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Abstract
Background Coping mechanisms are cognitive and behavioural actions to overcome health
problems and their consequences. To understand how patients with blow-out fractures of the orbit
cope with the outcome of this injury, it is imperative to recognise the sequence of physical and
emotional stress they go through. Patients with blow-out fractures have been found to experience
different degrees of negative feelings related to fear and uncertainty. Fear in this case is essentially
related to fear of losing vision, inability to work and inability to drive. Uncertainty about the outcome
of trauma is an additional fear factor. Objectives to explore coping strategies adapted by patients
sustaining orbital blow-out fractures. Materials and Methods a purposive sample with maximum
variation (n=21) was taken from patients who were treated for blow-out fractures of the orbit in
the Oral and Maxillofacial Department in a secondary care hospital in the United Kingdom. Semistructured interviews were the preferred method for data selection for a logistic reason. Line-by-line
coding was employed to generate data, which was organized using the Framework Approach. Data
were organized theme by theme and case by case. Principles of Constant Comparative Method were
followed for inductive iterative analysis of data. Results both coping strategies; physical (problemfocused) and psychological (emotionally focused) have been identified within our data as being
reportedly adopted by patients with blow-out fractures. Knowledge about the injury, treatment of the
injury, restoring the sense of life normality helped patients to regain their confidence. Conclusion
psychological coping with the consequences of orbital blow-out fractures seems to be achieved
through patients’ regaining their confidence. The passage of time after treatment plays a positive
role in this respect.
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Introduction
The term of blow-out fracture of the orbit (BFO)
refers to the orbital floor fracture without the
involvement of the orbital margin. It was first
introduced by Converse and Smith (Converse
20

and Smith, 1957). This type of trauma appears
to cause impairment, activity limitations, and
participation restrictions. Patients with blowout fractures have been found to experience
different degrees of distress and frustration.
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These negative feelings occur as a result of the
trauma itself and related to fear and uncertainty
(Yaqub et al, 2016). Fear is a usual response
to trauma. However, in blow-out fractures of
the orbit it is essentially related to fear of losing
vision, inability to work and inability to drive.
Uncertainty about the detrimental effect of trauma
on health is an additional fear factor. Patients
seem to be specifically disturbed by diplopia,
which is considered by patients as a visual acuity
problem. Lack of full comprehension of the
reason behind the diplopia can be compounded
if the communication from the clinical team is
ineffective. Delay in implementing definitive
treatment seem to exacerbate patients’ fear and
frustration (Yaqub et al, 2016). Physical activity
limitations caused by diplopia may influence the
patient’s ability to work, and impact relationships
with family, employers, and wider social circles
(Falvo, 2005). It is acknowledged that the relation
between disabling health conditions and social
life challenges can affect the perceived individual
self-image (Falvo, 2005). Coping mechanisms
are cognitive and behavioural actions adopted
by patients to overcome health problems and
their consequences (Ito and Matsushima, 2017;
Leventhal et al, 1989). There are two major types
of coping: 1) Problem-focused coping, which
addresses the troubled relationship of the person
to the surrounding environment by changing the
environment itself. 2) Emotion-focused coping,
which deals with the problem through either
denial or distraction from the problem. The latter
form of emotion is considered the most powerful
and widely used coping mechanism to regulate
stress (Lazarus, 1993). There seem to be
limited published literature examining the coping
mechanisms used by patients to deal with the
consequences of blow-out fractures
Aim of the study
To explore the coping strategies adopted by
patients who have sustained orbital blow-out
fractures
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Materials and Methods
After obtaining ethical approval, (09/H0907/73)
a purposive sample with maximum variation
(n =21) was taken from patients who were
treated for BOF in the Oral and Maxillofacial
Department in a secondary care hospital in the
United Kingdom blow-out fractures of the orbit.
Sampling criteria were grouped to preoperative
and postoperative surgically managed patients;
conservatively managed patients; gender; age
>18; different severity of Binocular Single Vision
(BSV) (low, middle, and high score categories);
pre and postoperative course (Table 1). All
patients with isolated blow-out fractures who
consented to participate were included. Semistructured interviews were the preferred method
for data selection for logistic reasons. They
allow privacy, which will give patients a more
comfortable environment to share their thoughts
and perception in-depth. Trauma, for some
individuals, is an embarrassing experience,
which they do not wish to share with others.
The interviews took place in a hospital setting,
whenever it is convenient for the patients. The
interviews were conducted by one trained
interviewer (FA) using a flexible topic guide,
which was informed by expert opinion and
research on strabismus and diplopia (Hatt et
al, 2007). Interviews were continued until data
saturation was reached. This means there are
no new ideas or themes that emerged from new
data.
An inductive approach was largely adopted, as
little is known about patients’ strategies for coping
with this type of trauma. Generic qualitative
approach, which cut across the basic terms
shared by different qualitative methods, was
employed. Line-by-line coding was performed
to generate data. This coding means going
through the text and giving a code (name) fro
each line (Gibbs, 2007). Then the codes are
organized using the Framework Approach. Data
were organized theme by theme and case by
case (Ritchie et al, 2013). Principles of Constant
Comparative Method (Glaser and Strauss, 1965)
were followed for inductive iterative analysis of
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data. Iterative means that data analysis begins
with data collection (Alhamdani, 2020). Two
researchers (FA & JD) were involved in data
analysis. Table 1 will provide the cross-reference
for patients’ quotations shown in the results
section.
Results and Discussion
Both coping strategies; physical (problemfocused) and psychological (emotionally
focused) have been identified within our data as
being reportedly adopted by patients with blowout fractures; physical coping (problem-focused)
and psychological coping (emotional-focused).
Emotion-focused coping is more likely to be
adopted when the person views the stressor or
the problem as an uncontrollable event (Carver
2007). In this aspect, the person’s attempt to
deal with the impact of the trauma is emotional
coping.
Physical (problem-focused) coping
The study data show that there was a recurrent
physical strategy reported by patients to deal
with diplopia in the peripheral fields of gaze.
This strategy involved adopting a compensatory
head position which has been reported in the
literature before in the case of vertical diplopia
which results in a compensatory head flexion
or extension Sullivan et al, (1992). Patients
reported that, over time, they started to adapt by
moving their heads towards the side where the
diplopia occurs. Patients report that the use of
a compensatory head position is most important
during driving and using the stairs more than other
life activities. “I’ve already noticed that I’m starting
to compensate for the areas of vision that I can’t
quite reach. Like I do just sort of automatically
just tilt my head instead of looking up. I know my
range.” (Case 1, Female, aged 24, Fall). “I do
drive, yeah. It was a little bit double vision when
I did start to drive, and obviously when you were
looking to the right and see things coming, I don’t
know, maybe off junctions or round roundabouts,
it was hard to maybe judge cars the same way
unless you actually turned your whole head
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instead of just using your eyes. But I think it’s
just something I’ve become adjusted to now. I
wouldn’t say the double vision’s there as much,
but obviously when it does come I do tend to
move the head a little bit more than just using
the eyes.” (Case 12, Male, Aged 21, Assault).
If surgery is not a treatment option, sometimes
prism glasses are prescribed to help patients
with a certain degree of diplopia. Some patients,
however, described wearing these prisms as
an unpleasant experience. It seems that some
patients prefer, either a compensatory head
position or periods of “relaxation” for their eyes
from time to time, as they report diplopia worsens
with exhaustion. “I didn’t get on with them well....
so I lost them, but I was quite happy that I lost
them. I literally probably maybe dealt with them
for about six months. (Case 15, Male, aged 24,
Sport injury). For cases where diplopia is in the
primary central field of the gaze the issue is
different. It is not useful to manoeuvre the head
position because diplopia is in the central field
of vision. Some patients find it easier to cover
the affected eye, using their eyeglasses, or just
close the affected eye. Some female patients,
however, do not like to “scrunch” their face to use
the normal eye and as such, they have to deal
with the problem of double vision. Other patients
reported becoming dependent on the family in
doing their daily life activities. “These are my
glasses. I’ve just put tape on the back. What I think
would have been good as well if I’d have been …
you know, eye patches. If I had one of them from
the start that would be easier because you do …
on Thursday I was walking around feeling dizzy.”
(Case11,Male, aged 26, Assault). “I didn’t really
manage that well, like I just had to deal with it,
like I closed one eye.” (Case 17, Male, aged 19,
Assault). Some patients used other ways to deal
with constant diplopia (diplopia in the central field
of vision).
1
A wedge shape refracting medium used to achieve binocularity
Rowe F. 2000. Glossary. In: Rowe F, editor. Clinical orthoptics.
First edition Reprinted ed.: Blackwell Science Ltd.
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One patient noticed that the false (higher) image
is weaker, so she started to rely on the (lower)
stronger image. This adaptive mechanism has
not been seen to be followed by other patients
with diplopia in the primary gaze. This is possibly
because it is not always consistently the same
image which is incorrect: some patients see both
images as real; despite they believe that one of
them is unreliable. “I think I just sort of got used
to it really and knew that the one image was
stronger than the other image I suppose. The
lower image was stronger and was the correct
one. So, I could sort of ignore the upper image.”
(Case 2, Female, aged 62, Fall). “Well they’re
both real images, but this one was off-set to … if I
was looking out that window it would be up there.
So I would know that that’s the wrong vision. If I
went to touch it the window would be where this
eye is seeing it, yeah. Now if I went to touch it
with this eye – miles out, nowhere near.” (Case
3, Male, Aged 40, Work injury).
Psychological (emotion-focused) coping
Psychological coping has been defined as an
individual’s attempts to preserve self-worth and
value. It involves bringing meaning to the altered
situation and its effects on the body and soul
(Bury, 2002). Individuals use coping to manage,
control, or reduce the stress associated with
significant life events in an attempt to restore
psychological equilibrium after a traumatic event
(Falvo, 2005). Coping can be: successful or
unsuccessful; consolidated or fluid; consistent or
inconsistent according to the environmental
demands (Aldwin and Yancura, 2004; Lazarus,
1993). Psychological coping should be
understood as the product of multiple
biopsychosocial influences (Thomas, 2004), as
coping depends on other people’s reactions
towards the problem and the degree of emotional
support and reinforcement provided by them
(Bury, 2002). This may be the reason behind the
difficulty in determining why people use specific
coping strategies in relation to specific stressful
encounters (Lazarus, 1993). Psychological
coping in trauma should also be considered with
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respect to active or passive coping strategies. In
active psychological coping, the patients confront
their condition, learning useful skills to help them
to be engaged in treatment to control their
condition. “There’s people much worse than
yourself. You know, people have lost limbs,
people have lost family members and life. People
live in poverty. How do they cope in life? And
that’s, that’s the way I think of things. I look at a
negative situation – how can I make this positive?”
(Case 3, Male, Aged 40, Work injury). Alternatively
in passive psychological coping, patients refuse
to face the problem and try to deny its seriousness.
Denial or avoidance aims to help them escape
from feelings of distress. The essential problem
with this way of coping is that it does nothing
about the stressor or its impact (Carver, 2007).
That is why it has been considered a maladaptive
strategy (Falvo, 2005; Olff et al, 2005). It has
been argued, however, that the dichotomy of
acceptance and denial, as used by health care
professionals, should be considered according
to the patient’s perspective within the concept of
optimism and pessimism. Some people with
illness, as they hold the burden of the illness in
the background (denial behaviour), can sustain
the sense of well-being that allows them to live
as they wish (Paterson, 2001). It is believed that
passive (denial or avoidance) coping is easier for
patients with the presence of sort of distracting
habits or behaviours that encourage the patient
to avoid thinking about the trauma and its
sequences (Olff et al, 2005). Avoidance as a
cognitive behaviour aims to protect the
traumatised person’s thoughts from exposure to
reminders of the traumatic event (Carlson, 1997).
“I just … I’m one of them who just get on with it.
I’m not … sometimes I get angry and think ‘why
me’ but then it just goes. I just watch the telly and
take me mind off it. I just watch the telly and try
not to think it’s there until I’ve got to put my drops
in and I realise and then it’s there. You know, just
sort of things like that, just try to forget about it.
Put the telly on or have a bath or, you know, just
put the radio on.” (Case 14, Male, aged 43,
Assault). “Now, in my life, what I do, you just get
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on with it. I don’t do anything over dramatic or
anything” (Case 21, Male, aged 47, Assault).
Blow-out fractures have the potential to be a lifechanging experience in both negative and
positive ways. There is evidence in the literature
shows that trauma could have a positive influence
on people experience in different aspects, such
as perceived changes in self; a changing sense
with the relationship with others; and a changed
philosophy of life (Tedeschi and Calhoun, 1996).
“But actually, with the eye condition as well, it has
changed us on me outlook on certain aspects of
my life, as I was saying before. It has made me
like think about things differently. .... I think I’ve
found me cloud to sit on. Do you know what I
mean? Just like yeah, that’s cool. I’m just like a
bit more sort of humble with things. Do you know
what I mean? .... I don’t get extra stressed over
stupid things anymore. Do you know what I
mean? Like waiting in queues and sort of like,
you know. .... I’ve just like cut a lot of things out.
It has changed a lot, I know it’s changed us like a
person. I know that for a fact, because I actually
feel different. I feel different towards things.”
(Case 6, Male, aged 45, Assault). On the other
hand, the state of anger and frustration from the
trauma could make the patient refuse to accept
the physical limitations imposed as a result of the
trauma, even if these limitations are minor
degrees of diplopia. This might then present an
obstacle in coping with the injury. “My double
vision is bad because it’s there and it is an injury
and it shouldn’t be like that. You know, I have
always had good vision and I shouldn’t have to
deal with it when I’m … even though like I say, I
shouldn’t have to deal with it in my life.” (Case 14,
Male, aged 43, Assault). “Obviously it’s not going
to make you happy so it’s just like … I’m not
happy that I’ve had to have a scar there. At the
end of the day, I had no option, it was either that
or I have no vision. But it’s just like obviously I’m
not really happy that I’ve got a scar above me
eye. And I’m not exactly a good-looking kid
anyway and I need to try to keep all the looks that
I can.” (Case 17, Male, aged 19, Assault). Patients
can perceive trauma as a sudden unexpected
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incident, in which they have become involved
with often no justifiable cause. This, also,
negatively influences the way patients can deal
with the trauma. This can make it a difficult
situation to deal with. “I think it’s always difficult
to adjust to life when things happen very suddenly,
whereas if things happen gradually, you have
time to adjust yourself and find coping
mechanisms in their own particular period of
time. But if things happen very rapidly then
sometimes it’s difficult to cope with because, you
know, you don’t have time to find any mechanism
to try to compensate for things.” (Case 7, Male,
aged 32, Assault). Some trauma patients may
become incapacitated through trauma-related
depression due to its wide psychological
influence. That is why it is important to understand
the patient’s need to help to overcome it (Horn,
2009). “it was frustrating and boring and obviously
I did feel a bit cabin, a bit cabin, feverish a little
bit sort of claustrophobic not being able to go out
and do much.” (Case 1, Female, aged 24, Fall).
The discussion of the data so far has shown that
both the lack of knowledge about the blow-out
fractures especially in the early post-injury period
and consequent fear about permanent visual
loss can potentially exert a negative psychological
influence. The patient becomes uncertain about
their ability to cope with the prospect of possible
loss of vision. This doubt is especially pertinent
for patients who perceive (and/or possess)
severe or complete double vision. “It made me
think, how I will cope with it. I don’t know if I ever
could cope with it. I really don’t. I’m like … things
like sort of like … I think it’s like banging in to me
heart and that. Seeing colours and seeing things
are important to me like. I would rather go deaf; I
would rather go deaf or mute than go blind.”
(Case 14, Male, aged 43, Assault). Traumarelated psychological disturbances are known to
impact on patient’s cooperation during the
treatment and recovery period (Hull et al. 2003).
However, the surgeon might help the patient to
tackle the negative psychological effect of
trauma. This could be achieved through the
active engagement of patients with their care
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(Coulter et al, 2008). Our data demonstrated that
knowing the injury helps the patient to understand.
Understanding the problem will enable the
patient to adapt is a positive coping strategy, as
it enables him to change his look toward his
injury and overcome its effect (Coulter et al,
2007). Knowledge about the medical condition
can provide the individual with an opportunity to
conceptualise the disease process in a manner
by which he can hold the disease in the
background of his thoughts (Bury, 1991;
Paterson, 2001). This foreground and background
shifting perspective model (Paterson, 2001)
suggests it is possible to shift the illness
perspective from the foreground to the
background of one’s mind. Paterson suggests
that learning as much as possible about the
disease will ensure a wellness in the foreground
perspective. Accordingly, the self, not the affected
(wounded) body, may then become the source of
identity. The wellness in the foreground
perspective separates the diseased body from
the patient. The “wounded” or affected body will
become objectivised and no longer control the
patient.
Furthermore, knowledge, from the
perspective of self-regulation, influences coping
through changing disease representation.
Disease presentation and coping process are
linked together. Within the context of selfregulation, people as health problem solvers
attempt to improve their health and coping with
disease as they define and re-define them (De la
Fuente et al, 2018; Leventhal and Contrada,
1998). Based on our data, helping the patient to
understand the difference between double vision
and vision loss, from the beginning, might provide
the patient with the early support they need. This
early support could prove crucial as the immediate
post-injury period, which can last for a few weeks
to months post-trauma is when coping occurs
(Tuval-Mashiach et al, 2004). “I felt confident as
my vision is okay because the eye doctor gave
me the impression that the vision itself, apart
from there’s a bit of damage to my pupil. There
might be a little bit of glare. But it’s the double
vision. There’s nothing wrong with my eye itself,
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it’s the muscles around it and the movement
needs lining up I think”. (Case 11, Male, aged 26,
Assault). The influence of such knowledge can
be seen if the patient had previously experienced
this type of trauma. The following quote shows
how the patient perceives his blow-out injury
when it occurred for the second time to the same
side. “I’d been hit in the exact same place and I
felt like … it’s funny but it was like a trapped
nerve. Sort of like a trapped nerve like a funny
like sting, weird to explain. But I knew that it had
happened, I knew that it had been broke again...
I was a lot more scared the first time because
obviously I didn’t know whether it would like go
away or whether it was going to be really bad
double vision all the time. But the second time
like … I knew that I’d broke my eye again. The
second time I was more worried about in case
like you wouldn’t fix it.” (Case 17, Male, Aged 19,
Assault). The quote above also reflects the
quality of communication this patient may have
had during the previous treatment sessions. This
communication then enabled the patient to
understand his symptoms. Some patients find
that searching the web for the injury can help
them to understand more about their problem
and react more positively to the information
provided by the surgeon. This, however, is not
the case for all patients, since some seem to
believe that these websites provide general
information, which is not necessarily related to
the patient’s specific condition. “What I got from
the internet was: Diagrams of the eye and the
muscles and which muscles help move the eye
and that, and this Just sort of gives an
understanding of maybe what was wrong with
my eye. So I kind of had an idea so when I’d
seen the consultant and that just so I had a bit
more of an idea when he was talking about stuff.”
(Case 14, Male, aged 43, Assault). “[I did not
look through the internet] because it tells me
nothing about me”. (Case 7, Male, aged 32,
Assault).
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Table (1): The characteristics of the study
subjects.

Figure (1): The study theoretical construct
(Ver.7).
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Restoring the sense of life continuity
(Influence of job and social support)
It has been noticed that fear of losing one’s job
is one of the elements which can add to the
patient’s suffering (Alhamdani et al, 2016). In
contrast, returning to work positively influences
patients’ confidence. Loss of confidence, as
shown earlier, is one of the indirect sequelae
of the injury. It might be important, therefore for
clinicians, to consider the patient’s ability to work
again as an important management outcome.
“[as I am going back to work] I’m starting to feel a
bit more confident and I’m starting to feel happy
that my eye’s like and my cheeks, the swelling’s
gone away, the black eye’s gone. I’m just waiting
for the blood shot to go away and I’m feeling
happy about it and a bit more confident and I’m
starting to get back into being myself.” (Case
8, Male, aged 22, Assault). “It concerned us a
little bit but I was pleased more than anything
because I’ll be able to get on with … I won’t have
it as bad, I’ll only have it when I look right up, so
I should be able to drive okay and I should be
able to do my job okay. In me daily life I should
be alright. So it was a relief. (Case 14, Male,
aged 43, Assault). The increase in confidence
related to a patient’s ability to perform his job is
one of the reasons why patients report that they
try to return to work even if they still be unable
to perform their jobs in the way they used to.
Although we cannot ignore the financial factor,
still, regaining confidence through returning to
work is an important part of patients’ perceived
recovery process. The other positive aspect of
returning to work is, as the patients report, the
fact that it occupies their thoughts as opposed to
the injury persistently occupying their thoughts. A
frequent preoccupation with their injury reportedly
makes it more difficult for the patient to be alone
because his/her mind tends to be engaged with
negative thoughts all the time. “I’ve got to work.
And basically, that keeps your mind off things
anyway. When you’re fenced in the house that’s
when you start thinking about how bad it could
be.” (Case 4, Male, aged 48, Assault).Patients
might cope with the trauma using more than one
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coping strategy. Family members and friends
around the patient help provide the patient with
psychological support. Despite that Lazarus,
(1993) pointed out that social support seeking
is not a consistent coping mechanism, our study
data would suggest individuals with blow-out
fractures rely on both physical and psychological
support provided by family members and friends.
“Luckily my partner’s helped us out a little bit.
Just generally like that really with obviously
reassurance that obviously everything’s going
to be alright. The financial side of things. And
same with family and friends made sure that
obviously that if I need anything they’re there.”
(Case 12, Male, aged 21, Assault). Glynn et
al, (2003) suggested that emotional support in
the early post-injury period plays a positive role
on trauma patients. The lack of support in the
early post-trauma period, on the other hand, has
been found associated with a higher rate of posttraumatic symptoms at 1 month from the injury.
Social support and communication might also be
helpful factors in coping with distressing feelings
associated with the trauma and its consequences
(Bury, 1991; Mechanic 1995; Sippel et al, 2015).
Charmaz, (1983) explained that social contact
can help minimise the patient›s feeling of “loss
of self” as a result of his/her health problem. It
gives the ill person the feeling of being valued
as a person and therefore “the loss of self” is
incomplete. In this study’s data, this has been
reflected by the fact that social support helped
the patient regain confidence. “[it was difficult
1st] Couple of days, yeah. And then like, you
know, having family round and that was what,
you know, pushed us and got the confidence and
everything. (Case 16, Male, aged 24, Assault).
In our study, social support took more than one
form. Family members and friends might help
the patient with his/her daily activities as well as
providing him with potentially useful information
concerning his/her condition. “If my sister and
I went to the shops, she’s got this bag, like a
shoulder bag, and she’s really short. I’m 5’10”,
she’s 5’1”, and so if we walk … anywhere we
walked I’d have my hand on the strap of her
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shoulder bag like she was my guide dog and …
but we got so used to doing it, because we do
a lot of stuff together like we hang out together
a lot,” (Case 1, Female, aged 24, Fall). “I kept
talking to me mum and that about it. Told her …
I like talking to me mum about stuff and that. A
lot of my friends kept ringing, asked how I was,
which was nice. I knew I had like support and
that. But I just really stayed in and just went
down work when I had to and just tried to get
on with it and tried to stay positive about it and
just, you know, try to be optimistic about things.”
(Case 13, Male, aged 19, Assault). In addition
to the support patients received from family
and close friends’ circle, some patients also
acknowledged the support they received in the
work environment. They reported the importance
of this support in overcoming the difficulties
they faced during the period when they had a
stressful workload. It is well acknowledged that
social support for the traumatised individual
has a positive influence on an individual’s
psychological well-being (Maercker and Hecker,
2016; Vanaken et al, 2021). “my bosses know
that and I’ve got some help like and the other
chefs are helping us, filling in and just making
sure I’m doing alright. (Case 13, Male, aged
19, Assault). The environment influences coping
with the injury and clinicians should try and
ensure it is as supportive as possible to facilitate
patients regaining confidence and minimising
felt stigma. “[In hospital] everything’s very safe,
very protected both emotionally and physically.
So, I haven’t had to face a lot of the problems
I might have faced in the outside world. .......
Being a patient here is very protected, yes. It’s
very different to being out amongst the general
population and having to mix with people and
different people all the time. You know, standing
in a check-out queue with lots of other strangers
and a stranger on the check-out and, you know,
getting a bus and people on the bus sort of,
‘what’s she done to her eye?’ sort of thing.” (Case
5, Female, aged 48, Fall).
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The positive influence of time
The positive effect of time, in terms of coping,
can be seen in the post-treatment period as it
allows the patient to develop his coping methods
with the injury complications. In this study, data
shows that there is no time limit for coping
with blow-out fractures concurring with similar
findings in the literature (2004). It seems that
the coping process starts as soon as the patient
recovers from the “shock” of injury/assault, and
realises that he/she does not have a choice but
to accept and deal with the new situation. Coping
processes are then established as the patient
develops his mechanisms to deal with the
outcome of trauma. “I coped as best as I could
to be honest, it wasn’t like … I just had to deal
with it. When it first happened, I didn’t deal with it
too great because obviously like me face was …
I looked like a completely different kid, me face
was out here and it was just … like I was shocked
when I first saw like the injury and that. But like
I say you’ve just got to deal with it any way you
can really.” (Case 17, Male, aged 19, Assault).
“Obviously you can get used to it, you adjust to
anything. If you go into a wheelchair, you can get
used to it. You can get used to anything if.......
I’ve generated techniques to make it better. So,
there’s no one point where I thought right I’ve got
to say “I’ve got to do this now to make it better.”
(Case 15, Male, aged 24, Sport injury). “It doesn’t
that really bother [me if I move my head while I
am driving]. If you think about it, it probably did
[at the beginning], but I’m so used to it now. I
don’t know how to say it. I mean like I said funny
enough something minor it might go away. But
obviously as it gradually” (Case 1, Female, aged
24, Fall). The interviews with blow-out fracture
patients have shown that there are different ways
of coping with this injury and its complications.
Although most of the coping methods are
patient-related mechanisms, it should be noted
that successful surgery in terms of regaining
an acceptable level of single vision (regaining
confidence) and elimination of enophthalmos
(satisfaction with appearance) have a major
influence on patient ability to cope with the injury
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and its complication. Auerbach et al, (2008) also
found that the extent of emotion-focused coping
strategies was related to patients’ satisfaction
with facial appearance. Bury, (1982) suggested
that illness itself represents a type of disruptive
event. Accordingly, patients with illnesses
conceptualise their lives as two halves, before and
after the onset of the illness. The coping process,
on the other hand, try to bridge that break in life
continuity. It would seem based on our data that
orbital blow-out fractures might have a similar
disruptive effect as illness, especially as some
of the results of the fracture such as diplopia
and or enophthalmos are long-lasting (chronic)
and therefore have to be managed similarly to
a chronic illness, as the following quote shows;
“I shouldn’t beat myself up about it. I look at the
positive things that I’m still here. .... just trying to
get myself better rather than get myself hooked
up in thinking about it all the time.” (Case 16, Male,
aged 24, Assault). The quote above reflects an
attempt at «Normalisation», in which the patient
is trying to avoid the psychological «bracketing»
of the impact of the illness (Bury 1991) and
trying to continue with life as far as possible as
before. The process of normalization might be
accumulative. It develops “broaden-and-build”,
and this is achieved when coping skills improve
with time (Friedman, 2007). “Although, physically
it’s [diplopia] likely not to improve, I think that my
brain must be doing all sorts of amazing things
that I’m unaware of to cope with it, to compensate
for it and find ways around it. Because I’m finding
that I’m aware of it less and less and I think
that over time, after about a month I… didn’t
had to have had my eye covered or I couldn’t
see. Which sounds weird but, yeah.” (Case 1,
Female, aged 24, Fall). Figure 1 summarises
the study findings. Knowledge about the trauma,
treatment, social support, and returning to work
might contribute to regaining confidence after
a blow-out fracture. This in turn could help the
patients in their psychological coping strategies.
Conclusion
Coping psychologically with the consequences
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of orbital blow-out fracture seems to be achieved tb00522.x
through patients’ ability to regain their confidence.
The passage of time after treatment plays a Bury M. 2002. Sociological theory and chronic
positive role in this respect.
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