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A Case of Transorbital Orbital Floor Fracture Repair
Assisted Endonasal Balloon Catheter

Min Joon Kim, MD, Jung Suk Kim, MD, Tae Jung Park, MD and Tae Young, Jung, MD
Department of Otorhinolaryngology-Head and Neck Surgery, Maryknoll Medical Center, Busan, Korea

— ABSTRACT —

It is important to choose which approaches should be used to correct the fracture if the operation is indication
for surgery in patients with orbital floor fracture. Transorbital, transantral, and endonasal approaches are meth-
ods for correcting the orbital floor fracture. The approach needs to be considered the location of the fracture,
the degree, the severity of the fracture, the least remaining patient’s disability, and preference of the surgeon.
We report a case of orbital floor fracture using transorbital approach and endonasal catheter ballooning to re-
solve the limitations of transorbital approach alone. (J Clinical Otolaryngol 2018;29:276-280)
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Fig. 1. Pre-operative non-enhanced computed tomography images. Coronal image showing the fractured bony
fragments and soft tissue density (white arrow) in ethmoid & maxillary sinus (A). Sagittal image showing the fractured
orbital floor (black arrow) from anterior to posterior portion (B).
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Fig. 2. Endoscopic images during endonasal approach. Endoscopic image showing the herniated bony fragments
and orbital fissue (white arrow) near medial side of maxillary ostium after middle meatal antrostomy (A). Dilated bal-

loon catheter (black arrow) located in the maxillary sinus (B).

Fig. 3. Endoscopic images during fransorbital approach. Endoscopic image showing the depressed orbital floor by
catheter deballooning (A). Elevated orbital floor by catheter ballooning (B).
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Fig. 4. Post-operative non-enhanced computed tomography images. Upper images are next day after surgery. Cor-
onal image showing the reducted anatomical structure of orbital floor (white arrow), left by catheter ballooning
(white asterisk) (A). Sagittal image showing the relatively good restoration from anterior to posterior portion (B). Under
images are 24 days after surgery. Coronal image showing the slightly herniated bony fragments (white arrow) are
observed, but the bioresorbable plate (black arrow) is maintained well. And compared with before surgery, the
fractured orbital medial wall is maintained without any significant change (C). Sagittal image showing the anterior
to posterior portion of the fractured floor is well supported by the bioresorbable plate (D).
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