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Background and Objectives

The purpose of this study was to share our clinical experience

on the use of bioresorbable poly L-/DL-lactide 70/30 implant to repair blow out fracture.
Subjects and Method The medical records of 130 patients with orbital fractures that
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were treated surgically from June 2006 to February 2011 were reviewed retrospectively. Patients
who had diplopia or limited extraocular motion, significant Enophthalmos (>2 mm), or a large
orbital wall fracture on a computed tomographic scan were enrolled for the study. We investi-
gated diplopia, limited extraoacular motion, enophthalmos before and after surgery.

Results The mean postoperative follow-up was 28 months. There was no evidence of sinus
infection related to the implant. However, six patients showed dislocation of orbital implant in
the nasal cavity. After six postoperative months, diplopia was seen in 1 (2%) patient, and signifi-
cant enophthalmos was seen 2 (2%) patients. We carried out re-operation on six cases and the
main cause was incomplete reduction or over reduction.

Bioresorbable poly L-/DL-lactide 70/30 implants are safe and reliable for the re-
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Orbital fracture - Orbital implant.
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Fig. 1. Preoperative CT scan shows
large blowout fracture of the left me-
dial orbital wall with herniation of the
orbital tissue (white arrow)(A). CT at
postoperative 3 days shows well re-
constructed medial orbital wall (white
arrow)(B). Preoperative CT scan shows
a fracture of the orbital floor with soft
tissue herniated into the maxillary
sinus (white arrow)(C). CT at postop-
erative 3 days shows the reconstruct-
ed orbital floor with bioresorbable
implant (white arrow)(D).

Table 1. Surgical approach type

Surgical Results of Orbital Blowout Fractures I Han JU, et al.

Fracture type

Surgical approach

Medial wall Inf. wall Medial & inf. wall
Endonasal 68 0 15
Transorbital 0 21 12
Transantral 0 9 2
Combined (fransorbital+transantral) 0 17 1
Total 68 (52%) 47 (36%) 15 (12%)
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Pre POD POD POD POD POD POD POD
operative 1 week 1 month 3months  é months 12 months 18 months 24 months
Medial walll fracture (n=68)
Periorbital swelling 49/68 42/68 15/68 0/68 0/68 0/50 0/47 0/38
EOM limitation 20/68 7/68 2/68 0/68 0/68 0/50 0/47 0/38
Diplopia 19/68 9/68 5/68 0/68 0/68 0/50 0/47 0/38
Enophthalmos 4/68 0/68 0/68 0/68 0/68 0/50 0/47 0/38
Facial hypoesthesia 0/68 0/68 0/68 0/68 0/68 0/50 0/47 0/38
Decreased visual activity 0/68 0/68 0/68 0/68 0/68 0/50 0/47 0/38
Inf. wall fracture (n=47)
Periorbital swelling 37/47 32/47 9/47 0/47 0/47 0/44 0/43 0/36
EOM limitation 16/47 6/47 3/47 0/47 0/47 0/44 0/43 0/36
Diplopia 17/47 10/47 4/47 0/47 0/47 0/44 0/43 0/36
Enophthalmos 8/47 3/47 1/47 0/47 0/47 0/44 0/43 0/36
Facial hypoesthesia 8/47 6/47 2/47 1/47 1/47 0/44 0/43 0/36
Decreased visual activity 0/47 0/47 0/47 0/47 0/47 0/44 0/43 0/36
Med. and inf. wall fracture (n=15)
Periorbital swelling 12/15 10/15 3/15 0/15 0/15 0/15 0/13 0/10
EOM limitation 10/15 4/15 2/15 0/15 0/15 0/15 0/13 0/10
Diplopia 9/15 4/15 2/15 2/15 1/15 1/15 1/13 1/10
Enophthalmos 7/15 2/15 2/15 2/15 2/15 2/15 2/13 2/10
Facial hypoesthesia 4/15 2/15 1/15 1/15 1/15 0/15 0/13 0/10
Decreased visual activity 2/15 1/15 0/15 0/15 0/15 0/15 0/13 0/10

EOM: extraocular muscle, POD: postoperative day
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Fig. 2. Preoperative CT scan shows
a fracture of the orbital floor with soft
tissue herniated into the maxillary
sinus (white arrow)(A). CT at postop-
erative 5 years shows the well recon-
structed orbital floor (white arrow)(B).
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