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PE3HOME

Llea: la npegcmaBum Hawua onum B XUpYpeuyHomo Ag4eHUE Ha NauueHmu ¢ nocmmpaBmamuyHu
NpoMeHU 8 HopmaaHama cmpykmypa u GyHkuua Ha kaenaqume, opbumama u nepuopbumaaHama soxa. fla
onuwem pasHoobpasHu pekoHcmpykmuBHU mexHuku u nogxogu, U3NoA3BaHU NpU NauueHmume ¢ mo3u
mun yBpegu.

Memogu: lMpegcmaBame 17 nauueHmu Ha cpegHa Bov3pacm 36 2oguru (om 9 go 64 20guHu); 5 XkeHu
U 12 moXke, NpemopneAu XUpypeuyHo Ag4eHue no noBog nocmmpaBmamuyHu npomeHu 8 obaacmma
Ha kaenayume, opbumama U nepuopbumasHama 30Ha, 3a nepuoga om mapm 2015 go anpua 2018.
lpu nemHagecem om npegcmaBeHume nauueHmu HabAlogaBaHume npomeHu ca nocmmpaBMamuyHu
(gaBHocm Ha mpaBmama om 15 20guHu go 4 gHu), kamo nauueHmume ca buAu NogAokeHU Ha NopBuUYHA
06pabomka u AeyeHue B8 gpyau 3BeHa, a npoBegeHume npegxogHu onepamuBHU UHMepBeHUUU Yecmo ca
buAu noBeye om egHa. Camo npu gBama om npegcmaBeHume 17 nauueHmu, ocbuiecmBeHama om Hac
XupypeuyHa obpabomka e bura NopBuyHa. B eguH om onucaHume cAyyau, mpaBmama Ha kaenayume,
opbumama u nepuopbumaHama 30Ha e buaa cbyemara ¢ yBpexkgare Ha byaba. B ocmaxaaume - yBpegume
aHeakupam camo mekume mbkaHu. B 3aBucumocm om HabalogaBaHume yBpeXgaHua u 3oHume, koumo
me aHeakupam, NauueHmume ca pa3gereHu Ha Yemupu OCHOBHU epynu: mpaBMamuyHu NpoMeHu B
opbumama - 2 nauueHmu; nocmmpaBmamuyHu LukampuuuaAHu NPOMEHU Ha kagnayume - 12 nauueHmu
(5 ¢ uukampuyuaseH ekmponuoH U 7 ¢ uukampuyuaAreH eHMPONUOH U mpuxuasa); nocmmpaBmamuyHa
nmo3a - 1 nauueHm, u paskoCHO-KOHMY3HU paHu Ha kaenaya ¢ aHzaXkupare Ha cAb3HUme kaHaAukyau - 2
nauueHmu. Bcuuku nauueHmu 6Axa NOGAOKEHU Ha XUPYP2UYHO AEYEHUE C U3n0A3BaHe Ha pasHO0OpasHU
pekoHcmpykmuBHu mexHuku. B mpu om cayyaume ce Hanoku npoBexgaHe Ha onepauus Ha Bmopu eman.
Pesyanmamu: [lpu Bcuuku nayueHmu nocmuzHaxme 3agoBOAUMEAHU ECMEemUuYHU  pesyAmamu.
MocmonepamuBHo ce Bvb3cmaHoBu HOpMaAHOMO noAokeHue Ha kaenayume U mbkaHume om
nepuopbumarHama 30Ha, koemo ocuzypu npomekuus Ha oyHama NoBobpxHOCM U HamarABaHe Ha
onnakBaHuAmMa Ha nauueHmume.

3akaloueHue: Kopekuuama Ha nocmmpaBmamuyHume npoMeHu yecmo e npegu3BukameacmBo 3a
okyaonaacmuyHUMe xupypau. To usuckBa usnor3BaHemo Ha pa3HoobpasHu pekoHcmpykmuBHU mexHuku u
Memogu, gemoHcMpupaKu B8 Hawemo npoyyBaxe. MocmuzaHemo Ha gobbp pesyAmam o6aye e om BakHo
3HaueHue 3a GyHKUUOHaAHaMa U CoUUAAHa PexabuAuMauUA Ha NAUUEHMU ¢ N0go6HU NpobAEMU.

KAlouoBu gymu: xupypeuyHo Aederue, nocmmpaBmMamuyHu NPOMEHU, KAenayu, 0peuma, nepuopeuman-
Ha 30Ha
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ABSTRACT

Aim: The aim of the article is to show our experience in the surgical treatment of patients with post-traumatic
changes in the normal structure and function of the eyelids, orbit and periorbital region. In addition, it aims
to demonstrate a variety of reconstructive techniques and approaches used in patients with these types of
injuries.

Materials and Methods: We present 17 patients at an average age of 36 (from 9 to 64 years); 5 females and
12 males who underwent surgical treatment of post-traumatic changes in the eyelids, orbit and periorbital
region from March, 2015 to April, 2018.

In fifteen of the presented patients, the changes were post-traumatic (trauma dating back to 15 to 4 days
ago). These patients had experienced primary treatment in other hospitals and underwent previous surgical
interventions, often more than one. In only two of the 17 patients, the surgical treatment we performed was
primary.

Inonly one of the described cases, the trauma of the eyelids, orbit and periorbital region was associated with
bulb damage. In other cases, the injuries involved only the soft tissues.

Depending on the traumatic changes and the area they involve, the patients were divided into four main
groups: traumas of the orbit - 2 patients; post-traumatic cicatricial changes of the eyelids - 12 patients (5 with
ectropion and 7 with entropion and trichiasis); post-traumatic ptosis -1 patient, and eyelid lacerations with the
involvement of lacrimal punctum and canaliculus - 2 patients.

All patients have undergone surgical treatment using a variety of reconstructive technigues and methods. In
five of the cases, a second stage surgery was performed: with additional skin graft - 3 patients, reconstruction
for eyelid splitting due to the use of Hughes procedure - 1 patient, and postoperative application of hyaluronic
acid ina scar - 1 patient.

All patients underwent surgical treatment using a variety of reconstructive techniques. In three cases, a
second stage operation was required.

Results: We achieved satisfactory esthetic results in all patients. Postoperatively, the normal position of the
eyelids and tissues from the periorbital zone was restored, providing ocular surface protection and reduction
of patients’ complaints.

Conclusion: Correction of post-traumatic changes is often a challenge for oculoplastic surgeons. It requires
the use of various reconstructive techniques demonstrated in our study. Achieving good results, however, is

important for the functional and social rehabilitation of patients with such problems.

Keywords: surgical freatment, post-traumatic changes, eyelids, orbit and periorbital region

BbBEAEHUE

TpaBmume Ha okomo u okoAoouyHama 30Ha Ca egHU Om
cnewHume cvbcmoAHus B odmaamorozuama U usuckBam
agekBamHa u cBoeBpemeHHa Hameca (1). MH020 4ecmo
me Bogam go yBpekgaHe Ha 3peHuemo U npegcmaBasBam
Cepuo3eH ecmemuyeH U GyHkUUOHAAEH NPOBAEM.
TpaBmamuyHume yBpekgaHua Moeam ga aHeakupam 6yA6a,
mekume mokau u kocmHume cmpykmypu, kamo MH020 Yecmo
me ca kombuHupaHu (2).

KocmHume cmpykmypu Ha opébumama ce yBpexkgam Hal-
decmo npu MNTM ¢ noaumpaBmu UAU Npu ygap ¢ mbn npegMem
C 20AAMa cuAa. B mesu cayyau moke ga uma 3acAz2aHe Ha
opbumHume pvboBe UAU HAKOA Om OpOUMHUME CMEHU ¢
aHeaXkupaHe Ha 0koA0OYHUME CUHycU (3).

B 3aBucumocm om xapakmepa Ha yBpexkgaHemo, nopaxeHusama
Ha mekume mukaHu (kaenayu U nepuopbumanHa 30Ha) ce
pasgeaam Ha koHmysus, abpasus, aBya3us, npo6ogHU U
paskvcHUHapaHABaHuA. [MopBume gBe He usuckBamxupypauyHo
AeYeHUe, HO B ocmaHaAume cAyyau mo e 3agbAKUMEAHO 3a
Bb3cmaHoBABaHe Ha HopmaAHama cmpykmypa u ¢yHkuua.
PaskvcHume HapaHABaHUA Ce pasgeAam Ha npocmu paskoCHU
paHu (¢ 2ragku pp60oBe, 3acAzawlu camo eguH cAoU Ha kaenaya)

INTRODUCTION

Traumas of the eye and the eyelid region are among the
emergencies in ophthalmology and require adequate and timely
intervention (1). Very often they lead to visual impairment and
pose a serious esthetic and functional problem.

Traumatic lesions can engage the eye, soft tissues and bone
structures, and often, they are combined (2).

Bone structures of the orbit are most frequently injured in car
accidents, combined with polytraumas or in blowout traumas. In
these cases there may be a damage of the orbital edges or any of
the orbital walls involving the periocular sinuses (3).

Soft tissue injuries (eyelids and periorbital region) are classified
as contusion, abrasion, avulsion, puncture, and laceration. The
first two do not require surgical treatment, but in the other cases
it is necessary to restore the normal structure and function.
Lacerations are divided into simple (with smooth edges, affecting
only one eyelid layer) or complex (extensive “jagged” edges
that extend into deeper layers). For the surgical treatment, it is
important to determine whether there is an injury of the eyelid
margin, the punctum or the canaliculus (2).

Periocular traumas can be isolated, but they can be part of
complex injuries affecting other important organs and systems,
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uAu komnaekcHu paskvbCHU paHu (c HepaBHU pbboBe, 3az2yba
Ha movkaH, 3acAzawl pasAuyHU cmpykmypu, Ha pasAuyHa
gbABOYUHA). 3a xupypeuyHama obpabomka e BakHo ga ce
ycmaHoBu gaAu UMa 3acAz2aHe Ha kAenayHus povb, CAb3HUME
nyHkmu u/uau cAb3Hume kanaaukyau (2).

OkoAooyHumMe mpaBmu Mozam ga 6bgam U30AUDPaHU, HO MH020
yecmo me ca yacm om komnaekcHu yBpexkgaHua, 3acAzawiu
gpyeu BakHu opzaHu u cucmemu U npegemaBaaBawiu onacHocm
3a kuBoma Ha nauueHma. B ycaoBua Ha makaBa cnewHocm
04HUAM mpaBmamu3oM, 0C06eHO B cAyyaume 6e3 3acAzaHe
Ha oyHama AbobAka, ocmaBa Ha Bmopu nAaH, ¢ omAoXeHa
CNeWHocM UAU nogaeXku Ha 6bp3a nbpBuvHa obpabomka.
Yecmo moBa Bogu go BmopuyHu nocmmpaBmamuyHu
npomeHu 8 HopmaaHama cmpykmypa u dyHkuua Ha kaenayume
U nepuopbumaAHama 30Ha, koumo ce ABABam cepuo3eH
gecmemuyeH U (QyHkuuoHareH npobAeM 3a nauueHmume Ha
eguH no-kvceH eman. Te3u yBpegu npegcmaBaaBam cepuosHo
npegusBukameacmBo, mbvd kamo usuckBam komnaekcHu
NO3HAHUA U NPUAA2aHemo Ha Pa3HO0bpa3HU, Yecmo nbmu
MH020€ManHU  XUPYpP2UYHU MexHUkU 3a nocmueaHe Ha
ONMUMaAEH pesyamanm.

LLEEA

[a npegcmaBum Hawua onum B XUpPYpa2Uu4HOMO AEYEHUE Ha
nayueHmu ¢ nocmmpaBmamuyHu npoMeHu B HopmaAHama
cmpykmypa U ¢dyHkuua Ha kaenayume, opbumama u
nepuopbumaaHama 3oHa.

Ma onuwem pasHoobpasHu pekoHcmpykmuBHU mexHuku U
nogxogu, U3anoA3BaHu Npu nauueHmume ¢ mo3u mun yBpegu.

MATEPWAAI 1 METOAN

MpegcmaBame 17 nauueHmu Ha cpegHa Bv3pacm 36 20QUHU
(om 9 go 64 zoguHu); 5 XeHu u 12 mbke, npembpneAu
XUPYP2U4HO Ag4eHue no noBog nocmmpaBMamuyHu NpoMeHU
8 obracmma Ha kaenayume, opbumama u nepuopbumanHama
30Ha, 32 nepuoga om mapm 2015 go anpua 2018.

Mpu  nemHagecem om  npegcmaBeHume  nauueHmu
HabalogaBaHume npomeHu ca nocmmpaBmamuyHu (gaBHocm
Ha mpaBmama om 15 2oguHu go 4 gHu), kamo nayueHmume ca
buAU nogaokeHu Ha nbpBuyna obpabomka u AeyeHue B gpyau
3BeHa, a npoBegeHume npegxogHu onepamuBHu uHmepBeHuuu
yecmo ca 6uau noBeye om egHa. Camo npu gBama om
npegcmaBeHume 17 nauueHmu ocbwecmBeHama om Hac
XupypeuyHa obpabomka e buaa nopBuyHa.

Mipu eguH om onucaHume nauueHmu mpaBmama Ha
kaenayHama, nepuopbumaAHma u opbumaAHa 30Ha e buaa
coyemaHa ¢ yBpekgaHe Ha 6yaba. B ocmaHaaume cayyau
yBpegume aHzakupam camo mMekume mokaHu.

Mpu cegem om nayueHmMume 0YHUAM mpaBmMamusbm € BuA
cbyemaH C yBpexkgaHe Ha gpyau opeaHu u cucmemu. ToBa
ca mpaBMu npu NbMHOMPAHCNOPMHU npouswecmBua —
5 nauueHmu, mexkka kombuHupaHa B83puBHa mpaBma — 1
nauueHm, u mona mpaBma B obracmma Ha 2raBama — 1
nauuedm. B ocmanaaume 10 cAyyaa HapaHABaHusma ca
U30AUpPaHU 0YHU mpaBmu, 6e3 onacHocm 3a xkuBoma, kakmo
cregBa: mona mpaBma B obracmma Ha opbumama— 1
nauueHm; paskbCHO-KOHMY3HU paHu CAeg nagaHe UAU ygap

presenting a risk for the patient’s life. Under such emergency,
ocular traumatism, especially in the cases without eyeball
damage, remains secondary, with delayed urgency or fast
primary repair. This often leads to secondary post-traumatic
changes in the normal structure and function of the eyelids and
the periorbital zone. This is a serious esthetic and functional
problem for patients at a later stage. These post-traumatic
changes are a serious challenge and require complex knowledge
and the application of different, often multistage reconstructive
surgical techniques to achieve optimal results.

AIM

The aim of the article is to present our experience in the surgical
treatment of patients with post-traumatic changes in the normal
structure and function of the eyelids, orbit and periorbital region.
In addition, it aims to demonstrate a variety of reconstructive
techniques and approaches used in patients with this type of
injuries.

MATERIALS AND METHODS

We present 17 patients at an average age of 36 (from 9 to 64
years); 5 females and 12 males who underwent surgical treatment
of post-traumatic changes in the eyelids, orbit and periorbital
region from March, 2015 to April, 2018.

In fifteen of the presented patients the changes were post-
traumatic (trauma dating back to 15 to 4 days ago). These
patients had experienced primary treatment in other hospitals
and underwent previous surgery interventions, often more
than one. Only in two of the 17 patients, the surgical treatment
performed was primary.

Only in one of the described cases, the trauma of the eyelids,
orbit and periorbital region was associated with bulb damage. In
all other cases, the injuries involved only the soft tissues.

In seven of our patients ocular traumas were combined with
damage to other organs and systems. These are injuries from car
accidents - 5 patients, severe combined blast trauma - 1 patient,
and dull trauma in the head - 1 patient. In the remaining 10 cases,
the injuries were isolated ocular traumas such as: dull trauma of
the orbit - 1 patient; laceration of the eyelids after fall or stroke -
3 patients; laceration after a dog bite -1 patient; chemical burns
without bulb involvement - 2 patients and iatrogenic trauma after
previous eyelid surgery - 2 patients.

Depending on the traumatic changes and the area they involve,
the patients were divided into four main groups: traumas of
the orbit - 2 patients; post-traumatic cicatricial changes of the
eyelids - 12 patients (5 with ectropion and 7 with entropion and
trichiasis); post-traumatic ptosis -1 patient and eyelid lacerations
with the involvement of lacrimal punctum and canaliculus - 2
patients.

All patients have undergone surgical treatment using a variety of
reconstructive techniques and methods (Table 1). In five of the
cases, a second stage surgery was performed: with additional
skin graft - 3 patients, reconstruction for eyelid splitting due
to the use of Hughes procedure - 1 patient, and postoperative
application of hyaluronic acid in a scar - 1 patient.
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- 3 nauueHmu; paskoCcHa paHa caeg yxanBaHe om kyye - 1
nauueHm; xumuyecko uszapaHe 6e3 3acAzaHe Ha byaba — 2
nauuesmu u AmpozeHHa mpaBma caeg npegxokgawa kaenayxa
onepauua — 2 nauueHma.

B 3aBucumocm om HabalogaBaHume yBpexkgaHua u 30HUME,
koumo me aHzakupam, nauueHmume ca pa3geAeHu Ha yemupu
0CHOBHU 2pynu: mpaBmamuyHu npomMeHu B opbumama - 2
nauueHmu; nocmmpaBmamuyHu  uukampuyuasHu NpoOMeHU
Ha kaenayume — 12 nauueHmu (5 ¢ uukampuuuaneH
ekmponuoH U 7 ¢ uukampuuuaAeH eHmponuoH U mpuxuasa);
nocmmpaBmamuyHanmo3sa - 1 nayueHm u paskbcHo-koHmy3HU
paHuU Ha kaenaya ¢ aHzakupaHe Ha CAb3HUME kaHaAukyau — 2
nauuesmu.

Bcuyku nauueHmu ca npembpneAu XUpypauuHO AEYeHUe C
U3noA3BaHe Ha pasHoobpasHu pekoHcmpykmuBHU mexHuku
u memogu (ma6a. 1). B nem om cayyaume e npoBegeHo
AEYEHUE Ha Bmopu eman: ¢ gonoAHUMeEAHa koxkHa npucagka
— 3 nauueHmu, pekoHcmpykuua 3a pasgeArsHe Ha kaenayume,
nopagu usnoAa3BaHa naacmuka no Xloc — 1 nauueHm, u
nocmonepamuBHo npuAokeHue Ha xuaaypoHoBa kuceAaura B8
30Ha Ha uukampuke - 1 nauueHm.

PE3YATATI
T'PYIA 1 — TPABMATIIYHIN NPOMEHI B OPBUTATA

Cnayyad 1

lMpegcmaBame 23-2oguwHa nauueHmka, koamo npegu 10
20guHU npembpnAaBa mexkka B3puBxa mpaBma om camogeAHa
oomba ¢ paskoCHO-KOHMY3HU paHU Ha uAAa AABa AuueBa
30Ha, mpaBmamuyHa eBucuepauus Ha AaBo oko u dpakmypa
Ha makcuaapHa, 3ukomamuyHa kocm U noga Ha opéumama.
Mayuesmkama e npemvpnAaa MHO206pOTHU pekoHempykuuu u
kokHu naacmuku 8 20guHume cAeg UHUUgeHma, ¢ BmopuyHa
UMNAGHMAUUA Ha CUAUKOHOB umnAaHm B AdaBa opbuma u
uspabomBaHe Ha npomesa. [lAcHOMO 0ko e onepupaHo 3a
mpaBmamuyHa kamapakma (2015 2) c HakoakokpamHa
ekempakuus Ha cmbkaeHu yykgu meaa om pozoBuuama, Ho
C gobpa 3pumeAHa ocmpoma. [lauueHmkama nocmonBa 8
kauHukama c onaakBaHus om Bb3naAeHue, gpasHeHe U usmuyare
Ha 06uAeH bene3HukaB, 2HoeBugeH cekpem om AdABa opbuma, ¢
gaBHocm 2 meceua, HenoBAauaBawio ce om npuaokeHama go
MoMeHma koHcepBamuBHa mepanuA. CAeg npemaxBaHe Ha
kosamemuyHama Alocna u wameAeH moaArem Ha kyxuHama, ce
ycmaHoBu mexXko XpoHU4HO Bb3naAeHue, U3paseHa nanuAapHa
peakuua Ha mokaHume u ekcmpysus Ha cuAukoHoBus
umnaaim (Que. 1). Caeg npegonepamuBHa aHMu6UOMUYHA
nogzomoBka, nog obwa aHecmesus ce u3Bopwu npemaxBaxe
Ha cuaukoroBua umnaam (Que. 2), ¢ AaBak Ha kyxuxama u
nocaegBawa UMNAGHMayUA Ha eAuncoBugeH mpaHcnAaHmam
om gepma U nogkokHa macmHa mokaH om cegaAulWHama 30Ha
Ha nauuerdma (Quz. 3). CAeg aganmauus Ha mpaxcnAaHmama
kom koHloHkmuBama ¢ pe3opbupyem koHeu ce HanpaBu
BpemeHHa map3opadus Ha kaenayume.

lMpemaxBaHemo Ha ekcmpysupaAua CUAUKOHOB umnAaHm
goBege g0 ozpaHuyaBaHe Ha Bov3naaumeAHa peakuus.
BpemeHHama map3opadua Ha kaenayume bewle npemaxHama

Table 1. Reconstructive techniques and methods used

Surgical Technique Patients

Dermal fat graft for reconstruction of anophthalmic 1

socket

Orbital tumor excision 1
Lateral tarsal strip procedure 6
Partial midface lifting 3
Skin — muscle flap or skin graft from the upper eye lid 6
Free skin graft 4
Z - plastic 1
Anterior lamellar repositioning 6
Excision and cauterization of aberrant eye lash follicles 4
Oral mucosa transplantation 3
Maximal levator resection 1
Frontalis muscle flap advancement 1
Eyelid margin reconstruction 6
Hughes procedure 1
Canalicular marsupialization 1
Intubation of lacrimal canaliculus with silicon tube 1

RESULTS
GROUP 1 - TRAUMATIC ORBITAL CHANGES

Case 1

We present a 23-year-old patient who suffered a severe blasting
injury from a bomb with laceration of the entire left facial
area, traumatic left evisceration, and a fracture of maxillary,
zygomatic bone, and orbital floor. The patient has undergone
numerous reconstructions and skin grafts in the years following
the incident, with secondary implantation of a silicone implant
in the left orbit and fitting of a prosthetic eye. The right eye
was operated on for traumatic cataract and underwent multiple
extractions of glass foreign corneal bodies but maintained good
visual acuity of 0.8. The patient had complaints of inflammation,
irritation, and leakage of purulent whitish discharge of left orbit
for two months, which did not improve with conservative therapy.
After removal of the eye prosthesis and meticulous lavage of
the cavity we found severe chronic inflammation, pronounced
papillary tissue reaction and silicone implant extrusion (Fig. 1).
After preoperative antibiotic preparation, removal of the silicone
implant was performed under general anesthesia (Fig. 2) with
lavage of the cavity and subsequent implantation of the elliptical
dermal fat graft from the gluteal region (Fig. 3). After adaptation
of the graft to the conjunctiva with absorbable suture, a temporary
tarsorrhaphy of the eyelids was made.

Removing of the extruded silicone implant suppressed the orbital
inflammation. Temporary eyelid tarsorrhaphy was removed three
weeks after the surgery. We observed good epithelialization of
the dermal fat graft. Despite the normally observed reduction,
the transplant volume was large enough to fill the orbital cavity
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Fig. 1. Patient with chronic orbital inflammation and silicone orbital implant
extrusion

Fig. 3. Subsequent implantation of the elliptical dermal fat graft
from the gluteal region

mpu cegMmuuu cAeg onepauusma, npu koemo ce ycmaoGBu
gobpa enumeAu3auus Ha mMpaHcnAaHmama om gepma U
nogkoXkna macmHa mokaH. Bonpeku HopmaaHo HabalogaBaHama
pegykuua, 06eMbm Ha mpaHcnAaHmama 6 cegmuuu CAeg
onepauuAama bewe gocmambyHO 20AAM U gobpe u3nbABawe
opbumnama kyxuxa (Quz. 4). ToBa no3Boau nauuexmkama ga
6bge HacoyeHa 3a uspabomBaHe Ha HoBa npomesa, ¢ koemo ce
nocmuzHa no-gobop ecmemuyet pesyamam (Que. 5).

Cayyai 2

MpegcmaBave 38-2oguwHa keHa ¢ onaakBaHua om BHesanHa
noABa Ha HebOAE3HEHa NOGYMUHA HA §OAEH geCeH kaenay npegu
gBa meceua, 3abeadsaHa caeg cmaBave om coH (Que. 6).
MauueHmkama cvobwaBa 3a Aeka mbna mpaBma B8 gAcHama
AuueBa nonoBuHa (no-cuAHO pa3mupkBaHe U cnaHe HagACHO)
Beuepma npegu noABama Ha 06pasyBaHuemo. Mpu npeaaeg ce
ycmaHoBu HeboAe3HeHO 06pasyBaHue, ¢ mBbpgo-eracmuyHa
koHcucmeHuuA, HanpeyeH pasmep okoao 1 cM, HenogBukHo
B 30Hama Ha cpegHa mpema Ha goAeH 0pbumeH povb BgACHO.
Om npoBegeHama komnlomopHa momozpadua ce ycmaroBu
gobpe 02paHuyeHo, kancyaupaHo 0bpasyBaHue, pasnoAokeHo
PEMPOCENMaAHO, 6€3 ga UMa (QaHHU 3a 3acA2aHe Ha
kocmHume cmpykmypu Ha opéumama (Que. 7). Caeg rokaaHa
UHGUAMpamuBHa aHecmesus ce HanpaBu UHGpauuAuapeH
paspes Ha 2 MM 0M MU2AEHUA Pbb ¢ NOCAOTHO OmNpenapupaHe
Ha mokaHume u omBapAHe Ha opbumHuA cenmym. YcmaxoBu
ce gobpe kancyAupaHo mymMOpHO 06pasyBaHue, pasnoAokeHo

I

-~

Fig. 2. Intraoperative removal of silicone implants

Fig. 4. Demal fat graft six months after surgery

Fig. 5. New ocular prosthesis fitted in the anopthalmic socket

6 weeks after surgery (Fig. 4). This allowed the patient to be
sent for the manufacturing of a new prosthesis with a satisfactory
esthetic result (Fig. 5).

Case 2

We present a 38-year-old woman with complaints of a sudden
onset of a painless swelling of a lower right eyelid two months
prior that was noticed early in the morning, after waking up (Fig.
6). The patient reported a slight blunt trauma in the right facial half
(more rubbing and sleeping on the right) in the evening before
the appearance of the eyelid formation. After examination, we
observed a non-painful formation with a rigid elastic consistency,
fixed in the middle third of a lower orbital edge to the right. Its
transverse size was about 1 ¢cm. After CT scan, a well-limited,
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Fig. 6. A woman with complaints of a sudden onset of a painless swelling on the
lower right eyelid

3ag goAHuA opbumen pv6 (Quz. 8), koemo BHumameaHo ce
omnpenapupa, ekecnpecupa u ekcuusupa B 3gpaBo, 6e3 ga ce
Hapywu uerocmma my (Que. 9).

Om xucmoaoz2uyHOmo u3cAegBaHe ce gokasa kaBepHoseH
XemaHeuom. Bonpeku goAbOkomo cu  pasnoAoXeHue U
aHamomuyHama 6ausocm ¢ BakHu cmpykmypu (goAeH
koc u goaeH npaB myckya, pempakmopu Ha goAeH kaenau),
nocmonepamuBHo ce HabalogaBa u3uAAo 3anaseHa cemuBHoCcM
U nogBukHocm Ha o4Hama AbbAka U goAHUA kaenad, ¢ omAuYeH
ecmemuyen pesyamam (Que. 10).

TPYIA 2 — NOCTPABMATIIYHI LINKATPULLIMANHIN
NMPOMEHI HA KAENAYNTE (LWWKATPULANEH
EKTPOMIOH 1 EHTPOIIOH)

Fig. 9. Excised orbital tumor

Mogzpyna 1 - yukampuuuanex ekmponuox

lMpegcmaBame nemuma nauueHmu (4 mbke U egHa keHa),
nomopcuau nomow, B kauHukama no noBog onaakBanua
om 3ayepBaBaHe, gpasHeHe, CbA3eHe U HeBvb3moXkHocm 3a
NbAHO 3amBapaHe Ha okomo om 3acezHamama cmpaHa. llpu
yemupuma om nauueHmume € UMaAo NpegxogHa paskbCHo—
koHmysHa paHa 8 3oHama Ha kaenayume u Bekgama, noAyueHa
npu NTN uau nagade (Que. 11). EguH om nauueHmume

Fig. 10. The patient two months after surgery
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coobwaBa 3a npegxokgawa onepamuBHa UHMepBeHuuA
Ha goAeH kaenay Ha AAB0 oko 3a ekcuusua Ha MYyMOPHO
06pasyBarue, npoBegeHo npegu 7 gexa 8 gpyaa kauruka (Que.
13). Mpu Bcuyku nayueHmu ce ycmaroBuxa Gubpo3HU NPOMEHU
8 06Aacmma Ha goAHUME kaenayu u nepuopbumanHa 30Ha Cbe
ckocaBaHe Ha npegHama kaenayHa Aamena, npegusBukBauio
uukampuuuareH ekmponuoH, napuuaAeH AazodmaAM U
Hegobpa npomekuuAa Ha o4YHama noBopxHocm. M3Bvpwu ce
pekoHcmpykuua Ha kaenayume, ¢ noCAOUHO omnpenapupaHe
Ha mokaHume, wameAHo nogkonaBaHe U ekcuusua Ha
uukampuuuaaHama mokaH B 30Hama Ha kaenayume
U nepuopbumarHama 30Ha (by3a, caenoodue, Bekga).
BepmukaaHama cmabuAu3auus Ha goAHUA KAenay ce NocmuzHa
4pe3 YacmuyeH AUGMUHZ HA CpegHomo Auuge ¢ Gukcauus
Ha noBbpxHocmHama  myckyroanoHeBpomuyHa —cumema
(SMAS) ¢ Hepesopbupyem koHeu kbm opbukynapHus myckya.
3a XOpu3oHMaAHa cmabuAusauus Ha kaenaya npurokuxme
AamepanHa kawmomomua U kaHmoAusza ¢ opopmAHe Ha
AamepaAHa map3aAHa AeHma u dukcauus kbm nepuocma ¢ 5/0
pesopbupyem koreu, (Que. 12). Mpu gBama ce Haroku naacmuka
Ha MU2AEHUA Pbb ¢ MpuU 6pPoA egUHUYHU pe3opbupyemu weBa.
Mpu mpuma om nayueHmume, CAeg OMCMpaHABaHemMO Ha
uukampuuuaaHama mokaH, ce ycmaroBu 3HauumeaeH gedekm
B npegHama (kokHo-myckyaHa) kaenauHa Aamena, koemo
Hanoku U naacmuka ¢ koxkHu npucagku Ha kpaye (om 2opHuA
kaenau) u/uau cBobogHa npucagka om npeaypukyArapHama 30Ha
(Due. 14). B egun om cAyqaume ce u3Bopwu U Z-naacmuka
B 3oHama Ha uukampukc 3a HamarsBane Ha mpakuuama u
koHmpakmypama Ha npegHama kaenayHa Aamena.

PekoHcmpykuusama Ha goAHuA kaenad ocuzypu Bvb3mokHocm
3a gobpo 3amBapAHe Ha 04Hama uenka u HamaAu pucka om
cmpagatue Ha oyHama noBopxtocm (Que. 15). Wameanama
ekcuusua Ha yukampuuuasHa mokaH u ocBobokgaBaHe Ha
cpacmBaHuama gage Bvb3moXkHocm 3a go6po Bvb3cmarnoBaBaHe
Ha HopMaAHama kaenadHa u nepuopbumaana anamomus (Que.
12). 3a nonvABaHe Ha gepekmume B npegHama (kokHo-
MmyckyAHa) kaenayHa Aameaa U3NoA3Baxme pasHOObGpasHU
kokHu npucagku (no cvcegemBo, kokHu npucagku Ha kpaue
om 20pHUA kaenay, ¢Bo60gHU npucagku om npeaypukyrapHama
30Ha UAU Om 20pHUA kAenay Ha gpyeomo 0Ko), C NbAHA

encapsulated formation, located retrospectively, was found,
with no evidence of involvement of the orbital bone structures
(Fig. 7). After local infiltrative anesthesia, a 2-mm infracilliary
incision was made to open the septum. A well-encapsulated
tumor formation located behind the lower orbital edge (Fig. 8)
was found. We performed cautious separation, expression and
excision of the tumor, without disturbing its integrity (Fig. 9).
Histopathological cavernous hemangioma was determined.
Despite its deep location in the orbit and its anatomical proximity
to important structures (inferior oblique, inferior rectus muscle
and eyelid retractors) postoperatively, we did not observe any
changes in the motility and sensitivity of the eyeball and the
lower eyelid and the esthetic result was excellent (Fig.10).

GROUP 2 - POST-TRAUMATIC CICATRICIAL CHANGES
OF THE EYELIDS (CICATRICIAL ECTROPION AND
ENDROPION)

Subgroup 1 - cicatricial ectropion

We present five patients (4 males and one female) visiting the
clinic for complaints of redness, irritation, tearing, and inability
to completely close the eye on the affected side. In four of the
patients there was a previous laceration of the eyelids and the
eyebrow caused by a crash or fall (Fig. 11). One patient reported
a previous eyelid surgery for a tumor, performed 7 days prior in
another clinic (Fig. 13).

All patients had fibrotic changes in the lower eyelids and the
periorbital area with shortening of the anterior eyelid lamella,
causing a cicactricial ectropion, partial lagophthalm and poor
ocular surface protection. Eyelid reconstruction was carried
out. We undermined the tissues and excised the scar in the
area of the eyelids and the periorbital zone (cheek, temple,
and eyebrow). Vertical stabilization of the lower eyelid was
achieved by partial mid-face lifting with fixation of the superficial
musculoaponeurotic system (SMAS) with a prolene suture to
the orbicular muscle. We performed a lateral canthotomy and
cantholysis with periosteum fixation, using vicryl sutures for
lateral tightening of the eyelid (Fig. 12). In two patients we did a
reconstruction of the eyelid margin, using three single sutures.
In three patients, after removing the scar tissue, a significant

Fig.11-1,2. Patient with cicatricial ectropion after eyelid laceration in a car accident
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Fig. 12. One month after reconstruction with scar excision, partial mid-face lifting,
and lateral tarsal stripe procedure

Fig.14. First postoperative day (reconstruction with skin graft from the upper eyelid
and free graft from the pre-auricular region)

npexuBaemocm U 6e3 cAyyau Ha Hekposa. ToBa ocuaypu
3agoBoAumeneH dyHkuuoHaaeH u ecmemudyen pesyamam (Que.
15).

lMogepyna 2 - yukampuyuaneH eHmponuoH

pegcmaBame cegem nauueHmu ¢ onAakBaHus om CbA3eHe,
gpasHeHe, 2A0XgeHe U ,BAusaHe Ha muzaume B okomo®. Mo
aHaMHECMUYHU gaHHU gBama om nauueHmume cbobuiaBam
3a npegxokgau,0 20QUHU npegu moBa XUMUYHO U32apsHe,
6es 3acazane Ha okomo (Que. 18); yemupuma - 3a paskvCHu
paHu Ha kaenayume npu MTM uAu yxanBaxe om kyye (16) u
eguH NauueHm - onepupaH 3a NMo3a Ha 20pHUA kaenay npegu
20QUHU. YcmaHoBuxa ce ¢ubpo3HU NpPOMEHU, aHzaXupawu
3agHama (map3o-korloHkmuBaAaHa) Aameaa kamo npuyuHa 3a
HabAlogaBanusa uukampuuuaseH eHMPONUOH ¢ mpuxuasa u/uAu
gucmuxuasa. Mpu wecmuma nayueHmu npoMeHUme 3acAzaxa
20pHUA, @ NPU eguH goAHUA kaenay, kamo Bcuyku cobobwaBam
3a npegxokgawu pasHoobpasHu npouegypu (AasepHa, kpuo
UAU MEXaHU4Ha) 3a omcmpanaBaHe Ha Muzau, ¢ kpamkompaeH
U HenocmoaAHeH edekm. [TpoBege Ce XUpYpauyHo AeYeHue
C pa3geArdHe Ha NpegHa U 3agHa kaenayHa Aamena B8 30Hama
Ha cuBama AuHUA. [Tpu HaAu4Yue Ha gucmuxamuyHu kocMeHU
Gonaukyau me 6axa ekcuusupaHu. M3Bopwu ce mpaHcnouuuAa
(npunAb3BaHe) Ha npegHa cnpAamo 3agHa kaenayHa Aameaa ¢ 6/0
pesopoupyem koxeu, (Quz. 17). B mpu om cayyaume nopagu
3HayumeAHa uukampusauus Ha map3aaHama koloHkmuBa
ce HaAokU U mpaHcnAaHmauus Ha yemua mykosa (Que. 17,

Fig. 15. Two months after surgery

defect in the anterior eyelid lamellae was established, which also
required plasty with skin graft from the upper eyelid or/and free
graft from the pre-auricular zone (Fig. 14). In one case, Z-plasty
was performed in the scar region to reduce the traction and
contracture of the anterior eyelid lamella.

Reconstruction of the lower eyelid allows for a good closing and
protection of the eye surface (Fig. 15). The meticulous excision
of the scar tissue and release of the adhesions allowed good
recovery of the normal eyelid and periorbital anatomy (Fig. 12).
Foraugmentation of the anterior lamella, we used a variety of skin
grafts (musculocutaneous flaps, skin graft from the upper eyelid,
free grafts from the pre-auricular zone or from the contralateral
upper eyelid) with complete survival and no cases of necrosis.
This provided a satisfactory functional and esthetic result (Fig.
15).

Subgroup 2 - cicatricial entropion

We present seven patients with complaints of tearing, irritation,
pricking and “eyelashes entering the eye”. From anamnestic data,
two of the patients reported chemical burns, years ago, without
affecting the eye (Fig. 18); four - laceration of the eyelids in car
accident or after a dog bite (16); and one patient had a previous
surgery for upper eyelid ptosis, years ago. Fibrous changes of the
posterior (tarsoconjunctival) eyelid lamella have been identified
in all patients, causing cicatricial entropion with trichiasis and/or
distichiasis. In six cases, the changes affected the upper eyelid
and in one - the lower eyelid. All patients had undergone a variety
of procedures (laser, cryo or mechanical) for eyelash removal,
with a short-lasting and unstable effect. Surgical treatment was
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20). Mpu eguH nauueHm, nopagu uspaseHa xaamaBocm, ce
u3Bbpwu U XOpU3OHMAAHO CkbcABaHe Ha 20pHUA kAenay U
Bb3cmanoBaABaHe Ha AamepaAHuA kaHm ¢ map3aaeH cmpun.
Mopagu uspaseHo ckocABaHe U Ha npegHama AameAa, 8 eguH
0m cAy4aume Ha uukampuuuaAreH eHmMPONUOH Ha 20peH kaenau
ce HaAoXku U pekoHempykuua ¢ usnoa3BaHe Ha cBobogHa koxkHa
npucagka om npeaypukyaapxama sona (Quz. 17).
PekoHcmpykuuama Ha kaenaqyume ¢ mpaHcnos3uuuA Ha npegHa
U 3agHa kaenayHa Aamera e epekmuBeH U mpaeH Memog 3a
cnpaBAaHe ¢ gucmuxuamuy4Hume muzAu. ToBa goBege go mpadxo
HaMaAeHue Ha onaakBaHuAama Ha nauueHmume U NogobpeHue
Ha oyHama noBbpxHocm. B cayyaume Ha u3paseHa Gubposa
Ha koHlowkmuBama u yukampusauus Ha map3a u3Bobpwuxme
U mpaHcnAaHmauua Ha ycmHa mykosa. Bov3cmanoBu ce
HOPMAAHOMO NOAOKEHUE Ha kAenaya u Muzaume ¢ nogobpexue
Ha 3pumeAHama dyHkuus.

Ipyna 3 — nocmmpaBmamuyHa nmo3a

MpegcmaBave 52-20gulieH nauueHm caeg mona mpaBma B8
gACHa 04Ha obAacm ¢ hpakmypaHamaBaHaunogaHaopbumama,
npembpnAaHa npegu 2 20guHu. o noBog Ha moBa mecey, creg
mpaBmama e HanpaBeHa naacmuka coc c8060geH napuemaneH
mpaxcnaaimam. [auueHmom nocmonBa B kauxukama c
onAakBaHuA Om CUAHO U3PA3EHO CnagaHe Ha 20pHUA QeceH
kaenay u npakmuyecka Aunca Ha 3pumeAHo NoAe Npeg gacHOmMo

performed by dividing the anterior and posterior eyelid lamella
on the gray line. In the presence of distichiasis hair follicles
were excised. After that anterior lamella repositioning was done
(Fig. 17). In three cases transplantation of oral mucosa (Fig.
17 and Fig. 20) was also necessary due to the marked scarring
of the tarsus and conjunctiva. A horizontal shortening of the
upper eyelid and lateral tarsal strip procedure was performed in
one patient, due to floppy eyelids. Because of the pronounced
shortening of the anterior lamella, in one of the cases with upper
eyelid entropion, we performed additional reconstruction with
free skin graft from the pre-auricular zone (Fig. 17).

The eyelid reconstruction with anterior lamella repositioning
is an effective and lasting method for dealing with distichiasis
lashes. This resulted in a significant reduction of the patients’
complaints with improvement in the ocular surface. In cases of
more pronounced conjunctival fibrosis, we also performed an
oral mucosa transplantation. A normal position of the eyelid and
eyelashes with improvement in visual function was observed.

Group 3 - post-traumatic upper eyelid ptosis

We present a 52-year-old patient after a blunt trauma in the right
eye with fracture of the roof and floor of the orbit, which occurred
2 years ago. Plasty with a free parietal graft was performed one
month after the trauma. The patient presented with complaints of
a marked drooping of the upper right eyelid and a practical lack

Fig. 17. One week after reconstruction with anterior lamella repositioning, oral
mucosa transplantation and free skin graft

Fig. 18. Cicatricial entropion after chemical burn of tne conjuctiva

Fig. 19. Fibrosis and shortening of the posterior eyelid lamella
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oko (Que. 21). Caeg koHcyamauua ¢ Hakoako oGpmaamonoza B
cmpaHama, My e omkasaHo onepamuBHo Ae4yeHue. B mopcere
Ha peweHue mol u3obpemaBa cobcmBeHo NPUCNOCOBAEHUE 3a
noBguzare Ha kaenava (Que. 22). Mpu npezaeg ce ycmaxoBu
3anaseHa nogBukHocm Ha o4Hama AbbAka BvB Bcuuku nocoku,
gobop (GeHomeH Ha ben u mexkka nmo3a, kaenad, 3akpuBaul
U3UAAO 3eHUUama, u noymu AuncBawa kaenayHa uenka, ¢
Aowa nogBukHocm Ha AeBamopa (<5 mm). opagu 3anaseHa
cmpykmypHa U OyHkUUOHaAHa UAAOCM Ha O4Hama AbdbAka
ce u3Bopwu peBusus Ha 2opHuUA kaenay ¢ ugeHmudukauusa
Ha HOPMaAeH no noaokeHue U cmpykmypa, HO napemudyeH
AeBamopeH Mmyckya. HanpaBuxme makcumaaHa AeBamopHa
pesekuua (okoro 20 mMm) u MoguduuupaHa BompeuwHa
CYneH3ua ype3 opopMAHE Ha AamMb0o Om CynpaopbumaAHama
dacuua u yacm om ¢poHmaaHua myckya. Komnaekcom om
ckbceH AeBamop U GPOHMAAHO AaMBO bAxa QukcupaHu 3a
20pHUA Pbb HAa Map3a C NO3UUUOHUPAHE HA MU2AEHUA Pbb Ha
1-2 MM Hag Aumba (Aeka xunepkopekuus).

MpuaokeHama onepamuBHa mexHuka ocuzypu 3agoBoAumeneH
OyHkuuoHareH pesyamam. Bonpeku acumempuama ¢
koHmpaaamepaAaHomo oko, nocmuzHamuam pesyamam gaBa
Bv3MOXKHOCM 3a NHAHOUEHHO U3N0A3BaHE HA 3ana3eHomo no
cmpykmypa u dyHkuus oko (Quz. 23).

Ipyna 4 - paskvcHo-koHmysHu yBpegu ¢ aHzaXupaHe Ha
cAv3Hume kaHanukyau

lMpegcmaBame gBama nauueHmu ¢ paskbCHO—KOHMY3HU paHu
Ha kaenadyume B usra gebeAuHa cAeg nagaHe u cAeg mpaBma
¢ kaonka. B eguHuA cayyall mpaBmama bewe Ha goAHuA, a 8
gpyaus Ha 20pHUA KAenay, CbC 3acA2aHe HAa MU2AEHUA pbb,
cAb3Hama nyHkma u kaHaaukyaa. Mpu mpaBmama Ha 20pHus
kaenay, nbpBuyHama obpadomka (noyucmBaHe u gesuHdekuun)
e buna usBopweHa Ha gpyzo mAacmo. HanpaBuxme peBusus Ha
paHama ¢ noCcAOUHA aganmauud Ha movkaHume om npegHa u
3agHa kaenayHa Aamena, pekoHcmpykuua Ha MuzaeHuA pob
¢ Mpu eguHuyHU npekvcHamu weBa. Caeg ugeHmudukauus
Ha CAb3HUA kaHaAukyan ce HanpaBu camo Mapcynuaausayus
(omBapaHe) kom koHlonkmuBHuA cak, nopagu 3ano4yHaaume
GuUOPO3HU NPOMEHU Ha MukaHume U HaAuYue Ha 3anaseH U

Fig. 21. Severe post-traumatic ptosis

Fig. 20. One month after reconstruction with oral mucosa transplantion

of visual field in front of the right eye (Fig. 21). After consultation
with several ophthalmologists in the country, he was refused
surgical treatment. In search of a solution, he invented his own
eyelid lifting device (Fig. 22). The examination revealed retained
mobility of the eyeball in all directions, a good Bell's phenomenon
and a heavy ptosis with an eyelid completely covering the pupil,
with a poor levator function (<5 mm).

Because of the structural and functional integrity of the
eyeball, a revision of the upper eyelid was performed with the
identification of a normal position and structure but a paralysed
levator muscle. We made maximum levator resection (about 20
mm) and a modified internal suspension by forming a flap of
the supraorbital fascia and a portion of the frontal muscle. The
complex of shortened levator and a frontal flap was fixed to the
upper edge of the tarsus with positioning the eyelid margin 1-2
mm above the limbus (slight hypercorrection).

The presented surgical technique provided a satisfactory
functional result. Despite the asymmetry with the contralateral
eye, the result achieved provides the patient with the opportunity
to use the eye with the preserved structure (Fig. 23).

Fig. 22. Handmade eyelid lifting device
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Fig. 23. One month after surgery

OyHkuuoHupaw goaeH kanaaukya. TpaBmama Ha goAHuA kaenau
6e conpoBogeHa ¢ no-20AAMa 3az2yba Ha movkaH. ToBa Haaoku
u3noA3BaHemo Ha moguduuupaHa naacmuka no Xloc ¢ map3o-
koHloHkmuBaAHo Aambo om 20pHUA kaenay MmeguaAHo, 3a
Bb3cmaHoBABaHe gedpekma Ha 3agHama AameAa U aganmayus
Ha npegHama AameAa ¢ kokHo Aam60 no cvcegemBo. 3a
3ana3BaHe Ha NpOXoguMOCMmMa, CAb3HUAM kaHaAukyn ce
UHMy6bupa cvc cuaukoHoBa mpobuyka. Ha Bmopu eman okoao
6 cegmuuu no-kbcHo ce npepAsa map30-koHloHkmuBHomMO
AamMb0 om 20pHUA kAenay u ce npemaxHa cuAukoHoBama
mpobuuka (Que. 24).

LLlameAHama peBu3sua u nocAolHamMa aganmauus Ha mokaHume
ocuz2ypu Bb3cmaHoBABaHe Ha HopMaAHama cmpykmypa U
dyHkuua Ha kaenayume. W 8 gBama cayyan He HabalogaBaxme

nocmonepamuBHU  onaakBaHua om  CbA3eHe. He ce
gokymeHmupaxa HoBu uuakmpuuuaAHu NPOMEHU.
0B6CHbXAHE

MpegcmaBeHume 0mHac cAy4au geMOHCMPUpam pasHoo6pasHa
nocmmpaBMamuyHa namoAozuA Ha kaenayume, opbumama
U nepuopbumanHa 3oHa. MoBeyemo om mAx ca BMOPUYHU,
B pesyamam Ha MuHaAu mpaBmamuyHu yBpexkgaHus. ToBa
06AcHABa U (akma, uYe nauueHmume ¢ UukampuuyuaAHu
npomeHu B 30Hama Ha kaenayume ca Hal—MH0206pOUHaMa
2pyna.

MpaBu BneyamaeHue U Huckama cpegHa Bb3pacm Ha
nauuesmume, koemo nogyepmaBa u coyuaAHama 3Ha4yumocm
Ha 0YHUA mpaBMamusbm.

MoBeyemo nauueHmu ca npembpneAu egHa UAU HAakoako
npegxokgawu onepauuu Ha gpy2o mMacmo, koemo ycaokHABa
HacmoAwama pekoHcmpykuua u usuckBa usnoA3BaHemo Ha
Pa3H006Pa3HU XUpPYpUYHU MeXHUKU.

AHodmaamuyHama opbuma e CbCmMoAHUE Ha 3a2yba Ha 0YHama
A6bAka, pesyamam om eHykAaeauus uau eBucuepauua (4).
Koeamo moBa ce cayyu B gemcka uAu loHowecka Bvb3pacm,
kakmo e u B onucaHua om Hac cAyyad, u3noA3BaHemo Ha
0pOUMEH UMNAGHM € 3agbAKUMEAHO, 33 ga Ce 0cuzypu
agekBameH cmumya 3a pacmexX Ha kocmHume cmpykmypu u ga
ce nocmuzHe AuueBa cumempus. B 3aBucumocm om Bpememo
Ha UMNAaHMauuA me Mo2am ga Ce pa3geAdm Ha NbpBUYHU
u BmopuyHu; B 3aBucumocm om usmoyHuka, om kodmo ca
u3pabomeHu — Ha ecmecmBeHu U uskycmBeHu, a cnopeg
xapakmepa Ha mMamepuaa - Ha NOPO3HU U HENOPO3HU (5). B

Fig. 24. Patient with laceration after reconstruction of the inferior eyelid

Group 4-eyelid laceration with lacrimal canaliculi involvement
We present two patients with full thickness laceration wounds of
the eyelids, after a fall and after a trauma with a branch. In the
first case the trauma affected the lower eyelid and in the other
- the upper eyelid, with damage of the eyelid margin, lacrimal
puncta and the canaliculus. In the upper eyelid trauma, the
primary treatment (cleansing and disinfection) was performed
elsewhere. We did a wound revision with a layered adaptation
of the tissues from the anterior and posterior eyelid lamella
and a reconstruction of the eyelid margin with three single
sutures. After the identification of the lacrimal canaliculus, we
did only marsupialization (opening) to the conjunctival sac, due
to the onset of fibrotic tissue changes and the presence of a
preserved and functioning lower lacrimal canaliculus. The lower
eyelid wound was accompanied by greater tissue loss. This
necessitated the use of a modified Hughes procedure with a
medial tarsoconjunctival flap from the upper eyelid to restore the
posterior lamella and anterior lamella reconstruction with a skin-
muscle flap. To preserve the patency, the lacrimal canaliculus
was intubated with a silicone tube. In a second stage, about 6
weeks later, the tarsoconjunctival flap from the upper eyelid was
cut off and the silicone tube was removed (Fig. 24).

The revision and the layer adaptation of the tissues ensured
restoration of the normal structure and function of the eyelids.
In both cases we did not observe postoperative complaints of
tearing and any later cicatricial changes.

DISCUSSION

The presented cases demonstrate a variety of post-traumatic
pathology of the eyelids, orbit and periorbital region. Most of
these are secondary as a result of past traumatic injuries. This
also explains the fact that patients with cicatricial changes of the
eyelids are the most numerous group.

The low average age of patients is noteworthy. It also highlights
the social significance of ocular traumatism.

Most patients have undergone one or several previous surgeries
elsewhere, which complicated the current reconstruction and
required the use of different surgical techniques.

Anophthalmic orbit is a result of eyeball loss, after enucleation or
gvisceration (4). When this occurs in childhood or adolescence,
as in the case described by us, the use of an orbital implant is
indispensable to provide an adequate stimulus for the growth
of bone structures of the orbit and to achieve facial symmetry.

68



Surgical Treatment of Post-Traumatic Changes of Eyelids, Orbit and Periorbital Region

npegcmaBeHus cAyyad OpbUMHUAM UMNAGHM € ChepuyeH,
cuAukoHoB, BmopuyeH umnaaHm. ToBa ca egHU om Had-
wupoko u3noA3BaHume 0p6UMHU UMNAGHMU NPE3 NOCAegHUME
20QuHU, koumo npuHagaekam kbm 2pynama Ha aAonAacmHume
OPOUMHU UMNAGHMU. 3a CbXaAeHUe MAXHOMO U3NOA3BaHe
e cBobp3aHo ¢ HAKOU YCAOXKHEHUA - XpOHUYHA Bob3naAumeAHa
peakuuda, usmoHABaHe Ha konloHkmuBama, Muzpauus,
ekcmpy3us, mokcuyHa uAu peakuua mun 4yXgo maao u gp. (6).
B Aumepamypama ca onucaHu cAyyau Ha KbCHU YCAOKHEHUSA U
ekcmpy3us Ha cuAukoHoB opbumen umnaaim 30 20guHU cAeg
nbpBuyHama umnaaimauus (7). Hue npegcmaBame cayyad Ha
XPOHUYHA, 060ocmpeHa Bvb3naAumeAHa peakuus u ekcmpysua
Ha cuaukoHo8 umnaaHm 10 20guHuU cAeg UMNAGHMauuama. B
mesu cAy4au, HenoBauaBawlu ce om koHcepBamuBHO AeyeHue,
egUHCMBeHOMO peweHue € npemaxBaHe Ha aA02EHHUA
0pOUMEH UMNAGHM U U3N0A3BaHe Ha aBmoAokeH mamepuaa
3a 3anbABaHe obema Ha aHodmaAmuyHama opébuma (8).
Hue u3noa3Baxme aBmoaokeH mpaHcnAaHmam om  gepma
U nogkokHa macmHa movkaH om 2AymeaAHama 30Ha Ha
nauueHma. B aumepamypama mo3u Bug mpaHcnAaHmamu ca
onucaHu kamo edpekmuBeH Memog Ha 3anbABaHe Ha OpoUMHuUA
06em U ocuzypABaHe Ha gobpa nogBuxkHocm U aganmauua Ha
0YHama npomesa, C HUCLK NpoUEHM Ha nocmonepamuBHU
ycAokHeHUA U 3agoBoaumenen kosmemuuen pesyamam (9). B
HawuA cAyyad, nopagu MAagama Bv3pacm, ovakBaxme gobpa
Backyrapusauus U enumeAu3auuA Ha mpaHcnAaHmama. 3a
nepuog Ha npocaegABaHe om 6 Meceua He HabalogaBaxme
ycAokHeHUA kamo Hekposa, Bb3naAeHue UAU gexucueHyus
Ha paHama. TpaHCcnAaHMambvm 3anasu HeooXxogumus 06em U
ocu2ypu gobpa 0cHoBa 3a HanacBaHe Ha HOBa 04Ha npomesa ¢
go6op kosmemuyeH pesyamam.

B onucaHua cayyal Ha BHe3anHo NoABUAA Ce N0gymUHa Ha JOAEH
kaenay Ha gAacHo oko caeg Aeka mbna mpaBma XucmoA02U4HO
ce gokasa kaBepHo3eH xemaHzuom. ToBa ca Hal-4ecmo
cpewanume cbgoBu Ae3uu Ha opbumama, koumo ce cpewam
N0-4eCmO Npu XeHu Ha cpegHa Bv3pacm, kakmo e u 8 onucaHua
0m Hac cayyad. Cmama ce, ye npegcmaBaaBam obpasyBaHua
0m BeHO3eH NPOU3X0g UAU HUCko gebumHu apmepuo-BeHO3HU
margopmauuu (10). B Hag 80% om cayyaume kaBepHo3Hume
XeMaHzUOMU Ca pasnoAokeHu ekcmpakoHaaHo, B8 AamepaaHama
yacm Ha opbumama, kakBamo bewe u Aokaausauusma npu
Hawua nauuesm. 06ukHoBeHO ca 6aBHO pacmAwLU 06pa3yBaHuA
U Had-yecmo BogAm Qo HeboAe3HeHa nponmosa ¢ 6aBHa
guHamuka. Makap u pagko, mozam ga ce npoABam ¢ BHe3anHa
cumnmomamuka, kamo 6oaka, gunaonus, nogyBaHe 8 30Hama
Ha kaenayume (11). B onucaHua cAyyad Hawusm nauueHm
nombpcu nomous, no noBog BHe3anHo NoABUAA Ce HEbOAE3HEHa
nogymuHa Ha goAeH geceH kaenay. [lpegonpamuBHo
momozpadckume  xapakmepucmuku Ha  06pasyBaHuemo
0mzoBapaxa Ha xemaHzuoM. B aumepamypama couecmByBam
HAkoAko nybAukauuu 3a BHesanHo noABuAu ce onaakBaHuA
CAeg Xemopazua Ha opbumeH kaBepHo3eH xemaHeuom (12).
3amoBa Hue npuexme, ye Aekama mona mpaBma no Bpeme Ha
CoH € goBenaa go kpuBousauB B cowecmByBawua npegu moBa
XEMaH2UOM, NpUYUHUAZ 6bp30mMO yBeauyaBaHe Ha pasmepa
MYy U BHe3anHo noABuaama ce nogymuHa go kaenaya. ToBa ce
nomBbpgu U OM XUCMOAOZUYHOMO U3CAEGBaHE C HAAUYUEMO Ha

Depending on the time of implantation, they can be divided into
primary and secondary; depending on the source from which
they are made - natural or artificial, and on the material - porous
or non-porous orbital implants. In our case, the orbital implant
is a spherical, silicone, secondary implant. This is one of the
most widely used orbital implant in recent years. It belongs to
the group of alloplastic orbital implants. Unfortunately, their use
is associated with some complications - chronic inflammatory
reaction, conjunctival thinning, migration, extrusion, toxic
or foreign body reaction, etc. (6). In the literature there are
described cases of late complications and extrusion of a silicone
orbital impingement, 30 years after primary implantation (7). We
present a case of chronic, exacerbated inflammatory reaction
and silicone implant extrusion 10 years after implantation. In
these cases, not responding to conservative therapy, the only
solution is to remove the allogeneic orbital plane and to implant
autologous material to fill the volume of the anophthalmic orbit
(8). We used an autologous dermal fat graft from the gluteal
region of the patient. In the literature, this type of transplantation
has been described as an effective method of filling the orbital
volume and ensuring good mobility and fixation of the ocular
prosthesis, with a low percentage of postoperative complications
and a satisfactory cosmetic result (9). In our case, because
of the young age, we anticipated good vascularization and
epithelialization of the graft. Within a 6-month follow-up
period, we did not observe any complications such as necrosis,
inflammation, and wound dehiscence. The dermal fat graft
retained the necessary volume and the patient was sent for fitting
anew eye prosthesis with good cosmetic results.

Inthe case of a sudden swelling of the lower eyelid of the right eye,
after a slight dull trauma, histologically a cavernous hemangioma
was diagnosed. These are the most common vascular lesions of
the orbit that occur more often in middle-aged women, as in the
case we have described. They are thought to have a venous origin
or result from low-grade arteriovenous malformations (10). In
over 80% of the cases, cavernous hemangiomas are located
intraconally, in the lateral part of the orbit, as in our patient. They
are usually slow-growing, and most often lead to painless, slow-
progressing proptosis. Sometimes, in rare cases, they may occur
with sudden onset symptoms such as pain, diplopia, or swelling
of the eyelids (11). In the described case, our patient presented
with a sudden, painless swelling of the lower right eyelid.
Preoperative CT scan revealed features of orbital hemangioma.
Several publications have been published in the literature about
suddenly appearing symptoms after hemorrhage from orbital
cavernous hemangioma (12). For this reason, we assumed that
the light dull trauma during sleep caused bleeding in a previously
existing hemangioma. This caused a rapid increase in size and a
sudden swelling of the eyelid. The diagnosis was also confirmed
by the histological examination that revealed an organized
hemorrhage in a cavernous hemangioma structure. It usually has
a well-formed, fibrous pseudocapsula, which in our case helped
the excision of the formation with an excellent esthetic result and
preservation of the function of adjacent structures.

The cicatricial ectropion is an abnormal position of the eyelid due
to a shortening of the anterior eyelid lamella (2). In the presented
cases, this is a result of fibrotic changes following laceration of
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30HU Ha Op2aHu3upaH xemamom B 0bpasyBaHue, omaoBapawo
no cmpykmypa Ha kaBepHo3eH xemaHzuom. Te umam gobpe
odopmeHa, dubposHa nceBgokancyaa, koemo B8 Hawua cAyyad
nognomozHa ekcuusuama Ha 06pa3yBaHuemo U3UAAO, C
OMAUYEH ECMEeMUYeH pesyamam u 3ana3BaHe ynkuuama Ha
CbCegHume cmpykmypu.

LlukampuuuaAHuam ekmponuoH e abHOPMaAHO 06pbWaHe Ha
kaenaya HaBvbH, koemo ce goAaku Ha ckbcABaHe Ha npegHama
kaenauHa rameaa (2). B npegecmaBenume cayyau moBa ce goaku
Ha GUOPO3HU NPOMEHU cAeg Pas3kbCHO-KOHMY3HU paHu Ha
kaenayume (4 nayueHma), anpu eguH HabAlogaBaHume npoMeHu
ca AMPO2eHHU cAeg ekcuusua Ha MymopHO o6pasyBaHue U
onum 3a pekoHecmpykuua Ha goAeH kaenad. LlukampuuuaaHuam
ekmponuoH € He Camo0 ecmemuyeH, HO U Cepuo3eH
dyHKUUOHAAEH NPOBAEM, 3aULOMO € NPUYUHA 33 Ad20dmaAm, ¢
npomeHu B8 oyHama noBbpxHocm, kepamonamus, a 8 mexkume
cAyyau npobuB Ha oyHama AbbAka U 3a2yba Ha 3peHuemo.
NeyeHuemo e npegu Bcuyko onepamuBHo - 0cBobokgaBaHe Ha
uukampuuuaaHama mokaH u Bv3cmaroBaBane Ha npegHama
kaenayHa AameAa ¢ pasHoobpasHu kokHu npucagku, Aamoba uau
naacmuku (13). Mpu HAWUMe nauueHmMu Hal-gooop ecmemuyeH
pe3yamam nocmuzHaxme npu  u3noA3BaHemo Ha koxkHu
Aamba no cvbcegemBo u Ha kpaye om 20pHUA kaenay, nopagu
cxogcmBo B uBema u cmpykmypama Ha mokasume (14). Mpu
gBama nauueHmu ce dopmupa gedekm caeg omcmpaHaBaHe
Ha uukampukcume, koemo HaroXu komOUHUpaHe CuC
cBobogHa kokHa npucagka om npeaypukyrapHama 30Ha.
HabalogaBaxme nbAHa npekuBsemocm Ha npucagkume, 6e3
yCAOKHEHUA kamo xemamomu, UHpekuua uau Hekposa. 3a
XOpU30HMaAHa cmabuAudauua Ha kaenayume BbB Bcuuku
cAy4au npuAokuxme mexHukama Ha AamepaAHUA map3aAeH
cmpun. Ta cmou B 0cHOBama Ha XUpyp2uU4YHOMO AEYeHUE Ha
Bcuyku BugoBe ekmponuoH (13), a 8 onucaHume om Hac cayyau
ocuz2ypu Bvb3cmaHoBABaHe HAa HOPMAAHOMO aHAMOMUYHO
nonokeHue Ha kaenaya. [pu mpuma nauueHmu ce HanpaBu u
4acmuyeH AUGMUH2 Ha cpegHomo Auue. Mopagu cxogemBo B8
cmpykmypama Ha mvkaHume om 30Hama Ha goAHuUA kaenau
U cpegHomo Auue, moBa no3BoAu ygoakaBaHe Ha npegHama
Aamena u BepmukaaHa cmabuAu3auua Ha goaHua kaenay (15).
NHmepec npegcmaBadBa cayyaam Ha AmpozeH ekmponuoH
cAeg ekcuusua Ha mymMopHo 06pa3yBaHue B NbAHa gebeAuHa,
u3BbpweHo Ha gpyeo MmAcmo. [lopagu Hecna3BaHe Ha
0CHOBHUMe npaBuaa 3a pekoHcmpykuus Ha kaenadume,
nayueHmbm nocmonu B8 kauxukama ¢ gexucueHuus Ha
paHama Uu uukampuuuareH ekmponuoH ¢ HeBb3mokHocm
32 NbAHO 3amBapAHe Ha okomo. B cayyaume Ha ekcuusua Ha
Ae3UU, ¢ 20AeMUHA noBeye om 1/3 om goakuHama Ha kaenau,
gupekmnama aganmauus Ha gedekma Bogu go HanpeXeHue
Ha paHama u kpue puck om ycaokHeHus, kakmo G onucaHus
cayyad (2). Caeg peBusua Ha paHama ce u3Bbpuwiu naacmuka
Ha MuzAeHuUA pv6 U kombuHupaHe Ha cBo6ogHa npucagka u
makaBa Ha kpaue om 20pHuUA kaenay.

Mpu Bcuyku nauueHmu nocmuzHaxme 3agoBoAUMEAHU
ECMEMUYHU U gobpu (YHKUUOHAAHU pe3yamamu, C NbAHO
3amBapsaHe Ha kaenayHama uenka u no-maaka saBucumocm om
U3n0A3BaHEMO Ha 0YHU AybpukaHmu.

the eyelids (4 patients), and in one case, the changes observed
were iatrogenic following excision of tumor and attempted
reconstruction of the lower eyelid. The cicatricial ectropion is not
only an esthetic but also a serious functional problem because
it can cause lagophthalmos with changes in the ocular surface,
keratopathy and, in severe cases, corneal perforation with loss of
vision. The treatment is primarily surgical — excision of the scar
tissue and reconstruction of the anterior lamella with a variety of
skin grafts, flaps or plasties (13). In our patients, we achieved
best esthetic results using musculocutaneous flaps and skin
grafts from the upper eyelid, due to the similarity in the color and
structure of the tissues (14). In two patients we performed a free
skin graft from the pre-auricular area. We observed complete
graft survival without complications such as hematoma, infection,
and necrosis. For horizontal eyelid tightening, we always applied
the technique of the lateral tarsal strip. It is the basis of the
surgical treatment of all types of ectropion (13), and in the case
described by us, it has restored the normal anatomical position
of the eyelid. In three of our cases, we made a partial mid-face
lifting. Because of the similarity in tissue structure of the lower
eyelid area and the middle face, this allowed elongation of the
anterior lamella and vertical stabilization of the lower eyelid (15).
Interesting is the case of iatrogenic ectropion after full thickness
excision of a tumor carried out elsewhere. Due to the non-
observance of the basic rules for reconstruction of the eyelids,
the patient entered the clinic with wound dehiscence and scar
tissue formation, with the impossibility of complete closure. In
case of lesion excision, more than 1/3 of the length of the eyelid,
the direct adaptation of the defect leads to wound tension and
poses a risk of complications, as in the case described (2). After
revision of the wound, plasty of the migraine edge was performed
and a combination of a free graft and the so-called pedicle of the
upper eyelid was used.

In all patients, we achieved satisfactory aesthetic and good
functional results, with complete closure of the eyelids and less
necessity on of lubricants

The most numerous of the presented cases were those with
a cicatricial entropion. It is a result of fibrotic changes and
shortening of the posterior eyelid lamella, causing abnormal
inversion of the eyelid and contact with the ocular surface. These
patients have pronounced complaints of irritation, foreign body
sensation, tearing, redness of the eye and may lead to further
complications such as chronic conjunctival inflammation,
corneal erosions, neovascularization, scarring, etc. (16). In our
cases, the cicatricial entropion is also associated with eyelash
misdirection (trichiasis) or with the presence of additional
eyelashes at the Meibomian gland orifices (distichiasis). This
deteriorated the patients’ complaints and most of them underwent
a variety of previous procedures (mechanical extraction, cryo
and laser therapy) to remove lashes with temporary and short-
lasting effects. In these cases, we applied the technique of eyelid
lamellas splitting in the region of the gray line, excision and
cauterization of the aberrant eyelash follicles and subsequent
anterior lamella repositioning (17,18). This restored the normal
position of the eyelid margin and permanently removed the
distichiatic lashes. After excision of the fibrous tissue and a
defect of the posterior eyelid lamella, we used a transplant of
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Om npegcmaBeHume CAyyau Hal-MHO200pOUHU ca mesu
¢ uukampuuuareH eHmponuoH. lpu Hezo, B pe3yamam Ha
ckbcAaBare u GubPO3HU NPOMeEHU B 3agHama kaenayHa Aamena,
ce HabalogaBa abHopmaAnHO obpbuiaHe Ha kaenaya HaBompe
U koHmakm ¢ oyHama Abvaka. ToBa npuyuHABa u3paseHu
onnakBaHuAa om gpasHeHe, 2A0kgeHe, CbA3eHe, 3a4epBaABaHe
Ha okomo u moXe ga goBege go gONbAHUMEAHU YCAOKHEHUA
kamo XpoHu4HU Bov3naneHua Ha konlokmuBama, po2oBuyHu
eposuu, HeoBackyrapusauus, uukampusauua u gp. (16).
B onucaHume nauueHmu UyukampuuuaAHuAm eHMPONUOH
e CbYyemaH U C NpoMeHU B HOPMAAHUA X0g Ha MuzAuMme
(Mpuxuasa) UAU HaAU4UE Ha gonvAHUMeAHU makuBa B 30Hama
Ha medbomueBume XaAesu (gucmuxuasa). ToBa 3HaYumMeAHO
3acuABa onaakBaHusma Ha nauueHMUMe U e BUA0 NpuyuHa
noBeyemo om mAX ga NPemMbpnAMm pasAUYHU npegxokgawlu
npouegypu (mexaHuyHa ekcmpakuus, kpuo u Aasep mepanus)
32 omcmpaHABane Ha mueaume ¢ BpemeHeH u kpamkompaeH
edekm. B mesu cAyyau Hue npuAokuxme mexHukama c
pasgeAdHe Ha kaenayHume Aameau B 30Hama Ha cuBama
AUHUA, ekcuu3us u kaymepusauua Ha abepaHmHUMe MU2AeHU
doaukyau u nocaegBawa pekoHcmpykuua ¢ npunAb3BaHe Ha
kaenayHume Aameau (17,18). ToBa ocuzypu BvacmanoBaBane
Ha HOPMAaAHOMO nNOAOKEHUE HA kAenayHus pob U mpadHo
npemaxBaHe Ha gucmuxuamuyHume Muz2au. Caeg ekcuusus
Ha Qubpo3Hama mbkaH u ycmaHoBeH gedekm Ha 3agHama
kaenayHa nameAa, u3noa3Baxme mMpaHcnAaHMauuA Ha ycmHa
myko3a B 30Hama mexkgy kaenadyHume AameAu 3a nonbaBaHe
Ha gedekma. MMpurokeHume xupypauyHu mexHUku ocueypuxa
gobbp pesyamam, ¢ Bv3cmaHoBABaHe Ha HOPMAAHOMO
nonokeHue Ha kAenaya U 3HAYUMEAHO HaMaAABaHe Ha
onaakBaHuama.

Mpu nauueHma ¢ mekka nmo3a u Aowa OyHkuua Ha
AeBamopa (<5 MMm) AeyeHUEMO € eguHcmMBeHo onepamuBHo.
Kaacuyeckama onepauus € GpoOHMaAHama CcycneHsus, ¢
u3noA3BaHemo Ha aBmoAokeH UAU CUHMEMUYeH Mamepuaa. Ta
0baye e cBop3aHa ¢ HAkou ycaokHeHua kamo xunokopekuus,
usocmaBare Ha 20pHUA kAaenay npu nozaeg Hagoay, ekempysus
Ha cuAukoHoBume umnaaimu u gp (19). 3amoBa npe3
nocAegHUME 20gUHU CouecmByBam nybAukauuu 3a ycnewHo
u3noA3BaHe Ha mexHuka ¢ AaMb0 0m GPOHMAAHUA MYCKYA, CbC
co6cmBeHo kpvBocHabgaBaHe u uHepBauus, koemo gupekmHo
cBvp3Ba ¢ kaenaya u ocuzypaBa noBguzaHemo My 6e3 Hykga
0m UMNAGHMU UAU aBmoAoXkHU mpaHcnaaHmamu (21,22). B
0NUCAHUA OM HAC CAy4al HAa mpaBMamuyHama napaAumuyHa
nmo3a u3noa3Baxme kombuHupaHa mexHuka om makcumMaaHa
AeBamopHa  pesekuus U MoguduuupaHa  BompewHa
dpOHMaAHa CycneHsua ¢ Aamb0 om GpOHMAAHUA Myckya u
dacuuu. B nopBume gHU HabalogaBaxme Aeka xunepkopekuus
U Aazodmaam, koemo Haaoku no-4ecmomo u3noA3BaHe Ha
Ay6pukaHmu. Bvnpeku acumempuama cnpamo 3gpaBomo oko,
nocmMuzHamuAm pe3yamam 6ewe goovp, mbl kamo gaBawe
Bb3mMoKHOCM Ha nauueHma ga Uu3noa3Ba (yHkuuoHaAHO
3anaseHomo cu oko.

OcHoBeH npuHuun B AgyeHuemo Ha paskvbCHO-KoHMy3HUME
paHU Ha kaenayume e ugeHmudukauua u nocA0OHa aganmayus
Ha mbkaHume, Cb0b6Pa3eHO C HOPMAAHAMa aHamoMuA Ha
kaenava. MpaBuaHama pekoHcmpykuua uma BaXkHo 3HayeHue

oral mucosa between the eyelid lamellae to fill the defect. The
applied surgical techniques ensured a good result, restoring the
normal position of the eyelid and significantly reducing patients’
complaints.

In the case of a patient with severe ptosis with poor levator

function (<5 mm), the treatment was only surgical. The classic
procedure is frontal suspension, using autologous or synthetic
sling material. However, it is associated with some complications,
such as hypocorrection, retraction of the upper eyelid in down
gaze, extrusion of silicone implants, etc. (19). In recent years,
there have been publications about the use of a frontal muscle
flap, with its own blood supply and innervation, which is directly
connected to the eyelid and provides its opening without the
need of implants or autologous transplants (21, 22). In our case
of traumatic paralytic ptosis, we used a combined technique of
maximum levator resection and modified front suspension with
frontal muscle flaps and fascia. In the first few days we observed
slight hypercorrection and lagophthalmos, which required more
frequent use of lubricants. Despite the asymmetry in regard to
the healthy eye, the result achieved was good as it allowed the
patient to use his functionally retained eye.
A basic principle in the reconstruction of eyelid lacerations is
identification of the structures and tissue adaptation, consistent
with the normal anatomy of the eyelid. Proper reconstruction is
important to avoid and minimize subsequent cicatricial changes
(2). In the case we presented, there were only two patients with
primary laceration wounds of the eyelids. This is explained by
the character of the clinic in which we work and the lack of
urgency. In both cases we observed involvement of the eyelid
margin and the lacrimal canaliculus. One of the patients had let
4 days pass from the primary trauma, and because of the fibrotic
changes, we were unable to intubate the canaliculus. This is
why we marsupialized it to the conjunctival sac. Due to the fully
functioning inferior lacrimal punctum and canaliculus, this did not
cause tearing in the postoperative period. In the second patient
due to the larger eyelid defect, a modified Hughes procedure
with a medial tarsoconjunctival flap of the upper eyelid and
intubation of the lower canaliculus with a vein tube was required.
After reconstruction at the second stage and removal of the tube,
a fully functional canaliculus was established and the normal
structure and function of the eyelid restored.

CONCLUSION

Traumas are among the most important problems in
ophthalmology. Often under emergency and combined injuries,
traumatic changes in the eyelid and periorbital area remain
underestimated, with primary treatment not following the basic
rules for reconstruction of these areas. This creates a series of
anatomical, functional and esthetic problems for patients at a
later stage requiring surgical treatment. Correction of post-
traumatic changes is often a challenge for oculoplastic surgeons.
It requires the use of various reconstructive techniques
demonstrated in our study. Achieving good results, however, is
important for the functional and social rehabilitation of patients
with such problems.
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32 U3bAz2BaHe U mMakcumaAnHO HamanaBaHe Ha nocaegBawume
uukampuuuaAHu npomeHu (2). B npegcmaBeHume om Hac
CAyYau Uma camo gBama nayueHmu C NpecHu paskvbcHo-
koHmysHU paHu Ha kaenadyume. ToBa ce 06AcHABa ¢ xapakmepa
Ha 38eHomo, B koemo pabomum u Auncama Ha cnewHocm. U
npu gBamama nauueHmu umawe aHzaXupaHe Ha CAb3HUME
kaHaAukyau u muzagHuA pob. pu eguHuA bewe MUHaAo 4 geHa
om nbpBuyHama mpaBma U nopagu 3anoyHasume GpubPO3HU
NPOMEHU HE YCNAXME ga UHMybupame CAb3HUA kaHaAukya.
ToBa Hanoku Mapcynuaauduuama My kom konlorkmuBHua cak.
Mopagu u3uAaro dyHkuuoHupawa goAHa nyHkma u kaHaaukya,
moBa He goBege go cbAa3eHe BbB nocmonepamuBHuA nepuog.
Mpu BmopuAa nauueHm, nopagu no-2oAemus gedpekm Ha
kaenaya, ce Haroku moguduuupaHa pekorcmpykuua no Xloc ¢
MeguaArHo map30-koHloHkmuBaAHo Aamb0 om 20pHUA kaenay
U UHMybauus Ha goAHuA kaHaakyn ¢ BeHokamHa mpbbuuka.
Cneg pekoHcmpykuua Ha Bmopu eman u npemaxBaHe Ha
mpbbuykama, ce ycmaHoBu HanoAHO Npoxogum kaHaAukya u
BbscmaHoBeHa HopmaaHa cmpykmypa u ¢yHkuus Ha kaenaya.

3AKAHOYEHIE

TpaBmume ca eguH Om COUUAAHO 3Hayumume npobAemu
8 odmaamonrozuama. Yecmo B ycAaoBus Ha cnewHocm U
kombuHupaHu HapaHABaHus mpaBmamuyHume npomeHu B
0bAacmma Ha kaenayume U nepuopbumaAHama 3oHa ocmaBam
nogueHeru, kamo nopBuyHama 06pabomka He € CbobpaseHa ¢
0CcHoBHUME npaBuaa 3a pekoHcmpykuuAa Ha me3u 30HU. ToBa
cb3gaBa cepuo3Hu aHamoMUYHU, GYHKULOHAAHU U eCmemuYHU
Npo6AEMU HA NALUEHMUME HA egUH NO-kbCeH eman, HaAazauwo
XUPYp2u4HO AeyeHue. Kopekuuama Ha nocmmpaBmamuyHume
npoMeHU Yecmo e npeguaBukameacmBo 3a okyAonaacmuyHume
xupyp3u. To u3uckBa u3noA3BaHemo Ha pasHO06pPasHU
pekoHcmpykmuBHU mexHuku, gemoHcmpupaHu 8 Hawemo
npoyyBare. [locmuzaHemo Ha Qobbp pe3yamam obaye
e om BakHo 3HaueHue 3a ¢yHKUUOHAAHAMA U COUUAAHA
pexabuAumauus Ha nauueHmu ¢ NogobHU NpobAeMU.
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