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ABSTRACT  

Ectropion is an outward turning of the eyelid margin. Patients may experience symptoms due to ocular 

exposure and inadequate lubrication. The causes of retraction of the lower lid are multifactorial and may include 

scarring retraction, horizontal lid laxity, middle lamellar inflammation, or facial palsy. Ectropion is classified as 

congenital or acquired. In maxillofacial surgery, may appear following procedures related to subcilliary 

incisions, the management of skin cancer and, nevertheless, post parotidectomy. The aim of the treatment is to 

restore anatomy, function and aesthetics of the patients. 
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INTRODUCTION 

Ectropion is a condition which is 

characterized by eyelid eversion that can 

range from mild to severe and which 

determines different symptoms including 

chronic irritation, difficulty to occlude the 

eyelid, keratitis, corneal ulcerations, 

infections and also aesthetic changes [1]. 

Generally, the progression observed is from 

eyelid laxity to punctal ectropion, to medial 

ectropion, and then to generalized ectropion. 

If the punctum is everted slightly from the 

lacus lacrimalis, tears cannot effectively drain 

into the canalicular system. Also, horizontal 

eyelid laxity may produce a flaccid 

canalicular syndrome or poor lacrimal pump, 

producing epiphora [2]. 
The lower lid is supported by the lateral 

and medial canthal tendons, capsule-palpebral 

fascia, tarsus, orbicularis oris muscle and it is 

subdivided into the anterior part (skin and 

orbicularis oris muscle), medial part (orbital 

septum and orbital fat) and posterior lamellae 

(capsulopalpebral fascia and conjunctiva) [2].  

The causes of retraction of the lower lid are 

multifactorial and may include scarring 

retraction, horizontal lid laxity, middle 

lamellar inflammation, or facial palsy [3,4]. 

Also, ectropion can occur in midface 

fractures due to the changed position of the 

lateral or medial canthus. 

Ectropion is classified as congenital or 

acquired. Depending on the etiology, 

acquired ectropion can be involutional, 

cicatricial, paralytic or mechanical. Among 

these, the involutional type is the most 

common form [5]. Cicatricial ectropion 

results from scarring of the eyelid tissue 

whereas the paralytic form is associated with 

facial palsy [2]. Mechanical ectropion appears 

due to a mass effect on the eyelid (e.g. 

tumors, secondary to wearing glasses) which 

pulls the lid margin away from the globe or as 

a complication of fractures of the midface and 

it is managed through the treatment of the 

underlying cause [2,6].  

In maxillofacial surgery, ectropion may 

appear following procedures related to 

trauma, subciliary incisions, post 

parotidectomy or to management of skin 

cancer.    

 

Cicatricial ectropion 

Cicatricial ectropion can appear secondary 

to surgical approaches of orbital floor and 

periorbital fractures, burns, surgical 
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reconstruction of defects following tumor 

resection or to blepharoplasty procedures 

[1,7].  

The most common complication following 

management of orbital floor fractures is lower 

lid malposition which determines functional 

and cosmetic problems: palpebral 

asymmetries, ectropion, entropion, lower lid 

retraction and scleral show [8].  

Vertical shortening of the lower lid is a 

problem that accompanies any access incision 

to the orbital floor rim and internal orbit. This 

shortening occurs as a result of scarring 

between the periosteum and tarsal plate, 

shortening the septum [8,9]. Surgeons can 

access the infraorbital rim and floor by using 

either a transcutaneous or transconjunctival 

approach [9,10]. The incidence of ectropion 

reported for subcilliary incisions with skin 

and muscle dissection varies. In a recent 

systematic review and meta-analysis, the 

frequency of ectropion in 1719 patients was 

found to be significant reduced for patients 

who underwent transconjunctival approach 

(8.8%) compared to transcutaneous 

(subcilliary) approach (14.5%) [7]. Lacy and 

Pospisil has reported a 18% occurrence in 

patients who underwent surgery for 

zygomatico-orbital trauma [11]. They also 

noted an increased incidence in elderly and in 

those patients with edematous lids. Bahr et al. 

confirmed that patients with traumatic edema 

develop more complications [12]. The same 

subcilliary incision is also used in 

ophthalmology in cases of transorbital 

approach of intraocular foreign bodies 

[13,14], or in cases of surgical treatment of 

exophthalmos due do Basedow-Graves [15-

17]. There are reports of large intrasinusal 

benign lesions (mucocele) which can destroy 

the orbital floor and malar bone. In this case, 

the treatment is complex and facial aesthetics 

needs to be restored, taking in consideration 

also the postoperative sequelae (e.g. 

ectropion) that may arise [18,19]. The 

traditional transcutaneous incision for orbital 

access is the same as that used in plastic 

surgery for cosmetic blepharoplasty [1]. 

Unfortunately, when used for skeletal 

surgeries, this technique has a significant rate 

of complications. For preventive measures 

and in order to provide sufficient support of 

the lid, it is recommended to use a Frost 

suture which is placed through the skin of the 

lower lid and taped to the forehead. It is 

reported that the use of this procedure reduces 

the incidence of ectropion by 50% [20]. 

The treatment of facial skin cancer located 

in the cheeks or zygomatic area requires 

oncological resection and morphological and 

functional reconstruction of the defect by 

various methods: direct closure, rotational 

and transpositional flaps or skin grafts [21]. 

Regardless of the technique, malposition of 

the lower lid is a possible long-term 

complication and the contributing factors are 

horizontal eyelid laxity, disinsertion or 

attenuation of lateral canthus, and scarring of 

the skin and/or of orbital septum [3]. The 

surgical procedure for correcting ectropion 

must address the underlying anatomic factors 

responsible for this malposition. 

Consequently, the aim of such interventions 

is to correct the horizontal and vertical 

instability of the lower lid by stabilising the 

medial and lateral canthal tendons, a tarsal 

strip procedure or other shortening 

procedures, hard palate or skin grafting, or a 

combination of these procedures [3,4].  

 Paralytic ectropion 

 The etiology of facial nerve palsy varies, 

but the most common causes are Bell Palsy, 

followed by malignant tumors, 

traumatic/iatrogenic injuries and Ramsay-

Hunt syndrome [22,23]. Both blunt and 

penetrating cranio-facial trauma may cause 

facial nerve injuries. With penetrating facial 

wounds, nerve injury to facial nerve branches 

medial to a line drawn vertically through the 

lateral canthus of the eye may retain facial 

movement because of the degree of nerve‘s 

arborisation [24]. According to Hohman, 

another common injury of facial nerve is 

during temporomandibular joint surgery [23]. 

The facial nerve may be mobilized, 

manipulated or even sacrificed in tumor 

removal of the parotid gland or in cases of 

acoustic neurinomas [22]. Lesion of the 

facial nerve is one of the most serious 

complications that can occur in parotid 

gland surgery. It is estimated that 30–65% 

of all patients experience some sort of 
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transient facial weakness, and 3–6% evolve 

with permanent dysfunction resulting in 

significant impact in the quality of life [25]. 
Long-term asymmetry can be corrected by 

lipostructure, but the management of eye is 

the most important aspect in facial paralysis 

[26]. 

Ptosis and ectropion of the paralysed lower 

eyelid is a significant functional and 

aesthetical problem and it results from a 

number of factors including the loss of tone 

of orbicularis oculi, the effect of gravity, the 

decreased tissue elasticity and increased 

laxity [27]. Another common ocular sequelae 

of facial paralysis include upper lagophtalmos 

which results from incomplete descent of the 

upper lid leading to keratitis due to corneal 

exposure, ulceration or even blindness [28]. 

The main goals of the treatment of paralysed 

eyelid are to preserve or to improve vision, 

decrease exposure irritation and to improve 

the overall appereance [29]. Regarding the 

upper lid, surgical options include the use of 

gold weight implants, wire spring implants, 

cross-facial nerve grafting and regional or 

distal muscle transfer [30]. For lower eyelid 

reanimation, a number of procedures have 

been described such as horizontal shortening, 

lateral tarsal suspension, canthoplasty, 

cartilage grafting and suspension with 

autogenous (fascia lata, palmaris longus 

tendon) or alloplastic materials (silicone, 

Gore-Tex) [31-34]. As an alternative 

treatment to the classic procedures, new 

techniques have emerged for static facial 

reanimation like facial suspensions with 

barbed threads, commonly used in cosmetic 

anti-aging treatment of the midface [35]. 

 

Mechanical ectropion 

Mechanical ectropion could be a 

consequence of midface fractures but also of 

periorbital tumors which produce the 

drawback of the eyelid [2]. 

Medial canthal malposition is frequently 

present in patients with complicated naso- 

orbtito-ethmoid fractures [36]. As the 

incidence of midface surgery has increased, 

so has the need for canthal reconstruction. 

Canthoplasty and canthopexy are integral 

components of periorbital surgery. Deciding 

between this two procedures is difficult and 

some factors must be considered, like degree 

of lid laxity, vector analysis and the 

relationship between of lateral canthus to the 

medial one in axial plane [37]. On the other 

hand, zygoma and zygomatic arch fractures 

have certain complications associated with 

them. If not properly reduced, the orbital rim 

could remain depressed and it will draw down 

the septum orbitale which is attached to the 

tarsal plate of the eyelid [37]. This downward 

tension on the septum will increase the 

chance for ectropion of the lower lid.  This is 

one of the reasons that ectropion can be a 

finding on clinical examination of patients 

with zygomathic fractures [36,37]. 

In patients with cheek defects, the cervico-

facial flap can be successfully used to 

reconstruct the post-surgical missing 

substance, typically larger than 3 cm [38,39]. 

This surgical approach can be complicated by 

the appearance of mechanical ectropion due 

to flap‘s gravitational weight which pulls 

down the eyelid margin despite the 

appropriate orientation of tension vectors. 

Usually, this complication is noticeable only 

after several months after surgery and in 

order to prevent it, Crow proposed that any 

flap in the region below the eye should have 

its superior margin sutured at point falling 

within triangle bounded by eyebrow, lateral 

canthus, and superior attachment of ear to the 

face [40].  

 

 

CONCLUSIONS 

Ectropion is a low prevalence 

complication of maxillofacial surgery, 

especially after parotidectomies or surgical 

management of orbital trauma or skin cancer. 

Surgical treatment for lower eyelid 

ectropion is challenging and it is based on 

correct identification of the underlying 

factors, therefore, a careful preoperative 

assessment is recommended. Any surgeon 

performing procedures which might 

determine ectropion, must be able to manage 

this complication. 
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