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INTRODUCTION
There has been great progress in the field of dou-

ble eyelid surgery since Mikamo reported on his suture 
method1 to create a lid crease in 1896. The field has 
since then expanded from the buried sutures method 
to incisional approaches.2–29 Steady progress in reported 
research findings through the 1980s and 1990s allowed a 
better understanding of the structures of the upper lids in 
Caucasians as well as Asians4–11; of these findings, those by 
Collin et al5 and Morikawa et al11 are worth a special men-
tion. There were fewer papers published on Asian eyelid 

complications and their corrections. It is this author’s 
experience that easier revisions for post-blepharoplasty 
lid crease complications are possible in those presenting 
with at least a few millimeters of residual eyelid skin left, 
while more difficult revisions involve those with little skin 
remaining. For those with scarce skin, the author had 
presented an analysis30,31 of a super-beveled revision tech-
nique involving 48 eyelids,30–33 with an average improve-
ment in lowering (by 2.75 mm) of abnormally high crease 
height. Additional overviews on Asian blepharoplasty and 
general crease design are referenced.34–37

Among papers on revisional corrections, in 2000, Kim et 
al38 reported on grafting of preaponeurotic fat and use 
of septal tissues in unsatisfactory blepharoplasty. In 2004, 
S. Chen et al39 described their findings on 168 patients seen 
for corrective Asian lid surgery, and their report focused 
on patient satisfaction. Kim et al40 in 2006 described the 
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Background: This study reports on a series of challenging revisional Asian blepha-
roplasty cases with various suboptimal factors, including high or low crease height, 
shallow or deep crease indentation (depth), and suboptimal crease shape. The 
study also presents a simple scoring scale that combines these challenges into a 
composite score, which has helped in the management of these cases.
Methods: Data on 64 revisional cases were collected between January 1, 2006, and 
June 30, 2019, with 126 upper eyelids. These were cases with little skin remaining 
after previous surgeries, and each eyelid was scored based on a height, depth, shape 
scoring method. A composite score (H + D + S) is then summed up, which ranged 
from 1 to 10, with the higher number being the most challenging. The logic and 
rules behind this scoring scale are explained.
Results: Data regarding age, gender, and eyelid crease characteristics of the cases 
were collected; photographs, notes, and diagrams in the medical records were 
used to complete each eyelid’s scoring. The age of the patients (57 women and 7 
men) ranged from 21 to 74 years. The revision score distribution, age distribution, 
and averaged scores within each age group were investigated for those starting at 
24 years or younger, and for each added decade until over 65 years. Patients with 
revisional effort scores of 5–8 were found in all age groups surveyed.
Conclusions: In this study, the author presents a practical scoring scale that rec-
ognizes the factors responsible for the suboptimal results in double eyelid plasty 
and helps clinicians in management, patient-counseling, and planning of surgi-
cal solutions. (Chinese abstract available here: 請從此看論文摘要: http://links.
lww.com/PRSGO/B425.) (Plast Reconstr Surg Glob Open 2020;8:e2802; doi: 10.1097/
GOX.0000000000002802; Published online 29 May 2020.)
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use of fibromuscular tissue graft in secondary blepharo-
plasty. In 2010, Zhang et al41 reported on repair of unsat-
isfactory double eyelid. In 2015, Cho42 discussed revision 
of upper blepharoplasty. Young et al43 in 2018 described 
crease lowering in revision for Asians; their operative pho-
tographs showed a significant excision of skin tissues, with 
about one-third of patients undergoing ptosis repair.

Suboptimal results obtained after double eyelid pro-
cedures may involve height or shape of the crease, regard-
less of whether the crease formed is natural (dynamic) or 
static, continuous or broken, and deep-set or rudimentary. 
Some creases may disappear with time, while others may be 
only partially formed across the palpebral fissure. Success 
depends on the clinician’s skill in selecting the correct 
crease height (H), constructing it to the optimal depth (D) for 
a dynamic crease, and being able to develop it to the proper 
desired shape (S). The 4 factors to strive for in this regard are 
height, shape, continuity, and permanence. Clinically sig-
nificant asymmetry can arise from a deviation from proper 
height and shape of the eyelid crease, a lack of continuity 
of crease (partial, segmentation, bifurcation, undesirable 
widening or narrowing of crease in sections along the palpe-
bral length) on one or both sides, and a lack of permanence 
(poor crease formation from mid-lamellar scarring or disap-
pearance) (Fig. 1).

Besides the factors mentioned, it is important to under-
stand the concept of the apparent crease height versus the 
anatomic crease height,44 as well as the vulnerability of the 
levator palpebrae superioris to inexact placement of crease-
forming sutures. Chen45 discussed the precise placement 
of crease-forming points and avoidance of locking sutures 
that may amplify Faden-like (restrictive) effect on the 
posterior lamella (levator muscle, Mueller’s muscle) (see 
the links to outside Videos 2-4, located in Supplemental 
Digital Content 1, http://links.lww.com/PRSGO/B372). 
Deviation and suboptimal results are magnified among 
Asian anatomy due to smaller anatomic dimensions.46

In revisional cases, besides height and shape, one is 
often faced with a third factor of suboptimal depth (D) of 
the crease (being too deep or too shallow) or the dermis 
of the wound showing wound spreading.

This article presents a series of cases that illustrates 
how a crease height, crease depth, and shape scoring sys-
tem can be used to quantitate these findings and helps in 
management of these revisions.

PATIENTS AND METHODS
Each revisional patient underwent a comprehensive 

ophthalmic examination, including checking for lid lag, a 
poor closure of the lid margins, any evidence of extraocu-
lar muscles or levator muscle weakness, double elevators’ 
palsy, neuromuscular disorders, Parkinsonism, and myas-
thenia gravis. Also recorded are the absence or presence 
of Bell’s eye reflex (oculocephalic reflex), any history of 
dry eyes, or prior corneal refractive procedures that may 
have induced a degree of dry eye syndrome. The crease 
height of each upper eyelid was measured with the eyes 
on downgaze such that the lid and levator were resting 
passively, using a millimeter scale or a caliper spanning 
the distance from the crease to the central lid margin. The 
depth of the scar and the shape of the crease were exam-
ined visually. Patients included were those with barely any 
skin remaining (Fig.  2, yellow box), and who presented 
with any abnormality in crease height, depth, or shape. 
The exclusion criteria included anyone with strabismus, eye-
lid malposition of ptosis or upper lid retraction, and sys-
temic or ocular neuromuscular disorders; also excluded 
were those with some excess skin remaining, who could 
therefore undergo a standard repeated blepharoplasty. 
The 64 cases in this series all required the super-beveled 
revisional Asian blepharoplasty.30,31

Assignment of Revisional Effort Score (RES)

1.  Height

(a)	 Among revisional patients with little skin remain-
ing, correction of the high crease height had 
been the most challenging task; such patients 
were assigned a maximum H score of 5 (red 
down arrow, in crease height column) (Fig. 3).

Fig. 1. Circle of parameters and of complications in Asian blepharoplasty—height, shape, continuity, 
and permanence. Reprinted with permission Chen WPD. Asian Blepharoplasty and the Eyelid Crease. 3rd 
ed. Edinburgh/New York: Elsevier; 2016.
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