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 INTRODUCTION

Reconstruction materials used for orbital fracture reconstruc-

tion are broadly categorized into autografts, such as bones and 

cartilage, and alloplastic materials, such as silicone, porous poly-

ethylene, metallic mesh, hydroxyapatite, and polylactide. Re-

constructions using alloplastic materials are becoming grow-

ingly preferred over autograft implantation as they do not 

require additional harvesting [1]. However, alloplastic materials 

can also induce complications such as infection, migration, ex-

trusion, intraorbital hemorrhage, and residual diplopia [2]. The 

author reports a rare case of spontaneous extrusion of a silicone 

implant that was used for orbital fracture reconstruction 30 

years earlier.

Late Complication of a Silicone Implant Thirty 
Years after Orbital Fracture Reconstruction

Alloplastic materials used for orbital fracture reconstruction can induce complications, such 
as infection, migration, extrusion, intraorbital hemorrhage, and residual diplopia. Silicone 
is one of the alloplastic materials that has been widely used for decades. The author re-
ports a rare case of spontaneous extrusion of a silicone implant that was used for orbital 
fracture reconstruction 30 years earlier. A 50-year-old man was admitted to the emergency 
room for an exposed substance in the lower eyelid area of the left eye, which began as a 
palpable hard nodule a week earlier. The exposed material was considered to be implant 
used for previous surgery. Under general anesthesia, the implant and parts of the fibrous 
capsule tissue were removed. Several factors hinder the diagnosis of implant extrusions 
that occur a long period after the surgery. So, surgeons must be aware that complications 
with implants can still arise several decades following orbital fracture reconstruction, even 
without specific causes. 
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CASE REPORT

A 50-year-old man was admitted to the emergency room for an 

exposed substance in the lower eyelid area of the left eye, which 

began as a palpable hard nodule a week earlier. The patient had a 

history of orbital wall reconstruction to the same eye, via the sub-

cilliary approach, 30 years previously. He had no particular post-
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Fig. 1. Case. Partial exposure of the silicone implant material used for 
orbital wall reconstruction is seen, with surrounding swelling and 
redness.
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operative complication, unusual trauma history, or signs of infec-

tion such as redness or pain, until the appearance of the nodule. 

Orbital examination revealed mild swelling and redness 

around the exposed substance, and a well-healed subcilliary inci-

sion. The exposed material was 1 cm in length, 0.3 cm in width, 

and was suspected to be the silicone implant located approxi-

mately 1.5 cm inferior to the lower eyelid (Fig. 1). Despite mild 

proptosis on the left cheek, functional test results of the extraocu-

lar muscles were normal, and no diplopia was present in any field 

of gaze. A computed tomography (CT) scan revealed an old blow-

out fracture in the medial and inferior walls of the left orbit, with 

an augmented implant and dense, soft tissue that had thickened 

to about 7 mm above the implant (Fig. 2). 

Under general anesthesia, the skin around the exposed implant 

was incised and dissected to expose the orbital floor. It was ob-

served that the implant was surrounded by a dense fibrous tissue 

that was firmly attached to the orbital floor within the bony de-

fect. There was no pus or severely inflamed tissue (Fig. 3). The im-

plant and parts of the fibrous capsule tissue were eliminated, leav-

ing the superior dome attached to the tissue of the orbital floor, 

including the periosteum. Additional reconstruction of the orbital 

wall was not performed due to the intact orbital floor, and the ab-

sence of significant enophthalmos (Figs. 4, 5). Postoperative recov-

ery was uneventful, and the patient was discharged 4 days after 

surgery.

Fig. 3. Intraoperative photograph. Approach through the skin 
around the extruded wound. There were no visible signs of abscess or 
significant inflammation.

Fig. 4. Removed implant. A 2 cm×2 cm-sized silicone implant was 
removed.

Fig. 2. Preoperative computed tomography scan. Inserted implant 
material is visualized at the bone defect region of the orbital floor. 
Enlarged soft tissue is observed around the implant.

Fig. 5. Postoperative computed tomography scan. Postoperative state 
of the implant removal; the orbital barrier is maintained as per the 
preoperative state. 
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DISCUSSION

Blow-out fractures are a common type of craniofacial fracture, 

usually caused by trauma, falling, traffic accident, or direct contu-

sion. A blow-out fracture causes various functional and cosmetic 

complications which require treatment, such as periorbital edema, 

sensory impairment, extraocular muscle limitation, diplopia, and 

enopthalmos [3]. The goal for surgical treatment is to reconstruct 

the orbital wall and secure the intraorbital structure and volume 

[4]. Alloplastic materials, suchas silicone, porous polyethylene 

(Medpor), metallic mesh, hydroxyapatite, and polylactide are 

commonly used for orbital wall reconstruction. Use of alloplastic 

materials can reduce the time required for the procedure, elimi-

nate donor-site morbidity, and the materials are supplied in multi-

tudes of sizes and shapes. Silicone is a popular choice because it is 

inexpensive, easy to handle, and chemically inert. In addition, it is 

noncarcinogenic, and can be sterilized [5,6].

However, there are also disadvantages to silicone implants. 

Complications such as postoperative infection, migration, or ex-

trusion to the dermis or sinus, and residual diplopia have been re-

ported [7]. Smooth silicone implants have been reported to cause 

extrusion in 3.1% of cases, complications related to infections in 

1.2% of cases, displacement in 2% of cases, and seroma in 0.5% of 

cases. Overall, the removal rate due to complications associated 

with silicone implants for orbital wall reconstruction has been re-

ported to be 13% [6].

This is the first case of an implant extrusion occurring 30 years 

after surgery with no known cause. The exact reasons for sponta-

neous protrusion following orbital wall reconstruction are un-

clear, but fibrous capsules have been proposed as the cause, 

wherein the collagen of the capsule contracts and causes the im-

plant to migrate to a less resistant area [1]. In addition, earlier sur-

gical techniques that did not stabilize the implant may have con-

tributed to the implant migration [6].

Diagnosis of implant extrusions occurring a long period after 

the surgery is difficult for several reasons. The implant is not pal-

pable until it has migrated to areas near the skin, and the migra-

tion is largely asymptomatic. Obtaining the procedural history is 

not an option due to the long time interval. Also, even if the pa-

tient can provide a history, medical records are unobtainable. The 

most effective method for diagnosis would be to observe the im-

plant, the orbit, the sinus, and surrounding tissues via CT images. 

In this way, the CT findings could be correlated with the patient’s 

symptoms and signs before making a diagnosis. Once the diagno-

sis is made, removal of the implant is sufficient treatment, and if 

there is no inflammation the fibrous capsule (which forms a bar-

rier to the orbital content) does not need to be completely removed 

[1]. For this patient, the ‘superior dome’ made by the fibrous cap-

sule and periosteum on the orbital floor (as observed by CT scan) 

was spared as much as possible after removal of the implant and 

the excessive fibrous tissue.

Several factors hinder the diagnosis of implant extrusions that 

occur a long period after the surgery. First, the implant is not pal-

pable until it migrates to areas near the skin, and it is largely as-

ymptomatic. Second, history taking regarding surgery is not an 

option due to the long gap in time following the surgery. Third, 

even if a history is taken from the patient, medical records are un-

obtainable.

In conclusion, surgeons should be aware that complications 

with implants can still arise several decades following orbital frac-

ture reconstruction, even without specific causes. Various com-

plications may arise from the implant because of the complex 

periorbital neural, vascular, and muscular structures. To prevent 

implant migration, the implant could be fixed or porous implant 

could be used; the pores are known to provide stability that pre-

vents migration and exposure [6]. Furthermore, surgeons should 

also explain to the patient who receives an orbital implant that 

there is a possibility of long-term complications. These patients 

need to be made aware that if they experience any symptoms as-

sociated with the eye with the reconstructed orbit, even after sev-

eral decades, they should immediately seek medical attention.
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