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A Case of Inferior Orbital Wall Reconstruction of a Maxillary
Mucocele Presenting as Hypertropia Using Transconjunctival
Approach Combined with Transantral Approach

Sang Yul Shim, MD, Hong Joong Kim, MD, Ji Yeon Choi, MD and Chul Chang, MD

Department of Otolaryngology-Head & Neck Surgery, Bundang CHA Hospital,
College of Medical School, CHA University, Seongnam, Korea

—ABSTRACT —

Postoperative mucoceles of the maxillary sinus develop as a delayed complication of Caldwell-Luc operation, usu-
ally 10—20 years following the surgery. The general clinical presentations are swelling of the cheek, accompa-nied
by dull maxillary facial pain and numbness. Enlarged postoperative cheek cysts infrequently protrude into the or-
bit and elevate the eyeball, causing double vision. Recently, we experienced a case of hypertropia caused by the
protrusion of a postoperative cheek cyst into the orbit through widely defective inferior orbital wall. We were able
to remove the cyst and identify the size and shape of the defective orbital floor using endoscopic transantral ap-
proach. The widely defective orbital floor was reconstructed with porous polyethylene via transconjunctival ap-
proach successfully. (J Clinical Otolaryngol 2009520:247-250)

KEY WORD : Maxillary mucocele.
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Fig. 1. Preoperative photograph of the patient. Facial ap-
pearance demon-strates swelling area extending from ri-
ght maxilla into orbital region and upward deviation of
orbit.
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Fig. 3. Intra-operative image. Incision was made 2—-3
mm posterior o conjunctival fornix. Subcutaneous fissue
was dissected with periosteal elevator to level beneath
inferior orbital rim. The melted inofraorbital wall was
exposed by elevating the generated perioeteal tissue.

Fig. 2. Preoperative CT images shows the soft density lesion of right maxillary sinus extending into orbital area through

bony destruction of infraorbital portion of orbit (white arrow).
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Posterior

Fig. 4. 18X 23 mm Porous polyethylene sheet implant de-
sign. Grey arrow heads show the sites of suture between
Porous polyethylene sheet and periosteum.
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Fig. 5. Postoperative endoscopic image. Reconstruction
of the defect of infraorbital wall under orbit was noted.
IOW ! infraorbital walll.
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Presented at the 26th International Symposium on Infec-
tion and Allergy of the Nose, Kuala Lumpur, Malaysia, on
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