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SUMMARY 

A retrospective study was carried out to assess the 
success of the Fasanella-Servat procedure for the 
management of the aponeurotic defect type of adult 
ptosis. Eighteen procedures were carried out on 16 
patients. The mean follow-up was 3 years. The success 
rate of the operation was 28% with a mean residual 
tarsal plate height of 5 mm with a very variable tarsal 
plate contour. 

The Fasanella-Servat procedurel was originally 
described in 1961 as a form of surgical correction 
for minimal ptosis. It was designed to shorten the 
operating time and simplify the technical difficulties 
for a general ophthalmic surgeon who performs 
ptosis surgery 'occasionally'. 

The aim of this study was to assess the efficacy, 
long-term results and complications of the Fasa
nella-Servat procedure for the management of adult 
patients with aponeurotic defect ptosis. 

MATERIAL S  AND METHODS 

The operation records from the 5 year period 
1987-1992 were examined to determine the number 
of adult patients who had undergone a Fasa
nella-Servat procedure for an aponeurotic defect at 
our institution. Of the 22 patients who had under
gone this procedure, 16 were able to return to the 
oculoplastic clinic to undergo a clinical assessment. 
The remaining 6 patients were not contactable. The 
case records of these patients were reviewed. The 
age range of the 16 patients was 54-85 years (mean 
71 years). There were 11 women and 5 men. Two of 
the patients had undergone a bilateral procedure. 
The cause of ptosis was involutional in 12 patients. 
The remaining patients had developed signs of a 
levator aponeurosis disinsertion following cataract 
surgery. The degree of pre-operative ptosis varied 
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from 2 mm to 5 mm; the levator function varied from 
10 mm to 15 mm. The height of the tarsal plate had 
not been assessed pre-operatively. 

The 16 patients who attended for review under
went a complete ophthalmic examination with 
particular attention being given to measurement of 
the palpebral apertures and the residual tarsal plate 
height. The follow-up period for these patients varied 
from 9 months to 6 years (mean 3 years). The 
operation was considered to be successful if the lid 
was within 1 mm of the desired height. 

RESULTS 

Of the 18 procedures performed, it was noted in the 
case records that 9 (50%) of them were associated 
with a symptomatic superior corneal abrasion in the 
immediate post-operative period. This had necessi
tated more frequent and prolonged follow-up in 
these cases. The abrasions healed with no serious 
sequelae. On the basis of our clinical assessment and 
from an examination of the case notes, 13 (72 % ) 
eyelids had an undercorrection and/or recurrence of 
the ptosis while only 5 (28%) had a successful result. 
The residual tarsal plate height varied from only 3 
mm to 10 mm (mean 5 mm). The contour of the 
superior aspect of the tarsal plate was very variable 
(Fig. 1). There were no other complications from the 
procedure. Of the 13 lids with an undercorrection or 
recurrence of ptosis, 8 have since undergone an 
anterior approach levator aponeurosis advancement 
with a successful result and 5 are awaiting a similar 
procedure. 

DISCUSSION 

Involutional or post-cataract ptosis has been shown 
to be due to aponeurosis disinsertion or dehis
cence?-4 It has been suggested that the levator 
aponeurosis plays no role in the success of the 
Fasanella-Servat procedure.s Other mechanisms 
such as tarsal shortening, cicatricial contraction of 
the wound, plication or advancement on the tarsus of 
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Fig. 1. The variable residual tarsal plate height and contour in two of our study patients. 

the Muller's muscle-levator aponeurosis complex 
have been postulated for the success of the 
procedure. The way the procedure corrects minimal 
ptosis is probably a combination of these factors.6 

The pre-operative assessment, management deci
sion and surgery in our study were undertaken by 
general ophthalmologists. The success rate and the 
immediate post-operative complication of corneal 
abrasion in our study compare very poorly with other 
studies.5-7 Poor pre-operative assessment and inap
propriate case selection may be responsible for this. 
The indication for the Fasanella-Servat procedure 
should be a mild ptosis (2 mm or less) with good 
levator function (10 mm or more ) .8 The general 
ophthalmologist performing very occasional ptosis 
surgery may be tempted to select this procedure 
inappropriately for significant degrees of ptosis 
because of its speed and simplicity. 

Given that the Fasanella-Servat procedure does 
not deal with the aponeurosis as such, it is not 
surprising that it does not have a high rate of success 
in significant ptosis of this nature. Though a number 
of modifications of the procedure have been 
described, the majority involve resection of the 
tarsal plate.5,7,9 The procedure described by Putter
man et al.9 involves resection of the conjunctiva and 
Muller's muscle avoiding the tarsal plate. This to 
some extent removes the technical simplicity of the 
Fasanella-Servat procedure but again does not deal 
with the primary problem of aponeurosis dehiscence. 
Because the Fasanella-Servat procedure does not 
deal with the primary problem, and because of the 
possible later complications of resecting the tarsal 
plate, this procedure may not be appropriate for 
dealing with aponeurosis disinsertion or dehiscence 
type of ptosis. 

Reoperation, involving anterior approach levator 
aponeurosis advancement, in' these cases was 

problematic due to scarring and loss of a very 
variable portion of the tarsal plate. 

We conclude that the Fasanella-Servat procedure, 
although popular among general ophthalmologists, 
has limited efficacy in the management of patients 
with significant ptosis (greater than 2 mm), particu
larly those in whom the primary problem is with the 
levator aponeurosis. The procedure tends to be 
selected inappropriately for degrees of ptosis that 
exceed 1-2 mm. If, as discussed previously, strict 
indication criteria are observed this procedure can 
produce satisfactory results. 
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