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Abstract:	 Introduction: Basal cell carcinoma is the most common malignant skin tumor, accounting for 90% of cases. The most important risk factors include age, 
male sex, skin phototypes I and II, frequent exposure to the sun, sunburn and positive family history of other skin tumors. More than 75% of basal cell 
carcinomas occur in the head and neck region. About 20% appear in the periocular region.

	 Case report: A 76-year-old male patient was referred to the Ophthalmology Clinic due to keratopathy of the right eye as a result of postoperative eyelid 
regurgitation. Eleven years earlier, the patient had undergone surgical excision of basal cell carcinoma in the right temporal region, which resulted in eyelid 
regurgitation. Anterior segment examination of the right eye revealed symblepharon, eyelid regurgitation, limited mobility and keratopathy. The patient 
underwent surgery, during which symblepharon lysis, reconstruction of the conjunctival sac with a lower lip mucosa free graft and upper eyelid plasty with 
a skin graft from the right eyelid were performed. There were no postoperative complications. The mucosal graft healed properly and the patient was able 
to close his right eyelids. The patient was closely monitored in the clinic for 8 years after the procedure; the local condition of the right eye remained stable.

	 Conclusions: Reconstruction of the eyelids and ocular surface using lip mucosal and skin grafts provides an effective method of eyelid regurgitation 
and symblepharon treatment, preserving the function of the eyelids and protecting the ocular surface.
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Introduction
The occurrence of all skin malignancies is increasing worldwi-

de. The incidence of periocular skin tumors depends on geographi-
cal area and racial group. Basal cell carcinoma (BCC) is the most 
common malignant skin tumor, accounting for 90% of cases [1]. 
The incidence is higher in age over 60. High exposure to ultra-
violet radiation is one of the most known risk factors [2]. Other 
important risk factors are age, male sex, skin phototype I and II, 
frequent sun exposure and sunburn, and positive family history of 
other skin tumors [3–8].

Over 75% of BCCs occur in the head and neck region. About 
20% of BCCs appear in the periocular region [9, 10]. Any pe-
riocular skin malignancy can invade the orbit and raise the pro-
bability of further complications leading to exenteration. Orbital 
invasion is rather uncommon, with a reported incidence about 2% 
to 4% [11]. Invasion risk factors include multiple recurrences, lar-
ge size of the primary tumor, infiltrative histological subtype, the 
medial canthus or inner angle localization and age over 70 [1, 2]. 
More than 50% of BCCs occur on the lower eyelid and inner an-
gle, 30% on the medial canthus, 15% on the upper eyelid and 5% 
on the lateral canthus [10].

BCC is often characterized by pink color, but in advanced 
stages there can be ulceration and bleeding, a visible or palpable 
mass leading to limitation of ocular motility, immobile eyelids or 
ptosis [10, 12].

Surgical excision is the main treatment of BCC. Margin control 
is necessary to reduce the risk of local recurrence. Depending on 
the stage, localization and pathological variety of the BCC a cure 
rate of about 95% is achieved after treatment [13–15]. The risk 
of recurrence after surgery is estimated at 5–15%. The  rate of 
recurrence depends on the localization, size, infiltration and hi-
stological type. The most recurrences appear on the lower eyelid, 
in the medial canthus and in infiltrative types. Aggressive histolo-
gical forms of BCC are also associated with a higher risk of recur-
rence [16–18].

Case presentation
A 76-year-old male patient was referred to the Ophthalmolo-

gy Clinic due to keratopathy in his right eye as a result of postope-
rative regurgitation of the eyelids. Eleven years earlier, the patient 
had undergone surgical excision of basal cell carcinoma in the right 
temporal area, which resulted in eyelid regurgitation. Moreover, 
the patient was treated for glaucoma in both eyes; full local tre-
atment was used. He was in good general condition, without any 
general diseases.

At the initial examination, the best corrected visual acuity 
(BCVA) of the right eye was 0.4, the left eye – hand motion. 
The intraocular pressure (IOP) in the right eye was normal, while 
in the left eye it was 34 mmHg. Anterior segment examination of 
the right eye revealed symblepharon, eyelid regurgitation, limi-
ted mobility, keratopathy, cataract, pseudoexfoliation syndrome 
(PEX) and posterior synechiae (Fig. 1). Fundus examination was 
impossible to perform.
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Fig. 1.	 Initial examination: A, B – right eyelid regurgitation after periocular BCC 
excision, C – symblepharon, D – keratopathy, central corneal haze.
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The left eye examination showed cataract, PEX, posterior sy-
nechiae and glaucomatous optic neuropathy.

Due to increased intraocular pressure, the patient was urgen-
tly referred for antiglaucoma surgery in the left eye. Diode laser 
cyclophotocoagulation was performed, achieving normalization 
and stabilization of intraocular pressure.

Because of the suspicion of recurrence of basal cell carcino-
ma in the right periocular region, the patient was also urgently 
referred for magnetic resonance imaging examination (MRI) for 
diagnostics before possible reoperation. The examination did not 
reveal any signs of cancerous infiltration – the patient was referred 
for blepharoplasty.

Three months later, the patient was admitted to the Ophthal-
mological Department to undergo the surgery. In the admission 
examination: BCVA of the right eye was 0.3, BCVA of the left 
eye – hand motion. IOP in both eyes was 13 mmHg. The eye 
surgeon performed symblepharon lysis, reconstruction of the con-
junctival sac with a lower lip mucosa free graft and upper eyelid 
plasty with a skin graft from the right eyelid. The procedure was 
performed without complications. The patient was discharged in 
good general and local condition; BCVA of the right eye was 0.4 
after surgery. The mucosal graft healed properly and the patient 
was able to close his right eyelids (Fig. 2, 3).

Taking into account the patient’s monocularity, cataract sur-
gery in the right eye was considered as the next step of treat-
ment. Six months later, the patient was admitted to the hospital 
for cataract surgery in his right eye, but was disqualified because 
of keratitis – microfilaments, corneal epithelial defects, central 
corneal haze and neovascularization. The patient was prescribed 
anti-inflammatory treatment.

When the inflammation resolved and the cornea condition 
normalized, despite the indications for cataract surgery, the pa-
tient was disqualified from the procedure twice again. It was 
because of the high risk of cornea decompensation of the only 
seeing eye that allowed independent functioning. There were also 
no indications for re-blepharoplasty. The patient was examined 
regularly and his condition was stable (Fig. 4).

After seven years, the BCVA of the right eye deteriorated to 
0.05, BCVA of the left eye – sense of light. The patient’s visual 
acuity made it practically impossible to function independently. 
A decision was made to reschedule the patient for cataract surge-
ry with artificial intraocular lens implantation. Two months later, 
the procedure was performed successfully without any complica-
tions. Visual acuity of the right eye 0.3–0.4 was achieved.

The patient was followed up in our clinic for a year after 
the procedure; the local condition of the right eye remained sta-
ble (Fig. 5).

Discussion
This case report indicates that eyelid reconstruction using 

a combination of lip mucosal graft and eyelid skin graft represents 
an efficient technique for the treatment of eyelid regurgitation 
and symblepharon after periocular basal cell carcinoma excision.

The integrity of the eyelids and its function is important for 
protecting and preserving the function of the eye surface. Recon-
struction with a skin flap is necessary to preserve eyelid function 
and obtain a good cosmetic result. A skin flap is only one of many 
different factors and techniques that eyelid reconstruction entails, 
and oversimplifies the process of reconstruction. The localization 
of the tumor on the eyelid margin makes surgical reconstruction 
more difficult. The smaller the size of the tumor is, the simpler 
the surgical reconstruction and better the functional and cosmetic 
results can be [14].

Conventional management of symptomatic symblepharon va-
ries from frequent ocular lubrication using artificial tears and oint-
ment to occlusion of the tear drainage duct and others. Surgical 
intervention involves symblepharon lysis, mucosal grafts, conjunc-
tival autografts, or amniotic membrane transplantation. Mucosal 
grafts are easily harvested without substantial scarring, and muco-
us membrane from the lip contains goblet cells that may stabilize 
the tear film by contributing mucin in the eye [19].

Orbital invasion may often be clinically silent; physicians need 
to be alert to the possibility in high-risk tumors and consider ap-
propriate imaging. MRI should be used for visualizing soft tissues 
changes.

In the case of keratopathy, when performing other ophthalmo-
logical procedures is necessary, the risk of complications is much 
higher; therefore the patient requires appropriate assessment of 
eligibility for the procedure, a stable local condition and no signs 
of inflammation. Otherwise, there is a risk of corneal decompen-
sation, deterioration of visual acuity and even need for a corneal 

Fig. 2.	 A, B – one day after eyelid reconstruction.

Fig. 3.	 A, B, C, D – seven days after eyelid reconstruction.

Fig. 4.	 A, B – one year after eyelid reconstruction.

Fig. 5.	 A, B – seven years after eyelid reconstruction.
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transplantation. In the case of our patient, there was no corneal 
decompensation after cataract surgery. Incomplete visual acuity 
after the procedure was not due to complications in the anterior 
segment of the eye, but to advanced glaucoma. Several stages of 
treatment of the only seeing eye enabled the patient to live inde-
pendently and improved his quality of life for several years.

Conclusions
Reconstruction of the eyelids and ocular surface using lip mu-

cosal and skin grafts provided an effective approach to the tre-
atment of eyelid regurgitation, even many years after its deve-
lopment. Removal of tumors localized around the eye should be 
combined with precise reconstruction of the eyelids’ anatomy and 
protection of the eye surface against the effects of regurgitation.
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16.	 Furdová A, Horkovičová K, Babál P, et al.: Non-melanotic Tumors of the 
Eyelids Skin and Inner Corner - Basocellular Carcinoma. Ceska Slov 
Oftalmol Cas/ Ceske Oftalmol Spolecnosti Slov Oftalmol Spolecnosti. 
2015; 71: 293–301.

17.	 Ho SF, Brown L, Bamford M, et al.: 5 Years review of periocular basal cell 
carcinoma and proposed follow-up protocol. Eye. 2013; 27: 78–83.

18.	 Honavar SG, Manjandavida FP: Tumors of the ocular surface: A review. 
Indian J Ophthalmol 2015; 63: 187–203.

19.	 Iyer G, Pillai VS, Srinivasan B, et al.: Mucous membrane grafting for 
lid margin keratinization in Stevens–Johnson syndrome: results. Cornea. 
2010; 29: 146–151.

Contact and reprint request:
Michalina Gałuszka, MD (e-mail: michalina.galuszka@gmail.com)
Department of Ophthalmology, Faculty of Medical Sciences in Katowice,
Medical University of Silesia in Katowice
35 Ceglana, 40-514 Katowice, Poland


