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ENDOSCOPIC SEPTOPLASTY

Nishi Gupta

ABSTRACT: Endoscopic septoplasty is a minimally invasive technique that helps us to correct deformity
of septum under excellent visualization. Lanza et al & Stammberger initially described the application
of endoscopic technique for the correction of septal deformity in 1991. A retrospective study was carried
out of all the cases that underwent endoscopic septoplasty at Dr. Shroff’s Charity Eye hospital from
March 1998 to March 2000. 78 consecutive septoplasty patients were identified in two years. Out of
these 48 septoplasties (52%) were performed with endoscopic technique. A large percentage of cases
48(41%) were those where septoplasty was performed in conjunction with endoscopic dacro cysto
rhinostomy. In 8 cases (16%) it was performed alone as a primary procedure. 4 deviations were broadly
based deflections (12%), 10 of septal deformities were spurs (20%), in 4 cases more than one type septal
deformities were encountered. Thus we feel that endoscopic septoplasty is a fast developing concept &
gaining popularity with increasing trend towards sinus endoscopic surgeries. Furthermore in complex
deformities, better correction is possible with the help of endoscope. Since we can clearly see the posterior

deviations.
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Endoscopic Septoplasty is a fast developing concept & gaining
popularity with increasing trend towards sinus endoscopic
surgeries. This has led to an increase in number of indications
of limited septoplasty, which obviates need of traditional head
light approach. The primary advantage of the technique is
ability to decrease morbidity and post operative swelling in
isolated septal deviation by limiting the dissection to the area
of deviation. This enables us to reduce the extent of sub
perichondrial dissection especially in patients who have
undergone prior septal cartilage resection. The concept of
using an endoscope is important in cases requiring limited
septoplasty i.e. those with isolated spurs or ridges & require
their removal before ESS.

By definition limited septoplasty is repair of a specific &
confined septal deviation directly opposite the surgical area
for FESS namely middle turbinate, maxillary & ethmoid ostia.
Endoscope helps to facilitate adequate visualization and to
allow room for endoscopic instrumentation. We present our
experience with endoscopic septoplasty in a series of 48
patients, their surgical indication technique & results.

INTRODUCTION

Endoscopic septoplasty is a minimally invasive technique that
helps us to correct deformity of septum under excellent
visualization. Lanza et al & stammberger initially described

the application of endoscopic techniques to the correction of
septal deformity in 1991. Lanza et al described a detailed
endoscopic approach to the treatment of isolated septal spurs.
Endoscopic septoplasty cases in our study included both types
of cases i.e. those with obstructive symptoms with more
complex septal deformities and others where aim of the
surgery was to improve surgical access to the middle meatus
as an adjunct to endoscopic DCR & endoscopic sinus surgery.
When compared with standard head light technique
endoscopic septoplasty provides important advantages which
Include adequate visualization, room for instrumentation
during FESS, access to Para nasal sinuses and for other
surgeries like trans septal approach to the sphenoid sinus,
visualization & stoppage of post nasal bleeds. But before
introduction of FESS majority of septoplasties were done for
nasal airway obstruction (Cantrell et al 1997). Recently
introduced into the rhino logic literature is the concept of
limited septoplasty. Examples include the cases where
deviated nasal septum was revealed by nasal endoscopy.

Clinical experience has shown that patient with massive nasal
septal deviation or septal spurs may have no symptoms at all
or may have symptoms on opposite side i.e. the side with the
allegedly better airway. We have followed stammberger’s
philosophy in selecting cases for septal surgery. We are
reluctant to perform routine septal surgery for the diseases of
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the lateral wall of nose or related Para nasal sinuses. We
perform septoplasty only in extreme cases with clear-cut
indication. If a septal spur or ridge is severe enough to hamper
entry of endoscope and other instruments indicates an isolated
removal of spur. Complete septoplasty is not required in such
cases. The spur is injected with local anesthetic agent, incised
and is dissected free. In most cases isolated spurs can be
removed easily with a chisel or osteotome.

METHODS

A retrospective review was performed to identify all patients
who underwent endoscopic septoplasty at Dr. Shroff’s Charity
Eye & ENT Hospital from March 98 to March 2000.

78 consecutive septoplasty patients were identified in two
years. Out of these septoplasties 48(52%) were performed
with endoscopic techniques. Endoscopic septoplasty patients
were reviewed for surgical indication, introperative findings
& postoperative complications. Most of these cases were those
posted for endoscopic DCR and limited septoplasty was done
in these cases to gain an access to the lacrimal sac area.

Radiological findings: Computed Tomography (CT) scan or
clinical observation reveals an isolated spur or limited deviation
in the nasal septum causing airway obstruction. Impingement
on middle meatus or obstruction of the view and access to the
surgical area of the sinus procedure [Figure 1]

Procedures

The procedure can be done with patient under either local
anesthesia or general anesthesia.

The septum is injected with 1% xylocaine in 1: 20,000
epinephrine.

The O — degree scope is brought into place and the deviation
is brought into view. The incision caudal to the deviation is
made roughly parallel to it [Figure 1]. There are various

Figure 1: Incision over the deviated portion of the septum
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schools of thought regarding site, side & positioning of
incision. If septoplasty is to be done to gain an access with
endoscopic sinus surgery, sinus surgery is performed first on
the non-obstructed. Septoplasty is done with the septoplasty
incision on the side where sinus surgery is complete. After
correction of septal deviation, sinus surgery can be performed
in an unobstructed field on the previously narrowed side.
This helps avoiding contamination of the endoscopic during
the second sinus procedure by any bleeding from septoplasty.
One should be cautious about producing a laceration or tear
for the risk of bleeding on the side where sinus surgery is yet
to be performed (Hawang et al).

According to the other school of thought incision for
septoplasty is best made contra lateral to the side of maximal
deviation. For a broadly deviated septum a standard Kilian or
hemi transfixion incision is used. For more posterior isolated
deformities, the incision may be placed more posterior in
immediate vicinity of the deformity. It thus avoids lifting up
of extraneous flap. We have used following kinds of incision
® Caudal to the most deviated portion of the septum

® On less deviated side of Septum

® At the spur inferiorly (in cases with isolated spur)

® Modified incision technique by Lanza et al

Lanza et al described an ipsilateral incision placed parallel to
the floor of the nose on the apex of spur [Figure 4]. Flaps are
then elevated with cottle’s elevator to expose underlying bone
or cartilaginous spur. An osteotome is then seated against the
base of the spur and is used to remove the bone protrusion.

‘We have done limited Septoplasties using incision on the side
of deviation especially in cases posted for endoscopic DCR.
The part of Septum abutting the middle turbinate is removed
via ipsilateral incision to gain an access to lacrimal sac area.
Generally if infiltration is good there is no bleeding following
Septoplasty and it does not hamper lacrimal sac surgery.

Figure 2: Raising the mucoperichondrial flat
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Figure 3: Raising the flaps on opposite side

Mucoperichondrial flap elevation is performed with a Cottle’s
elevator under direct endoscopic visualization with a 0-degree
endoscope. A suction elevator may be used as an alternative
dissecting instrument to clear any blood from the field of view
during flap elevation [Figure 2].

The septal cartilage is then incised several millimeters
posterior to the mucosal incision. The Contra lateral mucosal
flap is elevated [Figure 3]. Flap elevation is continued
bilaterally until the complete extent of septal deformity has
been dissected. The deviated portion of Septum is thus
removed, using endoscopic scissors [Figure 4 &5].

RESULTS

We reviewed 48 consecutive endoscopic Septoplasties. 20 out
of 48(41%) were performed in conjunction of endoscopic
dacro cystorhinostomy. In 8 cases (16%) endoscopic
septoplasty was performed alone as a primary procedure.

4 deviations were broadly based deflections (12%). Whereas
10 of septal deformities were spurs (20%) in 4 cases (8%)
more than 1 type of septal deformities were encountered.
Complications included bleeding in one case postoperatively.
Soframycin packing was done as a remedial measure and was
removed the next day.

DISCUSSION

In cases of symptomatic septal deviation septoplasty is done
to relieve the obstruction and to give symptomatic relief to
the patient. If the deformity is gross than conventional
septoplasty becomes necessary, as wider exposure is possible
through caudal incision. Thus it becomes easy to approach
the deviated portions through the same incision. The role of
endoscopic septoplasty in such complex deformities is limited.
But it definitely is an adjunct to the conventional technique
as it is easy to assess the status of the septum during surgery
and thus better correction of the deformity is possible. But

Figure 4: Incising the septal catilage

septoplasty is often a necessary compliment to ESS for gaining
an access to the operating site and also for better cleaning of
nasal cavity in postoperative period. At times a minimal septal
deformity gets ignored due to the effect of aggressive
decongestion & vasoconstriction. But once the effect of
decongestant is over this deflection poses problems by
obstructing endoscopic access during postoperative care.

The traditional approach to septoplasty involves headlight
illumination and visualization through a nasal speculum. With
conventional approach the visualization is impaired & it may
predispose to nasal mucosal trauma, which can compromise
endoscopic visualization during sinus surgery.

The Endoscopic approach to septoplasty provides several
advantages over the standard head light technique (Hawang
99). Endoscopic septoplasty provides a significantly improved
field of view particularly in more posterior deviations.
Endoscope can be passed easily under septal mucosal flaps,
minimal lifting of flap is required to gain excellent
visualization. Incision can be performed more posterior in
the nose immediately anterior to the area of deviation; the

Figure 5: Removing the piece of cartilage
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extent of mucosal elevation anteriorly in the nose is
minimized. Postoperative edema is therefore reduced.
Furthermore unlike nasal examination with a speculum
endoscopic evaluation of the nasal airway permits
visualization without physical distortion of the nasal anatomy.
The improvement in critical areas of obstruction such as nasal
valve region can be better assessed during surgery.

The instruments used in endoscopic septoplasty are similar
to those for ESS, and thus few additional instruments are
required. This allows for smooth integration of the septoplasty
into the sinus portion of the procedure. Awkward exchanges
between headlight & endoscope are avoided. Because surgical
instrument can be more precisely placed, manipulated &
surgical maneuvers such as placement of the closure quilting
sutures are also facilitated (Hawang et al 1999).

The ability to reduce mucosal elevation by placing the incision
in the immediate vicinity of an isolated septal deflection
becomes a very important advantage in revision septoplasties.
In this situation the flaps are frequently adherent form
extensive prior submucosal dissection & cartilage resection.
Elevation in these areas is difficult at best & may compromise
flaps viability. It may also result in inadvertent septal mucosal
tears by endoscopically placing the incision immediately
anterior to the area of residual deviation. Thus the need to
elevate flaps in an area with no underlying cartilage is
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minimized or eliminated. This becomes a crucial advantage
in-patient with preexisting septal perforation.

ENT surgeries have always been notoriously known as selfish
surgery because the assistant is not able to watch the surgical
steps. Thus endoscopic septoplasty can be a valuable teaching
tool with help of video monitors the learning opportunities
have increased.

CONCLUSIONS

Endoscopic septoplasty is increasingly becoming more
common as an adjunct to ESS, Endoscopic septoplasty offers
an alternative to traditional headlight technique with superior
visualization. Also endoscopic septoplasty is an excellent
teaching tool when used in conjunction with video monitors.

REFERENCES

1. Cantrell H. Limited Septoplasty for endoscopic sinus surgery.
Otolaryngol Head Neck Surg 1997;116:274-7

2. Lanza DC, Kennedy DW, Zinreich SJ. Nasal endoscopy & its surgical
applications. /n Lee KJ ed. Essential Otolaryngology: Head & Neck
surgery. 5 edn. Medical examination; New York; 1991. p. 373 — 87

3. Stammberger H. Functional endoscopic sinus surgery: the
Messerklinger technique. BC Decker; Philadelphia; 1991. p. 432 - 3

Address for Corresponde
Charity Eye Hospital 5026,
Kedarnath road Daryaganj,
New Delhi

Indian Journal of Otolaryngology and Head and Neck Surgery Vol. 57, No. 3, July-September 2005




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (Color Management Off)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 290
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 290
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 800
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [2834.646 2834.646]
>> setpagedevice


