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GENERAL DISCUSSION AND FUTURE PERSPECTIVES 

 

General discussion 

 

Upper blepharoplasty is one of the most commonly performed procedures by 

(oculo)plastic surgeons and it is generally recognized as a relatively easy technical 

procedure. However, seemingly minor aspects before, during and after surgery can 

be identified that significantly contribute to surgical outcome and patient 

satisfaction. Expansion of the knowledge of these aspects, followed by 

incorporation in clinical practice of novel findings, may allow plastic surgeons to 

further enhance the upper blepharoplasty outcome with concomitant low patient 

discomfort and high patient satisfaction.  

Anesthetizing the upper eyelid skin to perform an upper blepharoplasty is 

considered to be the most discomforting step in upper blepharoplasty surgery. 

Many patients express a worry for pain upon injection of a local anesthetic solution; 

for some patients, fear of pain may even lead to the decision not to undergo 

blepharoplasty surgery, despite significant clinical complaints of excess eyelid skin. 

Therefore, studies that investigate ways to make the injection of local anesthesia 

more tolerable are welcomed. The outcomes of our study have provided clinical 

guidance, as lidocaine with epinephrine was less painful, gave less postoperative 

edema, erythema and hematoma, and provided better peroperative hemostasis as 

compared to prilocaine with felypressin (Chapter 2). In the search for even better 

alternatives, articaine might be an attractive agent. Steele et al. found in their 

blepharoplasty study that articaine was less painful than lidocaine1. Interestingly, 

articaine has a thiophene ring instead of the benzene ring that is typically present in 

lidocaine and other amide anesthetics, which might encourage rapid transport 

across the nerve cell membrane2, and therefore may account for the reported 

faster onset of action3 and contribute to the decreased pain of local infiltration. 

Another method to reduce pain is to increase the pH of lidocaine, which was 

demonstrated to reduce pain upon injection and thereby may increase patient 

comfort and satisfaction.4 In addition, pre-cooling the eyelids for 2 minutes was 
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found to induce similar injection pain relief to that of buffered lidocaine while 

maintaining longer postoperative anesthetic results than buffered lidocaine.5 

Moreover, warming the anesthetic agent before infiltration, reducing injection 

needle thickness and slowing down the speed of injection are other solutions that 

have been shown to minimize pain of local anesthesia injections in the upper 

eyelid.6 

The suture technique for closing the blepharoplasty wound may affect wound 

healing.7 We have demonstrated that an internal intradermal suture technique in 

upper blepharoplasty wounds is associated with a statistically significant and 

clinically relevant reduction in the incidence of medial wound inflammation and 

suture abscess formation at a 1-week follow-up (Chapter 3). This study changed 

our practice and we recommend that all subcuticular upper blepharoplasty wound 

closures should be started from within the wound at the medial side rather than 

through the skin from outside the wound. When looking at other factors that may 

influence the physical appearance of the wound, the choice for a specific type of 

suture material and the moment, if applicable, of suture removal seem to be 

relevant. For instance, the risk of suture granuloma formation can be decreased by 

using Prolene sutures and removing them completely at an average time of one 

week.8 The use of a tissue adhesive (e.g. ethylcyanoacrylate) instead of suture 

material may also be a good alternative9,10, eliminating the need for foreign body 

within the wound. Until recently, each option seemed to have its pros and cons, 

without an obvious superiority of one of the alternatives over the other. 

Therefore, the choice for one of them mainly depended on the experience and 

preference of the individual surgeon. Based on our finding of suture technique and 

the findings of others, surgeons can make their decisions as to their practice more 

evidence-based.  

Several articles list the potential complications and consequences of an upper 

blepharoplasty, one of them being the hypoesthesia of the upper eyelid skin11. 

Indeed, some female patients express their concern in preoperative and 

postoperative consultation with regard to alterations in eyelid and eyelash 

sensation and its consequences for applying eye makeup. Our study has clearly 
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demonstrated that, after a period of decreased perception of touch, pressure and 

pain in the central part and decreased perception of pressure and pain in the nasal 

part, sensibility will fully recover in all parts of the upper eyelid skin (Chapter 4). 

Apparently, the regenerative capacity for terminal cutaneous nerve branches of the 

eyelid is well developed. This information can now be used by (oculo)plastic 

surgeons to adequately inform patients what to expect of upper eyelid sensibility 

changes and recovery after upper blepharoplasty. 

Although most patients are not aware of the (extent of) asymmetry they have 

regarding dermatochalasis and eyebrow position, it often exists to some degree12. 

A recent study of Macdonald et al. found asymmetry in eyelid or eyebrow in as 

many as ninety-three percent of preoperative upper blepharoplasty patients.13 

Postoperative asymmetry is often labeled as a complication of the surgical 

procedure on the eyelids.8,11,14 In this light, it was interesting to demonstrate that 

(I) asymmetry in skin surplus, eyebrow height and eyelid fissure height (EFH) are 

indeed common preoperative findings and (II) that asymmetry in skin surplus and 

EFH are significantly reduced after upper eyelid surgery (Chapter 5). A study of 

Tsai et al. found significantly decreased ocular surface area (OSA) asymmetry after 

double eyelid-plasty15, which is in line with our results of significantly reduced 

asymmetry in EFH (which is correlated with OSA) after bipolar coagulation-assisted 

orbital (BICO) septoblepharoplasty. Despite obvious differences between both 

study populations (Asian versus Caucasian; double eyelid-plasty versus BICO 

septoblepharoplasty; young versus old population), both studies corroborate the 

beneficial role of upper blepharoplasty in cases of upper eyelid asymmetry. This 

knowledge helps to prevent the request for revision procedures as in cases when 

asymmetry is only noticed postoperatively12. Plastic surgeons should always assess 

asymmetry in the preoperative consultation and inform patients accordingly. 

Perhaps the most common rule of thumb in postoperative care of upper 

blepharoplasty patients is the advice to cool the eyelids, with the aim of reducing 

pain and especially minimizing and reducing edema, erythema, and hematoma of the 

eyelids. Our study demonstrates that cooling of eyelids for 15 to 20 minutes three 

times a day in the first 48 hours after upper blepharoplasty does not reduce 
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postoperative edema, erythema or hematoma of the eyelids and only has a 

significant, yet clinically marginal effect on postoperative pain one day after surgery 

(Chapter 6). Besides that, the majority of patients indicated that they had no 

preference for cooling over noncooling. Therefore, the dogma of cooling after 

upper eyelid surgery can be abandoned. Although our recommendation to stop 

cooling cannot be generalized to every surgical procedure, our results are 

consistent with other negative studies that addressed the efficacy of postoperative 

cooling. For example, in gynecologic patients undergoing exploratory laparotomy, 

cold ice pack application did not improve postoperative pain16, neither did cooling 

with facial ice packs improve postoperative pain, facial swelling or trismus after 

third molar surgery17. In addition, Jones et al. did not detect objective benefits of 

cooling in terms of reducing ecchymosis or hematoma after superficial musculo-

aponeurotic system (SMAS)-based facelift surgery18 and a review of Adie et al. did 

not support cooling after total knee arthroplasty to reduce blood loss, pain or 

swelling.19 

Another non-evidence based ritual is the topical use of arnica around the eyelids 

after upper blepharoplasty in order to reduce postoperative pain, swelling and 

bruising. We have shown that the use of topical arnica 10% after upper 

blepharoplasty does not reduce postoperative ecchymosis, erythema, swelling, or 

pain of the eyelids, nor does it increase patient satisfaction with postoperative 

recovery or outcome (Chapter 7). These results corroborate findings from 

previous negative studies on arnica. For instance, oral homeopathic arnica had no 

effect on the extent and intensity of post-rhinoplasty ecchymosis20, the amount of 

postoperative pain, bruising and swelling after elective hand surgery21, or on 

hematoma and pain after varicose vein surgery22. Likewise, topical homeopathic 

arnica D1 gel had no beneficial effect on the prevention or resolution of facial post-

laser treatment bruises23 and oral homeopathic arnica did not affect the 

development or resolution of ecchymosis after upper blepharoplasty24. 

In practice, (plastic) surgeons are ritualistic in nature and it may take years or even 

a generation of doctors before surgeons discontinue their advice to cool the 

eyelids or to use arnica after upper blepharoplasty. Under the assumption that “it 
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cannot hurt to try”, both surgeons and patients impose various measures to 

improve postoperative recovery. In (cosmetic) facial surgery, most attempted 

measures are directed to counteract the development of ecchymosis, swelling and 

pain. Examples of these habits, beside cooling of the eyelids and the use of arnica, 

include: avoidance of bending over, heavy lifting or straining and excessive smiling 

or yawning11,14,25, sleeping with the head elevated14, wearing sunglasses to prevent 

squinting, use of (antibiotic) ophthalmic ointment at the incision sites11,25-26 and 

perioperative use of corticosteroids27.  It is remarkable that many of these 

measures are highly popular and widespread despite the lack of supporting scientific 

evidence. The question is: should we disadvise or even ban the measures that have 

been shown to be ineffective? To answer these questions, the following aspects 

should be taken into account. 1) Patients like to actively participate in their own 

healing process and care. For a majority of patients, they feel more at rest when 

they have had the impression that they could influence their own health. In 3.531 

women, who had recently given birth, participation in care was a positive predictor 

for perceived quality of care.28 In addition, patients with heart failure experienced a 

high level of satisfaction with participation in care.29 II) The placebo effect. It is 

generally accepted that (subjective) postoperative recovery and patient satisfaction 

can be enhanced by the placebo effect.30-32 So also in the absence of a “true” 

positive effect, it could be argued that a placebo effect is equally important and that 

blepharoplasty surgeons could even benefit from applying these placebo-driven 

measures. III) Health-related risks of the measure. Obviously, the principle reason 

to ban an ineffective measure relates to the possibility of side effects. Not all the 

imposed practices are innocuous. For instance, cooling of the eyelids with ice 

compresses can cause severe frostbite injury when used inappropriately.33 Another 

example: topical application of arnica bears the risk of skin irritation, itching, and 

allergic eczema.34 More seriously, ingestion of relevant doses of arnica-containing 

products has induced gastroenteritis, tachycardia, muscular weakness, and even led 

to death.35 IV) Propagating ineffective measures to patients, specifically when done 

by academically trained individuals such as doctors and on systematic basis, may 

lead to wrong perceptions about these measures in society. It may be very difficult 
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to get rid of these once they have become a tradition. V) Cost-related risks for 

patient and society. Even when an ineffective measure would be 100% risk-free, it 

could still harm a patient’s wallet. On greater scale, the widespread implementation 

of an ineffective measure as in-hospital cooling comes with an increased hospital 

stay and cost. All these considerations should be taken into account when imposing 

non-evidence based regimens to blepharoplasty patients. In my opinion, patients 

should be free to decide themselves whether or not to undergo a certain 

ineffective measure, as long as they are well informed of the scientifically 

demonstrated ineffectiveness and about potential health-related risks associated 

with application of the measure. In individual patients, this may allow for the 

possibility of beneficial effects - irrespective of origin - on postoperative recovery 

and patient satisfaction. However, I think that the society should not bear the costs 

of these unsubstantiated or ineffective measures and these costs should therefore 

be paid by the patient himself. 

 

 

Future perspectives 

 

With our investigations, compiled in this thesis, we have addressed some of the 

prevailing uncertainties and ambiguities in upper blepharoplasty care. Naturally, the 

search for improvements in surgical outcome and patient satisfaction continues.  

Additional techniques of reducing pain upon injection of anesthetic solution in the 

upper eyelid is likely subject of further research, as is the use of alternative wound 

closure material and methods. In addition, the frequently imposed but 

unsubstantiated measures like avoidance of bending over, heavy lifting or straining 

and excessive smiling or yawning, sleeping with the head elevated and wearing 

sunglasses to prevent squinting should be addressed in future investigations. 

The surgical technique of blepharoplasty is evolving as well and studies should 

demonstrate superiority over more traditional techniques. Up to now it is very 

common to excise both skin and orbital fat in upper blepharoplasty surgery. 

Because fat resection in the long term can result in a hollow orbit, treatment of the 
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lax orbital septum in combination with skin reduction by BICO septoblepharoplasty 

(also used in our studies) seems to be a more reasonable approach and has already 

shown satisfying results.36 However, since also the fat around the eye in anatomical 

defined areas seems to vanish in time, simultaneous fat grafting around the eye 

combined with limited skin redundancy resection was presented as a new way of 

performing an upper blepharoplasty: the so called “augmentation blepharoplasty”.37-

39 Complications that have been reported are “lump” formation, infection, allergic 

reactions and embolization.39 Instead of grafting, fat repositioning is combined with 

blepharoplasty by some authors, by which the nasal fat pad is translocated on a 

pedicle to the central eyelid space as a filler or to prevent iatrogenic volume 

depletion.38 The use of hyaluronic acid fillers are found to be good alternatives to 

fat grafting to provide volume restoration in select patients, although the results 

are temporary.40,41 Adverse reactions reported due to fillers are bruising, 

overfilling, Tyndall effect (a bluish discoloration due to light scattering by particles 

in a suspension) and embolization.41 Results of periorbital fat grafting/repositioning 

and hyaluronic acid filling techniques are promising and studies addressing these 

matters are eagerly awaited. 
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