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Background and Objectives The purpose of this study was to evaluate the advantages and
limitations of using fibrin glue for securing bioresorbable panels to reconstruct the fractured
orbital floor by transantral approach.
Subjects and Method A retrospective study was conducted from July 2009 to July 2015 in
35 patients with pure orbital floor fractures. Nineteen patients underwent reduction surgery for
inserting the bioresorbable panel and 16 patients underwent reduction surgery using fibrin glue
for securing the bioresorbable panel via a transantral approach. In both groups, a chart review
of preoperative and postoperative ocular symptoms, operation records, and complications was
conducted.
Results There was no significant difference between two groups in the demographic data of
patients. Comparing the surgical outcomes between two groups, diplopia and mean discrep-
ancy between fractured bone chip and intact orbital floor based on computed tomography scans
showed much better results in the group that used bioresorbable panel secured by fibrin glue
than in the bioresorbable only group. Furthermore, we carried out revision operations in six cas-
es in the bioresorbable panel only group, where we found that the main cause of fracture to be
the dislocation of bioresorbable panel. On the other hand, in the bioresorbable panel secured
by the fibrin glue group, there were no reoperation and postsurgical complications.
Conclusion During the course of the study, we sensed orbital floor fracture repair using bio-
resorbable panel secured by fibrin glue via a transantral approach as an easy and effective tech-
nique with good postoperative results, and minimal implant related complications. This novel
procedure is recommended as a surgical option for the reduction of orbital floor fractures, espe-
cially in large and posterior fractures.
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Fig. 1. Intraoperative endoscopic views of the left maxillary sinus of an orbital floor fracture, through the antral window. The orbital floor
was fractured, and periorbital soft tissue was herniated into the maxillary sinus (arrow) (A). The fractured orbital contents were reduced
to anatomic position and a bioresorbable panel (arrowheads) was placed under the fractured bone (B). Fibrin glue were sprayed to se-
cure bioresorbable panel for support the reduced orbital floor (C).
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Fig. 2. Preoperative (A and C) and
postoperative (B and D) coronal
CT scans of the blowout fracture of
the inferior orbital wall. Orbital floor
displacement was classified as:
grade |, discrepancy of displacement
(white asterisk) below 2 mm (A and
B); grade I, a discrepancy of displace-
ment (black asterisk) above 2 mm (C
and D).
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Table 1. Demographic data of patients

Bioresorbable panel (n=19)

Bioresorbable panel+fibrin glue (n=16)

M:F 18:1
Age 27.7+8.76
R:L 6:13
Cause of trauma (%)
Assaults 11 (57.9)
Sports 5(26.3)
Falls 3(15.8)
Traffic accidents 0

13:3
38.6+11.73
8:8

6 (37.5)
1(6.3)
8 (50)
1(6.3)

Table 2. Comparisons of interval between injury and repair, operation time, hospital stay and follow up period in each surgical group

Bioresorbable panel Bioresorbable panel+fibrin glue p-value
Interval between injury and repair (days) 10.47+5.3 9+3.92 0.37
Operation time (mins) 130.79 +£34.05 130.94+34.27 0.883
Lengh of hospital stay (days) 8.58+2.14 7.56+4.6 0.034*
Follow up period (days) 53.11+72.39 76.06+65.08 0.056
%0 <0.05

Table 3. Comparisons of preoperative and postoperative symptoms in each surgical group

Symptoms Bioresorbable panel (n=19) Bioresorbable panel+fibrin glue (n=16) p-value

Preoperative (%)

Periorbital swelling 18 (94.7) 16 (100) 1.000

Diplopia 7 (36.8) 7 (43.8) 0.678

EOM limitation 9 (47.4) 5(31.3) 0.332

Enophthalmos 1(5.3) 1(6.3) 1.000

Facial hypoesthesia 5(26.3) 5(31.3) 1.000
Postoperative (%)

Periorbital swelling 9 (47.4) 7 (43.8) 1.000

Diplopia 7 (36.8) 0 0.009*

EOM limitation 3(15.8) 0 0.234

Enophthalmos 1(5.3) 0 1.000

Facial hypoesthesia 1(5.3) 1(6.3) 1.000
#0 <0.05. EOM: extraocular movement
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Table 4. Comparisons of mean discrepancy between fractured bone chip and intact orbital floor based on coronal CT scans and reop-

eration in each surgical group

Mean discrepancy grade Bioresorbable panel (n=19) Bioresorbable panel+fibrin glue (n=16) p-value
Preoperative (%)
Grade | 2(10.5) 1(6.3) 1.000
Grade I 7 (89.5) 5(93.8)
Postoperative (%)
Grade | 10 (52.6) 15(93.8) 0.010*
Grade I 9 (47.4) 1(6.3)
Reoperation 6(31.6) 0 0.022*

#0 <0.05. Grade I: discrepancy of displacement <2 mm, Grade II: discrepancy of displacement >2 mm
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