovtd
oto BAepapikd xeihoc. Emiong pmopel va to mpoka-
Aéoouv N TMPATTTWON TOU AITOUG aAd Kal SepUATIKES
mabroeig onwg n xBUwon A n deppatitda aMepyi-
kg armohoyiag (Ozgur kar ouv. 201 1, Craiglow kai
ouv. 2013).

y) To mapaluTiké eKTPdTTIO TIAPATNPEETal OE TTEPITTIWOEIG
Tdpeong Tou TpoowtTikoU veupou. H xadpwon tou
oQIVKTPa PUdG eival TIEPIoOGTEPO EVIOVN OtV Tie-
ploxr] Tou 0w karl €Ew kavBou. Edv n mdpeon tou
TipoowtTKoU veupou eival peydng didpkeiag, mapa-
TNPEftal ouppikvwon Tou S€PUAtog Kal Twon g a-
peidg (Schrom kar Habermann, 2008).

8) To ouhwdeg extpdmmo opeiletal ouvriBwG oe ouAo-
Toinon, og anwAeid eAACTIKSGTNTAG 1y o oUoTiach Tou

Zouhoupng A. kar ouv./Zouloumis L. et al.

INTRODUCTION

The eyelids are muscular, flexible folds of skin, whose
main role is to protect the eye bulb from external harm.
Ectropion is a pathological condition in which the eyelid
margin droops and rotates outwards; it usually affects the
lower eyelid (Piskiniene, 2006, Chua et al. 201 1).
Ectropion can result from damage to the basic anatom-
ical structures of the eyelids, such as the medial or lateral
canthus, the depressor-retractor and levator orbicular
muscles of the eyelid, the tarsal plate, the eyelid skin, or
facial nerve palsy (Collin, 2006).

Ectropion can be acquired or congenital. The latter usu-

ally occurs due to skin defects, increase in the eyelid

length or a combination thereof. Acquired ectropion can
be: a) involutional, b) mechanical, c) paralytic and d) ci-
catricial (Rubin et al. 2005, Piskiniene, 2006, Schrom and

Habermann, 2008, Chua et al. 201 1). More precisely:

a) Involutional ectropion affects aged patients and results
from the horizontal laxity of the eyelid, usually in the
lateral but also in the medial canthus, or can as well
be generalised (Goel et al. 2013). It can also result
from weakness of the orbicular muscles of the lower
eyelid or widening of its lamellae (Perez-Dieste and
Castroviejo-Bolibar, 2013). More precisely, the skin
and the sphincter muscle (anterior plate) are relatively
immobile, while the tarsus, conjunctiva and retractor
muscles of the eyelid (posterior plate) can move up-
wards, and the eyelid margin can turn outwards re-
sulting to tarsus and conjunctiva exposure; secondary
inflammation and thickening, which in turn leads to
mechanical exacerbation of the ectropion may occur
(Piskiniene, 2006, Barrett and Meyer, 2012).

b) Mechanical ectropion can result from tumours, cysts
or other lesions located close to the eyelid margin,
which mechanically affect it. They can also cause fat
proptosis, as well as skin conditions such as ichthyosis
or dermatitis of allergic aetiology (Ozgur et al. 201 [,
Craiglow et al. 2013).

c) Paralytic ectropion is observed in cases of facial nerve
palsy. The laxity of the sphincter muscle is more se-
rious in the area of the medial and lateral canthi. If fa-
cial nerve palsy is long-standing, skin shrinking and
buccal ptosis are observed (Schrom and Habermann,
2008).

d) Cicatricial ectropion usually results from scarring, loss
of elasticity or contraction of the skin and adjacent tis-
sues, which can cause the outwards tum of the eyelid
margin. Injuries, burns, allergies and actinic damage can
lead to cicatricial ectropion (Britt and Burnstine, 1999,
Piskiniene, 2006). It can also be iatrogenic, i.e. result
following removal of lesions from the eyelid skin
(Rubin et al. 2005, Caviggioli et al. 2008, Salgarelli et
al. 2009, Chua et al. 201 I, Hesse, 201 1).

In terms of treatment, a number of surgical procedures

can be used to correct ectropion depending on its aeti-
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O€PPATOG Kal TWV TIAPAKEIEVWY 10TWY HE ATTOTEAE-
opa v €N tou PAepapikol xeihoug Tpog ta £Ew.
Tpalpa, éykaupa, aMepyIkéG aMd Kal aKTIVIKEG PAd-
Beg (Britt kar Bumstine, 1999, Piskiniene, 2006) 1 kai
1atpoyevy aftia petd v agaipson BAaBwv amd to
Sépua twv PAepdpwy, pmopel va to dnuioupyrioouy
(Rubin kar ouv. 2005, Caviggioli kar ouv. 2008, Salgar-
elli kar ouv. 2009, Chua kai ouv. 201 |, Hesse, 201 1).
Oepameutikd eapPSlovVIal eyXEIPNTIKES TEXVIKEG avd-
Aova pe v armoAoyia tou extporiou (Piskiniene, 2006).
H yevikeupévn opifdviia xaAdpwaon Tou ekQUAITTIKOU
EKTPOTTIOU avTIpETWTICETal XelpoupyIkd Pe opi¢dvtia Bpd-
xuvon tou Phepdpou (Hesse, 201 |, Barrett kai Meyer,
2012, Goel kai ouv. 2013) 1} oe ouvduaopd pe Prepapo-
mAaotikr (emépPaon  Kuhnt-Szymanowski) (Abrams,
1964, Collin, 2006, Goel kar ouv. 2013). Otav n xahd-
pwon Tou PAepdpou evtoriCetal oTov €Ew 1] OToV €0w
kavBd, epapudlovtal eyxeIPNTIKEC TEXVIKEG Ol OTTOIEC
€XOUV OTOXO TNV EMAVATOTIONETNON TOU TEVOVTA TOU Kav-
Bou o€ tétoia Bgon wote va eEakeipbel n xahapdtta
Tou BAepdpovu, (Collin, 2006, Goel kai ouv. 201 3). Otav
N BAGPN opeiletal oe aduvapia Twv KAtaoTOvIwY PUOV
ToU PAedpou epappdlovial eyXEIPNTIKEG TEXVIKEG TIOU
amookoTolv otnv PEdxuvon Kai eravatonofénon twy
HUGV 0TO KdTw OpIo ToU TapooU X OTnV TIEPIOXH TOU Kd-
Tw dakpuikou onpeiou (Collin, 2006, Chua kai ouv. 201 1,
Garza kai ouv. 2012). H &idotaon twv metdAwv tou PAe-
(dpou, 0av armoAoyIKOG TTAPAyoVTas TOU eKQUAIOTIKOU
EKTPOTTIOU, HTTOPEl va avtipetwmobel Je v epappovr
€16IKAG TEXVIKAG PaPpdTwV €I0TPOPAG, EMTUYXAVOVTAG
NV €l0TPO@r Tou BAe@apikoy Xeihoug Kal TapdMnAa thv
oUvOEDH Kal TNV EMavatoroB£tnon Twv TETAAwY Tou PAe-
@dpou (Burroughs kar ouv. 2003, Collin, 2006).
H avuipetwmon Tou pnxavikou ektportiou yivetal pe tnv
apaipeon g BAAPNg mou To mpokakel. Amarteftar 1diai-
Tepn Mpoooxr Katd v agaipeon g PAGPNG, wote va
PNV MPoKANBEl Iatpoyevag, ouhndeg extpdmo (Collin,
2006). To mapahutikd ektpdTTO QVTIPETWITICETAl PE EYXEI-
PNTIKEG TEXVIKEG TIOU €XOUV OTOXO TNV UTTOOTHPIEN TOU
BAepdpou, TV Ppdxuvon Tou OTIG TIEPIOXES HEYIOTNG Xa-
Apwong Kai v Peiwon g pecoPreqdpiag amdotaong
(Schrom kar Habermann, 2008). >tig texvikég autég Te-
pihapBdvovtal n éow kavBomhaotikr| Timou Lee, n éow
kal n €&w tapooppeapr, N avigwon tou €&w kavbouy, n
urtooTrPIEN Tou PAepdpou Pe Taivia Tepitoviag, n xprion
Seppatikol pooxelpatog, aMd kar n aviypwon g ma-
peidg 1} Tou péoou mpoowrou (Chang kai Olver, 2006,
Collin, 2006, Schrom kai Habermann, 2008).
To oulwdeg ektpdmo avUIPETWTICETAl e TNV QAPHOVH
NG Z-mAactikiG pe v omofa au&dvetal To prikog kai
petaBdMetar n SiedBuvon g ouNig pe tn apoiBaia pe-
Td0e0n SePUATIKOV KPNPVAV Katd prkog tng. Otav n
oUN Bdvel Péxpl To BAepapikd xeihog, dnuioupywvtag
EVIOWN, Apalpeital apXikd TO THAHA aUTd HE TIEVIAYWVIKY
EKTOr] Kal 0T CUVEXEeIa epapudleTal n Z-AacTiky oto
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ology (Piskiniene, 2006). The generalised horizontal laxity
of involutional ectropion can be corrected surgically by
shortening the eyelid (Hesse, 201 1, Barrett and Meyer,
2012, Goel et al. 2013) orin combination with blepharo-
plasty (Kuhnt-Szymanowski procedure) (Abrams, 1964,
Collin, 2006, Goel et al. 2013). If the laxity of the eyelid
is located in the lateral or medial canthus, the selected
surgical procedures aim at repositioning the canthus ten-
don in order to eliminate eyelid laxity (Collin, 2006, Goel
et al. 2013). If the lesion results from weakness in the
eyelid's orbicular muscle, the selected surgical procedures
seek to shorten and reposition the muscles, in the lower
tarsal margin, or in the area of the lacrimal point (Collin,
2006, Chua et al. 201 I, Garza et al. 2012). If involutional
ectropion is due to the widening of the eyelid lamellae,
it can be treated by means of a special procedure that
uses inverting sutures to the eyelid margin, while con-
necting and repositioning the eyelid lamellae (Burroughs
et al. 2003, Collin, 2006).

Mechanical ectropion is normally treated by removing
the lesion that causes it. Extra care should be taken to
prevent iatrogenic, cicatricial ectropion (Collin, 2006).
Paralytic ectropion can be corrected by means of surgical
procedures that aim to support the eyelid, reduce its size
at the areas of maximum laxity and reduce the palpe-
bral fissure length (Schrom and Habermann, 2008).
These procedures include the Lee medial canthoplasty,
medial and lateral tarsorrhaphy, lateral canthus lift, eyelid
support by means of fascia slings, skin grafts, and buccal
or mid-face lift (Chang and Olver, 2006, Collin, 2006,
Schrom and Habermann, 2008).

Cicatricial ectropion can be corrected by means of Z-
plasty, whereby the length and direction of the scar can
be changed using transposition skin grafts along the scar.
If the scar reaches up to the eyelid margin and creates
a crevice, this section is removed by pentagonal exci-
sion and then Z-plasty is implemented on the remaining
parts of the scar (Tse and Neff, 2001, Collin, 2006). The
use of free skin grafts from the upper eyelid, the back
of the ear, the supraclavicular region, the inner arm sur-
face or the inner femoral surface can produce satisfac-
tory results in terms of defect reconstruction after the
removal of scar tissue (Qian et al. 2006, Collin, 2006,
Procianoy et al. 2009, Ozgur et al. 201 I, Kim et al.
2013). In larger defects, local skin flaps can be used,
such as nasolabial flaps, buccal advancement flaps, semi-
circular Tenzel flaps, Tripier and Mustarde flaps
(Moschella et al. 1992, Manku et al. 2006, Kim et al.
2008). Skin flaps can be combined with free mucosal
grafts, usually from the hard palate, or free cartilaginous
nasal or ear grafts, mostly when the free eyelid margin
needs to be supported (Collin, 2006).

The aim of the study is to present the experience of
treating patients with post-traumatic/iatrogenic ectropion
as gained at the Oral and Maxillofacial Surgery Clinic, “G.
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Mivakag 1
Mivakag aoBevwv e oUADOES eKTEATIIO TOU KATW BAEPEEOU
a/a ®Ulho HAikia Arria ekTporiou
1 A 42 Metatpaupatikd
2 €] 39 MeTatpaupaTikd
8 A 59 Metatpaupatikd
4 €] 72 laTPOYEVEG-UETEYXELPNTIKO
5 A 38 Metatpaupatikd
6 A 67 MeTatpaupatikd
7 A 25 Metatpaupatikd
8 €] 57 laTPOYEVEG-ETEYXELPNTIKO
9 A 48 Metatpaupatikd
10 A 56 MeTtatpaupatikd
11 A 62 laTPOYEVEG-UETEYXELPNTIKO
12 A 69 laTPOYEVEG-UETEYXELPNTIKO
13 A 62 MeTatpaupatikéd
14 A 55 MeTtatpaupatikd

Epappoobeioa Bepaneia

PwvoxelNkdg kpnuvog
Mapelakdg mpowbNTIKAS KPNUVOS
Mapelakdg mPowdNTIKAG KENUVOG

Pivoxel\ikdg Kpnuvog

Kpnuvaég Tripier
Mapelakdg mpowbNTIKAS KPNUVOS
Kpnuvaég Tripier
PwvoxelNkdg kpnuvog
Kpnuvaég Tripier
Mapelakdg mpowbNTIKOG KPNUVOS
Kpnuvég Mustarde
Mapelakdg mpowbNTIKOG KPNUVOS
Kpnuvog Mustarde
Kpnuvoég Tripier

urdhormo tpfpa g ouAig (Tse kai Neff, 2001, Collin,
2006). H xprion eAelBepwv deppATIKOV HOOXEUPATWV
and 1o dvw PAEpapo, tnv ormiabia emedveia tou wtdg,
TNV urepKAeidIa TEpIoxT), TNV €0w eM@Aveia Tou Ppaxio-
va kai and v €ow pnplaia medveia TPOOPEPE! IKavo-
TIoINTIKG anoTeAéopata otny amokatdotaon Twv eMeI-
pdTwV PETd TNV agaipeon Tou ouAwdoug 1otou (Qian
kai ouv. 2006, Collin, 2006, Procianoy kar ouv. 2009,
Ozgur kar ouv. 201 |, Kim kai ouv. 2013). ‘Otav 1o €\
Aelpa éxel oxetikd peydheg S1aotdaoeic, XpnolyoTolouy-
Tal Tommkol deppatikol kpnpvol OTwg o PIVOXEINKAG, O
TIAPEIaKOG TIPOWBNTIKAG, O NUIKUKAIKOG Kpnuvog Tenzel
kai ol kpnpvol Tripier kar Mustarde (Moschella kar ouv.
1992, Manku kai ouv. 2006, Kim kai ouv. 2008). Or dep-
patikof kpnpvol pmopouv va ouvouacBouv pe ehelBepa
BAewoydvia pooxelpata ouviiBwg and Ty okAner ure-
pwa r| pe eAelBepa xdvdPIVa pooxelpata pIvog 1 wtdg,
Kupiwg dtav anarteftal umootrpi€n Tou eAelBepou PAe-
opapikou xeihoug (Collin, 2006).

2Komdg TG epyaociag eival n mapouoiaon TG Sekagtolg
EMMEIPIAg QVTIHETWTTIONG TTEPMTIWOEWY HETATPAUUATIKOU-
Iatpoyevouq extpommou otnv KAvikd Ztopatikig kai 'va-
Bommpoowmikig Xeipoupyikrg Tou Noookopeiou «T. [a-
Travikohdouy» ©ecoarovikng.

YAIKO KAl ME©GOAOX

AekatéooepiG aoBevelG e PETATPAUPATIKO-IATOOYEVES
OUNWSEC EKTPATTIO, AMOKATACTAONKAV XeIPOUpYIKE otV
Khvikr 2topatikig kal ['vaBompoowikrg Xeipoupyikig
tou Noaookopeiou «I. [NamavikoAdouy» tng @sooalovi-
kng otnv Sexaetia 2003-2013. H nAikia twv acBevy Ku-
pavétav and 25 péxpl 72 €, pe péon nAikia 53,6 €.
Ané toug aoBeveig ol || Atav dvdpeg kai ol 3 yuvaikeg
(Mivakag 1).

> € ONeG TG TIEQITTTIWOEIG TO OUAMSEG EKTPOTTIO APOPOUTE

Papanikolaou General Hospital in Thessaloniki, Greece,
during ten years.

MATERIALS AND METHODS

Fourteen patients with post-traumatic/iatrogenic cicatri-
cial ectropion were surgically treated at the Oral and
Maxillofacial Surgery Clinic, “G. Papanikolaou™ General
Hospital in Thessaloniki, between 2003 and 2013. Pa-
tients' age ranged from 25 to 72 years old, with an aver-
age age of 53.6 years; | | males and 3 females (Table I).
All patients suffered from cicatricial ectropion of the
lower eyelid. In 10 patients, ectropion had resulted from
injuries in the maxillofacial area; in 3 patients, ectropion
had an iatrogenic aetiology and had resulted from the
removal of lower eyelid skin lesions; there was also one
patient whose cicatricial ectropion had relapsed following
a surgical operation to correct it, which had in tum re-
sulted from the removal of a basal cell carcinoma of the
lower eyelid.

All patients were treated by means of surgical tech-
nigues using adjacent myocutaneous transposition flaps.
General anaesthesia was used in 12 of our cases, while
2 patients were treated under local anaesthesia. The lat-
ter involved the injection of |-2ml local anaesthetic con-
taining 2% lidocaine with 1:80,000 adrenaline (Lig-
nospan® Special) in the supraorbital or infraorbital fora-
men to anesthetise the upper and lower eyelids respec-
tively, as well as the local infiltration of the tissues adja-
cent to the lower eyelid.

RESULTS

The following four surgical techniques were used: buccal
advancement flaps (buccal subcutaneous pedicled ad-
vancement flaps) in 5 patients; Tripier method in 4 pa-
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Table 1
Patients with cicatricial lower lid ectropion
no Gender Age Ectropion aetiology Therapeutic method
1 M 42 Post- traumatic Nasolabial flap
2 F 39 Post- traumatic Advancement buccal flap
8 M 59 Post- traumatic Advancement buccal flap
4 F 72 latrogenic/post-operative Nasolabial flap
5 M 38 Post- traumatic Tripier flap
6 M 67 Post- traumatic Advancement buccal flap
7 M 25 Post- traumatic Tripier flap
8 F 57 latrogenic/post-operative Nasolabial flap
9 M 48 Post- traumatic Tripier flap
10 M 56 Post- traumatic Advancement buccal flap
11 M 62 latrogenic/post-operative Mustarde flap
12 M 69 latrogenic/post-operative Advancement buccal flap
13 M 62 Post- traumatic Mustarde flap
14 M 55 Post- traumatic Tripier flap
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oto Kdtww PAépapo. O tpaupatiopds g yvabompoow-
TIKAG Tieploxr|¢ itav n artia tou exktporiou oe 10 aoBe-
velg, oe 3 aoBevelq to ektpdmo TMPoKARBNKe IaTPOYEVAC,
Kkatémy agaipeong APV tou S€ppatog Tou katw PAe-
(@Apou, vy UTMPEXE KAl pIa TiepiTmtwon acBevoug mou
EHPAVIOE OUADSEC EKTPATTIO WG UTTOTPOTTH XEIPOUPYIKAG
eMéPPaong yia TV amokatdotacn ouAdOOUG IaTPOYe-
voUg ekTpoTTiou detd and agaipeon Pacikokuttapikoy
KaPKIVOPAtog and to S€pua Tou Katw PAepdpou.
‘OMor o1 aoBeveig avtipeTwoTNKaV XEIPOUPYIKA LE €Y-
XEIPNTKEG TEXVIKEG PETADETWV PUOOEQUATIKWY YEITOVI-
KOV KONPVOV. 2€ |2 TIEPITTIOOEIG XpnolJoTIoINOnKe ye-
vikry avaioBnoia evw og 2 aoBeveic n amokatdotaon éyi-
ve e Totmikr) avaioBnoia. MNa v epappoyr| g TomKAg
avaiobnoiag, éyive éyxuan |-2ml tomkoU avaioBnukou
NSokaivng 2% pe adpevahivn 1:80000 (Lignospan® Spe-
cial), oto umepPKAYXIO 1} UTTOKAYXIO TPAKA YIa To dvw Kal
TO KAtw PBAépapo avtiotoixa, dmwg kai otk dinénon
TV TTAPAKelPeVWY Tou KAtw PAepdpou I0ToV.

AMNMOTEAEXMATA

Epappdobnkav téooepiq xeipoupyikég peébodol wg e&rc:
oe 5 aobeveig xpnoigoroinonke Tmapelakdg mPowbnTkog
KoNHvOG (TTapeiakdg pIoxwtog Seppolmodoplog mpo-
0ONTKAG KENpvAQ), oe 4 aobeveic n péBodog Tripier (pe-
1aBetd¢ Konpvdg amd 1o dvw PAEPapo), oe 3 aoBeveig
XpnolgotoiBnke PIVOXEINKOG Kpnpvog (Seppolinmodo-
PIOG HIOXWTOG KEPANKA otnEICOpeVOG HETABETdG pivo-
XEINKOG KPNUvAG) kal og 2 acBeveic epappdobnke n pé-
Bodog Mustarde (mapeiakdg mePIoTPOPIKAG KONUVOG).

H peteyxeipnukry mapakoAouBnon twv acbevav rtav
petd | urva, 3 priveg, 6 prjveg kai 12 priveg. Or mapdpe-
Tpol TTou a&loAoyrBnkav fjtav n emovAwon TG QUAMG, N
oUykAeion g PAepapikric oxiopAg, n mapoucia f amou-
ola @Aeypovr|G Tou EMMEQUKATA Kal ) TTapouacia rj amou-
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tients (transposition flaps in the upper eyelid), nasolabial
flaps (nasolabial subcutaneous pedicled cephalically--sup-
ported transposition flaps) in 3 patients; and Mustarde’s
method (buccal rotational flaps) in 2 patients.

Patient follow-up was conducted | month, 3 months,
6 months and |2 months postoperatively. During this
follow-up period, the following parameters were as-
sessed: wound healing, narrowing of the palpebral fis-
sure, the presence or absence of conjunctival inflam-
mation, and the presence or absence of epiphora. The
postoperative course of all patients was satisfactory
without any complications. The results were satisfying
at all postoperative follow up intervals. The eyelid skin
tone did not change after the surgical correction, while
the function of the lower eyelid was restored in all
cases, with immediate satisfactory results and no re-
lapses. Conjunctivitis or increased lacrimation were not
observed in any of the patients. A number of represen-
tative cases are presented below.

Case |

In case | (patient no 4 of Table 1), nasolabial subcuta-
neous pedicled cephalically -supported transposition flap
was used, under local anaesthesia (Fig. ).

After marking the skin with methylene blue (Fig. 2), the
scar tissue was removed, while at the same time the na-
solabial flap was lifted, after it had been carefully dis-
sected in the subcutaneous plane (Fig. 3, 4). The flap
was rotated, adjusted and sutured in the area of the
lower eyelid skin defect, while the wound in the donor
site was sutured back together in one stage (Fig. 5). In
order to achieve the best possible adjustment of the flap
and prevent the creation of dead space, compression
dressing was applied (Fig. 6).

The patient’s postoperative course was smooth and un-
eventful, with the exception of limited bruising at the flap
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Eik. I. H aoBeviig pe extpdmio tou kdtw BAepdpou apiotepd, Adyw
agpaipeonG PAciKoKUTIAPIKOU KAPKIVWHATOG, TIPO eVOG ETOUG, TTEPITIOU.
Fig. I. A patient with ectropion in the lower eyelid (left), which had
resulted from basal cell carcinoma removal approximately a year earlier.

b

Eik. 7. H aoBevig €& prjveg petd.
Fig. 7. The patient, six months later.

_\‘Ji'-"' %

Eik. 2. >Xxediaopdg
TWV TOHOV.
Fig. 2. Incision marking.

Eik. 3. Agaipeon tou
ouhndoug Iotol and

T0 6€pUa TOU KATW
BAepdpou.

Fig. 3. The scar tissue was

Eik. 4. Mapaokeur] kai
uTTIéyEPON TOU
PIVOXEIAIKOU Kpnpvou.
Fig. 4. The nasolabial flap
was prepared and lifted.

Eic. 5. Zuppaer] tou
KenHvoU otnv MePIoxr
Tou deppatikoy eMei-
patog. Apeon olykheion
g ddtpiag MePIoXiG.

Eik. 6. Migotikr emdeon
enf Tou Kpnuvou.

Fig. 6. Compression
dressing was applied
onto the flap.

removed from the lower
eyelid skin.

ofa dakpuppoiac. H peteyxeipnuky mopeia dAwv twv
aocBevev fTav IKavortoInTK XwEig emmAokéc. H xpoid
Tou &éppatog Tou PAegdpou dev AMate petd TV Xel-
pOoUPYIKr| armokatdotaon, eve og OAEG TIG TIEPITTIWOEIG N
arnokatdotaon NG AEToupyiag Tou kdtw BAepdpou ritav
Qpeon Kal IKavOTIOINTIKY, XwPIG Umoteorr tg BAARNG.
>e kavéva aoBevr emong Sev TmapatnpErBnke emmepu-
ktida r dakpUppola. AVITIOOOWTTEUTIKEG TTEPITITOOEIG
aocBeviv TEPIYPAPOVTIAl OTNV CUVEXEIQ.

In Mepimtwon

[Npdkertarl yia v acBevry pe a/a 4 (Mivakag 1), otnv
oroia epappéobnke umd torik avaiobnoia, deppolmno-
5OPIOG HIOXWTOG KEPAAKA OTNPICOHEVOC HETaBEeTdC pI-
VOXeINKOG Kpnpvog (Eik. 1.

Me kuavouv tou pebuleviou oxedidoBnkav ol TopEg (Eik.
2) KaI OTn OUVEXEIa apaIPEBnKe 0 OUADSNG 10TAG amod to
S€ppa Tou KAtw BAE@dPOU e TAUTOXPOVN UTTEYEQON TOU
PIVOXEINKOU KonvoU, O OTTolog TTapaoKeUdoTnKe TIPO-
oektikd oto umoddplo emimedo (Eik. 34). O pivoxelNikdg

Fig. 5. The flap was sutu-

red in the area of the skin

defect. The donor site was

immediately sutured back

together.
donor site. About half a year postoperatively, lower eye-
lid ectropion reconstruction had produced satisfactory

results in both aesthetic and functional terms (Fig. 7).

Case 2

In case 2 (patient no 5 of the Table), Tripier method
under local anaesthesia too, was applied (Fig. 8, 9). Meth-
ylene blue was used to mark the incisions on the skin (Fig.
[0), the scar tissue was then removed from the lower
eyelid skin, the flap was lifted and rotated from the upper
eyelid in order to be repositioned and sutured onto the
lower eyelid (Fig. 1), followed by application of com-
pression dressing (Fig. 12). There were no postoperative
complications, and the surgical outcome was deemed
very satisfactory in both aesthetic and functional terms.

Case 3

Tripier's method was also used in patient no 7, under
general anaesthesia (Fig. 13).

More precisely, after the scar tissue had been removed
from the infraorbital area, a skin flap was lifted from the

Apxeia EMnvikrg Ztopatikrig & NvaBompoowrikiig Xeipoupyikrig/
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Eik. 8. Evrovn ouhormoinon tng urokoyxiou TepIoXAG He aMAeIa
Tou o@BapikoU BoABou Adyw Tpoxaiou atuxrfipuatog.

Fig. 8. Increased cicatrisation in the infraorbital area and absence of
the eye bulb due to a car accident

KoNPVOG TTEpIoTEAPNKE, TOOCAPHOTTNKE KAl aUPEAQPTN-
Ke otnv TrepIoxr] Tou Seppatikol EMElPATog Tou Kdtw
BAepdpou, evi n ddtpia Teploxr] amokataotddnke due-
0a e ouppagn tou tpadpatog (Eik. 5). Na v kaAdtepn
TIPOOAPUOVH TOU KPNVOU Kai TV drmoguyr| dnpioupyiag
VEKPOU XWPOU epappoodnke meotikr emdeon (Eik. 6).
H peteyxeipnukr mopeia Atav opaAy Xwpig emIAOKEC,
ektdg and v dnpioupyia TEPIOPIOHEVNG EKXUPWONG
otnv &dtpia TepIoxr] Tou kpnpvou. H amokatdotaon tou
ektportiou tou kdtw BAepdpou rtav Ikavorointiky Too
aioBnukd éoo Kkar Aertoupyikd, Hiod xpovo Tepfmou PeTd
Vv xelpoupyikr| emépPaon (Eik. 7).

2n MNepimwon

H Seltepn mepimwon apopd otov acbevr pe a/a 5
oToV 0TI0I0 £QapPOoBnke emong umd tomkry avaiobnoia
n péBodog Tripier (Eik. 8, 9). Apou oxedidobnkav ol to-
peg (Bik. 10), apaipgbnre o ouhwdng 10tdg amd to Sép-
Ha Tou KAtw PBAe@dpou, €yive n UTéyepon Kal TIEPIOTOO-
@1} Tou Kpnuvou amd to dvw PAEpapo wote va tomobe-
N0l kar va ouppagtel oto kdtw BAépapo (Eik. | 1) pe
Torofétnon tautdxpova, Teotikrg emdeong (Eik. 12).
Aev utjp&av emMMAOKEC KATA TNV HETEYXEIPNTIKY TIEPIO-
80 kal To anotéAeopa Kpibnke apketd Ikavorointikd and
aioBnTikr) Kar Aerroupyikr drogn.

3n Mepimwon

2TV mepfmwon Tou aoBevoug pe a/a 7 epappdobnke
emiong n wéBodog Tripier, und yevikr avaiobnoia (Eik.
I3). Metd tnv apaipeon TPAPATOg ouAwdOUG 10ToU
amnd v urokdyxia Tepioxn €yive utéyepon Sepuati-
KoU kpnuvou amd to dvw PAépapo, pe tn Bdon tou
Kpnuvou TIpog Tov €0w KavBd Kal otn CUVEXEID TTEQI-
otpor Kal ouppadpr otnv umokdyxia mepioxry (Eik.
[4). Meteyxeipnuikd dev utfp&av emMMAOKES, eV TO
arnotéheopa kpibnke ikavorointikd and aiodnukr Kai
Aertoupyikr dmoyn, e e€aipeon ) pikpr) peiwon tou
PAKOUG NG PAEPAPIKAG OXIOUAG OE OXEDN WE TNV arTé-
vavt mieupd (Eik. I5).

Tépog 15, No 3,2014/Vol 15, No 3,2014

. e
Eic. 10. 2xediaopdg twv Topov.
O aobevrig péper Texvntd
mpdBepa opBalpikol BoABou.
Fig. 10. Incision marking. The
patient has an artificial eye bulb
implant.

Eik. 9. H xeipoupyikry eméuPaon
€ylve umo Totmkr) avaiobnoia.
Fig. 9. The surgical procedure
was carried out under local
anaesthesia.

Eic. 11. O kpnuvég amé to dvw
BAépapo éxel mepioTPaQel Kai
ouppagel oto Kdtw PAégpapo.
Fig. 11. The flap from the upper
eyelid was rotated and sutured
onto the lower eyelid.

Eic. 12. Migouxr| emideon
el Tou Kpnpvou.

Fig. 12. Compression
dressing was applied
onto the flap.

upper eyelid, with the flap’s base towards the medial
canthus, and was then rotated and sutured in the supra-
orbital area (Fig. 14). There were no postoperative
complications, and the surgical outcome was deemed
satisfactory in both aesthetic and functional terms, with
the exception of a slight reduction in the length of the
palpebral fissure compared to the contralateral side

(Fig. 15).

Case 4

Case 4 (patient no 10) involved a buccal advancement
flap that was performed under general anaesthesia (Fig.
[6). The flap was marked with its base towards the
cheek and its tip towards the medial canthus and nasion
area (Fig. 7). The flap was lifted, advanced and sutured
into its new position, so that the lower eyelid could
move as close to the eye as possible and correct the ec-
tropion (Fig. 18a, b, ).

The patient’s postoperative course was satisfactory with
no complications. There was no relapse, twelve months
after the operation.



114

ZouhoGung A. kai ouv./Zouloumis L. et al.

Eik. 13. Oulddeg extpdmmio tou kdtw
BAepdpou pe Tapektdmion Tou €0w kavBou.
Fig. 13. Lower eyelid cicatrical ectropion with

medial canthus displacement. BAepdpou.

Fig. 14. A skin flap was lifted from the upper
eyelid and was rotated and sutured onto the

Eix. 14. Aeppatikdg kpnuvog armd to dvw
BAépapo TEPIOTPEPETAl Kal OUPPATTTETAl €T
Tou deppatikol EMEeUPATog Tou KAtw

Eix. 15. Amokatdotaon tou ektporriou.
H BAepapikr| oxiopr] éxel PIKOOTEPO KOG
OUYKPITIKA PE TNV amévav TAeupd.

Fig. I5. Ectropion correction. The
palpebral fissure was shorter than that

on the opposite side.

lower eyelid skin defect

4n MNepimrtwon

Mpdkertal yia Tov acBevr| pe a/a |0 otov omoio epap-
H6oBnKe uTd yevikr avaiobnofa mapeiakdg mPowoNTIKAS
konpvog (Eik. 16). O kpnuvdg oxedidobnke pe tn Bdon
TOU TTPOG TNV TIapeld Kal TNV KOPU®r| ToU TIPOG TOV £0w
kavBo kal v mepioxn tou piloppiviou (Eik. 17). Metd
TNV uTeyePar Tou powbrBnKe kar ouppd@dnke ot véa
Béon wote To Kdtw PAEPapo va petakivnBel og TAnolé-
otepn TPOG Tov oeBaiud Béon Kkar va amokataotabel
10 extpomo (Eik. 18a,By).

H peteyxeipnukr mopeia tou aoBevolg rjtav Ikavorol-
MUK XWPIG EMMAOKEG. YTTOTOOTT TOU eKTpOTTIOU OgV TIa-
patnenonke, avtiBeta diatnperiBnke to ailobnukd amoté-
Aeopa og KaAd enfmeda kal Toug emdpevous dwdeka pr-
VEG HETA TNV XeIpoupyIKr eméppaon.

5n Mepimwon

[Mpokertal yia tov acBevr| pe a/a | | mou avupetwiotnke
umté vevik avaiodnoia (Eik. 19). O oulddng 10tdg agar-
P€0NKe Kal n amokatdotaon Tou eMeIUPATog €yive e
TIEPIOTPOYIKS TIapelakd Kpnpvo Mustardeé oe ouvdua-
OO pe xovOpoPAevvoydvio pdoxeupa amnod To pPIvIKS
Sidppaypa. Me kuavolv tou gebuleviou oxedidoBnkav
apxikd ol Topég (Eik. 20) kar ot ouvéxela, apaipgbnke
0 oUADOONG 101G, oPnvoeldolg oxApatog pe tn Pdon
010 XeMoG Tou Kdtw PAe@dpou Kai Ty Kopu@r) Tou otnv
urtokdyxia meploxry (Eik. 21). O mapeiakdg mepiotpo@l-
KOG KoNUvOG TTapackeudobnke mpooektikd (Eik. 22) kai
TIPIV TNV TIEPIOTPOQN Kal kaBiAwor) Tou otn Béon tou
eMefuatog €yive Sidvoi€n tou Se€iol pwbwva g pivég
yia T Ay xovopoPAevwoyoviou pooxeipatog amod to
pvikd didppaypa (Eik. 23). Na amoguyr didtpnong tou
dlappdypatog, 1o PAevwoyovorepixdvdpio g HIAG
TAeUPdc agrivetal otnv apxikr tou Béon. Or diaotdoeig
Tou Hooxelpatog Atav mepimou oo To EMeIpPa Tou
Tapoou Kkai kaBopioBnkav pe tn PorBeia pritpag (Eik.
24). To ABév pdoxeupa mpooappdobnke otny Tepio-
Xr) ToU eEMeIpPAaTog kal ouppdednke e Ta evamopeivav-
1a tprpata Tou tapoou kai tou emmepukdta (Eik. 25).

Eik. 17. H Bdon tou
Kpnpvou eivai
TIPOCAVATONGHEVN TIPOG
TNV Tapeid Kai n kopuer
TOU TIPOG ToV €0w Kaveod.
Fig. 17. The flap’s base
was looking towards the
cheek and its tip towards
the medial canthus.

Eik 16. MNapouoia Siopopewv ouldv otnv de&id umokdyxia TepIoxXH.
Fig. 16. Dismorphic scars in the right infraorbital area.

N 18y/18c

Eik. 18. a. Yméyepon tou kpnpvou. B. Mpowbnon tou kpnuvou. y. 2uppagr Tou Kpnuvou
otn véa tou Béon.

Fig. 18. a. Flap lift. b. Flap advancement. c. The flap was sutured in its new position.

Case 5

In this case (patient no | I'), Mustarde’s method was used
for the reconstruction under general anaesthesia (Fig.
19). The scar tissue was removed and the defect was re-
constructed by means of a Mustarde flap, combined with
a chondromucosal graft from the nasal diaphragm. Meth-
ylene blue was used to mark the incisions on the skin
(Fig. 20) and then the scar tissue was removed in sphe-
noid form, with its base at the margin of the lower eyelid
and its tip at the infraorbital area (Fig. 213, b). The buccal
rotation flap was carefully dissected (Fig. 22) and, before
it was rotated and immobilised in the area of the defect,

Apxeia EMnvikrig Ztopatikiig & l'vaBompoowrikrig Xeipoupyikrig/
Hellenic Archives of Oral and Maxillofacial Surgery



Metatpaupatd-latpoyevés Extpdmio/Post-traumatic iatrogenic ectropion

115

Eik. 19. O ouhddng 1oté¢ katahapBavel ta 2/3 g
em@Aveiag Tou S€puatog tou Katw BAepdpou.

Fig. 19. The scar tissue covered 2/3 of the lower
eyelid skin surface.

g e e

Eix. 20.
2xedIaopog
TWV TOHOV
Fig. 20.
Incision
marking.

sphenoid form.

Ei. 23. Aidvoi€n tou degiou pdx@qu mg
pIv&G Kal AP pooxeUpatog amd to

Sidppaypa.
Fig. 23. The left nasal nostril was opened
and the graft was taken from the diaphragm.

O mapeiakdg KpNPVOS HETd TV utiéyepan Kai TV Kivn-
ToTI0INCN TOU CUPEAPONKE OTNV TIEPIOXT] TOU EMEIa-
TOG Kal ef Tou PAEVWOXEVOPIVOU HOOXEUPATOG VIa Katd
a okomd enovhwon (Eik. 26a,p). H peteyxeipnuikr| mo-
peia Tou aoBevolq Atav IKAVOTTIOINTIKY XWPIG ETTITTAOKEG.
Aev TrapatnprBnke diatapaxr Aertoupyiag tou mpoow-
mmkou veupou (Eik. 27) ev o aoBeviig éva xpdvo petey-
xelpntikd Sev TAPOUGCIAcE UTTOTPOTT TOU EKTPOTTIOU.

2XYZHTHXH

H xaAdpwon kar n atpoer Tou BAepapikol xeAoug, TTou
Tiapatnpeeftal oto ektpdmo, aveEdptnta and v arto-
Aoyia ng BAGPNG, éxel oav amotéheopa Tty amopdkpuv-
on Tou kdtw dakpuikoy onpeiou amd tov BoABS kar v
€kBeon tou Kdtw BoABIkoU emmepUKATA. JUVETEID TWV
avwtépw eival n emeopd dakplwv ASyw pn emapkouq

Topog 15, No 3,2014/Vol 15, No 3,2014

Eix. 21. Extopr] opnvoeidolg turjpatog
ouAndoug 1oToU.
Fig. 21. The scar tissue was removed in

Eik. 24. O1 8iaotdoeig Tou Hooxeupatog
mipoadiopicBnkav e t Boribeia pritpag.
Fig. 24. The graft's dimensions were
determined by means of a cast.

Eix. 22. MNapaokeur kar uméyepon tou
TIapeIakoU TIEPIOTPOQIKOU KPNHVOU.
Fig. 22. The buccal rotation flap was
prepared and lifted.

Eik. 25. To xovdpofAewoydvio pdoxeupa
TiPooapuddeTal otny TEPIOXT| Tou
eMelppaTog kal cupPdTTteTal e ta
evariopeivavta TUAPATa Tou Tapcouy Kal Tou
EMMEPUKATA.

Fig. 25. The chondromucosal graft was
adjusted in the area of the defect and sutured
onto the remaining parts of the tarsus and
conjunctiva

the right nostril was opened to take a chondromucosal
graft from the nasal diaphragm (Fig. 23). The mucoperi-
chondrium of one side was left in its original position to
protect rupturing of the diaphragm through obtaining the
graft; the latter was approximately the size of the tarsal
defect, determined by means of a cast (Fig. 24). The
chondromucosal graft was adjusted in the area of the de-
fect and sutured onto the remaining parts of the tarsus
and conjunctiva (Fig. 25).

Having been lifted and mobilised, the buccal flap was
then sutured into the area of the defect and onto the
chondromucosal graft, to heal by first intention (Fig.
263, b). The patient’s postoperative course was satis-
factory, without any complications. Facial nerve func-
tion was not found to have been impaired (Fig. 27),
while a year after the operation the patient was re-
lapse-free.
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Eik. 26. 2uppaer| tou
konpvou. [MAdyia (a) ka
mpdabia (B) oun.

Fig. 26. The flap was

(b) view.

26a/26a

QTOXETEUONG, 1N KEPATOEMTEPUKITISa aMd Kal 1 Peta-
mAacia Tou PoABikoU kal Tou Tapaikoy EemmTeQUKSTa
(WuMag, 1996, Rubin kai ouv. 2005, Nikkhah kar ouv.
2012, Barrett kai Meyer, 2012, Salgarelli kar ouv. 2012,
Wetton kai ouv. 2012).

la toug avwtépw Adyoug Kpivetal armapaltntn n aviige-
TWTTION TOU EKTPOTTIOU TTOU ival KUPIWG XEIPOUPYIKT EVE)
1d1aftepn onpaoia éxel n mEAANYN dnuioupyiag Iatpoye-
voug ouhwdoug extporriou. MNa tov Adyo autd, eival mpo-
Tpdtepo n omoiadrrote agaipeon BAAPNG amd to Sép-
pa Tou PAepdpou va yivetal kaBeta, WOTE N PETEYXEIPN-
TIK] OUAR va aokel T pikpdtepn duvatr €AEn oto PAe-
@apikd xeihog (Salgarelli kar ouv. 2012). 18iaftepn onua-
ola yia v mpdAnyn dnuioupyiag ouhwdoug ektporriou,
€XOUV Kal Ta xelpoupyikd péoa mou Ba xpnalporol-
nBouv. H xprion tng diaBeppiag avapépetar du pumopel
va mpokahéoel PAAPN oe Tmapakeiyeveg SOPEGS Kal KUPInG
oToV KePAToeldr) aMd Kal €vtovn oulotoinon tng Te-
ploxnig (Bellaney, 2004). AvtiBeta n xprion Laser emtuy-
xdvel kaNUtepa amoteAéopata (Blanco kar ouv. 2007).
2Toug aoBeveig TG Mapolodg HEAETNG epappdoTnKav
EYXEIPNTIKEG TEXVIKEG JE TN XPHON VUOTEPIOU, EMMTUYXJ-
VOVTAG IKAvoTToINTIKA amoteAéopatd, tooo aiobntikd
600 Kal AertoupyiKd.

H Z-mA\aotikr] texvikr| mou TpoumoBétel tnv mapouaia
HIKPrG oXeTikd OUAAG, Oev epappdobnke otoug aoBeveiq
jag TTou Trapousialav évtovn OUAOTIONNoN OtV UTTOKOY-
XId TTIEPIOXT] Kal OTO O€PHA Tou KATw PAepdpou efte Ao-
YO TWV ATUXNPATOV fTe AOyw TWV XEIPOUPYIKWV XEIPI-
oWV TTou eixav TiponynBel yia tn SidpBwon tou extpo-
Tmiou 1 yia TNV apaipeon Twv SEPUATIKOV AMOIOCEWV.
H xprjon eAeuBépwv pooxeupdtwv Sépuatog mpolmo-
Bétel oxetikd pikpd Seppatikd eMeiupata. 2T mepIw-
0gI¢ Twv aoBevwv pag xpnaolporolfnkav tormkol dep-
patikol Kpnpvol, Aoyw peyaAitepwv SepUaTIKOV EMEIP-
pdtwv (Wetton kar ouv. 2012) al\d kai yia aioBnuikolg
Aoyous. Me toug tomkoUg Seppatikols Kpnuvous e

sutured. Side (a) and front

Zouhoupng A. kar ouv./Zouloumis L. et al.
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DISCUSSION

Regardless of its aetiology, the laxity and turming of the
eyelid margin that is observed in eyelid ectropion causes
the lower lacrimal point to move away from the eye bulb
and exposes the lower eye bulb conjunctiva. This may
lead to excessive tearing (epiphora) due to insufficient
tear drainage, keratoconjunctivitis or metaplasia in the
eye bulb and tarsal conjunctiva (Rubin et al. 2005,
Nikkhah et al. 2012, Barrett and Meyer, 2012, Salgarelli
et al. 2012, Wetton et al. 2012).

Therefore, the surgical correction of ectropion is deemed
necessary. Within this framework, the need to prevent
iatrogenic cicatricial ectropion is paramount. The removal
of the lesion from the eyelid skin needs to be performed
vertically, so that the postoperative scar pulls as less as
possible the eyelid margin (Salgarelli et al. 2012).

The surgical means used play an important role in the
prevention of cicatricial ectropion. It has been reported
that the use of electrocautery (diathermy) can damage
adjacent structures, particularly the corea, and cause in-
creased cicatrisation in the area (Bellaney, 2004). The use
of Laser, on the other hand, has been reported to have
better results (Blanco et al. 2007). In all cases presented,
we used scalpel-based surgical procedures, which pro-
duced satisfactory results, in both aesthetic and functional
terms.

Z-plasty, which is often used in the correction of cicatri-
cial ectropion, was not used in our patients as it is only
suitable for relatively small scars. All our patients had in-
creased levels of cicatrisation in the infraorbital area and
lower eyelid skin, which had resulted from injuries or pre-
vious surgical interventions to correct ectropion or re-
move skin lesions.

The use of free skin grafts is suitable for relatively small
skin defects. Local skin flaps were used in our patients
due to the larger size of their skin defects (Wetton et al.
2012), and also for aesthetic reasons. Local skin flaps can
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Eik. 27. Meteyxeipnukdg
€Neyxog Tou aoBevoug.
Aev mapatnpeftai
diatapaxr| Aertoupyiag
TOU TIPOOWTIKOU VEUPOU.
Fig. 27. Postoperative
follow-up of the patient.
No facial nerve disorder
can be observed.
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Tuyxdvovtal KaAUtepa aioBnuikd amoteAéopata o oxé-
on He ™ xpold tou &éppatog, yiati AapBdvovtar amd me-
PIOXEC TTAPAKEUEVES TNG PAGBNG. AvtiBeta ota ehelbepa
deppatikd pooxelpata, 15iwg dtav n 6dtpia mepIoxr
Bpioketal og amopakpuopévn meploxr, eivar duvatd va
riapatnenel diagopd oto xpwpa tou déppatog (Hesse,
2011, Xue kai ouv. 2012).

H Biwoipdtnta twv Kpnuvey ou xpnoidomolodvidl yid
TNV avakataokeur Twv BAepdpwy eEaptdral ouxvd amnod
TO YeyovoG 0T TUR A TOU KPNHVOU OUNTTERIPEPETAl OaV
ehelBepo pdoxeupa. MNa to Adyo autd anarteftal meot-
k) emidean otoug Kpnpvoug kar Oxi pévo ata eAelBepa
pooxeupata (Collin, 2006, Ozgur kar ouv. 2011, Actis
kar Actis, 201 1). Ztnv mheloPneia twv acBeviv pag,
avdhoya pe TNV eyXeIpNTIKA TEXVIKY, EQApPOCae Tie-
oKy emideon, XwPIC EMMAOKES Kal Pe apKeTd KAAG aro-
TeAéoparta.

> € Tpeic aoBeveic xpnoipomoioape KeQahikd otnpeI(o-
pevo pIVOXEeIAIKS kpnpvo. [Mpdkertar yia kpnuvé o orol-
0G ektog amd To PAEPapo, XpNoIPoTIoIERal yia TNV aro-
Katdotaon eMeIYPdTwy TG TApelds, TG YAWOodg, TG
PIVOG, TNG ouyxeINag aMd kai tou eddQoug Tou OTdpa-
10G (Varghese kai ouv. 2001, El-Marakby, 2005, Singh kal
ouv. 2012). ‘Exer mhoUola aipdtwon Adyw tng dpdeuoniq
Tou amd TV ywviaia aptnpia, v umokdyxia Kar TV ey-
kdpoia mpoowmky (El-Marakby, 2005, Xue kar ouv.
2012, Zhang kai ouv. 2012, Singh kar ouv. 2012, Rai ka
ouv. 2013). Mmopef va xpnoiporoinBefl kar oav vnoidw-
TOG KPNPVAG, unoddpia atnpi¢duevos (Zhang kai ouv.
2012). H uméyepaon tou kpnuvou Propel va yivel kar umd
tommkr avaiobnoia (Xue kai ouv. 2012). >e acBevr| pag
Tou ) eyxeipnukr diadikaoia mpaypatomolriBnie urd to-
Tk} avaiobnoia dev urmp&av 1diaftepa mpoBAuata, eve
TO ATMOTEAEOHA Kal OTOUG TPEIG AoBEVElG, PETA TOUG TTPW-
Toug €&l prveg, KpiBnke IkavoroinTikd, MapdAo Tou To
TIAXOG TOU PIVOXEINKOU Kpnpvou ATav oagwg peyaAU-
TePO amd 1o TIAX0G Tou SEPPATOg Tou PAepdpou.

H pébodog Tripier avagépetar otn Ajgn evog dipioxou
deppatikol rj puodeppatikoy Kpnpvou amnd 1o dvw BAE-
@apo kal ouppaer e Tou kdtw BAepdpou (Verna kai
ouv. 2009). MMepiypdytnke mowtn @opd amd tov Léon
Tripier to 1989 evw MOMEG TaPaMayES TG TEXVIKAG
éxouv avapepBei ot PiPAioypagia (Elliot kai Britto,
2004). MNpdkertar yia pia OXeTKd eUKOAN TEXVIKH, N OTToia
pmopefl va epappoabel und tormkr avaiobnofia, divovtag
apkeTd KaAd aiobnuikd anmotéAeopa, yiati n Afgn tou yi-
vetal anod mapakeigevn mepioxr e idia xpold Sépuatog
(Vuppalapati kar Niranjan, 2005). H texvikr dev evoel-
KVUTaI O€ TIEPITTTWOTN eKTETapéVoU SepuatikoU eMelppa-
To¢ AMOyw €vtovng ouhoTioinong tou Katw BAe@dpou kal
NG UTTOKOYXIOU TTEPIOXAG.

Ta amoteAéopata g PETEYXEIPNTIKYG TTapakohoubnong
Kal OTOUG TEOOEPIG AOOEVEIG TIOU EQAPUOTTNKE N eV AO-
YW TEXVIKY Kpivovtal ikavorrointikd. Eeapudaobnke kai
miapalayr] tg pebddou pe HoVOHIoXOo Konpvo. 2€ TPEIG
TIEPITTWOEIG N Bdon Tou kpnuvou rtav otov €Ew Kaveod,
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help achieve better aesthetic results in terms of skin tone,
as they originate from areas that are adjacent to the le-
sion. On the other hand, free skin grafts can result in skin
tone differences, particularly when they originate from
distal donor sites (Hesse, 2011, Xue et al. 2012).

The viability of flaps used in the reconstruction of eye-
lids is often determined by the fact that part of the flap
behaves like a free graft. Therefore, the application of
compression dressings is necessary not only in free
grafts, but also in pedicled flaps (Collin, 2006, Ozgur et
al. 2011, Actis and Actis, 201 I). Depending on the sur-
gical procedure, compression dressings were used in
the majority on our patients, without any complications
and with very good results.

In 3 of our patients, we used cephalically-supported na-
solabial flaps. This flap type is used in the reconstruction
of defects not only in the eyelid, but also in the cheek,
tongue, nose and lip commissure, as well as the mouth
floor (Varghese et al. 2001, El-Marakby, 2005, Singh et
al. 2012). It has rich blood supply due to its origins in the
angular, infraorbital and transverse facial arteries (EI-
Marakby, 2005, Xue et al. 2012, Zhang et al. 2012, Singh
et al. 2012, Rai et al. 2013). It can also be used as a sub-
cutaneously-based island flap (Zhang et al. 2012) and it
can be lifted under local anaesthesia (Xue et al. 2012).
In one of our patients, the surgical procedure was per-
formed under local anaesthesia, without any particular
issues. Six months later the result was deemed satisfac-
tory in all three patients, despite the fact that the na-
solabial flap was clearly thicker than the eyelid skin.
Tripier's method involves obtaining a cutaneous or my-
ocutaneous pedicled flap from the upper eyelid and su-
turing it onto the lower eyelid (Verna et al. 2009). It was
first described by Léon Tripierin 1989, while several vari-
ations of this technique have been presented in the lit-
erature (Elliot and Britto, 2004).

[t is a relatively easy procedure that can be used under
local anaesthesia and produce very good aesthetic re-
sults, as the flap is obtained from an adjacent area, where
the skin tone is the same (Vuppalapati and Niranjan,
2005). This technique is not recommended for use in
extensive skin defects as can cause a high degree of ci-
catrisation in the lower eyelid and infraorbital area.

All four patients who underwent this technique had sat-
isfactory postoperative follow-up results. A variation of
this method involving a unipedicled flap was also used.
In three of the cases, the base of the flap was in the lat-
eral canthus. In the fourth case, the base was in the me-
dial canthus, whereby the patient's medial canthus dis-
placement was also corrected.

Mustarde flaps were used in two patients who had a high
degree of cicatrisation throughout the lower eyelid skin.
The flap was lifted under general anaesthesia, in the sub-
cutaneous plane, taking extra care to prevent injuries to
the facial nerve branches. The flap is outlined by an inci-
sion extending from the lateral canthus, to the temporal
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EVW OTNV TETapTn Tepimmwon n Bdon Atav otov €0w Kav-
04 kai to onpavtikdtepo Atav 6T TapdMnAa avtipetw-
ioOnKe Kai n apexTomon tou éow KavBou Tou apou-
olale o ouykekpIpévog acBevrc.

Tov kpnuvo Mustarde, tov xpnoiporoijoape oe dUo
aoBeveic pe évtovn ouhomoinon oe OAn oxedov v
éktaon tou déppuatog Tou kdtw Prepdpou. H unéyepon
ToU Kpnpvou yivetar und yevikr] avaiobnoia, oe umodo-
pIO eMMESO PE TIPOOOXT OTE VA PNV TPAUNATIOTES Kd-
molo¢ kKAGS0¢ Tou mpoowtkou velpou. O Kpnuvog
oploBeteftar and pid topr n omoia extefvetar and tov
€€w kavBo, PEpetal oTnv KPOTAPIKT| TIEPIOXH KAl OTn OU-
Véxela Eumpoabev Tou wtdq. Metd v kivnomoinon Tou
TIEPIOTPEPETAl KAl CUPEATTTETAl OTNV TTEQIOXT| TOU EMEI-
patog (Shah kar ouv. 2012).

>tov évav aoBevr}, o kpnpvog Mustarde xpnoipormoirén-
Ke o€ ouvOUaopd pe xovopoPievvoydvio pdoxeupa, To
oT10i0 TIPOOPEPE! IKAVOTIOINTIKY OTAPIEN OTo PAEPapO
Kal oupBdMel atov oxnpatiopd kahitepou Bhepapikol
xeihoug (Moschella kar ouv. 1992, Collin, 2006, Wetton
kal ouv. 2012). EmmAéov ta kahukoeldr| kittapa tou pI-
vikoU BAewwoydvou mmpooépouv PAévwn ota ddkpua,
Bonbwvtag mapdMnAa otnv avakoUgion twv acbeviv
pe évtovn EnpogBahpia (Collin, 2006). EvaMaktikg pro-
pel va xpnalporoinBel pdoxeupa xévopou wtdg (Parodi
kar ouv. 2013) A Tavia meprtoviag yia v umootipign
Tou kdtw BAepdpou (Qian kar cuv. 2006). Yrotpor
pTopefl eUkoha va cupPel Adyw TG cuppikvwong Kai un
owoTG oTPIENG Tou Kenpvou. Autd Propel va TpoAn-
@Bel pe TNV ouppagr NG ev Tw PdBel emedveiag Tou
Konpvou ato €Ew KoyXIkd xefhog Tévw amd Tov VEo €Ew
kavBé (Collin, 2006). Ta amoteAéoparta rfjtav Ikavorrol-
Nukd kar yia Toug dlo acbevelg pag, ol omofol dev ep-
@AvIoav MMAOKEC aTTd TO TTPOOWTTIKS VeUpo aMd oUte
Kkar uttoteoTA NG PAABNG, |2 priveg petd tnv xelpoup-
yikr emépPaon.

2TOUG TOTIKOUG Kpnpuvoug TiepiAapBdvovtal kai ol Tia-
pelaKkol TTpowdnTIKol KENUVol, oI omoiol €xouv ApKeTd
Ka| aipdtwon, ureyeipovtal pe Tormkr avaiobnoia kai
ektédq amod deppatikd Hioxo Pmopouv va €xouv Kal UTio-
ddpia otrpi€n. IkavoroiNtikd Oxetikd amoteAéopata ei-
Xape Kal oTouG Tévie acbeveig, oToug omoioug epappd-
OQUE TN OUYKEKPIPEVN TEXVIKH.

To pelovékTnpa Tou peyarUTepou TTAXOUG TOU KPNUVoU
o€ Oxé€on [e To O€ppa tou Phepdpou eEaleipetal Petd
and mapéheuon 6-12 pnvay, dMwg kal otnv Tepmwon
TWV PIVOXEINKWV KONUVOV.

YTIApXOUV APKETEG TEXVIKEG Ol OTIOlEG epappdloval
and toug oeOAAPOTIAQOTIKOUG XEIPOUPYOUG yia TNV
arokatdotaon Tou ekTpoTTiou Tou Kdtw BAepdpou e
dpiota anoteéopata. 2e OAeG TIC TIEPITTIWOEIG TWV
aoBevav pag xpnalporoifjoape Tomkoug OepHatIKoug
KpnHvoUg, e otaBepd amoteAéopata os OAa Ta petey-
xelpnTikd dlaotripata mapakoAouBnong. 2e kapia mepi-
mwon acbevolg dev mapatnerBnke didomacn tou
Tpalparog, emme@ukitda rj dakpUppola Kal og OAeG TIG
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area, and then to the preauricular area. Having been mo-
bilised, the flap is rotated and sutured in the area of the
defect (Shah et al. 2012).

In one of the patients, a Mustardé flap was used in com-
bination with a chondromucosal graft, which provides
satisfactory support to the eyelid and helps give a better
shape to the eyelid rim (Moschella et al. 1992, Collin,
2006, Wetton et al. 2012). Moreover, the goblet cells of
the nasal mucosa contribute mucus to the tear film,
which can also help relieve discomfort in extreme dry
eye cases (Collin, 2006). Alternatively, ear cartilage grafts
(Parodi et al. 2013) or fascia slings can be used to sup-
port the lower eyelid (Qian et al. 2006). The results were
satisfactory in both patients, who did not experience any
complications related to the facial nerve or relapses |2
months postoperatively.

Ectropion can easily relapse due to contraction and in-
adequate flap support. This can be prevented by suturing
the deep surface of the flap to the lateral orbital rim
above the new lateral canthus (Collin, 2006).

Local flaps include buccal advancement flaps, which have
very good blood supply, can be lifted under local anaes-
thesia, and can have not only a skin pedicle but also sub-
cutaneous support. In all five patients who underwent
this technique had relatively satisfying results.

The downside of having a flap that is thicker than the
eyelid skin is eliminated after 6-12 months, like in the
case of nasolabial flaps.

In order to correct lower eyelid ectropion, ophthalmo-
plastic surgeons have a variety of highly effective surgical
procedures at their disposal. In all our patients, we used
local skin flaps, with stable results at postoperative fol-
low-up intervals. None of our patients experienced
wound rupture, conjunctivitis or excessive tearing, while
palpebral fissure closure was satisfactory in all our cases.
In conclusion, the use of local skin flaps can produce very
good aesthetic and functional results, particularly in cica-
tricial ectropion (both post-traumatic and iatrogenic),
provided that the surgical techniques are carefully se-
lected and implemented to meet each patient's specific
needs.
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TIEQITTTWOEIC N OUYKAEION TNG BAEQApIKAG OXIoUnG Atav
IKQVOTIOINTIKN.

2 UPTEPACHATIKG N XPNOIHOTIOMGN TOTIKWY OEQUATIKWY
KONHVAV, KUPIWG yIa To 0UAWOEG ektpdTTio efte autd eival
HETATPAUPATIKS, EITE IATPOVYEVES, AMTOTEAES HId KAAr) AUon
pe kahd amoteéopata aioBnukd kar Aertoupyikd apkel

va YIVEl TIDOCEKTIKY) EQAPHOYH TNG EYXEIPNTIKAG TEXVIKAG
Kai n KatdMnAn emioyn yia kdBe acBevr.
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