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ABSTRACT
This case reports a 72-year-old female who developed delayed-onset, severe blepharoptosis three months following 
uncomplicated phacoemulsification under topical anesthesia. Despite an uneventful surgery and visual recovery (6/6), the 
patient presented with complete visual axis obstruction in the right eye. Preoperative examination had previously noted mild 
involutional changes, including bilateral mild ptosis and deep superior sulci. Clinical findings post-surgery confirmed levator 
aponeurosis dehiscence with preserved levator function. Following six months period of observation, the patient underwent 
successful levator aponeurosis reattachment, achieving satisfactory functional and cosmetic results. This case highlights that 
postoperative ptosis may still occur after modern cataract surgery, even when minimally invasive techniques and topical 
anesthesia is used, particularly in patients with pre-existing involutional eyelid changes. It emphasizes the necessity of 
thorough preoperative eyelid assessment and patient counseling regarding involutional risk factors to manage expectations 
and ensure timely intervention for optimal postoperative satisfaction.
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INTRODUCTION
Cataract surgery is one of the most commonly performed 
ophthalmic procedures and is generally associated with 
good visual outcomes. However, postoperative complications 
involving the periocular adnexa may still occur and can 
adversely affect functional vision and patient satisfaction. 
One such complication is postoperative upper eyelid 
blepharoptosis, which, although often transient, may persist 
and lead to significant visual axis obstruction.1,2

Post-cataract blepharoptosis is typically attributed to a 
multifactorial etiology, including aponeurotic dehiscence of 
the levator palpebrae superioris, mechanical stress from eyelid 
speculums, postoperative inflammation, and patient-related 
involutional changes.3 Even with modern cataract surgery 
techniques, postoperative blepharoptosis may still emerge as a 
clinically significant and functionally limiting complication.1

In this report, we present an elderly patient of persistent 
blepharoptosis with pre-existing involutional changes 
following uncomplicated cataract surgery, highlighting 
the diagnostic approach, clinical course, and management 
strategy, with a focus on practical considerations for 
prevention and treatment. 

CASE
A 72-year-old female patient presented with decreased visual 
acuity in her right eye. On admission, best-corrected visual 

acuity (BCVA) was 6/18 in the right eye and 6/9 in the left 
eye using a metric Snellen chart. Intraocular pressure were 
15 mmHg in both eyes. Slit-lamp examination of the anterior 
segment revealed bilateral corticonuclear cataracts, which 
were more advanced in the right eye. Fundus examination was 
unremarkable in both eyes.

Preoperative eyelid evaluation demonstrated a marginal reflex 
distance-1 (MRD-1) of 2 mm bilaterally, consistent with mild 
bilateral ptosis. Deep superior sulcus was noted in both eyes, 
suggestive of underlying involutional changes of the eyelid. 
There was no history of previous ocular surgery, trauma, 
contact lens use, or neuromuscular disease.

Cataract surgery with phacoemulsification was performed 
on the right eye under topical anesthesia using proparacaine 
hydrochloride (Alcaine®). The patient demonstrated 
good cooperation throughout the procedure. Uneventful 
phacoemulsification was completed, with a total surgical time 
of approximately 11 minutes. No intraoperative complications 
occurred.

Postoperatively, uncorrected visual acuity (UCVA) in the 
operated eye was 6/6 at the one-month follow-up visit, the 
patient’s UCVA in the right eye remained 6/6, with normal 
anterior and posterior segment findings. 
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Three months after cataract surgery, the patient re-presented 
unhappily with complaints of impaired vision, primarily due 
to difficulty opening her right eye. She specifically reported 
that the inability to adequately elevate the upper eyelid had 
become her most disabling symptom.

On eyelid examination, a severe right-sided upper eyelid ptosis 
was observed, resulting in complete obstruction of the visual 
axis. The left upper eyelid position remained unchanged and 
did not interfere with the visual axis. MRD-1 in the right 
eye was markedly reduced compared with preoperative 
measurements. Levator function of the right upper eyelid 
was assessed and found to be moderately preserved (9 mm). 
A deeper superior sulcus, elevation on the right eye brow 
and worsening of the ptosis on downgaze were noted. (Figure 1). 
Additionally, extraocular muscle movements were full in 
all directions of gaze, pupillary reflexes were normal and 
symmetric. No diplopia, fatigability, or diurnal variation of 
ptosis was noted. 

Given the delayed onset of symptoms, preserved levator 
function, and clinical features suggestive of aponeurotic 
separation, a diagnosis of post-cataract iatrogenic aponeurotic 
blepharoptosis was made. After excluding neurogenic causes 
and allowing sufficient time for spontaneous recovery, surgical 
correction was recommended at sixth month.

The patient underwent levator aponeurosis reattachment 
surgery under local anesthesia. Through a standard upper 
eyelid crease incision, the levator aponeurosis was identified 
and found to be disinserted from the anterior surface of the 
tarsal plate. The aponeurosis was advanced and reattached to 
the tarsus using non-absorbable sutures, with intraoperative 
adjustment performed to achieve optimal eyelid height and 
contour. The procedure was completed without complications 
(Figure 2).

Postoperatively, eyelid position improved significantly, with 
restoration of the visual axis and satisfactory eyelid symmetry. 
No early or late postoperative complications were observed 
during follow-up. The patient reported marked functional and 
cosmetic satisfaction. Given the stable postoperative course, 
the patient was subsequently scheduled for routine follow-up 
and evaluation of cataract progression in the contralateral eye.

DISCUSSION
Blepharoptosis following cataract surgery is a well-recognized 
but often underestimated postoperative complication that may 
significantly impair functional vision and patient satisfaction. 
A recent meta-analysis reported an overall incidence of 

postoperative ptosis of 11.4% (95% confidence interval: 10.1-
12.8%) following ocular surgery.4 The present case highlights 
the development of delayed-onset, visually significant 
blepharoptosis three months after uneventful cataract surgery 
performed under topical anesthesia.

The pathophysiology of post-cataract ptosis is multifactorial and 
includes aponeurotic dehiscence, anesthetic-related myotoxicity, 
mechanical stress from eyelid speculums, postoperative 
inflammation, and patient-related predispositions.5,6 In the 
current case, several features support an aponeurotic 
mechanism as the primary etiology. Preoperatively, the 
patient demonstrated mild bilateral ptosis with reduced 
MRD-1 values and deep superior sulcus formation, 
suggesting pre-existing involutional changes of the levator 
aponeurosis. Cataract surgery likely acted as a precipitating 
factor, converting a subclinical condition into a functionally 
significant ptosis.7 Clinicians should be aware of pre-existing 
involutional eyelid changes and counsel patients accordingly 
prior to cataract surgery.7 Adequate preoperative counseling 
may help patients develop realistic expectations and improve 
psychological preparedness in the event that postoperative 
ptosis occurs.

Notably, the surgery was performed under topical anesthesia 
and completed within a relatively short duration, reducing 
the likelihood of myotoxic or neurogenic injury related to 
injectable anesthetic agents.8 The delayed onset of symptoms 
further argues against transient postoperative edema or 
anesthetic effects, which typically resolve within weeks. 
In this case, it may be explained by gradual progression of 
a pre-existing involutional levator aponeurosis weakness. 
Mechanical stress during surgery may have initiated partial 
dehiscence, which subsequently progressed over time due to 
repetitive eyelid movements, chronic low-grade postoperative 
inflammation, or habitual eye rubbing. Such mechanisms 
may explain why clinically significant ptosis became evident 
several months after surgery rather than immediately in the 
early postoperative period. Although this was not a second-
eye surgery in our patient, previous studies have suggested 
that second-eye cataract procedures may be associated with 
increased anxiety and stronger orbicularis muscle contraction 
during surgery. Excessive squeezing against the eyelid 
speculum may increase mechanical stress on a weakened 
levator aponeurosis and contribute to postoperative ptosis.5

Figure 1. Clinical presentation of blepharoptosis and improvement after surgery
A) Preoperative clinical photograph demonstrating marked blepharoptosis of the right upper eyelid, with 
complete obstruction of the visual axis. Mild contralateral ptosis of the left upper eyelid is also evident 
but does not compromise the visual axis. B) Postoperative photograph following levator aponeurosis 
reattachment surgery, showing significant improvement in upper eyelid position on the right side, 
restoration of the visual axis, and satisfactory eyelid symmetry

Figure 2. Demonstration of the levator aponeurosis reattachment surgery
A) The white arrow shows orbicularis oculi muscle was dissected. B) The yellow arrow shows orbital 
septum. C) The dissected levator muscle demonstrated with blue arrow. D) Suturing of the tarsus before 
reattachment of the levator muscle was presented with green arrow
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Differential diagnosis is a critical step in evaluating postoperative 
ptosis. Neurogenic causes such as oculomotor nerve palsy, 
Horner syndrome, and myasthenia gravis must be excluded, 
particularly in elderly patients.9 In this case, the absence of 
pupillary abnormalities, extraocular motility deficits, diurnal 
variability, or fatigability supported a mechanical rather than 
neurological etiology. The unilateral predominance of ptosis 
following surgery on the same side further strengthened the 
causal relationship with the cataract procedure.

Management of post-cataract ptosis generally begins with 
observation, as a significant proportion of cases resolve 
spontaneously within six months.5 However, when ptosis 
persists beyond this period or causes visual axis obstruction, 
surgical intervention becomes necessary.10 Given the preserved 
levator function and clinical findings consistent with 
aponeurotic separation, levator aponeurosis reattachment 
was selected as the treatment of choice in this patient.2 This 
approach directly addresses the underlying structural defect 
and allows precise intraoperative adjustment of eyelid height 
and contour. The successful postoperative outcome in the 
present case confirms the effectiveness of this strategy when 
appropriate patient selection is performed.

This case underscores the importance of thorough preoperative 
eyelid assessment in patients undergoing cataract surgery. 
Subclinical ptosis, deep superior sulcus, and other signs of 
involutional change should be documented and discussed 
with patients preoperatively. Even with optimal surgical 
conditions, cataract extraction may unmask or exacerbate 
pre-existing eyelid instability. Awareness of this risk allows 
for realistic patient expectations and timely referral for 
oculoplastic evaluation when necessary.

CONCLUSION
In conclusion, this case demonstrates that visually significant 
blepharoptosis may develop months after uncomplicated 
cataract surgery, even under topical anesthesia. Cataract 
surgery can act as a triggering event in patients with pre-
existing involutional eyelid changes, leading to aponeurotic 
dehiscence. Therefore, both surgeons and patients undergoing 
ocular surgery should be aware of this potential risk during 
the informed consent process. Moreover, operative techniques 
may be optimized to reduce the incidence of postoperative 
blepharoptosis. Careful diagnostic evaluation, appropriate 
timing of intervention, and tailored surgical management 
are essential to achieve favorable functional and cosmetic 
outcomes.
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