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Aim of the study
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lid reconstruction using TENZEL'S procedure

The vertical, horizontal, and depth dimensions of
the eyelid injury or defect to be determined, and
availability of regional tissue for reconstruction
evaluated.

Eyelid reconstruction depends on the extent of
involvement of the anterior and posterior lamella.

The goals of eyelid reconstruction are 3-fold:
to provide adequate eyelid function,

to afford globe protection, and

to achieve acceptable aesthetic results.

Exclusion criteria
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Defect confined to medial canthus region.
Small defects (< 1 cm) lower eye lid.

Small defects of the upper eyelid (<5 mm) that do
not involve the lid margin or the canthus.

Perioperative cardiopulmonary complications.

Defect involving more than half of lid involvement
and full involvement. ?

Materials and methods:

0

Prospective , interventional case series of all of the
patients requiring reconstruction of upper or lower
eyelids.

Prior to surgery full written concent and all possible
measures are explained to all patient.

Approval for the study is taken from institutional
review board.

We have analyzed the use of TENZEL'S flap for
the lamella recreation after post malignancy defects
in nine patients with certain modifications in the
existing techniques.
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Anterior lamella was reconstructed using the
semicircle flap skin in four cases of traumatic skin
loss.

All cases semi-circular flaps sutural release was
done at two weeks.

Discussion
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Semicircle flap technique of eyelid reconstruction
is a modified lateral advancement rotation
flap=TENZEL'S procedure.

Procedure combines use of selective lysis of limbs
of lateral canthal tendon with a semicircular skin-
muscle flap confined to region of the lateral canthus
within the boundary established by lateral eyebrow
and the arc it defines.

Reconstruction of one half to more than three fourths
of the lower or upper eyelid can be accomplished
without borrowing tissue from the eyelids, nose, ear,
or mouth. Large forehead & brow flaps are
eliminated, as is the need for closure of the palpebral
fissure during the early healing course.

The usual indication for this reconstruction of a
central, marginal lid defect following the excision of
aneoplasm. However, it may also be useful in cases
of tissue loss caused by trauma.

By mobilizing the remaining lower lid preseptal
orbicularis oculi muscle over the tarsoconjunctival
flap by leaving it bipedicled at the medial and lateral
canthi to provide a vascular bed for the full-thickness
skin graft.

Adequate mobilization of the flap is achieved by
dissection the flap up to the LPS insertion on the
tarsal plate. Sustained traction with skin hooks was
provided on the transected edges of the

©)




Odisha Journal of Ophthalmology

2016

Tarsoconjunctival flaps, which lead to minimal
stretching of the flap.

Successfully reconstruction of layers include the
posterior lamella, consisting of conjunctiva and the
tarsal plate, and anterior lamella, consisting of the
pretarsal orbicularis oculi muscle and lower eyelid
skin.

All the flaps did well. None of the patients had
evidence of tumour recurrence at the time of follow
up. The early and long term cosmetic and functional
results have been gratifying.

The Tenzel's flap was successfully executed in 13
patients over a period of two years.

Primary repair using preserved tissue was carried
out in the case of traumatic avulsion . Following
tumor excision ,bilamellar repair was performed
using tarso-conjunctival flap for the posterior lamella
and skinmuscle flaps for the anterior lamella.

All the flaps did well. None of the patients had
evidence of tumour recurrence at the time of follow
up.

There were one each cases of flap ischemia, or
necrosis after division.

Responded well on re- surgery.

Conclusion
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In spite of all the advances, the Tenzel's flap till date
remains the good option for lid reconstruction
where like is replaced by like.

Tenzel's flaps are easy to execute and give good
aesthetic and functional outcomes, and must be
considered as one of the primary options for post
oncologic reconstruction & traumatic reconstruction
lid defect.

Adequate corneal protection achieved by using
lamellar repair principles and local tissues; however
, poor vascularity demands careful planning , with
vascularized flaps favored over free grafts .
Reconstructed eyelids have poor function in the

setting of upper and lower eyelid loss, and revision
surgery is often required to improve eyelid structure
and function.

Tenzel's technique is an good alternative to repair
defect with full function.

REFERENCES

1.

Cook BE Jr, Bartley GB (2001) Treatment options
and future prospects for the management of eyelid
malignancies: an evidence-based update.
Ophthalmology 108: 2088-2098.

Abraham JC, Jabaley ME, Hoopes JE (1973) Basal
cell carcinoma of the medial canthal region. AmJ
Surg 126: 492-495.

Mustarde JC (1980) Repair and reconstruction of
the orbital region. (2ndedn) Edinburgh: Churchill
Livingstone, USA.

Hughes WL (1976) Total lower lid reconstruction:
technical details. Trans Am OphthalmolSoc 74: 321-
320.

O'Donnell BA (2002) The cutaneomarginal eyelid
graft. Clin Experiment Ophthalmol 30: 136-139.

Lalonde DH, Osei-Tutu KB (2005) Functional
reconstruction of unilateral, subtotal, full-thickness
upper and lower eyelid defects with advancement
orbicularis myocutaneous flaps. PlastReconstrSurg
115: 1696-1700.

Herman AR, Bennet RG (2005) Reconstruction of
a large surgical defect on the lower eyelid and
infraorbital cheek. DermatolSurg 31: 689-691.
Nesi FA, Levine MR, Lisman RD, eds. Smith's
Ophthalmic Plastic and Reconstructive Surgery.
New York, NY: CV Mosby; 1997.

HayD. Reconstruction of both eyelids following
traumaticloss. Br JPlastSurg. 1971;24(4):361-364.

Achauer BM, Menick FJ. Salvageofseeing eye
safteravulsion of upper and lower lids. PlastReconstr
Surg. 1985;75(1):11-16.

10. Bedrossian RH, Sperry DW. Repair of avulsion of

(10)




Odisha Journal of Ophthalmology 2016

FATIEMT FARTE 1TLAFES

| o = Bl N oGNS BN

| =N g © 8 e el gite—— [ E S— U Sl B
B B | =i

B | 8 | - I——

| o8] E-mrmaamre == - poe——

u BN | | Ry = S-S - L m -
K LN | | _H |

8 . == - T s S == 3

B B Bl EnlfN gy

s &

=

R M Bkl TR

11)




Odisha Journal of Ophthalmology

2016

11.

12.

13.

14.

15.

16.

17.

18.

19.

eyelids and cheek. Ann Ophthalmol.
1988;20(1):31-34.

Nose K, Isshiki N, Kusumoto K. Reconstruction
of both eyelids following electrical burn.
PlastReconstr Surg. 1991;88(5):878-881.

Mohammad A. The use of composite lid graft and
the adjacent temporal myocutaneous tissue with
orbicularis muscle mobilization for full-thickness total
and subtotal upper lid reconstruction. Orbit.
2005;24(2):87-93.

Wong VA, Marshall JA, Whitehead KJ, Williamson
RM, Sullivan TJ. Management of periocular basal
cell carcinoma with modified enface frozen section
controlled excision. OphthalPlastReconstr Surg.
2002;18(6):430-435.

MalhotraR, Huilgo ISC, HuynhNT, SelvaD.
TheAustralianMohsdatabase,part I:periocular
basalcellcarc in omaexperience over 7years.
Ophthalmology.2004; 111(4):624-630.

Leibovitch I, Malhotra R, Selva D. Hard palate and
free tarsal grafts as posterior lamella substitutes in
upper lid surgery.Ophthalmology.2006;113(3):489-
496.

Huang TT, Blackwell SJ, Lewis SR. Burn injuries
of the eyelids. Clin Plast Surg. 1978;5(4):571-581.

Matsumoto K, Nakanishi H, Urano Y, Kubo Y,
Nagae H (1999) Lower eyelid reconstruction with
a cheek flap supported by fascia lata.
PlastReconstrSurg 103: 1650-1654.

Porfiris E, Christopoulos A, Sandris P, Georgiou P,
loannidis A, etal. (1999) Upper eyelid orbicularis
oculi flap with tarsoconjunctival island for
reconstruction of full-thickness lower lid defects.
PlastReconstrSurg 103: 186-191.

Porfiris E, Georgiou P, Harkiolakis G, Popa CV,
Sandris P, et al. (1997) Island
mucochrondrocutaneous flap for reconstruction of
total loss of the lower eyelid. PlastReconstrSurg 100:
104-107.

21.

22.

23.

24.

25.

26.

. Salomon J, Bieniek A, Baran E, Szepietowski JC

(2004) Basal cell carcinoma on the eyelids: own
experience.DermatolSurg 30: 257-263.

Hughes WL (1937) Anew method for rebuilding a
lower lid: Report of a case. Arch Ophthalmol 17:
1008-1017.

Hughes WL (1945) Reconstruction of the lids. Am
J Ophthalmol 28: 1203-1211.

Macomber WB, Wang MK, Gottlieb E (1954)
Epithelial tumors of the eyelids. SurgGynecolObstet
98: 331-342.

Pollock WJ, Colon GA, Ryan RF (1972)
Reconstruction of the lower eyelid by a different
lid-splitting operation: case report.
PlastReconstrSurg 50: 184-187.

McCord CD Jr, Nunery WR (1981) Reconstructive
Procedures of the Lower Eyelid and Outer Canthus.
In: McCord CD Jr, (Ed), Oculoplastic Surgery.
Raven Press, New York, pp: 194-198.

Doxanas MT (1986) Orbicularis muscle
mobilization in eyelid reconstruction. Arch
Ophthalmol 104: 910-914.

(12)




