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Conjunctival Approach for the Repair of Orbital Blowout Fractures
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= Abstract =

There are four approaches described for the repair of orbital blowout fractures—transantral,
skin-orbicularis oculi muscle flap through a subciliary incision, horizontal lower lid incision
over the infraorbital rim, and conjunctival approach.

Conjunctival approach to the orbital floor and infraorbital rim has been a safe and reliable
technique. In addition to improved cosmesis, the conjunctival approach has essentially
eliminated the complications of ectropion and scleral show, which frequently occur following
the precutaneous, subciliary approach.

Recently 2 years, the preseptal conjunctival approach has been used in 11 patients.

No loss of vision, persistent diplopia secondary to surgery, corneal abrasions, ectropion, or
other complications occurred in our cases.
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Fig. 1. Coronal section of CT showing the
impure blowout fracture with her-
niation of soft tissue into the maxil-
lary sinus.
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Table 1. Types of blowout fractures
5 Type No. of case
Pure 5
Wlmpure i SRy
Total 11
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1. Z% A7 P#(tarsal plate) 2mm ¥

WEE F3R90 o 5mm 2ol AAE 7
83l freer elevator24] submucosal blunt dis-

sectiong A3 3o} (Fig. 2).

Fig. 2. Conjunctival incision is made about

2mm posterior to edge of the tarsal

plate after 2 stay suture. CI : conju-
nctival incision.
2. Preseptal dissection ¥ <o}l 2} o)

A7) : Orbital septum® <& (orbicularis

oculi) &2 ¥E 23l preseptal dissection
& Nt kA F9e =& A AR (Fig
3).

Fig. 3.

Preseptal dissection generous even
beyond the lateral and medial limits
of the conjunctival incision. The pe-
riosteum of the orbital rim is expo-
sed, and with an incision on the pe-
riosteum along the rim.
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Fig. 4. Showing the fracture site of the or-
bital rim and bony hole which was
made by drilling for the wiring. (Ar-
row : fracture site)

Fig. 5. Showing the interosseous wiring fi-

nding.
5. <otd 29 B g 3-0 chromic cat-
gut$ AHEEo
6. 2% AR B : 60 chromic cat-

Fig. 6. Showing the repair of the orbital

floor with tragal cartilage.(C : graf-
ted cartilage)
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Fig. 7.

Showing the well done state of in-
cision site at 10th postoperative
day.
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Preseptal
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Showing the illustration of presep-
tal conjunctival dissection between
orbital septum and orbicularis ocnli
muscle to the orbital floor.

524 AF, AtE AM, iliac bone, fascia
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