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ECTROPIONAND ENTROPION SURGERIES - GENERAL
CONSIDERATION

Entropion and Ectropion are evelid conditions commonly
encountercd by General Ophthalmologist o day 1o day
chinical practice. Its abways mieresting discussing about
eniropion and eciropion as this gives one an opportunity o
understand the anatomy of the eyvelid and s clinical
rebevance o surgery, Both these conditions are commonly
mterrclated doue to same anatomec strectures and sharmg
of some common pathphy siclogy, Benefits of surgery are
oo fold, better cosmesis and more important resioration
of the function of the Lids as protectors of the eyve. The
history of operations for entropion and ectropion includes
tme-honored names like Hippocraies, Sucrets and Celsus
and Adams, as well as Arl, Arruga, Blaskovics, Elschnig,
Fox, Gallard, Von Graefz, Others like Hotz, Hughes, Jones,
Kirby, Kuhlnt, Meck, Snellen, Spocth. Stallard. Straetfield
Weeks, Wheeler, and Ziegler 100 contributed significanily
for management of these common lid disorders.

A thorough understanding of the cvelid structurcs and the
antoanic relationships between them is essential for proper
diagnosis and management of eyvelud disorders; 1 will not
go i the detals of the anatomy assuming the readers are
well acquainted with it. The main focws is for aduli and
elderly patents and for sitnations commonky handled by
general ophihalmologist rather than rare cases handled by
experienced couloplastic surgeons,

ENTROPION

Entropion is in twrning of the gvelid margin resuliing in
cilia touching the globe (Figurz1),

The severe corneal irritation secondary o condact with
the lashes and keratinized epathelium of the evelid skin is
common presentation by patients in ofTice,

In this part of the world, we see lower lid entropion
frequently. The condition 15 symptomatic, with eye
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dizscomfort causing pain. tearing photophobia, discharge.
secondary infection, and varving degrees of corncal
problems.

The pathophyswology has been known for centurnies, and
also ihe surgical procedures, There are three changes
whech must be assessed m each case.

- Thinming and weakenng of the pull of the kower lid
rEIrdcLors

= Elongation and stretching of the canthal tendons

= Shaft and comtracion of the pretarsal orbiculars noscle
toward the margin of the lid

CLASSIFICATION,
1. Congenital
2. Acule spasiic enfropion
3. Cicatricial

4. Tivaludional

Compenital entropion is rane and may really be epablepharon
or excess of skin and orbiculans overlving and myverting the
margn. Epiblepharan 15 commoner i Asian children, and it
often resolves as the facial bones develop. In epiblepharon
a foldd of skin rumming across the evelid margim causes rotation
of the evelid by mechamical effect (Figure-2). Epiblepharon
will improve with age, because moreased growih of nasal
bridae relative to the Tace Nattens the fold

Congenifal entropion can be repaired by reattachment of
the capsulopalpebral fascia, which is described in the
involutional entropion section. Epiblepharon repair i
necessary if there is evidence of keratopathy or if it is
sympromatic. The surgical procedure invelves remaoval of
small wmount of pretarsal arbiculans to expose the mierior
tarsal border. The wound s then closed by taking bites
from the inferior tarsal border
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Spastic entropion occurs following eve surgery, injury or
inflammation, 15 believed o be due to cdema and
blepharospasm. This may resolve with resolution of (he
underlying irritative process bul may also cause a vicious
evele inwhich the spastic entropion creates more ierifation
and maore orbicularis spasm. Botulinum toxin is ofien
effective in paralveing the orbiculans action and breaking
the cvele. The effect of botulinum lasts 3 months but the
cnfropion may nod recur when the offect wears off,

Crcatnicial entropion results from horizontal shortening of
the postersor lumella in relotion o the antenor lamella
causing infurning of the evelid margin, Chronig
inflammation, chemical burn, chromc medicaton, 5-J
svidrome amd cicairicial phemphigoid can all lead w
scarrmng and endropion,

Trachoma is 8 common cause of cicairicial enfropion in
meany parts of the world. The upper Lid 15 conmeonly mvolved
and curls in with fibrosis and comraction (Figure 33, This
i5 a problem of sernous mterest and to the WHO. More
than * mallion people are blind or near blind from Trachoma,

The surgery for cicatricial entropion depends upon the
severity of the discase and the Iid mvolved. The tarsal
surface should be examined for sub epathelial fibrosis and
degree of tarsal deformation, Upper lid enfropion with
cicairicial changes can be managed by tarsal rodation
procedures. Lower lid cicatricial entropion needs
lengthening of the tarsal plate by some imlervening material
like cortilage praft for restormg the contour of eyvelid

Involutional enfropion 15 wsually associated with lower
evelid. The factors alobe or in combination include canthal
laxity, attenuation or dismseriion of the evelid retractors,
ard overriding of the preseptal orbicularis,

Horzontal laxity can be detected by poor tone of the evelid
and ability to pull the evelid more than G from the globe,
The cause of such laxity s stretchimg of the medial and
lateral canihal tendons, Mormally the lower evelid
refractors mamiaimn the lower cvelid margin in normal
position. With weakening of the retraciors the inferior
border of the tarsus rides forwards and superiorly causing
mward rotation of the evelid.

On examination several clinical clues indicate the
dismsertion of inferior retractors:

- Deeper than usual nferior fornix
- Pioss of the lower cvelid (higher than normal lower cvelsd)
= Poor kewer evelid excursion on down gaze

A white subconjunctival band may be seen below the
mierior tarsal border caused by the edpe of the delisced
inferior retractors

FRINCIPLES OF SURGICAL CORRECTION FOR
ENTROPION

Surgery 15 directed towards correction of the causative
factor. My persomal chaoice for correction of invalutional
and cicainicial entropion 18 cutlined in Table 1 and Table 2
Haorizontal laxity 15 corrected by resection of Tull thickness
of evelid. Excessive laxity of canthal tendon may be
corrected by plication of medial or Tateral canthal tendaon,
Laxity of canthal tendons are more freguent with ectropion.

Sertieal movement of the anterior bunella over the posterior
laimella is prevented by scar tissue formation between the
two lamella. Scar formatson s mduced by placement of
sutures of horizontal full thickness incision of the Lid

Poor retractor function can be corrected by inferior
retractor plication. This mav be combined with correction
of horzontal laxity and vertical orbiculans overniding or
blepharoplasty,

Creatricial entrapion is caused by shortening of the posterion
lamella. In the upper evelid 1t 15 corrected by rdation of

Invalutional Endropion

Horizorisl (axty “erical laxty  Horzonial + Vertcal oty
Canihal Festtacior Rermticr ligrtaning
tightening tightering *

Cwrvhal ghlasing

Tablz 1. Choice of swrgical procedure fer imvsiutional oniropien
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Figure-1 . Inveduteena ] lovwer 1d entropion
st e rotation of the eveld margin

Figure-2, Epblepharom causimg in
turning of the lower evelid (B E = LE)

Frture=3, Creatricmal entroqaom of
upperlid due to Trachomatous scarming.

the tarsal plate and m the lower eyvelid by kengthening of
the posterior lamella to restore the normal curvature of
the evelud.

Cicalneial aniragan
Liapar g ot W
- -
Mg Madsisaieem
Taiisl piili
Thick Thin .
| l . Tremvarsn basheokry
L

Wiadge Tafsal Tarsal rodaten gl relnlisn
Maprchizn relstign

Tahis? Chaics of surgicsl procedams for cicalricisl snfmpicn
ECTROPION

Ectropion is abnormal eversion (oubward turning) of (he
lid margin away from the globe (Figure 4). Ectropion
usually wvolves the lower hid and often has a component
of horizonial lid laxity, Treatmend is individualized based
on appropriate identification of the etiology. Ectropson can
alfect any age but most commonly i seen in older adults.
Causes

Congenital ectropion 15 rare and usually mvolves the lower

.I- -. oy o 5 '.I
Figure—4. Senile ectropion of right

lewinier evelicd

Figure-2. Congenital eversion
o wpper eyvehd

Id. The cause often 15 a verteal deficiency of the anterior
lamella, Congenital ectropion of the upper evelid is very
rare. Congenital ectropion rarcly 15 an isolated anomaly
(Figure 53 It may be associated with blepharophimesis
gvmdrome, microphihalmes, buphthalmos, orbital cvsis,
Down syndrome and ichihvesis {collodion baby).

Acquired ectropion may be further classified as
Invodutional, Cicatriceal, Paralvtic & Mechanical.

Invedutional ectropion occurs with aging, a major factor is
horsontal bd laxiy, vsually duc to age-related wenkness
of the canthal ligamenis and pretarsal orbicularis. Patients
with involutonal coiropion have been suzeesiod (o have
an age-norimal or karger than norinal tarsal plate. which
may mechanically overcome normal or decreased
orbicularis tone. n compunction with canthal tendon
laxity. Patients with anophthalmic socket mav have
mvolutional ectropson due to chromic pressure of the ooular

L e

Figure-6. Post traumatic cicatricial ectropion of
Tedt Lower evelud

Figure-T. Ectropion of left lower evelid
secondary 10 Turmor
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prosthesiz. Disinsertion of the capsubopalpebral fascia may
lead o severe tarsal cotropeon. IneiTiciency of the lacromal
pump and blink mechanism along with migration of (he
puncium from the normal positicn contribuie o eaning
The conjunctiva becomes dry and inflammed due 1o
exposure, poor Now of tears and infection

Paralviic ectropion mayv occur with seventh nerve palsy
from diverse causes, such as Bell palsy, cerchellopontine
angle tumors, herpes woster otieus, and infiltrations or
tumors of the parodid gland. Loss of orbicularis muscle
tone resulis m poor blink, Tear film 15 poorly distributed
and tears pood over e lower Bid margin, There 15 also
failure of the lagrimal pump mechanism, Chronke wiping
of tears is comman, which worsens the ectropion. Corneal
exposure can cause keratopathy

Cieatricial ectropion (Figure &) ocours from scarring of
the anterior lamella by conditions, such as facial burns,
trauma, chrome dermating, or excessive skim exciswon (or
laser) with Mepharoplasiy

Tumers on the lower evelid may cause eciropion due o
weight of the tumor saging the lid cutwards (Figure 7).
FRINCIPLES OF SURGICAL CORRECTION FOR
ECTROPION

The correct surgical treatment of ectropion depends on

the causing Factor, The principhe is 1o correct the defect in
the normal funcisaning of the evelid forces. In the planning

of surgical management, the lid should be considered as
being divided mto anterior and postersor lamella at the grey
linee. The anterior lamella consistes of skin and orbicularis
oculi, The posterior lamella consists of tarsus and
comjunctiva in the upper hall and the orbital sepium, fai
and lower lid retraciors i the lower half,

I invalutional eciropion there is excess lissue in all the
lavers of the lid horzontally. The medial and lateral canthal
tendon may be stretched or dehisced. In cicatricial state.
the anterior lamella is vertically deficient. Cicatricial
cotropion requires lengthening of the anterior lamella by
gither free skin graft or by perforiming a Z-plasty of V=Y
plasiv with excision of subcuianeons scar tissue, A brigl
cverview is given i Table 2

Eriropian
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Conunchal  Canihal
Rsiracior fighiening
wagidon
Taslad Chode ol sergiial gracesduns bar Eclivpian

Inferior retractor aponeurosis tightening (Jones Procedure) for Involutional eniropion

Fignare-1. 4 mm balow the evelid margin a
skin incision is given starting ot the
Junetiom of the medial 123 and maddle 1/
A the incision extends up to the lateral
orbital margin. The medial 173 is mod
dizsected o preserve the anniomy of the
iredinl part of theeyalid.

Figure-1. Dissection of the skin (white
arroea g e the inferior orbital mangin.

Figure-3. The Presepial orbicularis (back
arrow’ is sgparated from the pre-tarsal
(whibe prrow ) orhiculars, and the pre sepiol
orbacularis s dizsected down up o the
inferior arbital rim.
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Figume=d. The Crbatal septum 15 wdenti fed
s a thin fibrows layer just below the pre-
seplal orhieulans muoscle (block arrow’,
belony which les the orbatal fal (amos
hieaad ). The orhifal septum is ineised and
the orbital Bt s retracted back,

Figure-T. The retractor apanaumoss 14
plicated or reatinched by passing the first
suture in the muddle ond = first possed
throngh the upper border of the pre-agpial
o bicularis farmes

Figure-114l, The tirst subure is the hitrmhing
suture wmd the amount of eversaom o be
dome ig judged according to the severity
al entrapion. 2 e 3 more such subures ore
passedd om baoth swbe and closune dome. A
amall strip of presepdal skin is exciseal 1o
shorben the anterior lamella. Skin closure

i done with interrupted silk sulures,

Figure=5. As the orbatal Tal 15 retracied
bk bk arroan’) thee retractor i=identified
as o phistenimg white hand of fibroos e
{arroow head s

‘H &

o, \-h

"In-. e gk IR -,
s T "‘I-.,"i:'*ilil.f L

Figure-8. The sutune is than passed
throwggh the retractor apomeresis (nrmma

Figure=f. The dehisced refractor 15 held
with o forcep (arrow head). Identification
of retractar 15 confirmed movement of the
refractor aponeurosis on asking the
patint o move the eve up and dovwn,

Figure-9. The needle is subseguently
passed throwgh the lovwer border of the
Larsal plate (arroww amel T Jower bordes
of the pretarsal arbicularis.

Lateral tarsal streip for lateral canthal tightening

Figure-1. Lateral canthatomy is performed
with =eissors and extended for 1em

Figmre-2, Lower part of the Joterm] eanthal
terachon 15 wlemtafied amd cunt vertacally wath
scissors in dowarward direction. The lower
hid & separated into pnlerier and posteros
lamella, Conjunctiva and lower lid
retraciors arg separated from the lower
border of torsus, A lorsal stnp s thon
fashioned {arrow’) and 1z pulled
horizentally to delineate exeess length,
which 15 than excised vertically,
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Fipgure-3. A non absorbable mattress
sufure | 3-0 Proleney iz than possed
through the torsal strip (arroa)

Fipgure=1. A Hiorzonial skm mesim s g
4 mm above the lid margin. Skin and
Cirbeculons is separated from the tarsad ple

Figure 5

Figure=4. |'he strip s than suiwred by
taking dezp hibes through the periosteum

Figure-5. FExcess sk s removed and the
skin is elosed with interrupted sutures

ol the loternl arbital margm, care must be
laken o allach the strip posienar o
prenvent anterior migration of the canthus.

Anterior tarsal wedge resection for mild cicatricial entropion

Figure=2, The antervor tarsal s face

(arrow 18 exposed,

Figure—4 & 5 Soiure
iz passed through
the edges (arrow) off
the taraal guiter thus
formed and s tied
Similar 3=4 miore
SUIUTES Afe |'l:|.-.-u|.'|.’|
and the defeet
closed, This couses
eversion of the
l."}-'.'lil.l

Figure-3
anterior surface of e tarsus (arrow) to
etz i wedpe of orses strip with apex
Tomvards the compuetiva

Imcasion 15 pven over the
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