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Background: Transconjunctival blepharoplasty remains a popular and safe
technique to treat periorbital aging. In the lower lid, it can be used successfully
for orbital fat excision, redistribution, or septal tightening. In the upper lid,
transconjunctival blepharoplasty has a role in removal of the nasal fat pad via
an isolated, direct approach.
Methods: The authors review anatomy, indications, and surgical approaches for
upper and lower lid transconjunctival blepharoplasty.
Results: Potential complications, patient results, and the senior author’s per-
sonal series are discussed.
Conclusions: In the lower lid, this technique can be advocated in an effort to avoid
lower lid complications such as sclera show or lid malposition. In the upper lid, it
can be effective in treating isolated fat pads with minimal skin excess. (Plast.
Reconstr. Surg. 125: 384, 2010.)

Transconjunctival lower lid blepharoplasty was
first described by Bourget in 1924.1 Five de-
cades later, Tessier popularized this approach

for blepharoplasty, after developing exposure in
the treatment of congenital malformations.2
Throughout the 1970s and early 1980s, prelimi-
nary techniques for transconjunctival blepharo-
plasty evolved, advocating the utility of fat removal
as conservative treatment for periorbital aging.3–5

The technique gained widespread popularity after
Zarem and Resnick advocated it to avoid possible
complications associated with skin-muscle flap
transcutaneous blepharoplasty.6 This has also
been advocated by several other authors to avoid
complications in lower lid blepharoplasty.7

Several authors have recommended transcon-
junctival access to expose orbital fat for resection,
pedicled fat repositioning, or septal suturing.8–10

In addition, the technique has been combined
with separate skin treatment, such as with skin-
pinch removal, carbon dioxide laser resurfacing,
or chemical peeling.11–13 Nonetheless, in the lit-
erature, the utility of transconjunctival versus
transcutaneous blepharoplasty remains debated.14

Traditionally, this technique was best suited
for young patients with isolated fat excess, no skin

excess, and normal skin quality and muscle tone.
More recently, many authors have advocated the
transconjuctival approach for older patients with
some degree of cutaneous redundancy and mus-
cle/ligamentous laxity. When indicated, transcon-
junctival lower lid blepharoplasty can be a favor-
able technique to avoid lower lid complications.15

In patients with lower lid laxity, however, the tech-
nique has significant limitations.

In the upper lid, transconjunctival blepharo-
plasty has been reported as a favorable technique in
selected patients to address the nasal fat pad while
avoiding the upper eyelid incision.16–18 In addition,
it has been advocated to treat the nasal fat pad in
patients who undergo concomitant brow lift who
do not require a full upper lid blepharoplasty.19,20

In this article, we review the relevant anatomy,
preoperative assessment, operative technique,
and potential complications.

ANATOMY
In the lower lid, orbital fat is contained ante-

riorly by the orbital septum, which separates it
from the overlying orbicularis and lower lid skin.
Posteriorly, the fat is bounded by the lower lid
retractors and conjunctiva of the posterior fornix.
The forniceal conjunctiva is continuous and re-
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flects onto the globe as the scleral conjunctiva. At
the most superior portion of the lower orbital fat,
the orbital septum fuses superiorly with the infe-
rior tarsal muscle, forming the capsulopalpebral
fascia, which inserts into the lower border of the
tarsal plate. Two vascular arcades are contained
within the lower lid and are visualized on the con-
junctival surface. The first arcade lies at the level
of the tarsal plate, whereas the second arcade lies
more inferiorly, just anterior to the conjunctival
reflection (Fig. 1).

The inferior oblique muscle, which separates
the nasal and central fat compartments, arises
from the anteromedial portion of the orbital floor
and passes posterolaterally. The arcuate expan-
sion of Lockwood’s ligament, which inserts into
the orbital rim anterolaterally, separates the lat-
eral and central fat compartments (Fig. 2).

In the upper lid, there are two orbital fat pads:
nasal and central. The nasal fat pad has a distinctly
pale or white hue, which is due to a different
embryologic origin and metabolic requirement.21

The central fat pad lies on the levator aponeurosis
and has a yellow hue. Anatomically, the supratarsal
fold results from a fusion of levator aponeurosis,
orbital septum, and fascia on the deep surface of
the orbicularis muscle. The levator has deep at-
tachments on the anterior surface of the tarsus
that penetrate to the dermis. During transcutane-
ous blepharoplasty, these attachments may be dis-
rupted. A supratarsal fixation suture to the apo-
neurosis is often required to prevent late-onset
ptosis. Superior to the tarsus, Mueller’s muscle lies
just anterior to the conjunctiva and can be en-

countered lateral to the incision in transconjunc-
tival upper lid blepharoplasty.

In the upper lid, the medial horn of the levator
aponeurosis lies higher than the lateral horn and
along with the tarsal plate is shifted lateral to the
midline as perioribital aging occurs. This allows
transconjunctival access to the nasal fat pocket
without risk of injuring the aponeurosis (Fig. 3).
The central fat pad lies anterior to the levator and
cannot be accessed through the conjunctiva with-
out injuring the aponeurosis.

INDICATIONS AND PREOPERATIVE
PLANNING

Transconjunctival lower lid blepharoplasty
can be effective in a variety of patients. Primarily,
it is useful in the young patient with excess lower
orbital fat who does not require skin redraping. It
can also be useful in patients with minimal skin
excess in whom excess fat excision alone allows for
redraping of the lower lid skin into an acceptable
contour, with subsequent elimination of the skin
laxity. Finally, it can be utilized in patients with fat
excess and fine skin wrinkling, which is treated at
the end of the procedure via direct excision of skin
(i.e., “skin-pinch”) while maintaining the integrity
of the orbicularis.

It is important to note that regardless of tech-
nique, transconjunctival lower lid blepharoplasty
does not eradicate fine skin wrinkling, which is often
better addressed with adjunctive procedures, such as
laser resurfacing or chemical peeling. In the lower
lid, fat from all three compartments may be treated,
with excision, redraping, or redistribution.

In the upper lid, the transconjunctival approach
is limited for treating the nasal fat pad only. This

Fig. 1. Vascular arcades of the lower lid. Two vascular arcades are
visualized on the conjunctival surface of the lower lid. The first
arcade lies at the level of the tarsal plate. The second arcade lies
more inferiorly, just anterior to the conjunctival reflection.

Fig. 2. Lower lid orbital fat compartments. A cadaveric dissec-
tion illustrates the three fat compartments of the lower lid.
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technique is often indicated for the patient with a
high tarsal crease that lacks central or lateral fat pad
herniation. It can also be applicable for the patient
with minimally redundant upper eyelid skin and for
the patient who presents with residual medial full-
ness of the upper eyelid following prior blepharo-
plasty. As a primary procedure, it may be combined
with brow lift or skin resurfacing for management of
minimal excess upper lid skin.

Preoperative evaluation, as with all blepharo-
plasties, should include a thorough history and
physical examination. The patient should be as-
sessed for any history or indication of dry eyes as
well as a recent history of LASIK surgery, which
can predispose to postoperative dryness. Current
recommendation is to wait at least 6 months after
LASIK for eyelid surgery. If dry eyes are of concern,
a Schirmer’s test should also be performed in addi-
tion to standardized testing for visual acuity.

Lower lid tone is also assessed by pulling the
central lid away from the globe with the examining
finger and thumb and by testing lid position using
the lower lid snap test. In cases of excessive laxity
(i.e., �6 mm distraction), the patient may be bet-
ter served with a transcutaneous blepharoplasty,
lateral canthoplasty, and/or lateral canthal an-
choring procedure to minimize the risk of lower
lid malposition. The amount and extent of peri-
orbital fat is also assessed as well as degree of skin
laxity. The extent of herniated fat is best deter-
mined by having the patient gaze upward while
palpating the lid cheek junction or closing the eye
and placing gentle pressure on the globe. Fur-
thermore, the degree of midface aging is also as-
sessed by elevating the lid-cheek junction, making
note of any malar bags or lateral edema. Table 1
provides a comparison of preseptal and postseptal
transconjunctival with transcutaneous blepharo-

Fig. 3. Upper lid transconjuctival access. The position of the medial horn of the levator aponeurosis is
illustrated. Just medial to its insertion, the nasal fat pad is accessible through a transconjunctival approach.
(Reprinted with permission from Nahai F. Transconjuctival upper lid blepharoplasty. Aesthet Surg J. 2005;
25:295.)

Table 1. Options for Lower Lid Treatment*

Preseptal
Transconjunctival

Postseptal
Transconjunctival

Transconjunctival with
Laser Resurfacing or Skin

Pinch Excision
Transcutaneous

(Skin-Muscle Flap)

Avoidance of external excision � � � � � � � � � � � (laser) –
(skin pinch)

– –

Effective treatment of excess skin �/– �/– � � � � � �
Effective treatment of excess muscle �/– �/– �/– � � � �
Effective treatment of herniated fat,

fat repositioning � � � � � � � � � � � � �
Theoretical risk of lower lid

malposition, scleral show � � � � � � �
Effectiveness in patients with lower

lid laxity – – – � � � �
Effectiveness in blending the

lid-cheek junction � � � – �/– � � �

*The degree of effectiveness is indicated by the number of plus signs.
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plasty approaches. In the upper lid, supraorbital
fat pads, nasal fat, herniated lacrimal glands, and
ptosis are noted and assessed.

OPERATIVE TECHNIQUE: LOWER LID
Transconjunctival lower lid blepharoplasty may

be performed under general anesthesia or conscious
sedation. In all cases, corneal protectors are used to
prevent exposure and/or injury to the globes. The
fornices are infilitrated with a small aliquot (1 to 2
cc) of 0.5% lidocaine with 1:200,000 epinephrine.

Exposure can be obtained through either the
preseptal or postseptal approach (Fig. 4). With the
preseptal approach, the incision is made below
the inferior tarsal border and the first vascular
arcade (Fig. 5). This approach allows fat excision,
fat redistribution, exposure to the midface, and lid
retractor excision. The conjunctiva is incised, and
the lower lid retractors are divided. The lid flap is
elevated deep to the orbicularis and anterior to
the orbital septum, which must be divided to reach
orbital fat (Fig. 6, above, left). The orbitomalar
ligament must also be released to access the mid-
face (Fig. 6, above, right).

The preseptal approach allows appropriate ac-
cess to redrape fat or perform suspension of the
sub–orbicularis oculi fat, most notably through
release of the arcus marginalis and orbitomalar
ligament and subperiosteal dissection. After or-
bital fat excision, it is our preference to excise the
orbital septum, as we feel that this reduces the
incidence of cicitrical lid malposition (Fig. 6, be-

low, left). When subperiosteal dissection is per-
formed, orbital fat can be repositioned to ablate
tear-trough. This is accomplished by transcutane-
ous fixation because there is no periosteum for an
anchor for suture fixation of the orbital fat (Fig.
6, below, right). Alternatively, dissection can be per-
formed superficial to the periosteum to facilitate
fat suture transposition. Conjunctival incisions
should be closed with fast-absorbing gut or chro-
mic sutures with buried knots.

Fig. 4. Lower lid transconjunctival blepharoplasty approaches. Through
the transconjunctival approach, the lower lid structures can be accessed via
the preseptal or postseptal approaches. (Reprinted with permission from
Nahai F. Transconjuctival blepharoplasty. In Nahai F, ed. The Art of Aesthetic
Surgery: Principles & Techniques. St. Louis, Mo.: Quality Medical Publishing,
Inc.; 2005:729.)

Fig. 5. Vascular arcades and incision placement. The locations of
the preseptal and postseptal incisions in relation to the vascular
arcades are illustrated. (Reprinted with permission from Nahai F.
Transconjuctival blepharoplasty. In Nahai F, ed. The Art of Aes-
thetic Surgery: Principles & Techniques. St. Louis, Mo.: Quality Med-
ical Publishing, Inc.; 2005:729.)
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In the postseptal approach, the incision is
made 4 to 5 mm below the tarsal border, at the
level of the second vascular arcade (Fig. 7, above).
This approach allows access to the fat without
involving the orbital septum but will not provide
exposure to the midface without division of the
orbitomalar ligament. The authors prefer to make
two separate conjunctival incisions with Colorado
tip cautery. The medial incision allows exposure of
the nasal fat compartments, whereas the lateral
incision allows exposure of the central and lateral
compartments. The conjunctival bridge which is
created over the inferior oblique muscle allows it
to be protected during dissection.

After the septal compartments are entered, fat
excision can be performed (Fig. 7, below). Avoid-
ance of overresection is important in preventing a
hollowed appearance. In both techniques, the lat-
eral fat pad is the typically the most difficult to

reach. The endpoint of fat excision is assessed by
applying gentle pressure on the globe and deter-
mining when the orbital fat is flush with the in-
fraorbital rim. Meticulous hemostasis is per-
formed with bipolar or unipolar electrocautery.
After fat excision, skin is allowed to redrape by
pulling the lower lid margin superiorly. In the
postseptal approach, no sutures are required for
closure.

OPERATIVE TECHNIQUE: UPPER LID
Transconjunctival resection of the nasal fat

pad can be performed under local or general an-
esthesia. If additional major facial rejuvenation
procedures are planned, general anesthesia is pre-
ferred. When using local anesthesia, two drops of
tetracaine are placed on the eye, followed by place-
ment of corneal protectors. The skin and con-
junctiva are infiltrated with 0.5% lidocaine with

Fig. 6. (Above, left) Preseptal approach. Utilizing the preseptal approach, the midface can be accessed. (Above, right) Release
of the orbitomalar ligament. Release of the orbitomalar ligament allow access to the midface for sub– orbicularis oculi fat
elevation or fat redraping. (Below, left) Central fat mobilization and septal excision. The preseptal approach allows access and
mobilization of the central fat pad for repositioning. (Below, right) Transcutaneous fixation of orbital fat. If subperiosteal
dissection is utilized in the midface, transcutaneous fixation is needed for fat repositioning.
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epinephrine 1:200,000. When using general an-
esthesia, lidocaine and epinephrine are used for
the vasoconstrictive effect.

By using a Blair retractor, the medial part of
the upper eyelid is pulled upward to expose the
bare area where the conjunctiva is below the me-
dial horn of the levator aponeurosis and the me-
dial fat lies just deep to the conjunctiva. By apply-
ing gentle pressure on the globe, the fat can be
easily seen as a bulge through the conjunctiva. A
5-mm incision in the conjunctiva is made with
Colorado needle-tip cautery (Fig. 8, above). Care is
taken to make the incision medial; any lateral
extension may injure the levator aponeurosis.

After the incision is made, the medial fat is
easily exposed and can be gently teased out into
the wound (Fig. 8, below). The excess fat is resected
with the coagulating current in a graduated man-

ner. The endpoint of resection is judged by gentle
pressure on the globe and assessing for medial
bulging through the skin. The conjunctival inci-
sion is left open, with minimal risk of wound heal-
ing issues.

POSTOPERATIVE CARE
If chemosis or swelling is demonstrated during

the operative case, a lateral tarsorrhaphy is em-
ployed at the lid margins approximately 4 to 5 mm
from the lateral corneoscleral limbus. This ma-
neuver allows the lid to maintain congruity with
the conjunctiva. The tarsorrhaphy sutures are left
for approximately 1 week.

The upper and lower conjunctival incisions
may evoke a foreign body sensation to the patient,
particularly when buried sutures are utilized to
close a lower lid preseptal incision. In these pa-
tients, Tobradex (Alcon Laboratories, Inc., Fort

Fig. 7. (Above) Postseptal approach. In the postseptal approach,
two access incisions are made at the level of the second arcade.
(Below) Excision of orbital fat through the postseptal approach.
All three lower lid fat pads can be accessed through two incisions.
The conjunctival bridge prevents exposure and potential injury
of the inferior oblique muscle.

Fig. 8. (Above) Upper lid “bare area” for transconjunctival access.
The bare area lies medial to the medial horn of the levator apo-
neurosis and allows exposure of the nasal fat pad. (Below) Upper
lid transconjunctival fat excision. The nasal fat pad is excised
through the transconjunctival upper lid approach.
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Worth, Texas) ophthalmic ointment is used. All
patients are maintained on lubrication drops and
instructed to use cold compresses and/or ice for
swelling control. Patients are also instructed to
sleep with their heads elevated and avoid bending
forward as this may exacerbate swelling and dis-
comfort.

RESULTS
The transconjunctival approach to upper and

lower lid blepharoplasty has been reliable. Ideal
candidates for the postseptal approach are pa-
tients with bulging lower lid fat with no skin excess.
The ideal candidate for the preseptal approach
has aging of the lid cheek junction in need of fat
redistribution. Figures 9 through 11 illustrate ex-
amples of patients who have undergone various
techniques.

Complications
In the senior author’s (F.N.) personal series of

300 consecutive lower lid blepharoplasties from
1992 to 1995, 120 transconjunctival and 180 trans-
cutaneous blepharoplasties were performed. The
complication rate for the transconjunctival group
was 5 percent, and that of the transcutaneous
group was 13 percent. In the transconjunctival
group, there was no lid retraction, and in the
transcutaneous group, 3.3 percent had lid
retraction.22,23 Revision and complication rates are
listed in Table 2.

Postoperative hematomas may occur, particu-
larly with variations in patients’ blood pressure.
Any unilateral discomfort, particularly in the set-
ting of diplopia, decreased visual acuity, or firm

Fig. 9. Preseptal lower lid transconjunctival blepharoplasty with
fat repositioning. This woman in her early 60s complained of
baggy lower eyelids and bulging orbital fat (above). A preseptal
lower lid transconjunctival blepharoplasty was performed, in-
cluding fat resection and repositioning as well as release of the
tear trough. Postoperative photographs were taken at 12
months (below).

Fig. 10. Postseptal lower lid fat removal with laser resurfacing.
Transconjunctival fat removal with erbium laser resurfacing was
performed on the lower lids of this woman in her 40s (above).
Postoperative photographs were taken at 1 year (below). Al-
though she is improved, the aging of the lid cheek junction was
not adequately addressed because only fat was removed
through the postseptal approach. An alternative preseptal ap-
proach with fat redraping might have addressed this.
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globe prominence, should be evaluated immedi-
ately for retrobulbar hematoma (a surgical emer-
gency). Immediate lateral canthotomy in the re-
covery room under local anesthesia should be
performed, followed by administration of steroids
and mannitol as well as close ophthalamological
evaluation.

Chemosis is very uncommon after transcon-
junctival blepharoplasty. It is usually self-limiting
and can be treated with tarsorraphy and/or To-
bradex ointment. In prolonged cases, a conjunc-
tomy may be performed in the office, under local
anesthesia. Infections are rare and can usually be
treated with ophthalmic antibiotic drops or an
oral flouroquilonone. Late-onset infection (i.e.,

presenting more than 6 weeks after surgery)
should be evaluated for atypical infections, such as
Mycobacterium. Late-onset nodules may indicate
noncaseating granulomas or lacrilube cysts.

Mascara, makeup, or operative lubrication
ointment may be contained with the tranconjunc-
tival incision and can potentially cause a foreign
body reaction requiring excision. Corneal irrita-
tion from the buried conjunctival sutures is also
rare and can be managed expectantly with lubri-
cation drops and ophthalmic ointment.

In the lower lid, the inferior oblique muscle lies
between the nasal and central fat pads and is sus-
ceptible to injury during fat pad excision. When it is
injured, symptoms may range from a transient
diplopia to a more debilitating strabismus.24 Care-
ful dissection of the fat pads in this region will avoid
this complication. Several large series have demon-
strated that lower lid malposition, sclera show, or
ectropion can occur but with lower incidence com-
pared with transcutaneous lower blepharoplasty.
Nonetheless, lid malposition may be more frequent
in the population of patients demonstrating preop-
erative lid laxity. These patients may be better served
with a transcutaneous blepharoplasty with tighten-
ing of the tarsoligamentous sling and lateral canthal
anchoring.7

Variance in the volume of fat resection can
also lead to suboptimal results. Avoidance of over-
resection is imported to prevent a hollowed-out
appearance. On the contrary, underresection of
fat (particularly in the lateral compartment) can
create unsightly contour deformity and may re-
quire reexcision.

Fig. 11. Upper lid transconjuctival blepharoplasty with brow lift.
This woman in her mid-40s underwent endoscopic brow lift,
transconjunctival removal of fat from the upper lids, and lower lid
blepharoplasty with transpalpebral midface lift (above). Postop-
erative photographs were taken at 1 year (below). As described in
the technique of transconjunctival upper lid blepharoplasty, no
skin was removed from the upper eyelids.

Table 2. Transconjunctival and Transcutaneous
Blepharoplasties: A Consecutive Series of 300
Patients (March of 1992 to 1996)*

Transconjunctival
(n � 120)

Transcutaneous
(n � 180)

Primary blepharoplasty 101 (84%) 145 (81%)
Secondary

blepharoplasty 19 (16%) 35 (19%)
Follow-up, years

Mean 3 3
Range 2-4 2-4

Complications
Surgical revision 2 (1.7%) 4 (2.2%)
Exposure 0 8 (4.4%)
Subconjunctival

hematoma 2 (1.7%) 4 (2.2%)
Infection 0 2 (1.1%)
Granuloma 2 (1.7%) 0
Scleral show,

ectropion 0 6 (3.3%)
Overall 6 (5%) 24 (13%)
*Reprinted with permission from Nahai F. Transconjunctivial bleph-
aroplasty. In Nahai F, ed. The Art of Aesthetic Surgery. St. Louis, Mo.:
Quality Medical Publishing; 2005:720–723.
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In the upper lid, complications are also very
rare, particularly when dissection is limited to the
nasal fat pad. In aggressive resection, Mueller’s
muscle or the levator aponeurosis may be injured,
resulting in postoperative ptosis and/or levator
dehiscence. In cases where overresection of skin is
performed, lagophthalmos can also result.

CONCLUSIONS
The transconjunctival approach to blepharo-

plasty is an effective method to treat periorbital
aging both in the lower and upper lid. In the lower
lid, transconjunctival blepharoplasty allows direct
access to orbital fat for excision or repositioning
and can be effective for access to the midface for
adjunctive rejuvenation procedures. In cases of
lower lid laxity, it should be used with caution. In
the upper lid, transconjunctival blepharoplasty
can be an effective method for treating the nasal
fat pads, particularly when there is no indication
for upper lid skin excision.
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Paces Plastic Surgery
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