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LETTERS TO THE EDITOR

Posterior medial wall blow out fracture

EDITOR,-Isolated blow out fracture of the
medial orbital wall with rectus entrapment is
rare. Only a few cases have been reported in
the literature. All of these had restriction of
abduction,'-7 a few also had significant
adduction limitations.6 7 Leone, on the basis
of duction tests, attributed this to a paretic
problem.6
We report a case of an isolated large medial

orbital wall fracture with posterior medial rec-
tus entrapment which caused restriction of
adduction almost exclusively, and was cor-
rected by surgery.

CASE REPORT
A 16-year-old boy presented to the eye clinic
complaining of horizontal diplopia. He had
been kicked in the right eye the previous day.
There was bruising ofupper and lower eyelids
with subconjunctival haemorrhage. On exam-
ination, visual acuity was 6/6 in each eye. In
the right eye the anterior segment, pupil reac-
tions, intraocular pressure, and fundus were
normal. There was no enophthalmos. Cover
test revealed an intermittent left alternating
divergent squint. Ocular movements showed
marked limitation of adduction in the right
eye. The Hess chart recorded on day 1
demonstrates this (Fig la). Only a narrow
strip of binocular single vision was present
(Fig 2a). Clinically and radiographically a
blow out fracture of the medial wall of the
right orbit was diagnosed. The patient was
kept under observation in the outpatient
clinic.
Two weeks after the injury abduction in

the right eye had fully recovered but gross
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Figure 3 Computed tomography scan on day
14. Arrow shows fracture with medial rectus
entrapment.

restriction of adduction persisted. Diplopia
was present in all areas of left gaze. Computed
tomography scan was performed which
showed a fracture of the right ethmoid bone.
The fracture extended from the plane of the
equator of the globe posteriorly for 2 cm. Its
maximum height at the mid point was 4 mm.
Soft tissue was prolapsed through the defect
and the medial rectus muscle was involved
posterior to the globe. There was no other
orbital fracture (Fig 3).
He was reviewed again at 24 days when

there was some improvement of adduction.
Hess and binocular field of vision records
show this (Fig lb, 2b) and diplopia
persisted in left gaze preventing him from
working.

His case was considered by the ear, nose,
and throat and ophthalmic staff. It was

decided that exploration of the medial wall to
free any entrapment was justified.

Twenty seven days after the injury the
patient was taken to theatre and the medial
wall explored via an external ethmoidectomy
approach.
The ethmoidal air cells were opened and

followed posteriorly until the trapped soft
tissue was found 6 cm deep to the incision.
The medial orbital periostium was lifted until
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Figure 1 (a) Hess chart on day 1. (b) Hess
chart postoperative day 1.

Figure 2 (a) Binocularfield of vision on day
1. (b) Binocularfield of vision postoperative
day 1.

Figure 4 (a) Preoperative horizontal gaze.
(b) Postoperative horizontal gaze.

the trapped tissue was defined. A limited
removal of ethmoid bone was performed and
the soft tissue freed and allowed to move lat-
erally from the air cells into the orbit.

Postoperatively there was immediate recov-
ery of single vision. This has been maintained
(Fig 4a, 4b).

COMMENT
Lerman8 described the mechanism for the eye
position in primary and secondary gaze for
orbital floor fracture with inferior rectus
entrapment. He concluded that if the entrap-
ment is anterior to the equator of the globe
the eye will be fixed in a depressed position
with restriction of elevation. If the entrapment
is posterior the eye will be fixed in an elevated
position with restriction of depression.
More recently, Koorneef,9 reviewing

reports of orbital floor blow out fractures and
using results from anatomical research,
showed the complexity of the motility appara-
tus and suggested that the bizarre motility dis-
turbances following floor fractures are due to
the additional traction effects of the connec-
tive tissue systems. He has advocated, in pure
blow out fractures in which no cosmetic
deformity is expected, that surgery should be
delayed.
We agree with the complex nature of the

motility apparatus. However, in this case with
a posterior medial wall fracture it may be jus-
tifiable to apply Lerman's simpler principle.
We suggest that the cause of adduction
restriction and divergent squint was posterior
entrapment of the medial rectus apparatus.
This caused a pseudoparalysis of the medial
rectus but did not restrict the action of the lat-
eral rectus muscle.
We think this case is unique in having

adduction restriction only, which mimicked a
paralysis. Operative intervention in this case
was successful.

T T SHETTY
A S SAMI

D R CLARK
M A BEARN

Department of Ophthalmology,
Cumberland Infirmary,

Carlisle Hospitals,
Carlisle CA2 7HY

Correspondence to: Dr T T Shetty.
Accepted for publication 16 November 1994

1 Davidson TM, Olesen RM, Nahum AM. Medial
orbital wall fracture with rectus entrapment.
Arch Otolaryngol 1995; 101: 33-5.

2 Fischbein FI, Lesko WS. Blow out fracture of the
medial orbital wall. Arch Ophthalmol 1969; 51:
162-3.

3 Edwards WC, Ridley RW. Blow out fracture of
the medial orbital wall. Am J Ophthalmol 1968;
65: 248-9.

4 Rumelt MB, Ernest JT. Isolated blow out fracture
of the medial orbital wall with medial rectus
muscle entrapment. Am J Ophthalmol 1972; 73:
45-53.

5 Prasad SS. Blow out fracture of the medial wall of
orbit. Modem Problems in Ophthalmology 1975;
14: 495-505.

6 Leone CR, Lloyd WC, Rylander G. Surgical
repair of medial wall fractures. AmJ_ Ophthalmol
1984; 97: 349-56.

7 Segrest DR, Dortzbach RK. Medial orbital
wall fractures: complications and manage-
ment. Ophthal Plast Reconstr Surg 1989; 5:
75-80.

8 Lerman S. Blow out fracture of the orbit.
Diagnosis and treatment. Br J7 Ophthalmol
1970; 54: 90-7.

9 Koomeef L. Current concepts on the manage-
ment of orbital blow-out fractures. Annals
Plastic Surgery 1982; 9: 185-200.

390

9
i.. "I

I 'I

"r
x .1- --, 1,

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bjo.bm

j.com
/

B
r J O

phthalm
ol: first published as 10.1136/bjo.79.4.390 on 1 A

pril 1995. D
ow

nloaded from
 

http://bjo.bmj.com/

