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Two Cases of Endoscopic Reduction of Medial Orbital Blow Out Fracture
Using a TnR Nasal Mesh®

Geun Woo Park, MD, Gyo Han Bae, MD, Woong Jae Noh, MD and Tae Young Jung, MD
Department of Otorhinolaryngology Head and Neck Surgery, Maryknoll Hospital, Busan, Korea

— ABSTRACT —

Orbital blow out fractures can cause functional and cosmetic problems by prolapse or entrapment of the orbital
tissue. Surgical intervention is performed to prevent limitation of gaze, diplopia and cosmetic disturbance.
Implant material is used to support prolapsed orbital tissue. Implant material should be selected in consideration
of multiple conditions. In this study the experiences with a new surgical material for reduction of orbital blow
out fracture are presented. This report suggests TNR Nasal Mesh” can be new option for reduction of orbital
blow out fracture. (J Clinical Otolaryngol 2020;31:243-247)
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Fig. 1. Preoperative computed tomography findings. Axial (A) and coronal (B) image showed Lt. med. orbital wall
fracture(arrow) & nasal bone fracture(star).

244



Fig. 2. Infraoperative finding. Intraorbital tissue (arrow) is herniated from original site (A). TnR Nasal Mesh® (star) is used
for reduction of med. orbital wall fracture (B).
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Fig. 4. Preoperative computed tomography findings. Preoperative axial (A) and coronal (B) image showed Lt. med.
orbital wall fracture (arrow).

Fig. 5. Infraoperative imaging of first reduction (A, B). Infraorbital fissue (arrow) is hemiated from original site (A). Poly
L-/DL-lactide 70/30 plate (star) is used for reduction of med. orbital wall fracture (B). Postoperative finding (C). Poly L-/
DL-lactide 70/30 plate (star) escaped from insertion site. Infraoperative imaging of second reduction (D). TnR Nasal
Mesh® (arrowhead) is used for reduction of med. orbital wall fracture.
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