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Abstract

This is a retrospective review of data of 70 patigs who underwent endoscopic nasal septo-
plasty . The case records of 70 patients who undeent endoscopic septoplasty during the
period from January 2009 to December 2011 at the 8di German Hospital, Aseer Region,
Kingdom of Saudi Arabia were reviewed. Patients hadseptal deviation and symptomatic
nasal obstruction for at least 3 months, and medi¢ananagement had failed.

Preoperatively, nasal endoscopic findings were saph deviations (34 patients, 48.6%),
spurs (30 patients, 42.9%) and septum deviations spurs (6 patients, 8.6%). The most
common presenting symptoms were nasal obstructiorb$ patients, 78.6%), headache (42,
60%) and posterior nasal discharge (34, 48.6%), wth improved significantly postopera-
tively. After the end of the follow up period of 6months, there were no recorded immediate
or late postoperative complications among all patigs. Endoscopic nasal septoplasty is an
effective technique that can be performed safely Wi a significant postoperative improve-
ment in patient’s symptoms and minimal or no postoprative complications.
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Endoscopic septoplasty is an attractive alternativera-
ditional septoplasty, whose primary advantage s rix

Nasal obstruction is the most common symptom in ENluced morbidity and postoperative swelling in iseda

practice and septum deviation is the most commaseca S€Ptal deviations by limiting the dissection to trea of
of nasal obstruction. The evaluation of septal @it e deviation. In addition, endoscopic septplasyides

causing nasal obstruction depends heavily on paysicimproved visualization, particularly in posterioepsal
examination and imaging [1]. Septoplasty is donémte ~ deformities; improved surgical transition betweepts-

Introduction

prove the nasal airway and relieve nasal obstmctio
prevent the complications of nasal obstructionshsas
epistaxis, sinusitis, headache, obstructive slepega An
ideal surgical correction of the nasal septum shait-
isfy the following criteria: should relieve the @hb-
struction, conservative, and should not produgedggnic
deformity or septal perforation [2].

The progress of surgery on a deviated nasal sepfitim
nessed great advances from radical removal oflageti

plasty and sinus surgery; preservation of septuuttsire
to provide adequate support of the nasal framewanckto
resist the effects of scarring. Moreover, it pr@dd sig-
nificant clinical and an excellent teaching toolemhused
in conjunction with video monitors over traditionap-
proaches [4].

Nasal endoscopy is an excellent method for theigwec
diagnosis of pathological abnormalities of the hasg-
tum. It permits the correlation between these aiabr
ties and the lateral nasal wall [6]. A directeach

and mucosa and radical removal of cartilage only by,qjng endoscopic septoplasty results in limitegettion
submucous resection to the modern techniques ab-sep and faster postoperative healing. Endoscopic sttty

plasty. It was first described by Cottle in 1947aaseat-
ment to correct nasal airway obstruction [3-5].
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as a minimally invasive technique can limit thesdigtion
and minimize trauma to the nasal septal flap uedeel-
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lent visualization. This is especially valuable fbe pa- the septal deformity had been dissected. Luc'sfimrevas

tient having had previous nasal septal surgery.[7,8 used to excise the deviated portion. Once sat®facor-
rection had been achieved the nose irrigated walihes to

In this study, we carried out a retrospective agialpf 70 clean the blood then the flap was repositionedertiten

patients who underwent endoscopic septoplasty fromaf nasal splint for one week used. Patients were di

January 2009 to December 2011. charged next day of surgery to be seen in thecchfter
one week, then monthly for 6 months.

Patients and Methods

The files of 70 patients, who had undergone endnsco Results

septoplasty during the period January 2009 and mkeee
2011 at the Saudi German Hospital, Aseer Region
Saudi Arabia, were studied. These files were remdefor
indications of endoscopic septoplasty, preoperdiive-
ings and postoperative complications. Included epadi
had septal deviation and symptomatic nasal obgbruct
for at least 3 months for which medical managenheiok
failed. Preoperatively, all patients were evaludigchasal
endoscopy and CT scan.

dpuring the period from January 2009 till Decemb@t 2

a total of 70 patients (42 males and 28 femaleslern
went endoscopic septoplasty at the “Saudi Germaspi-lo
tal. Their age ranged between 17 to 55 years
(Mean+SD: 25.2 + 3.6 years), as shown in Table 1.

Preoperatively, nasal endoscopic findings were usept
deviations (34 patients, 48.6%), spurs (30 patjents
42.9%) and septum deviations + spurs (6 patiend8o8B

This study has been approved by the Research aighEt 2S Shown in Table 1.

Committee at the College of Medicine, King Khalicit h . | ob
versity (REC# 2012-10-04). The most common presenting symptoms were nasal ob-

struction (55 patients, 78.6%), headache (42, 68#)
posterior nasal discharge (34, 48.6%), which impdov

Technique of endoscopic septoplasty significantly postoperatively, as shown in Table 2.

Under endoscopic visualization with a 0 degree end
scope, topical nasal packing with oxymetazoline a@s .
plied for decongestion; 1% lidocaine with 1:200,Gq0- After the end of the fOHOW up period of 6 mon.tllise_re
nephrine was injected subperichondrially along ske- Were no recorded 'mmed'ate or late postoperativentio
tum. A vertical incision was made caudal to theigiion ~ Cations among all patients.

and for a broadly deviated septum, a standardakiilbor
hemi-transfixion incision was used. For more paster
isolated deformities, the incision was placed posty in
the immediate vicinity of the deformity. Mucoperart

Tablel. Personal characteristics, Preoperative findings
and presenting symptoms of study patients

drial flap elevation was performed with a Cottlewveitor __P€rsonal characteristics Findings
under direct endoscopic visualization with a O-éegen- Gender

doscope. The flap elevated was limited as it wiseda ~ Males 42 (60.0%)

from over the most deviated portion of the nasptisa, Females 28 (40.0%)
without disturbing the anterior normal septum. @kpar- A€

tilage was incised parallel but posterior to trapfinci- Range 17-55 years
sion and caudal to the deviation. If the deviativas __Mean+SD _ 25.23.6 years
found to be mainly bony, the incision was madehet t Nasal septal deformities

bony-cartilaginous junction. The contra-lateral wperi- ~ Septum deviation 34 (48.6%)
chondrial flap elevation was then performed. Fligva  SPUrs 30 (42.9%)

tion was continued bilaterally until the compleigemt of _Septum deviation + spurs 6 (8.6%)

Table 2. Patients’ symptoms before and after endoscopi©pégty

Symptoms Preoperatively Postoperatively P-value
Nasal obstruction 55 (78.6%) 7 (10.0%) <0.001
Headache 42 (60.0%) 13 (18.6%) <0.001
Anterior nasal discharge 34 (48.6%) 5 (7.1%) <0.001
Postnasal discharge 16 (22.9%) 3 (4.3%) <0.001
Recurrent sneezing 10 (14.3%) 3 (4.3%) 0.001
Hyposmia 5 (7.1%) 0 (0.0%) 0.029
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Discussion fewer complications compared with the conventional
headlight septoplasty. They reported that the &mie of

This study revealed that all the included 70 pasidrad ~ Synechiae is significantly less in patients whoemant
nasal septal deformities (i.e., septum deviatigys or  €ndoscopic septoplasty compared with those whorunde
combined). Postoperatively, there were significant ~ Went traditional septoplasty.

provements in all patients’ complaints. These figdi L o )

may explain why the preferred surgical techniquergn Similarly, the complication rates after endoscogépto-

patients was the endoscopic septaplasty, not tui-tr Plasty were reported by Hwang et al. [7] to be &g by
tional headlight septoplasty. Gupta et al. [3] to be 2.08%, while Nawaiseh and Al

Khtount reported no immediate postoperative complica-

Brennan et al. [9foted that to obtain good results in sep-iions in their series.
tal surgery, there should be good exposure; safatbn i »
of flaps; and resection of the deviated part ofgaptum ©On the other hand, since the traditional approacbep-
only. These could be obtained only by endoscopitose toplasty involves headlight |IIum|naF|on,_ visualiiza
plasty which has the advantage of a targeted apprta through a nasal speculum, and sgrglcal mstrumﬂmﬂs
the specific septal problem, without the need fgosing ~ are different from those used during endoscopicgro
excessive bone and cartilage, thereby improvingdiigea dures, these circumstances can be suboptimal weat t
time and decreasing tissue trauma. ing a narrow nose, or durlng ap_pro_achlng postei_ma—
tion. Moreover, impaired visualization may predispdo
Jain et al. [10] stated that applying the tradisiotech- ~nasal mucosal trauma, which can compromise endiscop
nique of septoplasty improves the nasal obstrudtion V|_suaI|zat|on during sinus surgery, _thu_s leadingmtoch
does not fulfill the above mentioned criteria insnan-  higher rates of postoperative complications [10].
stances. This is due to the difficulty to evalutte exact ] ]
pathology, especially in the posterior part of septand Paradis and Rotenberg [14] stat_ed that the e_ndmscop
poor visualization. On the other hand, the nasaloen @aPproach for septoplasty is superior to the trawiéti ap-
scopic technique allows precise preoperative ifleati proach for the correction of septal deviation. Mwer,

tion of the septal pathology and associated lateashl Sautter and Smith concluded that nasal endoscopy is an
wall abnormalities. excellent tool for outpatient surveillance followiisepto-

plasty during the initial postoperative healingipdrand

Lanza et al. [11] added that the rationale for tepiag ~ O€yond. Moreover,

an endoscopic technique from a traditional "hedudlig i ) _ .
approach came from the fact that during commonInasi! conclusion, endoscopic septoplasty is an effecti
procedures, the surgeon's view is obstructed dudado te€chnique that can be performed safely with a Bigmt
narrowing caused by septal spurs or septal deuimtiBo, ~POStoperative improvement in patient's symptoms and
endoscopy usually enables the ENT surgeon to keali minimal or no postoperative complications. It faates

deviations, spurs and to remove them under dirisary ~ accurate identification of the pathology, and ia&soci-
thus minimizing surgical trauma. ated with significant reduction in patient's moribydin

the postoperative period.

Jain et al. [10] stated that early reports of endpi sep-
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