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superior branch of the oculomotor nerve. Generally, blepharoptosis caused by blow out frac-
ture is treated with conservative treatment unless there is some evidence of bone impinge-
ment. The authors report one case of blepharoptosis caused by blow out fracture, which was
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Blow out fracture.
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Fig. 1. Preoperative photography. Blepharoptosis of the left side is
present (A) and enophthalmos of the left eye is shown (B).

Fig. 2. Photography after operation
and high dose steroid therapy. These
pictures show much improvement of
blepharoptosis of the left upper eye-
lid (A) and eyeball movement limita-
tion with upper gaze (B) compared to
preoperative state.
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Fig. 3. Preoperative coronal CT scan shows large inferior orbital wall
fracture of left eye (A) and postoperative CT scan presents anatomi-
cal positioned of orbital floor fragment (B).
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