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Pretarsal Fixation of Gold Weights ill Facial Nerve Palsy 

Stuart R. Seiff, M.D., John H. Sullivan, M.D., L. Neal Freeman, M.D., and 
James Ahn, M.D. 

Implantation of a gold weight in the prelarsal ~pace was 

performed on 17 patients with poor eyelid closure sec

ondary to facial nerve weakness. Successful results were 

obtained in 14 (82%) of I7 patients. Postmortem histopa

tho!ogy of such a case demonstrated firm fibrous encap

sulation of the weight.. Although some authors advocate 

fi xation of lid weights to the orbital septum, fixation in the 

pretarsal space is preferred for the following reasons: (a) 

"cheesewiring" is less likely to occur. (b) a limited 

levator recession may be more ea.sUy performed, (c) 

greater mechanical benefits are obtained , and (d) the 

potential for inferior migration is less . 
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Function of the facial nerve may be lost on a 
temporary or permanent basis due to a variety of 
causes including tumor, trauma, infection, surgery I 
and idiopathic (including Bell's palsy). Ophthalmol
ogists are often called on to manage problems such 
as lacrimal hyposecretion, brow ptosis, lagoph 
thalmos, lid retraction, paralytic ectropion, and 
exposure keratopathy in these patients. 

Various measures are available for treatment 
depending upon the nature and severity of the 
problem. Lagophthalmos may result in a medically 
unresponsive exposure keratopathy and require 
surgical correction . A lateral tarsal strip procedure 
may be done (I), but additional measures are usu
ally necessary . Tarsorraphy is commonly per
formed; however, thi s limits visual field and may 
obscure the vi sual axis (2). The implantation of 
various different devices has been used in order to 
provide a more dynamic cure than that provided by 
tarsorraphy. Sheehan described the use of a tanta
lum wire and mesh implant in the upper lid (3). 
Fourteen years later, Morel-Fatio and Lalardrie 
reported on the use of a palpebral spring placed in 
the upper lid; this may be particularly useful in 
patients with severe impairment of eyelid closure 
(2 .4). Use of an encircling silicone rod is another 
approach that may be beneficial in some patients 
(5). Teehniques such as direct facial nerve repair, 
autogenous nerve grafting, cross-face nerve graft
ing, and nerve crossovers (especially utilizing the 
hypoglossal nerve) may be employed. Muscle trans
fers, free muscle grafts. and suspension with fascia 
lata, tendon. or alloplastic materials help provide 
bulk and support to the paralytic face (6). 

The implantation of a gold weight to allow for 
gravity-ass isted closure of the upper lid was first 
described by Smellie (7) . Others have subsequently 
reported on their experience with gold weight im
plantation (2 .8-14) . Many of these authors believe 
the weight should be attached to the orbital septum 
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(a) 

FIG. 1. Preoperalive determination of appropriate weighl. The correct weighl places the 
upper lid 2 mm below the superior timbus with the eye open (a), and allows for passive 
closure (b) . 

(2 ,9, 12,13). We describe our technique of implanta
tion and attachment of the gold weight in the 
pretarsal space combined with limited levator re
cession, and report the results we have obtained in 
a series of patients. Histopathology is available for 
one case. 

PATIENTS AND METHODS 

The record s of the surgical practices of two of us 
(S.R.S. and 1.H .S .) were reviewed to identify pa
tients who had undergone implantation of a gold 
weight. Seventeen patients were identified, each of 
whom required gold weight implantation because of 
ophthalmologic complications of facial nerve palsy. 

The indications for surgery were essentially those 
outlined by Levine (15). Patients were strongly 
considered for gold weight loading if facial paralysis 
was likely to be longstanding and if keratopathy 
and/or marked irritation was present despite inten
sive medical measures or previous surgery. Surgery 
was more likely to be performed if decreased tear 
production, los s of corneal sensation, andlor poor 
Bell's phenomenon were present. 

The gold weights are fabricated from 99.99% pure 
gold and are curved to fit the shape of the upper lid . 
The dimensions are approximately 10 mm length, 5 
mm height , and I mm thickness . Two or three I mm 
holes are spaced across the length of the weight to 
allow for suture fixation. Weights are available in 
0.2 g increments varying between 0.6 and \.6 g. 

The appropriate weight was selected for each 
patient preoperatively . By taping the different 
weights to the outside of the lid in the area overlying 
the tarsus, the correct weight for a given patient 
could be selected by a trial and error basis. The 
desired weight placed the upper lid 2 mm below the 
superior limbus with the eye open, and allowed the 
lid to close passively with the patient in the sitting 
position (Fig. I). A slight overcorrection is desir

able since the levator muscle appears to strengthen 
postoperatively. 

The surgical technique is as follows: Local anes
thesia is achieved with the use of topical 0.5% 
proparacaine hydrochloride and subcutaneous in
jection of 1.5 cc of 2% lidocaine with I: 100,000 
epinephrine into the upper lid. The lid crease is 
marked. A 4-0 black silk suture is placed near the 
upper lid margin to allow for downward traction . A 
blade is used to incise at the lid crease through skin 
and orbicularis. Scissors dissection is performed 
inferiorl y to the pretarsal space . The levator apo
neurosis is stripped from its attachments to tarsus in 
the area of planned implantation, thus baring the 
anterior tarsal surface and effecting a modest leva
tor recession. Hemostasis is achieved. The previ
ously selected gold weight (which has been thor
oughly cleansed and sterilized) is centered over the 
bare tarsal surface, and sutured directly to the 
tarsus with three interrupted 5-0 polyester sutures 
(Fig. 2). Antibiotic solution is irrigated into the 

FIG. 2. The gold weight is centered over Ihe bare tarsal 
surface and sutured directly to the tarsus. 
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FIG. 5. A dense layer of fi· 
brous tissue (aslerisk) sur
rounds the space where the 
gold implant had been previ
ously placed (star). T. tarsus. 

third patient had persiste nt corneal staining despite 
use of the lid load and eventually required addi
tional tarsorraphy. 

Special mention should be made of two patients 
who were considered succes ses. In one case, there 
was good closure postoperatively and the patient 
was comfortable, but ptosis was noted about 3 
months following gold weight implantation. This 
was thought to be due to partial return of facial 
nerve function plus the effect of the lid load. The 
gold weight was removed and ptosis repair was 
subsequently carried out. Another patient initiallY 
underwent implantation of a 1.6 g weight; however, 
wound closure was modified from that described 
above . In this case , supratarsal fixation of the 
levator aponeurosis to the skin was included in an 
effort to form a defi ned lid crease. The gold weigh t 
began to extrude 2 months later and was removed . 
One month later, a 1.4 g weight was implanted with 
routine skin closure without supratarsal fixation. 
The patient has done well since the second opera
tion . No other cases of extrusion occurred in this 
series. 

Histopathology was obtained from an 81-year-old 
man who underwent gold lid loading for facial nerve 
palsy caused by Pseudomonas otitis. The postoper
at ive result was good with excellent lid closure and 
a clear cornea with minimal or no staining . Four 
months after the lid surgery, the patient died from a 
myocardial infarction and permission for autopsy 
was granted. 

Histopathologic examination revealed a dense 
layer of fibrous tissue surrounding the area in the 

pre tarsal space where the gold implant had been 
placed (Fig. 5). A few lymphocytes and epithelioid 
cells were seen in the region of the fibrous tissue. 
No foreign body giant cells were present. 

DISCUSSION 

Tarsorraphy has been traditioQally used when 
exposure keratopathy develops in patients with 
facial nerve palsy, but besides limiting vision, the 
procedure may lead to an unappealing cosmetic 
defect. Following release of a tarsorraphy, prob
lems such as lid notching or entropion may occur 
(2). 

Lid loading operations may be very effective in 
patients with weakness of the facial nerve. Gold has 
been used more commonl y than other materials 
because of superior color match as seen through 
skin combined with minimal tissue reactivity (7). 
The surgical technique of lid loading is relatively 
simple, and by selecting the correct weight for 
loading, the eyelids will open and close well on 
volition. Though dependent upon gravity for its 
effect, closure in the supine position (e.g., during 
sleep) is possible if the head is slightly elevated (13) . 
If facial nerve function returns or complications 
associated with the lid weight develop , the weight 
may be easily removed . 

Different authors have described various loca
tions in which the lid load may be implanted . 
Smellie indicatcd placement of the weight subcuta
neously in tbe lower part of the lid without men
tioning wheth.er dissection was superficial or deep 

Oplillwlmic Plost ReCons!r Surg , Vol. 5, No . 2. 1989 

http:wheth.er


109 PRETARSAL GOLD WEIGHT FIXATIO N 

5. 	 Arion HG . Dy namic closure of the lids in paralysis of the 
orbicularis muscle. Inl Surg 1972;57:4S-50. 

6. 	 Baker DC. Fac ial paralys is . In: Smlth Be, Dell a Rocca Re. 
Nesi FA, Lisman RD , eds. Ophthalmic plastic and recon
structive surgery . 51. Louis: C. V. Mos by, 1987:580-90. 

7. 	Smeliie GO. Restora tion o f the blinking reftex in facial palsy 
by a simple lid-load operation. Br J Pfast Surg 1966;19 :279
83. 

8. 	 Barclay TL. Roberts AC. Restoration of move ment to (he 
upper eyelid in facial palsy . Br J Plast SUfg 1969:22:257--61. 

9. 	Jobe R P. A tec hnique for lid loading in the ma nagemen t of 
the lagophthalmos of fac ial palsy. Pfast Reconsrr Surg 
1974;53029-32. 

10. 	 Habal HB. On lid loading in the management of lagoph
thalmos . Pfost Recon.rfr Surg 1974 ;54:21 J. 

(I. 	Micheli ·Peliegrin i D. More on lid-load ing in the managemenl 
of lagophtha lmos . Pla s! Reconstr Surg 1975 :55:482. 

12. 	 Freeman BS . Facial pal sy. In : Converse JM , ed . Recon' 
structive plastic surgery, 2nd ed. Philadelphia: W. B. Saun
decs,1 977:1 835-.1 . 

13. 	 May M. Th e fa cial nerve . New York: Thieme, Inc .. 1986: 
769-70. 

14. 	 Jackson IT. Surgieal treatmen t o f eyelid problems in facial 
pal sy. In : Tessier P, CaUahan A. Mustarde Je , Salyer KE. 
eds . Symposium on plastic surgery in (h e orbital region. St
Louis, C. V. Mosby, 1986:389-403. 

15. Levine RE. Eyelid reanimation surgery . [n : May M. Th e 
facial nerve . New York: Thieme , Inc ., 1986:68 1- 94. 

Ophrhalmir: Pla.sr Recon.Slr Surg. Vol . 5, No. 2. /989 




