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A TECHNIQUE FOR LID LOADING IN THE MANAGEMENT 

OF THE LAGOPHTHALMOS OF FACIA.L PALSY 


RIO-lARD P. JonI', M.D. 

Los Atlos, Calif. 

\Veighting ot the upper lid witll gold, 
to provide closure and cosmetic im prove
ment in a lagophthalmos clue to facial 
palsy, has found increasing acceptance 
among plastic surgeons and ophthalmolo
gists since it was described by Smellie" in 
1906. The technique we have developed 
after a 4-year experience with this proce
dure has proved to be good, and it can be 
easil y modified as the clinical circum
stances change. The availability of a 
standardized gold weight* will make it 
possible to extend the usefulness of the 
procedure. 

Paral ysis of the orbicularis oculi limits 
the ability of the lids to close. In younger 
patients, the elasticity of the skin assists 
in closure. The older the patient, the 
more lax the skin and the greater the 
need for therapy. The addition of a gold 
weight to the upper lid assists in replac
ing orbiwlaris function. \Ve have found 
that variations in the weigllt and thick
ness of the eyelid tissues, and in the 
strength of the levator palpebrae muscle, 
cause considerable individual variation in 
the amount of gold necessary to achieve a 
satisfactory result. 

EVALUATION OF THE PATIENT 

Upper lid loading maybe considered 
for any patient with symptoms that re
quire such temporary measures as taping 
the upper lid down at night or using arti 
ficial tears, eye drops, or ointments to 

prevent corneal drying. The operation 

... Heyer-Schulte Corp., 5377 On'lpass Rd., Santa 
Barbara, Calif. 93111. 

may be performed also for purely cos
metic reasons, as in all cases the cosmetic 
deformity is at least mildly annoying; in 
some cases It is agol1lzmg·. 

The operation may not be suitable for 
all patients, even those with severe de
formities. It is not as effective for corneal 
protection as an extensive tarsorrhaphy;' 
even when the results are optimal, the 
patient must still be relied on to cooper
ate in the treatment and prevention of 
ocular irritation, conjunctivitis, corneal 
ulceration, etc. The lidloacling operation 
should be reserved for the alert, coopera
tive patient who can be depended on to 
follow instructions for instillation of 
medications and for follow-up visits. One 
should be cautious in recommending it 
for patients with accompanying trigemi
nal nerve lesions and insensitive corneas. 

THE PROSTHESIS 

The prostheses used are finished 99.99 
percent pure gold bars measuring (cross
section) I X 4.5 mm. The lengths used 
vary with the weight required (Fig. I). 
They are available in kits containing G 
different weights: 0.6, 0.8, 1.0, 1.2, 1.4, 
and 1.6 gm. The weights are curved on a 
radius of 12.5 mm; each has a central 
drill hole for suture fixation. 

Gold is the preferred material, because 
it is heavy (sp gr 19.21) and because its 
color is somewhat similar to that of fat. 
Silver-colored metals show through the 
skin of the lids as black 2 Gold may show 
through in very thin lids, but is less no
ticeable. 

From the Department of Surgery of the Stanford University School of Medicine, Stanford, Calif. 
Pres (, l1 ted , in part, at lhe Annual Meeting of the _\mcl·ican Association of Plastic Surgeons on May 12, 

1970 in Co~orado Springs, Colo. 
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PREOPERATlVE FITTING 

The weigh t of the prosthesis to be i m
planted is determined befo re operation 
by testing th e lid with different wciglHs. 
A sIllali amOLlnt of rubber cement, der
matome glue, or tll1cture of benzoin is 
appliedlo the COllCave side of the one gm 
prosthes is. ·With th e patient sitting up
right (fig 2), the weight is all ixcd to the 
upper lid just above the lashes, cen tered 
at the junctioll of the medial and central 
thirds of the lid (the po int at wllich leva

fl(:. I . So lid gold lid load:; in () siz<..:s, from .6 (Q 

l.G gm (at .2 gill imervals) . They an..: tn;1rked for 
wcighL and cur .... c.:cl all a radius of [2.5 mm - approxi 
matel y the usual curvature of tbe rarsal pl .He. 

tor functi on is maximal) . The clleeL as 
the pati ent looks up and down is noted, 
an d the weight is Changed until the best 
resul t is achieved. T he desirable weioht

;j 

is usually that which ho lds the lid abOLlt 
one mm lower than the no rmal lid when 
the patient looks straigllt ahead. This is 
because the levator seems to streno-chen 

;j 

a fter the weight is added . 
When the prosthes is of the proper 

weight has been chose ll, it should be 
cleaned with wap and water, rinsed thor
o ughly in distilled water, and autocJaved 
111 pre paration [o r lise. 

SLRCICAL PROCEDURE 

Local or general anesth es ia may be 
used. 

The inci;-;ioll is hori zo nt.;d, 1.5 to 2.0 C111 long, 
in lll c d eep portioll of the uPller lid sulcus. T be 
ill<..:(sio !! shou ld he centered ~I t lht: juncture o f 

lht' m edia l and ce ntra l third s o [ the lid. It 
sliouid be ca rried ,jus l through the orbicul{/n~ 

muscle fi bers 10 rile plane beneath tb e orbic H
ifl.ri.r. 

By blunt dissection , LIt e plane is opened to 

m ;! ke roo m [or lhe prosthesis on the surface or 
the orbiutl se ptulll and the tarsal plate. The 
pro.~thesis will usually res t mos ( com(ortabl y 
with its lower ed ge (l fe\\· millime ters above the 
liel l1l<lrgin . Th e proslh es is is tied to the orbital 
septum with ;1 singl e 5-0 or 0-0 nonabsorhClble 
sutur:.:, to hold it ill ph.I(':c Il lltil the t.i ss ues hea l 
around il. 

f:G: 2. Tesli n~ for dlC p~'ope r size of gold wl:ight in a 4i-year-old stell ogra pher, 5 months 
f?IIO\\"Ulg a ~·e:s cctlo.n of an eI ghth nerve lumor with destrllction of her faci al ne rve, (le/ t) Posi
CLan of het lids cI Ll rlllp; c1osUl:e, on~ cia y followi ng the eli vision o f a prOlecti vc ta rsonhapby. This 
(.lemOl~ .s[l:a tes abse l1.cc oE o-rblcuians f linC li()~ 1. The extreme elevation oE her u pper lid probabl y 
leslI .lb hom adh CSlollS bet",~cn th e:: slIpcnol" rectus m uscle .lIlt! th e Ie\'atot", associ ated with 
[leI! s p h.ellomenon . causing th ~ superior reClus to rcHate {he glohe npward on closure. 
(ce.ll tu , nglll) F unctIOnal a![era rion occll rring wi rh a lA gl11 gold proslhesis g lued [0 he r l'}'c licl 
(WIth Li crm awme glue), wIlli e ."he is looki ng forw;} rd ;}nd dO\I'n. 
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flc. 3. A 65- year-o ld rr.tircd leg;t l stenographer. one of our first paticlHs, ha u LIS gm of 
~o ld in 3 blocks placed in her upper lid one 'week a fter an intracranial destruct:io n or her 
:-icventh nerve. The ini tiall y placed gold blocks drifted about. became cOllspicuo us, and were 
apparentl y less than lhe necessary 'iveig-ht for function. In Novem ber 197 2, the o riginal weig hts 
were removed and re p laced by a 1..1 g ill pros thesis, a" dcscril)(:cl. Th e p;"lti(:m also had a medial 
ca nthoplasty, a lateral canlhopla~ t y , aw l a lower lid fasci al sling dOHe a few m o nths a [rer ber 
crtlniotomy. Shown here arc the ..lp pcar.a ll ce an d functi oll of her lid Lwo mo nthli after the 
second go ld implant . Th e righ t brow is eleva Le!l slig'h tly wi l:h tarc, to improve your vie w of 
her upper lid . 

The pros lhe.sis is placed a short di stallce ilhoye 
th e lid margin so dwt it "viIi no t be evident in 
(he thinnes( portion o f th e l id .. \ sl ight bulge 
[rol11 Lhe prosthes is is v i ~ iblc on close inspcnioll, 
but is no t easil y llo tic2a ble on ctSu;d obscn' (l
lion . 

T he sk ill alld ()rb icu la ris ilrc cl()~cd hy lhc 
melhod or the surgeOll 's ch oic e; ..-\11 cyc pad drc\s
illg is appli ed unlil the.: p" ticllt is a lcn ;!n t! h; ls 
recO\ 'C'red compl e tely [rom rll C ;tncs lh e li c. 

The leva to r strengthcllS sl igh tly as the 
weight is worn. It is occasionally n eces
sary to rep lace the prosthes is with a 
heavi er one after a few months. 

RES U LTS A ND COM i'vffiNT S 

The o'o ld weiollt docs not interfere
'" '" with elevation of the lid (Fig. 3), but al· 

lows the lid to fall when the levator re
laxes-as in downward gaze, blinking, 
and lid closure. It does no t compensate 
perfectl y for OY biwlaTis palsy, but it 
he lps to protect the co rnea, g ives an ap
pearance of normal m ove men t to th e lids 
and, in m any instances, makes it possible 
to avo id m ore deforming operations. 

Upper lid loading alone is of va lue in 
patients who are slowly recovering from 
Bell 's palsy. The weight ca n eas ily be re
moved when it is no lo nger needed. In 
more perman ent states, it can be used to 
complement o ther procedures-,-sLlch as 
the McLauglllin lateral can thoplas ty,' a 

brow liEt, or lower lid shortenin g proce
dures for ectropion, lower lid supporting 
procedures, fascial slings, or a medial 
G I n thoplas ty. 

Lid loading by itself does not eliminate 
the necessity for nocturnal corneal pro
tcnion with patches, con es, tap ing, eye 
drops, o r ointments- whatever the pa
tient and his doctor have found to be 
Illost effect ive. When eyelid loading is 
combined wi th other procedures, how
ever, protection of the cornea at night 
may n ot be necessary. Eleva tion ot the 
head at night is often helpful after lid 
loading'. 

The procedure does not modify the 
success of o ther procedures combined 
with it , but it does reduce the need to r 
deforming tarsorrhaphies. 

SU:\j;VHRY 

A technique for placing gold weights 
in th e upper lids to re lieve lagoph thalm os 
in patients with facia l pals y is described. 
The indica tions and other applications of 
the technique are presented. 

R ichard P. j ob e, M.D. 
762 Altos Oaks Drive 
Los Altos, Calif. 94022 

Dr. Jo be is Assocl dtc Cli n ic:t1 Professor o f Sur
gery a t SL,1I1fo l'rl C ll i\'ersity Sch ool of Medic ine 
Stan ford , Calif. 
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