
 

 

 

Case report  

 

Lower eyelid reconstruction using the Tenzel technique in a case of eyelid 

BCC. 

 

Abstract 

Summary: 

The reconstruction of transfixing eyelid defects is subject to surgical requirements determined by the 

anatomical and functional particularities of the eyelids. In order to meet these requirements, numerous 

reconstruction processes are available, presenting their own objectives and particular constraints. 

Among them, we sought to determine the place and reliability of the use of the TENZEL technique. 

observation: this is a patient operated on in our training for left lower eyelid BCC and in whom a 

reconstruction was carried out using the Tenzel technique. A very good progress was noted in our 

patient without any notable complications. The functional and aesthetic results were satisfactory. 

Conclusion: The blepharopoiesis process using the TENZEL technique has many advantages. It is a 

simple, versatile technique, allowing extensive and complex eyelid reconstructions, in a single 

operating stage. This process is characterized by great reliability and allows good results to be 

obtained, both functional and aesthetic. The Tenzel technique represents a major tool in eyelid repair 

surgery. 
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Introduction : 

Basal cell carcinoma is the most common malignant eyelid tumor. The treatment is essentially surgical 

with the aim of oncological excision of the tumor followed by eyelid reconstruction allowing the 

restoration of eyelid function and obtaining a satisfactory aesthetic result. 

Although numerous procedures for reconstruction of periorbital defects have been proposed, no 

method is universally used [1-10]. A typical surgical plan involves simply covering the defect based 

on its location and size. 

Since its introduction in 1975, the TENZEL technique has been well used in eyelid reconstructions 

when there are no specific contraindications to its use [11,12]. 

 

Case presentation 



 

 

We report the case of a 56-year-old man who presented with a one centimeter large diameter 

ulcerative-vegetative tumor, occupying the outer third of the lower left eyelid, bordered by a pearly 

collar and infiltrating the tarsal conjunctiva. We opted for a wide excision with eyelid reconstruction 

of the 2 planes: the tarsal plane by lifting the tarsal conjunctiva and the cutaneous plane by sliding flap 

according to the Tenzel technique in the same operating time. 

The surgical specimen was sent to the anatomical pathology laboratory, anatomical pathological study 

came back positive with excision margins quite distant from the tumor. A lower eyelid suspension was 

performed in our patient. A favorable outcome during the dressing change, no postoperative 

complications were noted. Stitch removal was performed after 7 days. 

The surgical result was judged satisfactory to excellent in our case from a functional and aesthetic 

point of view. 

 

 

Figure1: image showing the left lower eyelid CBC 



 

 

 

Figure2: excision of the eyelid CBC with removal of the TENZEL flap 



 

 

 

Figure3: immediate postoperative photo showing the final result with the lower eyelid suspension 

thread 



 

 

 

Figure 4: our patient one year after the surgical procedure showing an excellent morphological and 

functional result 

 

Discussion : 

The semicircle flap technique offers several distinct advantages. It is useful for reconstruction of the 

upper and lower eyelids. The reconstruction is performed in a single procedure without requiring 

closure of the eyelid fissure. Manipulation of the ipsilateral eyelid is avoided. Creating eyebrow, 

forehead, or cheek flaps is not necessary, nor is grafting tissue from distant sites such as nasal or ear 

cartilage, labial mucosa, or skin. 

The Tenzel flap, first described in 1975, is a lateral flap that is elevated and rotated to provide 

sufficient mobilization to repair periorbital deficiencies. Lower lid defects involving up to 60% of the 

lid can be closed using a Tenzel flap [13]. The Tenzel flap can be used to cover moderate-sized 

deficits in a single stage, simply and effectively, and it also has minimal donor site morbidity. 

Despite its advantages, the classic Tenzel procedure is not free from scar ectropion. Although the risk 

of developing ectropion of the lower eyelid after its reconstruction cannot be entirely eliminated, 

several techniques can help avoid causing this complication, in particular: the elevation of the flap 

occurs along the subcutaneous plane, because some evidence has suggested that ectropion may occur 

more often when using the deep plane after its reconstruction if necessary [14,15,16,17]. Lower 

tension should be minimized by recruiting tissue into the lateral areas of the deficit, suspension sutures 

are used to anchor the flaps. Specifically, the flap is anchored to the periosteum, usually in the lateral 

border, so that all tension is distributed there. 



 

 

The Tenzel flap has been shown to have several advantages over traditional procedures. Its main 

advantages are its wide applicability, simplicity of the procedure, less visible scars and effective 

prevention of complications such as lower eyelid ectropion and distal flap necrosis. 

 

Conclusion : 

The reconstruction of large upper eyelid defects can be accomplished by different methods, that of 

Tenzel is particularly suitable for the repair of a central eyelid defect with tarsus on both sides for 

better approximation. However, it should be noted that, from an aesthetic point of view, the result of 

this technique has the disadvantage of an absence of eyelashes at the outer edge of the eyelid. 
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