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procedures are

a) Proof pun
| b) Intranasal
{ ¢) Cald well-Luc opere _
d) SMR / Septoplasty opere
e) Diagnostic nasal endoscopy.
f) Endoscopic sinus surgery.




2roof puncture

This procedure
involve punc
| the medial wall c
the maxillary sinus
in the region of

inferior meatus and
irrigating the sinus.




( Proof puncture)

] @) Chronic and
to confirm the diagnosis
the sinus.

b) To collect the specimen of the antral‘
contents for culture and sensitivity or
cytological examination to exclude
malignancy.
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Acute maxillary sinusitis-

In adult- local anaesthesia. A pack of 4% ~
lignocaine with adrenaline is kept in inferior
|  meatus for 10 to 15 minutes.
In children- general anaesthesia. Q
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Technique

v The inferior meatus is pun
cannula at a point 1.5
turbinate.

v" Here, the bone is ven K-

v Trocar and cannula are directe
ear.

v" The nasoantral wall pierces with a carak.
v" Now remove the trocar and advance the cannula.

v" The antrum can be irrigated with normal saline at body‘
temperature by Hagginson’s syringe.

v Syringing is continued till return is clear.

v' After the puncture is over, cannula is removed and
kept in the inferior meatus. ‘”
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Jperative care

| 2. Antibiotics for 7 day
|/ 3. Analgesics to relive psz
4. Antihistamine |

5. Nasal decongestant drop for 10 ofﬁ'~
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Complications:

Mispuncture or double
Orbital injury and cellulites.
Haemorrhage.

Air embolism.

Vasovagal shock.
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| Intranasal il
process of making an o
nasoantral wall of the infe
intranasal route.

Chronic purulent makxillary sinusitis.







or turbinate is fractured medially and
rds W|th a large periosteal elevator.
tral w of inferior meatus is
ed haemostat and

ad, forwards
and backwarc

and




| Intrasinus and nasal pacl!
{ hours.

Antibiotics
Analgesic

Post-operative bleeding.
Injury to nasolacrimal duct.




ICc operation

— operatlon IS a process of
antrum through canine

oach and dealir
antrum.
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1.Chronic maxillary s
SiNUS Mucosa.

2. Antrochoanal polyp /Recurrent a
3.Removal of FB.
4.Dental cyst/ Dentigerous cyst
5.0roantral fistula

6.Reduction of blow out fractures of the orbit.
| 7.To take biopsy.
8. Ligation of maxillary artery
9.Vedian neurectomy.

T SR e R e SOy N




Below 17 yeafs

Usually general anaesthesia.
Can be done under local anaesthesia.




hammer.opening is enlarged] US
punch.

diseased antral muc@%
can be removed with elevators, curettes and

forceps.

by pushing a curved
artery forceps into the antrum from the inferiot
meatus and the opening is enlarged with kerj% ns
forceps to make a window.




with liquid pa
the antrum and its end bro
nasoantral window into the no

In the nose. -
sublabial incision is CIM

catgut sutures.




sLuc operation

Infraorbital
foramen
q

A, / . Area avallable
4 4 | | forantrostomy

Malar iR
buttress [

The Caldwell-Luc Operation |



. lce packs
hours-to preve
and discomfort.

. Pack can be removed In 3
. Antibiotics for 5-7 days. "
. Should avoid blowing nose for 2 weeks to

avoid surgical emphysema.
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a) Post-ope
b) Anaesthesia 0
c) Anaesthesia of teeth.
d) Injury to nasolacrimal duct.
e) Injury to orbital contents.

f) Sublabial fistula.

g) Osteomyelitis of maxilla.







»DNS causing sy
> As a part of septorhinoplast
» Septal cartilage takes as a gra
» To repair septal perforation.

» To approach other operation- __
Trans septal hypophysecto :
Vedian neurectomy. \Jﬁ




% Below 17 years o
¢ Acute episode of respirato
*» Bleeding disorders.

*» Untreated diabetes or hypertension.

Local anesthesia or GA.
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Infiltration of nase
adrenaline in its subpe

Incision — an incision Is made at
on the left side.
Elevation of mucoperichondrium and peric

Incision of the cartilage- cartilage is incised just posterior to
the first incision. Q‘

Elevation of opposite mucoperichondrium and periosteum.
Removal of cartilage and bone.

Stiching in the initial mucoperichondrial incision.

Packlng — ribbon gauze smeared with antibiotic omtme\(
pack ity. Nasal dressing is applied.
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CorSa

. Patient is place

lve care.

dressing is changed if nec
Antibiotic for 5-6 days.
Analgesics to control pain.
Soft diet after 6 hours for first 2 days.

Nasal packs are gently removed after 24 hours‘

Nasal decongestant drops and steam inhalations are *
given daily for 10-15 days. :

Stitch, if any is removed on 5" or 6t day. vf”‘
Should avoid trauma to the nose for 3 months.







1) Bleeding
2) Septal haemat
3) Perforation

4) Depression of bridge.
5) Retraction of columella.
6) Persistence of deviation.
/) Flapping of nasal septum.
8) Toxic shock syndrome.
9) Sychenia




» Septoplas
surgery.
» As much of the septal fra

possible is retained.

» Muco-perichondrial / periosteal flap is“
raised only on one side.

» This operation has almost replaced the Q
SMR operation.
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» Symptomatic de =
» As a part of Septorhinople
region. |

> As an approach to hypophysectomyﬁ

» Recurrent epistaxis due to septal spur.







v Acute nasal o
v'Untreated diabetes.
v"Uncontrolled hypertension.
v'Bleeding diathesis.






1.Infiltrate the septum wi
adrenaline, 1:100,000.

2.Make an incision on the concav e.

3.Raised mucoperichondrial /mucoperiostea‘l“
on one side only. *

4.Separate septal cartilage from the vomer and:
ethmoid plate and raise mucoperiosteal ﬂgggn
the opposﬂe S|de of septum




5. Remove maxi
cartilage.

6. Correct the bony septum b
deformed parts. Deformed se age is
corrected by scoring on the concave side Q~
cross-hatching or shaving or wedge excision.

/. trans-septal sutures are put to coapt
mucoperichondrial flaps.

8. Nasal pack.




somplications

*Same as
+Bleeding. g
“+Septal haematoma and
*»Septal perforation. |

‘»Persistence of septal deviation. ﬁ

*»External nasal deformity.




1l endoscopy

1 Like anterior &
endoscopy of nose and
the diagnosis of diseases of
nasopharynx.

1 Because of the brighter illumination,
magnification and angled view provided byM
endoscope, it is possible to examine all clefts
and crevices of the nose and nasopharynx. \;

4 It is an important part of examination of nvéei"
and r A Rt Aoy, ]




0Sscopy

= To diagnose
= To diagnose source of ble

» To asses response to medic
treatment of the nose and P

» To take a precise biopsy from nose an
nasopharynx.
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Topical anaesthesia a w
vasoconstrictor , first as a nasa
packs. '

Sitting or supine. ~

5 e
"

4 mm 30" endoscope, elevator with a suction chaan
suction tips, biopsy forcep, antifog solutions. \in“




» After nasal pa
performed by three

> First pass (Examination of n
meatus)

» Second pass (Examination of the sphenoidal recess,
superior meatus and openings of sphenoid sin
posterior ethmoidal cells)

» Third pass (Examination of the middle meatus in Q
detail). Ay
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» Endoscopic su
towards manageme

» Endoscopic surgery is minimally
does not required skin incision or removal of
iIntervening bone to access the disease.

» In the sinuses, ventilation and drainage of the sin
established preserving the nasal and sinus mucm
and its function of mucociliary clearance. n




. Chronic bacter
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medical treatment.
Recurrent acute bacterial sin
Polypoid rhinosinusitis.
Fungal sinusitis.

Antrochoanal polyp. ‘

Mucocele of frontoethmoidal or sphenoid sinus.
Control of epistaxis by endoscopiccautery.
Removal of FB from nose or sinus.







ications

. Inexperier
Instrumentation.

. Diseases Iinaccessible

procedures.
. Osteomyelitis ~
. Threatened intracranial or intraorbital
complication. Q
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Orbital haemorrhaée.

1
2. Loss of vision.
3. Diplopia

4. C S F leake
d.
6
14
38
9
1

Meningitis

. Brain abscess
. Massive haemorrhage
. Intracranial haemorrhage.

Anosmia

Minor complications:

4. post operative infection.

5. adhesions.

6. stenosis of the sinu
/. hyposmia.
8. dental pain.

S openin'.
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