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A Case of Endoscopic Sinus Surgery and Reduction of Medial Wall Fracture
at the Same Time in Chronic Sinusitis Associated Old Medial Blowout Fracture

Jung-Uk Han, MD, Sang Hyok Suk, MD, Jun Sick Im, MD and Ki Seoung Kwon
Department of Otolaryngology, Maryknoll General Hospital, Busan, Korea

— ABSTRACT —

Minor and major complications can occur during endoscopic sinus surgery. Damage to an anatomic structure ad-
jacent to a sinus is always a possibility during ESS. The lamina papyracea is very thin and may be fractured with
relatively minor truma. The presence of orbital fat, as well as the distorted anatomy at the fracture site, may make
endoscopy sinus surgey difficult or impossible because orbital fat is a landmark that surgeons should not cross
for fear of injury to orbital content, such as extraocular muscles, vasculature, and neural structures. If there may
be combined disruption of the medial orbital wall with orbital blowout fracture, orbital complication after ESS
may be very high. We report a case of endoscopic sinus surgery of chronic sinusitis and nasal polyps associated
old medial blowout fracture with a review of literature. (J Clinical Otolaryngol 2014;25:199-203)

KEY WORDS : Maxillary sinusitis - Complication - Orbital fracture.

M OB

THy FulEd-S | oju|Qleul FYoflA 71 &5t
A%}t F shfolH A 7|7t oA g 0 B
TSI AR, AAA] BAE o= Ao
WA o] mE o]Fof YA o] &3 &4 A =7}t
=24 2014 8Y 27Y
E=RsAA 20149 9% 169
AAREREY 201449 119 269
WAIAZ} e, 600-730 FART A - 5= 121

e =Y ol st
A3} (051) 465-2205 - A1 (051) 462-9419
E-mail : hjuO617@nate.com

199

Jud

ofr

ofy 2
o

i‘,
U
lo
ry
)
it
~
_):

L
fo 3o
[~
£ ¢

N
oW 4y

0 2 oo

Wy on
5
o ox ox R = 2 fo o

N

-
o
N

>
Ly
e
o
o
BN

W ok
N

oz o 4
(o]

Cfr
T
0 12
2 4
b
ox
N

F
L

N
ol
oX,

o

N
;dnﬁ{n—u
1o 1o

o
[}

&
)
1o
2

o @

Moo

o o E

= e
15
o
ot
i
i)

)
10

v
o%

-0
o
o

[¢]

jus)

BN
>
1o
T =
o2

ro

o
B or
>~
(o]
o

-~

i
=
°
:?L_',

ofN it

o

o M 4o

of
—

%
BRI

(

ok i
=

rE
Mo 1 ¢
2
X
2
N

ofi

ol

NI

©

I

ok

k)
B e oX

-
o2 4y
ey

)

oo

il

3o i

L

by 2

=T = T

=

)
> X

R = A U 1D S S D S =)

%
=
£
& e
2

E1

_(‘)L
4
oy
ol
b
o
<
X

lo

% i
:

o o
©

P

FT,:l

=
qo ©

i
ofx

2
©

2o a1 S
52 Aol AWt FA7) gl

y
Eg

£ 7

ofk



J Clinical Otolaryngol 2014;25:199-203
A} gl Washs volt),
s @l
SO ekt 27t il 9 Su) & 4] /1ot A

Q101 9ol 4 AL A 5] oF NS Al u
srort 24+ E7o] glof elo] eshalet. w44

N fo
> ok
o
i)
o
)
i)

oo
O
PSR!
>
Wy o
o
0
o
rJ
i
i)
32
&
s
i
B

ﬂF
rO
2
L o
1B
o
oot
i3]
i)
f
N,
2
[e]
N
2
-0,
fr
>

il
oX
=
2

M
ot
il

4 o
>
o
2
_| i
o
R
)
=2 o

2 10 lo
Loy

Qbe} 2 Ao] MU R GEE| o] o]F wASHA| GFalA
© A 2 kel 9] 2EY] &4 TFe AT FARE
FTOR o] JE Ao R wrtEo] YA &3t o
oF iy &g 24 AEES Al Aldsr| = Ast
At =& 159 Ao B85 52 SlsliA 3
T8 AHZ0]=(10 mg/day X 7 days)E E-8313 o
T4 AHRO|E Axdo]E ARESHTEY HAl upF
stofl A7 2 microdebriders ©]-8-5to] Az 4l 1]
BTS2 ZotlHA Alof o g A A S
BAEY], ARRE, Al 37|18 RAAYA AT &
A AT wEA7] 2 B0 R gEE <t

>

A
freer”3715 o]0l 4 E3ATh o] A F44d 1L

ZHpoly L~/DL-lactide 70/30 implant : Macropore”™)

742 15 em AR 1 om BE0) HUF 02 Agk 3 700
.80) A2 Algl%o] 4 27b Bt F QA Fefol
A 02 W] inlayFEE ALY S8
3 Alof7} S Elo] 2| 919k FARE ool o
shs4d 7 2 B85S A A% T Macropore“2} FH]

1o
) I—N
N
tlo oX flo wk &

Fig. 1. Endoscopic findings. Preoperative endoscopic views of the right (A) and left (B) show polyps (white arrow) in
both nasal cavities. Postoperative at 3 weeks endoscopic view (C) shows well-positioned Macropore® (asterisk) in
right nasal cavity and Macropore™ (white arrow) were absorbed almost at postoperative 26 months (D). Recent en-
doscopic views of right (E) and left (F) show clear both nasal cavities.
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Fig. 2. Preoperative CT scans. Coronal (A) axial (B) CT scans show dehiscence of the right lamina papyracea with
polyps in ethmoid and orbital fat fissue partially filing the ethmoid bulla (white arrow).

Fig. 3. Postoperative CT scans. Cornonal (A) and axial (B) CT scans show no soft orbital herniation in right eye. and CT
scans show the part of Macropore” (white arrow) over new growing bone in right eye. Polyps in ethmoid and nasal
cavity was completely removed.
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