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Introduction

Abstract

Introduction: Nasal obstruction due to deviated nasal septum is
a common problem encountered by most otolaryngologists. A vari-
ety of surgical procedures have been tried in the treatment of the
same.

Objective: This study was conducted to evaluate the outcomes
and complications of endoscopic and conventional septoplasty and
to compare both.

Materials and Methods: This is a prospective, randomized study
done in tertiary health center, Mangalore in which 60 patients with
symptomatic deviated nasal septum were included in the study.
Twenty two of them underwent conventional septoplasty and the
remaining thirty eight underwent endoscopic septoplasty.

Results: Endoscopic septoplasty had better outcome with re-
spect to complications and proved as an easier method to correct
posterior deviations and isolated spurs. Post operative symptoms
were also better in the group which underwent endoscopic septo-
plasty.

Conclusion: Endoscopic septoplasty allows accurate, conserva-
tive repair of obstructive nasal septum deviations, with fewer com-
plications and better functional results compared to conventional
septoplasty.

Keywords: Conventional septoplasty; Deviated nasal septum;
Endoscopic septoplasty; Septoplasty

Nasal obstruction is one of the most common complaints
that a otorhinolaryngologist faces in the day to day practice [1].
Deviated nasal septum being the most common cause for the
nasal obstruction [1]. It not only causes breathing difficulties
but also results in improper aeration of paranasal sinuses pre-
disposing to sinusitis and also results in drying of mucosa lead-
ing to crusting and epistaxis [1]. Various surgeries have been
proposed for the correction of deviated nasal septum [1]. It has
undergone several modifications since its inception [1]. Initially
submucous resection of septum was done which was a radical
surgery and was associated with lot of complications [1]. Later
septoplasty was developed as it had advantages of minimal re-
section of septum and less complications [1].

With the introduction of endoscope into the field of otolar-
yngology, there were efforts to use it for the correction of devi-
ated nasal septum targeting the surgical procedure in remov-
ing only the deviated portion, spur and maxillary crest [1]. It is
more effective with minimal manipulation [1]. And also had the

advantage of diagnosing and treating the abnormalities of the
lateral wall of the nose at the same sitting [1]. Hence the pres-
ent study was taken up to compare the two techniques i.e. con-
ventional and endoscopic septoplasty [1]. Preoperative symp-
tom analysis, techniques of surgeries, post operative analysis
and complications are presented in this study [1].

Objectives

1.  To compare the results post operative of conventional
septoplasty with those of endoscopic septoplasty, in cases of
septal deviation and septal spurs [1]

2.  To compare the improvement in symptoms based on
history taken pre and post operation.

3.  To compare the complications post operatively of con-
ventional septoplasty with those of endoscopic septoplasty.

4, Informed Consent- Obtained
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Table 1: Results Showing Comparisons of Symptoms Pre and Post Conventional and Endoscopic Septoplasty.

Symptom Conventional Septoplasty Endoscopic Septoplasty
Total number of cases relieved of . Total number of cases Percentage of benefit
Pre op Percentage of benefit (%) = Pre op i
symptom relieved of symptom (%)
Nasal obstruction = 18/22 14/18 77% 34/38 32/34 94.10%
Headache 14/22 14-Oct 71.40% 26/38 24/26 92.30%
Post nasal
X 16/22 16-Dec 75% 30/38 27/30 90%
discharge
Nasal discharge 18/22 14/18 77% 36/38 32/36 88.80%
Methodology Results

The present study was carried out in the Department of Oto-
rhinolaryngology at a tertiary sector [1]. All patients attending
the Out Patient Department of Otorhinolaryngology with symp-
tomatic deviated nasal septum were included in the study [1].
Patients with age less than 10 years, allergic rhinitis, vasomotor
rhinitis and with acute infection were excluded [1]. Data was
collected by selecting the patients with symptomatic deviated
nasal septum willing for surgery [1]. They were divided into two
groups; one group undergoing conventional septoplasty and
the other endoscopic septoplasty by random selection. !Sixty
patients were included in the study. Twenty two of them un-
derwent the conventional septoplasty and rest of 38 patients
underwent endoscopic septoplasty.

Under aseptic precautions ,parts painted and draped.A 0 de-
gree rigid nasal endoscope (4 mm), held in the left hand and
nasal cavity was visualized [1]. Anterior nasal packing was done
with adrenaline soaked packs. Infiltration given to the septum
with lignocaine and adrenaline. An incision was made 2 mm
posterior to the caudal end of the septum on the side of the
deviation (hemitransfixation) [1]. The initial mucoperichondrial
flap was elevated using Freer’s elevator [1]. All the above pro-
cedures were done under visualisation with the O degree en-
doscope. Further elevation was done using 0 degree rigid nasal
endoscope (4 mm), held in the left hand, keeping the tip of the
endoscope between the mucoperichondrial flap and the septal
cartilage and suction tip in the right hand, this allowed for bet-
ter visualisation while elevating [1]. The right hand was used
for instrumentation [1]. Flap elevation was done in the correct
plane to minimize the bleeding [1], this was achieved by con-
stantly using the suction tip while elevating. In cases with cau-
dal dislocation or anterior buckling of the cartilage, this part was
corrected last after correcting the rest of the septum [1]. A spur
without any other obvious septal deformity, was resected after
incision and exposure made anterior to the spur [1]. In this case
the incision and elevation along with dislocation of the spur was
made with the help of freer’s elevator .The dislocated part was
now removed with the help of lux forceps. IVALON merocel na-
sal packs were then placed in both nasal cavities with the help
of endoscope after significant haemostasis was achieved. Post-
operatively patients were put on antibiotics at least for a week,
along with analgesics and decongestants [1]. Nasal packs were
removed 24 h after the surgery [1].

Table 2: Distribution of Symptoms in Each Study Group.

Number of Total
Percentage
Symptoms Cases number %)
0
Conventional Endoscopic | of cases
Nasal obstruc-
X 18 34 52 86.6
tion
Headache 14 26 40 66.6
Post nasal
X 16 30 46 76.6
discharge
Nasal discharge 18 36 54 90

Type of Surgical Intervention Of the total 60 cases in our
study, 22 patients underwent conventional septoplasty and 38
patients underwent endoscopic septoplasty [1].

Postoperative Symptomatology - Post operatively the pa-
tients were reviewed on 3rd, 7th, 30th day [1]. During each visit,
patients were asked about benefits from their symptoms [1].
Out of 52 patients with nasal obstruction, 46 of the 52 patients
were relieved of the symptom of which 14 of the patients be-
longed to conventional and 32 patients belonged to endoscopic
septoplasty group.

Nasal discharge persisted in 4 patients of conventional
group as well as endoscopic group. Headache persisted in only
2 patients of endoscopic group as compared 4 in conventional
group. Epistaxis was relieved in patients belonging to conven-
tional septoplasty group and endoscopic septoplasty group.

Postoperative Findings - All the patients were examined
during their post- operative visit by thudicum nasal speculum
and endoscope [1]. There were no septal deformities like per-
sistent deviation or spur in both the groups [1]. Persistence of
hypertrophy of turbinates were present two of eight patients in
conventional septoplasty group and one of the 17 patients in
endoscopic septoplasty group.

Figure 1: Infiltration to Septum.

Figure 2: Incision on Side of Deviation.
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TABLE 3: SHOWING PERCENTAGE DISTRIBUTION OF COMPLICATIONS IN EACH STUDY GROUP.

Endoscopic Conventional
Complications Total Percentage (%)
No. of cases Percentage (%) No. of cases Percentage (%)
Haemorrhage 1/38 2.6% 03 /22 13.6% 04/60 6.6%
Mucosal tears 3/38 7.8% 03 /22 13.6 6/60 10%
Synechiae 01/38 2.63% 02/22 9.09% 03/60 5%

Figure 7: Cartilage Excised.

Figure 8: Elevation of Spur.

Figure 9: Excision of Spur.

Figure 6: Elevation of Cartilage.

Figure 10: Blakesley to Remove the Remaining Cartilage and Bone.
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Figure 11: Freers to Remove Remaining Cartilage.

Figure 15: Elevation of Flap.

Figure 12: Merocel Nasal Pack Placed.

Figure 16: Spur With Bleksley.

Figure 13: Isolated Spur Noted.

Figure 17: Status Post Spur Excision.

Figure 14: Incision Anterior to Spur with Freer’s.

Complications

The intraoperative and postoperative complications were as
follows [1]. In this study, three patients in conventional septo-
plasty group had intraoperative hemorrhage and only one pa-
tient in the endoscopic septoplasty group developed intraop-
erative hemorrhage [1]. Mucosal tear occurred in three patients
belonging to conventional septoplasty group and 3 patients
belonging to endoscopic septoplasty group [1]. Two patients
belonging to conventional septoplasty had synechae formation
in between septum and inferior turbinate and only one patient
belonging to endoscopic septoplasty had this [1]. Two patients
belonging to conventional septoplasty and one patient belong-
ing to endoscopic septoplasty group had residual deviation [1].
None of the patients belonging to conventional septoplasty had
septal perforation and none of the patient belonging to endo-
scopic septoplasty had this either.

Discussion

Endoscopy reduced operating time in septoplasty [2]. In
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learning curve studies, operating time is classically used as pri-
mary assessment criterion, as it corresponds to the technical
ease with which a procedure is performed along the learning
curve [2]. Subjectively, Anatomic results seem better with en-
doscopy , providing significantly better anatomic correction of
septal deviation [2].

This may be due to:

o Better intraoperative visualization of anatomy, diag-
nostic endoscopy giving direct and precise visualization of sep-
tal deformity there is also the possibility of checking for residual
deformity at end of procedure, with complementary correction
if need be [2];

. Less mucosal damage, thanks to direct visualization of
the flap during detachment [2].

Endoscopy is considered to be useful in patients with previ-
ous septal cartilage resection, limiting flap dissection and adapt-
ing cartilage resection and thus reducing the risk of complica-
tions and especially of septal perforation [2]. The conventional
technique is performed under direct visualization, with a lim-
ited view of the operative field, making it difficult to determine
the relations between the nasal septum and the lateral struc-
tures of the nose, especially in case of posterior deviation [2].

Endoscopy induces fewer postoperative complications and
Less mucosal damage [2]. Better anatomic visualization dur-
ing flap dissection and detachment may also reduce the rate of
complications [2]. This anatomic advantage of endoscopy also
resulted in better functional results as reported [2].

Hospital stay was shorter with endoscopy, as the MEROCEL
pack placed could be removed in 24 hrs. Shorter hospital stay
although of great interest is no longer a fundamental issue now
that endoscopic septoplasty is performed as day surgery [2].

There are connections between septoplasty and the rest
of nasal surgery. ?Instruments are the same [2]. When septal
surgery is required ahead of endonasal surgery, endoscopy fa-
cilitates the passage from one step to the other, thus shorten-
ing surgery time [1]. Some endonasal procedures require prior
septoplasty simply to give access to the sinus [2].

The endoscope is connected up to a video camera, making
the technique easier to teach and thus helping junior surgeons
to learn it [2]. The narrow operative field in conventional septo-
plasty means that only the operator can monitor performance:
for junior surgeons, it is difficult to acquire the technique, un-
derstand the procedure and be supervised by a senior surgeon
when operating alone [2].

Conclusion

Evolution of endoscopic septoplasty is of great importance in
septal surgery [1]. It helps in dealing with posterior deviations,
high deviations and isolated spurs [1]. It gives better and precise
vision of the anatomy of nasal cavity and thus helps in proper
planning of the surgery [1]. In our study although the objective
assessment showed insignificant difference in the functional
outcome of both, the complications significantly occurred in the
conventional septoplasty group [1]. The subjective assessment
of symptoms was insignificant [1]. The following are the techni-
cal advantages of endoscopic septoplasty [1]. Endoscopic sep-
toplasty is performed with minimal incision and minimal ma-
nipulation [1]. This resulted in minimal damage to the tissues,
minimal removal of septum in cases where the deviated part of
septum only needed to be removed and hence precise recon-
struction [1]. So the stability of the septum is not compromised,
mucosal tears are avoided and hence synechae formation [1].

Under endoscopic guidance we could identify the bleeding
points and reduce the incidence of haemorrhage [1].

In cases of isolated spurs it is easier to avoid mucosal tears
as the vision is better in endoscopic technique unlike the con-
ventional septoplasty where the region inferior and posterior
to the spur is relatively invisible leading to mucosal tears and
excessive manipulation of tissues leading to synechae forma-
tion [1]. Contact points can be precisely addressed due to better
visualistation [1]. Our study concluded that it was easier to cor-
rect posterior deviation, high deviation and isolated spurs with
endoscopic septoplasty [1].
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