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The Marcus Gunn jaw-
winking phenomenon is 
a rare problem varying 
in severity from a mild 
disorder to a significant 
cosmetic disability. It 
is a congenital clinical 
entity characterized by 
involuntary elevation of 
a ptotic upper eyelid 
concomitant with 
various movements of 

the mandible. Robert Marcus Gunn first described a 
“congenital ptosis with peculiar associated movement 
of the affected lid” in a 15-year-old girl in 1883[1], 
which was then called Marcus-Gunn syndrome or jaw-
winking phenomenon and is also called Marcus Gunn 
phenomenon (MGP). This unilateral synkinetic reflex 
retraction of the upper eyelid occurs during mouth 
opening or lateral excursions of the mandible to the 
contralateral side. Also called Pterygoid-levator synkinesis, 
which is well-documented in medical literature.

Various theories have been proposed regarding the 
etiology of this disorder. Dual innervation of the levator 
palpebrae superior is muscle from both the occulomotor 
nucleus and external pterygoid portion of the trigeminal 
nucleus is one such theory. The second theory on 
innervation states that there is a reflex arc arising from 
the motor division of the trigeminal nerve to the gasserian 
ganglion, propagated along intraneuronal connections 
to the occulomotor nucleus and finally to levator 
muscle.[2] Jaw-winking phenomenon is reported in 2%-
13% of congenital blepharoptosis patients[3]. Patients 
often have associated ophthalmological abnormalities 
including amblyopia, strabismus, anisometropia or 
superior rectus palsy. Patients with Marcus Gunn jaw-
winking phenomenon (MGJWP) have a variable 
degree of blepharoptosis in the resting and primary 
position. Although MGJW syndrome is usually unilateral, 
it can present bilaterally in rare cases. The jaw winking 
phenomenon does not objectively improve with age, 
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although patients are able to mask it after learning to 
control both their lid position and excursion [4].

The quest for the ideal technique for the correction of 
ptosis as well as jaw-winking phenomenon continues. 
Various techniques have been proposed from times 
immemorial. Although many surgical techniques to 
disable the levator complex have been described their 
results in terms of both jaw-winking, ptosis have reported. 
The aim of surgical treatment is to eliminate synkinetic 
eyelid movement and correct the ptosis. For moderate-
to-severe jaw-winking, obliteration of the levator function 
followed by frontalis suspension using facia has been 
considered a good choice [5]. Anastomosis of levator 
and frontal muscles has described as alternative to 
above mentioned surgical technique.[6]. Many authors 
advocate bilateral surgery even with unilateral disease 
[7]. They reported a better outcome with bilateral repairs 
because the surgeon can regulate the lid movement 
better with bilateral manipulation rather than trying 
to match the natural ability of the unaffected levator 
muscle, ensuring a symmetrical result in primary gaze 
and with eye movements, particularly down gaze, with 
blinking and eyelid closure.

Mild MGJWP usually require no surgical intervention. 
Therefore, for mild MGJW with ptosis, ptosis alone 
may need to be corrected using a technique which is 
appropriate for the degree of ptosis. For moderate-
severe MGJWP with fair-poor LPS one of the below 

Figure 1. Congenital Ptosis right 
Eye

Figure 2. Marcus Gunn  
Phenomenon
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given techniques is entertained. Surgical intervention is 
considered for cases of ptosis and jaw-winking, which 
are cosmetically significant or causing amblyopia. 
Depending on the degree of ptosis and severity of 
jaw-winking, several surgical techniques have been 
proposed, which include:

1. The levator muscle resection or transposition.
2. Bilateral frontalis suspension after bilateral levator 

muscle resection.
3. Bilateral frontalis suspension after unilateral disabling 

of the involved levator muscle
4. Unilateral levator resection with unilateral Frontalis  

sling would be required [8] . 

Bilateral levator muscle disabling with bilateral frontalis 
suspension or unilateral disabling of the involved levator 
muscle with bilateral frontalis suspension have been used 
widely for the treatment of moderate to severe jaw-
winking. However, there is no consensus of a single best 
procedure.

In my practice, I prefer to do unilateral surgery under 
local or general anesthesia depending on patients age 
.Local anesthesia allows the surgeon to check symmetry 
during the operation. Even so, asymmetry did exist after 
surgery, especially with down gazing, blinking and eyelid 
closing, but these phenomena gradually improved over 
time. At six months after the operation, most patients 
showed symmetrical results even when down gaze. So for 
adults and older children, unilateral surgery under local 
anesthesia is a good choice.

Pre-operative parameters evaluated included amount 
of ptosis, severity of MGJWP, lid lag, position of the upper 
eye lid skin crease, lagophthalmos, levator palpebrae 
superior’s function, Bell’s phenomenon, and corneal 
sensation. Ptosis amount is measured using margin 
reflex distance (MRD). Doucet’s grading of jaw-winking 
phenomenon is followed where  Mild is a case of < 2 

mm; Moderate 2–5 mm; Severe  >6 mm of lid movement 
[9]. The excursion of the upper eyelid with synkinetic 
jaw movement was measured with a millimeter ruler. 
Lagophthalmos was measured, in millimeters, during 
gentle eyelid closure.

My surgical technique

The surgery is performed under general anesthesia. A 
local anesthetic infiltration of equal parts 2% lignocaine 
with 1:100,000 adrenaline and 0.5% Bupivicaine is given 
to the affected lid after the marking. The eyelid and 
forehead incisions for brow suspension are marked by 
using a Fox pentagon technique. The first step is levator 
transection. After a lid crease incision, the orbicularis 
muscle is dissected to identify the orbital septum. The 
orbital septum is opened horizontally, then a Desmarre 
retractor is used to retract the preaponeurotic fat 
and allow for blunt dissection of levator muscle after 
disinsertion over the tarsal plate. The patient is instructed 
to open the mouth so that we can see the movement of 
levator muscle. The medial and lateral horns are incised.
The patient is asked to open the mouth again to confirm 
that there is no residual synkinesis, levator falp is dissected 
bluntly from underlying Muller and Conjunctiva  then the 
levator aponeurosis  is extirpated with giving incision 
at the Whiltnall’s ligament. Three horizontal forehead 
incisions are given above the brow, medially above the 
medial canthal angle, laterally above the lateral canthal 
angle level and central in between these two about  5 
mm above the brow line. A silicon rod is then secured 
over the tarsal plate with 6-0 vicryl suture. Then a Wright’s 
fascia needle is inserted from lower forehead incision to 
the skin crease incision, hooked the silicon rod to it and is 
pulled back from the forehead incision. Similar procedure 
is done for the opposite end of the rod. Finally both 
ends of the silicon rod are brought out from the upper 
forehead incision thus forming a triangle. The silicon rod 
is then adjusted to bring the lid to the desired level and is 
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Figure 3. Dissection pf Fatpad 
upto Whitnall’s ligament

Figure 4. Levator Aponeurosis 
dissection before resect from 

Whitnall’s  ligament

Figure 5. Retriving silicon rod 
from lid crease incision to brow  

incision

Figure 6. Final check for  
contour,crease and height of 

the lid
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tied together with a Watzke sleeve and is supplemented 
with 6/0 vicryl suture for reinforcement. The ends are then 
buried inside the skin. The skin incisions are closed with 6/0 
vicryl. The skin crease incision is closed with an extra bite 
of orbicularis to superior border of tarsus to prevent lash 
ptosis. The eye is closed for 48 hours using Frost sutures 
and eye pad with ciprofloxacin eye ointment is applied.

Postoperatively, topical lubricants and antibiotics are 
given. Systemic antibiotics and analgesics are given in 
the early post-operative period for a week.

The most common postoperative problems in patients with 
ptosis include an asymmetrical lid level, undercorrection, 
overcorrection, loss of lid crease with eyelash ptosis, 
overhanging skin fold and entropion of the upper 

eyelid, lagophthalmos and so on[10]. To assess surgical 
outcomes, we measure the palpebral fissure height of 
two eyes in all patients pre- and post-surgery. Outcomes 
will be assessed looking at the following criteria:

1. Existence of jaw-winking phenomenon
2. Correction of Ptosis  
3. Asymmetry of palpebral fissure sizes.
4. Crease and ocular asymmetry.

In summary, for moderate to-severe MGS, complete 
levator resection and frontalis sling surgery in affected 
eye generally provides satisfied correction of both jaw-
winking synkinesis and ptosis, careful observation and 
adjustment during the operation will ensure symmetry 
and obliterating of synkinesis.
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