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Introduction
Blow-out fracture (BOF) or combination facial 

fracture is a common lesion in facial trauma 
when force is directly applied to the globe. The 
conventional surgical method is open reduction 
and internal fixation. The endoscopy has many 
major advantages and was applied to sinusoscopy 
since the 1980s; applied in plastic surgery in the 
1990s in forehead lift, facial lift and then assisted 
the treatment of facial trauma, including orbital 
reconstruction [1],[2]. The use of endoscopy 
improves ability to visualize entire fracture site, 
especially with deep intraocular lesions, thereby 

providing the best anatomic and volume recovery 
[3-7]. The author reported 5 cases which were 
applicated successfully of this technique at Viet Duc 
University Hospital from 2016 to 2019.

Subjects and methods
Subjects
5 cases were diagnosed and treated orbital floor 

fracture (table 1) at Department of Maxillofacial, 
Plastic and Aesthetic Surgery, Viet Duc University 
Hospital from January 2016 to December 2019.

Inclusion criteria: patients with clinical symptoms 
of orbit injury causing enophthalmos, diplopia or 
entrapment of the inferior rectus muscle. On CT there 
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Abstract
Introduction: Orbital floor fracture repair is common practical clinic and 
challenging for most surgeons. Open reduction and internal fixation is 
conventional treatment for a long time. Recently, endocopy has been using 
as assisted method with many advantages. 
Materials and Methods: Cross-sectional study. The author reports first five 
cases in Vietnam which were reconstructed the orbital floor via maxillary 
sinus intra-oral approach with endoscopic-assisted at Viet Duc University 
Hospital from 2016 to 2019.
Results: 5 cases (2 emergency surgeries and 3 selective surgeries) were 
treated with transmaxillar-sinus intra oral endoscopy for orbital floor 
reconstruction (2 titanium mesh, 1 absorable mesh, 2 porous polyethylenne 
mesh). All patients were evaluated with good results both in function and 
aesthetic aspect. No complication was recorded. One patient has facial 
numbness (innervated by inferior orbital nerve) but temporary and resolve 
after 3 months.
Conclusion: The prelimenary results confirmed that transmaxillary-sinus 
intra-oral endoscopy for orbital floor reconstruction is reliable and safe method. 
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Demographics Age Sex Diagnosis Symptoms

Patient 1 32 Female Orbital floor 
fracture

Enophthalmos

Patient 2 18 Female Orbital floor 
fracture

Enophthalmos, 
diplopia

Patient 3 21 Male Orbital floor 
fracture

Enophthalmos, 
diplopia

Patient 4 35 Male Orbital floor 
fracture

Enophthalmos

Patient 5 24 Female Orbital floor 
fracture

Enophthalmos

is a ruptured displacement of the orbital floor and 
orbital soft tissue herniation into the maxillary sinus.

Table 1. Subject demographics on variables

The patient was under general anesthesia.
Head-back position.
Opening of the oral vestibular mucosal incision 

on the ipsilateral side, the anterior wall of the 
maxillary sinus was exposed.

Opening the anterior wall of the maxillary sinus, 
keeping the bone fragment

Orbital floor the examining with endoscopy 
through maxillar sinus, herniated tissue was pushed 
back into the orbit.

Recostructing the orbital floor with autologous or 
artificial materials.

Placing ball of sonde Folley in the maxillary sinus.
Regrafting and fixing the bone fragment.
Evaluating results based on functional 

improvements (the entrapped muscle was releasing, 
decreased diplopia), aesthetics (improvement 
enophthalmos), and postoperative complications.

Results
Function: all patients recovered their visual 

acuity completely, no diplopia, no entrapment of the 
inferior rectus muscle.

Aesthetic: 3 cases with balanced eyes, 2 cases 
with slight enophthalmos after surgery. All patients 
were satisfied with the results of surgery.

All patients were taken CT – scaner 3D after 
surgery, the results showed that the artificial material 
was placed in the correct anatomical position, there 
was no more orbital soft tissue herniation in the 
maxillary sinus.

All cases were primarily healing of the mucosa, 
no complication was noted. There was a case had 
numbness at cheek (the region was innervated by 
the infraorbital nerve), recovered completely after 
3 months.

Discussion
The orbit is a pyramidal cavity with 4 walls, the 

roof and lateral wall of the orbit were relatively 
solid, the medial wall adjacents to the ethmoid 
sinus and the inferior wall or floor adjacents to 
the maxillary sinus is thin and weak, so in the 

Patients were examined clinically to evaluate the 
influence level to the function and aesthetic of the 
eye, all cases were taken CT-scanner 3D to assess 
the degree of displacement of the bone fragment, 
the herniation of the orbital soft tissue into maxillary 
sinus and size of rupture. There are 2 cases operated 
on emergency because of entrapment operated on the 
inferior rectus muscle, 3 cases of selective surgery 
were applied transmaxillary-sinus intra-oral endoscopy 
technique to reconstruct orbital floor. Post-operative 
follow up for 3 weeks, 3 months, 6 months, 1 year.

Methods: Clinical cross sectional descriptive study.
Surgical techniques

Figure 1. Illustrates the advantages of endoscopy, improves ability 

to visualize entire fracture site [4]
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orbital trauma, the orbital floor fracture is the most 
common lesion [3]. Diagnosis of the orbital floor 
fracture based on clinical examination and imaging, 
in which computed tomography (CT) is considered 
the gold standard for definitive diagnosis and 
assessment of lesions. At Viet Duc University 
Hospital, all cases with orbital trauma in particular 
and facial trauma in general were taken CT – 
scanner before surgery. There are 3 common types 
of orbital lesions on CT: (1) trap – door fracture, (2) 
medial wall BOF, (3) lateral wall BOF, delimited 
by infraorbital nerve [5].

Orbital fracture was described in 1844 by 
MacKenzie. Conventional open surgery was usually 
performed through incisions such as the infraorbital 
fold (Caldwell-Luc 1970s), the conjunctival incision 
(transconjunctiva) or the subcilliary approach. 
The infraorbital fold incision cannot hide scar 
and leave scar relatively clear, the conjunctival 
incision is narrow so it is difficult to observe the 
posterior side of the orbit, the subcilliary approach 
causes late-eyelid scarring with incidence from 
1,2-42%. The indication for endoscopy surgery is 

the same as for open surgery. Strong offers three 
indications: Blow – out  fracture; enophthalmos; 
orbital floor fracture over 50%; contraindication if 
more than 2 orbit walls are broken [5]. Chen offers 
relative contraindication in late trauma because 
of scarring [1]. Jin supposed endoscopy can be 
applied in all cases, either complete endoscopy or 
assisted endoscopy, in cases both the floor and the 
medial wall were fractured, the fractures can be 
approached through  both ways: nose and maxillary 
sinus [6].

Regarding approach endoscopy for the orbital 
floor reconstruction, all authors agreed to pass 
through the maxillary vestibular mucosa incision 
according to Caldwell-Luc's [1-7]. Subperiosteal 
dissecting, exposing the anterior wall of maxillary 
sinus, opening the bony window and approaching 
to the orbital floor by endoscopy. There are many 
opinions about size of the bony window. Chen 
opened 20x15mm, Jin opened 10x15mm, Ducic 
opened maximum, distance to the hole under the 
eye, the piriform aperture, the alveolar bone is 
2-5mm [1],[6],[7].

Figure 2. Patient 1. Before surgery (A) left orbital enophthalmos, (B) orbital floor broken on CT. In the surgery (C) the bony window, (D) 

putting the Mesh Titanium through endoscopy, (E) put the bony window back on. After surgery 3 months (F), there is no enophthalmos.
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We also try to maximally opened the anterior 
sinus wall, that makes handling easier, the bony 
fragment is then put back and fixed simply by 3-4 
stitches. [7]. Endoscopic lenses used also vary 
depending on each author, commonly optic diameter 
is 2.7mm but some authors used the 0 degree type 
or 30 degree type, the others used both. In our 
hospital, there is only one type: 30 degree. The 
method of fixing fragment or artificial materials is 
also different, Chen used Mesh Titanium to place 
the underside and fixed to the orbital floor with 
screws [2]. Strong used Medpor in the form of many 
small pieces put together [5]. Jin used one piece 
Medpor and only used with large defects [6], most 
of the cases the author lifted old bone and fixed with 
ball of sonde Folley in the maxillary sinus [3],[4],[8 
]. Two cases in our study were used Mesh Titanium. 
The third case was reconstructed with absorb Mesh 
(Matrix Surgical - USA) and grafted the small 
bone fragments on top. The other two cases are 
reconstructed by Porous Polyethylene (Omnipore - 
Matrix Surgical - USA).

The timing of the surgery is still a controversial 
issue, most surgeons advocate waiting 3-5 days to 
reduce edema [5]. Burnstine [8] divided into three 
surgical timing: (1) emergency surgery with entrapped 
muscle cases, immediate enophthalmos after trauma, 
deviation of the globle downwards; (2) surgery within 
two weeks after trauma and (3) late surgery. All 
patients in our study were operated within 2 weeks 
after trauma (3 to 14 days), in which 2 cases with 
diplopia because of entrapment of the inferior rectus 
muscle were indicated immediately as emergency.

Although the advantages of endoscopy in the 
orbital floor reconstrction have been confirmed 
in the literature, complications are still likely to be 
similar to those with open surgery except for late 
eyelid complication. Jin compared two groups, 
showing  good results in the endoscopic group and 
without endoscopic group was 89% and 76%, the rate 

of complications in the two groups did not differ [6]. 
Chen often noted numbness that recovered completely 
in 2-3 months after surgery [2]. Patient 2 in our study 
also suffered from postoperative cheek numbness, 
recovered completely at the time of re-examination 
after surgery 3 months. The four cases  did not have 
any complications.

Conclusions
Endoscopic transmaxillary repair of orbital floor 

fracture has many major advantages such as minimizing 
tissue damage, clearly observing entire fracture site, 
aesthetic scar. However, modern equipment and 
surgeons trained in endoscopic surgery are also 
required. Initial research shows that this is a safe and 
effective method.
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ÖÙng duïng kyõ thuaät noäi soi qua ñöôøng mieäng hoã trôï taïo hình 
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Vuõ Trung Tröïc, Buøi Mai Anh, Ngoâ Maïnh Huøng, Nguyeãn Hoàng Haø

Beänh vieän Höõu nghò Vieät Ñöùc 

Toùm taét
Ñaët vaán ñeà: Chaán thöông saøn oå maét khaù thöôøng gaëp trong thöïc haønh laâm 
saøng. Ñieàu trò caùc toån thöông naøy vaãn luoân laø moät thaùch thöùc vôùi caùc baùc 
só phaãu thuaät. Phöông phaùp kinh ñieån laø moå môû vaøo neáp maù mi, döôùi vieàn 
mi hoaëc ñöôøng keát maïc. Vieäc söû duïng noäi soi hoã trôï hay toaøn boä giuùp taêng 
cöôøng khaû naêng quan saùt chính xaùc cuûa phaãu thuaät vieân, ñaëc bieät laø vôùi caùc 
thöông toån naèm saâu trong oå maét, töø ñoù giuùp phuïc hoài toát nhaát veà giaûi phaãu 
vaø theå tích oå maét.
Phöông phaùp nghieân cöùu: Nghieân cöùu caét ngang 05 ngöôøi beänh ñöôïc chaån 
ñoaùn vôõ saøn oå maét ñöôïc phaãu thuaät taïo hình saøn oå maét vôùi noäi soi hoã trôï töø 
naêm 2016 ñeán naêm 2019.
Keát quaû: Coù 2 tröôøng hôïp ñöôïc phaãu thuaät caáp cöùu vì keït cô vaän nhaõn, 3 
tröôøng hôïp phaãu thuaät theo keá hoaïch phuïc hoài saøn oå maét vôùi vaät lieäu nhaân 
taïo (2 Mesh Titanium, 1 Mesh töï tieâu, 2 Mesh Porous Polyethylene) môû 
xuyeân xoang haøm qua ñöôøng mieäng vôùi noäi soi hoã trôï. Taát caû caùc tröôøng hôïp 
ñeàu lieàn seïo nieâm maïc thì ñaàu, khoâng coù bieán chöùng naøo ñöôïc ghi nhaän. Coù 
moät tröôøng hôïp bò teâ bì vuøng maù (vò trí chi phoái cuûa thaàn kinh döôùi oå maét) 
taïm thôøi, phuïc hoài hoaøn toaøn sau 3 thaùng.
Keát luaän: Keát quaû böôùc ñaàu cho thaáy phaãu thuaät taïo hình saøn oå maét qua 
ñöôøng mieäng vôùi noäi soi hoã trôï coù nhöõng öu ñieåm vöôït troäi caû veà chöùc naêng 
vaø thaåm myõ.

Töø khoùa: 
Vôõ xöông oå maét, chaán thöông haøm 
maët, loõm oå maét, taïo hình oå maét, 
phaãu thuaät noäi soi.

Ñòa chæ lieân heä: 
Vuõ Trung Tröïc,
Beänh vieän Höõu nghò Vieät Ñöùc
40 Traøng Thi, Hoaøn Kieám, Haø Noäi
Ñieän thoaïi: 0983 383 009
Email: drvutrungtruc@gmail.com

Ngaøy nhaän baøi: 09/7/2020
Ngaøy duyeät: 04/01/2021
Ngaøy chaáp nhaän ñaêng:
01/3/2021

Ñaët vaán ñeà
Vôõ saøn oå maét ñôn thuaàn (Blow-out fracture – 

BOF) hoaëc phoái hôïp laø moät toån thöông thöôøng gaëp 
trong beänh caûnh chaán thöông haøm maët khi coù löïc 
taùc ñoäng tröïc tieáp vaøo nhaõn caàu. Phöông phaùp phaãu 
thuaät kinh ñieån laø moå môû boäc loä oå gaõy, söûa chöõa vaø 
taïo hình. Phaãu thuaät noäi soi ra ñôøi ñaõ nhanh choùng 
khaúng ñònh caùc öu ñieåm vöôït troäi vaø ñöôïc öùng duïng 
vaøo noäi soi muõi xoang töø nhöõng naêm 1980; öùng duïng 
vaøo phaãu thuaät taïo hình-thaåm myõ töø nhöõng naêm 

1990 trong caêng da traùn, caêng da maët vaø sau ñoù laø 
hoã trôï ñieàu trò chaán thöông haøm maët trong ñoù coù taïo 
hình oå maét [1],[2]. Vieäc söû duïng noäi soi hoã trôï hay 
toaøn boä giuùp taêng cöôøng khaû naêng quan saùt chính 
xaùc cuûa phaãu thuaät vieân, ñaëc bieät laø vôùi caùc thöông 
toån naèm saâu trong oå maét, töø ñoù giuùp hoài toát nhaát veà 
giaûi phaãu vaø theå tích oå maét [3-7]. Taùc giaû thoâng baùo 
5 tröôøng hôïp ñaàu tieân ñöôïc öùng duïng thaønh coâng kyõ 
thuaät naøy ôû Beänh vieän Höõu nghò Vieät Ñöùc töø naêm 
2016 ñeán naêm 2019.
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Ñoái töôïng vaø phöông phaùp nghieân cöùu
Ñoái töôïng nghieân cöùu
Treân 5 tröôøng hôïp ngöôøi beänh (NB) ñöôïc chaån ñoaùn 

vaø ñieàu trò vôõ saøn oå maét sau chaán thöông (Baûng 1) taïi 
khoa phaãu thuaät Haøm maët-Taïo hình-Thaåm myõ, 
Beänh vieän Höõu nghò Vieät Ñöùc töø thaùng 1 naêm 2016 
ñeán thaùng 12 naêm 2019.

Tieâu chuaån löïa choïn: chæ ñònh phaãu thuaät treân 
caùc ngöôøi beänh coù trieäu chöùng laâm saøng chaán thöông 
vuøng oå maét gaây loõm oå maét, song thò hay keït cô vaän 
nhaõn. Treân CT coù vôõ saøn oå maét di leäch vaø thoaùt vò 
phaàn meàm haäu nhaõn caàu vaøo xoang haøm.

Baûng 1. Ngöôøi beänh trong nghieân cöùu

Kyõ thuaät phaãu thuaät

STT Tuoåi Giôùi Chaån ñoaùn Laâm saøng

NB1 32 Nöõ Vôõ saøn oå maét Loõm oå maét

NB2 18 Nöõ Vôõ saøn oå maét Loõm oå maét, 
song thò

NB3 21 Nam Vôõ saøn oå maét Loõm oå maét, 
song thò

NB4 35 Nam Vôõ saøn oå maét Loõm oå maét

NB5 24 Nöõ Vôõ saøn oå maét Loõm oå maét

Ngöôøi beänh ñöôïc thaêm khaùm laâm saøng ñaùnh 
giaù möùc ñoä aûnh höôûng ñeán chöùc naêng vaø thaåm myõ 
cuûa maét, taát caû caùc tröôøng hôïp ñeàu ñöôïc chuïp CT-
scanner haøm maët döïng hình 3D ñaùnh giaù möùc ñoä di 
leäch cuûa maûnh xöông, söï thoaùt vò toå chöùc haäu nhaõn 
caàu vaøo xoang haøm vaø kích thöôùc dieän vôõ. Coù 2 
tröôøng hôïp phaãu thuaät caáp cöùu vì keït cô vaän nhaõn, 3 
tröôøng hôïp phaãu thuaät theo keá hoaïch phuïc hoài saøn oå 
maét qua noäi soi ñöôøng mieäng môû xuyeân qua xoang 
haøm treân. Khaùm laïi sau moå 3 tuaàn, 3 thaùng, 6 thaùng, 
1 naêm.

Phöông phaùp nghieân cöùu: moâ taû laâm saøng
caét ngang

Hình 1. Minh hoïa öu ñieåm cuûa noäi soi, giuùp nhìn roõ hôn toaøn boä 

vuøng toån thöông [4]	

Ngöôøi beänh ñöôïc meâ noäi khí quaûn ñöôøng muõi
Tö theá ñaàu ngöûa
Môû ñöôøng raïch tieàn ñình lôïi haøm treân cuøng beân 

toån thöông, boäc loä thaønh tröôùc xoang haøm
Môû thaønh tröôùc xoang haøm, giöõ laïi maûnh xöông
Noäi soi xaùc ñònh vò trí vôõ xöông, ñaåy toå chöùc 

thoaùt vò vaøo oå maét
Taïo hình saøn oå maét vôùi chaát lieäu töï thaân hay nhaân taïo
Ñaët boùng hoã trôï trong xoang haøm
Ñaët vaø coá ñònh laïi maûnh xöông thaønh tröôùc xoang haøm
Ñaùnh giaù keát quaû döïa treân caùc caûi thieän veà maët 

chöùc naêng (khoâng coøn keït cô, giaûm song thò), thaåm 
myõ (caûi thieän loõm oå maét) vaø caùc bieán chöùng ghi 
nhaän sau phaãu thuaät.

Keát quaû nghieân cöùu
Veà maët chöùc naêng: taát caû caùc ngöôøi beänh ñeàu 

phuïc hoài thò löïc hoaøn toaøn nhö tröôùc chaán thöông, 
khoâng coøn song thò, khoâng keït cô vaän nhaõn.

Veà maët thaåm myõ: 3 tröôøng hôïp hai maét caân ñoái, 
2 tröôøng hôïp coøn loõm nheï oå maét sau moå. Taát caû caùc 
ngöôøi beänh ñeàu haøi loøng vôùi keát quaû phaãu thuaät.

Caû 5 NB ñeàu ñöôïc chuïp CT sau moå, keát quaû 
cho thaáy chaát lieäu nhaân taïo ñöôïc ñaët ñuùng vò trí giaûi 
phaãu, khoâng coøn thoaùt vò toå chöùc haäu nhaõn caàu vaøo 
xoang haøm.
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Taát caû caùc tröôøng hôïp ñeàu lieàn seïo nieâm maïc thì 
ñaàu, khoâng coù bieán chöùng naøo ñöôïc ghi nhaän. Coù moät 
tröôøng hôïp bò teâ bì vuøng maù (vò trí chi phoái cuûa thaàn 
kinh döôùi oå maét) taïm thôøi, phuïc hoài hoaøn toaøn sau 
3 thaùng.

Baøn luaän
OÅ maét laø hoác xöông hình thaùp 4 maët, traàn oå maét 

vaø thaønh ngoaøi töông ñoái vöõng chaéc, thaønh trong tieáp 
giaùp vôùi xoang saøng vaø thaønh döôùi hay saøn tieáp giaùp 
vôùi xoang haøm laø vuøng moûng vaø yeáu neân toån thöông 
gaëp chuû yeáu ôû phaàn naøy [3]. Chaån ñoaùn vôõ saøn oå 
maét döïa vaøo thaêm khaùm laâm saøng vaø chaån ñoaùn hình 
aûnh, trong ñoù chuïp caét lôùp vi tính (CT) ñöôïc coi laø 
tieâu chuaån vaøng ñeå chaån ñoaùn xaùc ñònh vaø ñaùnh giaù 
möùc ñoä toån thöông. Taïi Beänh vieän Höõu nghò Vieät 
Ñöùc taát caû caùc tröôøng hôïp chaán thöông oå maét noùi 
rieâng vaø chaán thöông haøm maët noùi chung ñeàu ñöôïc 
chuïp CT tröôùc moå. Döïa treân CT coù 3 loaïi toån thöông 
oå maét thöôøng gaëp bao goàm: (1) vôõ caøi kieåu cöûa soå 
(trap-door), (2) BOF thaønh trong (3) BOF thaønh 
ngoaøi, phaân ñònh bôûi thaàn kinh döôùi oå maét [5].

Vôõ xöông oå maét ñöôïc moâ taû töø naêm 1844 bôûi 
MacKenzie. Phaãu thuaät moå môû kinh ñieån thöôøng 
ñöôïc thöïc hieän qua caùc ñöôøng moå nhö neáp maù oå 

maét (Caldwell-Luc nhöõng naêm 1970), ñöôøng keát 
maïc (transconjunctiva) hoaëc ñöôøng döôùi bôø mi 
(subcilliary). Ñöôøng neáp maù oå maét khoâng giaáu ñöôïc 
seïo neân ñeå laïi seïo töông ñoái roõ, ñöôøng keát maïc thöôøng 
heïp khoù quan saùt nöûa sau cuûa oå maét, ñöôøng döôùi bôø mi 
gaây seïo treã mi 1,2-42%. Chæ ñònh phaãu thuaät noäi soi 
cuõng töông töï nhö ñoái vôùi phaãu thuaät moå môû. Strong 
ñöa ra 3 chæ ñònh: vôõ saøn oå maét ñôn thuaàn; loõm oå maét; 
vôõ saøn oå maét treân 50% vaø choáng chæ ñònh neáu vôõ treân 
2 thaønh oå maét [5]. Chen choáng chæ ñònh töông ñoái vôùi 
tröôøng hôïp taïo hình muoän vì hieän töôïng xô seïo [1]. 
Jin cho raèng coù theå öùng duïng noäi soi trong moïi tröôøng 
hôïp hoaëc laø noäi soi hoaøn toaøn hoaëc laø noäi soi hoã trôï, 
vôùi nhöõng tröôøng hôïp vôõ saøn vaø thaønh trong coù theå ñi 
hai ñöôøng qua xoang haøm vaø qua muõi [6].

Veà ñöôøng vaøo phaãu thuaät noäi soi saøn oå maét, taát caû 
caùc taùc giaû ñeàu thoáng nhaát ñi qua ñöôøng nieâm maïc tieàn 
ñình haøm treân theo kyõ thuaät tieáp caän xoang haøm treân 
cuûa Caldwell-Luc [1-7]. Phaãu tích döôùi maøng xöông, 
boäc loä thaønh tröôùc xoang haøm, môû cöûa soå xöông vaø noäi 
soi tieáp caän saøn oå maét. Veà kích thöôùc môû cöûa soå xöông 
cuõng coù nhieàu quan ñieåm, Chen môû 20x15mm, Jin 
môû 10x15mm, Ducic môû toái ña chæ ñeå laïi caùch loã döôùi 
oå maét vaø bôø hoá leâ, xöông oå raêng 2-5mm [1],[6],[7].

Hình 2. Minh hoaï NB1. Tröôùc moå (A) loõm oå maét traùi, (B) vôõ saøn oå maét treân CT. Trong moå (C) môû cöûa soå xöông, (D) ñaët Mesh Titan qua noäi 

soi, (E) ñaët laïi cöûa soå xuông. Sau moå 3 thaùng (F)khoâng coøn loõm oå maét.	
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Chuùng toâi cuõng coá gaéng môû thaønh tröôùc xoang 
toái ña theo quan ñieåm cuûa Ducic, vieäc môû cöûa soå 
xöông roäng raõi giuùp thao taùc deã daøng hôn, maûnh 
xöông sau ñoù ñöôïc ñaët laïi vaø coá ñònh ñôn giaûn bôûi 
3-4 muõi chæ khaâu [7]. OÁng kính noäi soi söû duïng cuõng 
khaùc nhau tuyø theo töøng taùc giaû, ñöôøng kính optic 
thöôøng söû duïng laø 2,7mm nhöng coù taùc giaû söû duïng 
loaïi 0 ñoä, coù taùc giaû söû duïng loaïi 30 ñoä, coù taùc giaû 
söû duïng caû hai loaïi, ôû cô sôû ñieàu trò cuûa chuùng toâi 
chæ coù duy nhaát moät loaïi optic 30 ñoä. Phöông phaùp 
coá ñònh maûnh vôõ hoaëc vaät lieäu gheùp nhaân taïo cuõng 
khaùc nhau, Chen söû duïng Mesh Titanium ñaët maët 
döôùi vaø coá ñònh vaøo xöông saøn oå maét baèng vít [2], 
Strong söû duïng Medpor daïng nhieàu maûnh nhoû gheùp 
laïi vôùi nhau [5], Jin söû duïng Medpor moät maûnh vaø 
chæ duøng vôùi caùc toån khuyeát lôùn [6], ña soá tröôøng hôïp 
taùc giaû naâng xöông cuõ leân vaø coá ñònh vôùi boùng trong 
xoang haøm [3],[4],[8]. Hai tröôøng hôïp trong nghieân 
cöùu chuùng toâi ñöôïc söû duïng Mesh Titanium. Tröôøng 
hôïp thöù ba ñöôïc taïo hình vôùi Mesh töï tieâu (Matrix 
Surgical – USA) coù gheùp caùc maûnh xöông vuïn leân 
phía treân. Hai tröôøng hôïp coøn laïi ñöôïc taïo hình saøn 
bôûi vaät lieäu Porous Polyethylene (Omnipore - Matrix 
Surgical – USA).

Thôøi ñieåm phaãu thuaät phuø hôïp vaãn laø vaán ñeà gaây 
nhieàu tranh caõi, ña soá phaãu thuaät vieân chuû tröông 
chôø 3-5 ngaøy cho bôùt phuø neà [5]. Burnstine [8] chia 
laøm ba thôøi ñieåm phaãu thuaät: (1) phaãu thuaät caáp cöùu 
vôùi nhöõng tröôøng hôïp coù keït cô vaän nhaõn, loõm oå 
maét ngay sau chaán thöông, leäch truïc nhaõn caàu xuoáng 
döôùi; (2) phaãu thuaät trong hai tuaàn sau chaán thöông 
vaø (3) phaãu thuaät muoän. Taát caû caùc ngöôøi beänh 
trong nghieân cöùu ñeàu ñöôïc phaãu thuaät trong voøng 2 
tuaàn sau chaán thöông (3 ñeán 14 ngaøy), trong ñoù coù 
2 tröôøng hôïp ñöôïc chæ ñònh moå ngay vì keït cô vaän 
nhaõn gaây song thò.

Maëc duø öu ñieåm cuûa noäi soi trong taïo hình saøn oå 
maét ñaõ ñöôïc khaúng ñònh qua y vaên. Caùc bieán chöùng 
cuûa phaãu thuaät noäi soi vaãn coù theå gaëp cuõng töông töï 
nhö vôùi phaãu thuaät môû ngoaïi tröø bieán chöùng seïo co 
keùo gaây treã mi döôùi do ñöôøng moå noäi soi naèm trong 
mieäng neân khoâng gaây bieán chöùng naøy. Jin so saùnh 

hai nhoùm cho thaáy phaãu thuaät taïo hình loõm oå maét vôùi 
noäi soi cho keát quaû toát 89% vaø keát quaû naøy ôû nhoùm 
khoâng noäi soi laø 76%, tæ leä bieán chöùng ôû hai nhoùm 
khoâng coù söï khaùc bieät [6]. Chen thöôøng gaëp teâ bì maù 
töï heát sau 2-3 thaùng sau moå [2]. NB2 trong nghieân 
cöùu cuõng bò teâ bì maù sau moå, caûm giaùc phuïc hoài bình 
thöôøng ôû thôøi ñieåm khaùm laïi 3 thaùng sau moå. Boán 
tröôøng hôïp coøn laïi hoài phuïc hoaøn toaøn khoâng gaëp 
bieán chöùng gì.

Keát luaän
ÖÙng duïng noäi soi qua ñöôøng mieäng vaøo thaønh 

tröôùc xoang haøm treân ñeå taïo hình saøn oå maét coù 
nhieàu öu ñieåm nhö haïn cheá toån thöông toå chöùc laønh, 
quan saùt roõ vuøng vôõ xöông, seïo moå thaåm myõ. Tuy 
nhieân cuõng caàn phaûi coù trang thieát bò, duïng cuï vaø 
phaãu thuaät vieân ñöôïc ñaøo taïo veà phaãu thuaät noäi soi. 
Nghieân cöùu böôùc ñaàu cho thaáy ñaây laø phöông phaùp 
an toaøn vaø hieäu quaû.
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