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EDITORIAL

Complications in endoscopic
sinus surgery: ten rules
how to avoid embitterment
of the surgeon’s life
Ranko Mladina
ENT Department, Univ. Hospital Rebro-KBC,
Zagreb, Croatia

INTRODUCTION
The surgery in most of the cases is not anything
more than an expression of our incapability to understand things. The lack of understanding the
pathophysiology will certainly lead to the mistakes
and even to misfortune, since a vast majority of misfortune cases happened when the indication for the
surgery was not absolutely clear.
As to the general rules, the number one at the list
of reasoned trouble shooting guide is: to know why.
The second one is: to know how. The third point at
the list of general rules is that the surgeon should
be as much as possible critical to himself and his
surgical capabilities! The fourth rule says that the
surgeon should never push the patient to undergo
surgery! Vast majority of misfortune cases are those
which were forced for the surgery!
The fifth rule of the trouble shooting guide is:
talk to patient! Treat your patient as being your real
partner! Try to explain what you intend to do and
why, than what are the possible complications, what
are the real expectations etc.

TECHNICAL RULES
Reclamă R6(2)0101 

From the technical point of view, the rule number one is to try to avoid the classical uncinectomy
wherever it is possible. One must remove uncinate
process in almost all cases of orbital decompression
for instance, but at the same time it should be done

in a very scarce number of chronic sinusitis. Saving
the uncinate process undoubtedly diminishes the
incidence of postoperative synechia, particularly in
the ostiomeatal complex region.
Second technical rule would be to try to avoid the
remarkable resection of the middle turbinate, particularly in its anterior parts, even in cases of so
called maxi-polyposis. Until nowadays nobody knows
for sure what exactly is the role of the middle turbinate. Therefore its removal does not have any serious theoretical background. It should be removed
in some cases of the pituitary gland endoscopic surgery, particularly when the anatomical relations between the middle turbinate and nasal septum are
not surgically favourable and at the same time the
trans-ethmoidal approach is not applicable because
of various possible reasons.
The third rule says that the surgeon should not
be the destroyer of the nose. Removing to much of
the innocent sino-nasal tissues leads directly to the
situation called TENSOS (an abbreviation meaning
Totally Empty Nose Syndrome of Stenquist). The
patient suffering from TENSOS suffers from impaired nasal breathing, despite the fact that the
nasal cavities are very wide. The problem lies in the
fact that the nasal mucosa has been excessively removed while trying to surgically get more and more
space in the nose or to open the sinuses as much as
possible as to ensure good ventilation and drainage.
The trigeminal preso-receptors physiologically distributed in the nasal mucosa are responsible for
both subjective feeling of good nasal breathing and
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objective depth of pulmonary breathing owing to
the fact that naso-thoracal reflex afferent branch
starts exactly from those receptors.
Fourth, one should not insist on the identification of the ethmoidal arteries in every single real
patient! This could be very embarrassing, since during the attempt of identification this vessel can be
seriously damaged. The consequences usually are
solvable, but to get out from this undesired situation in the operating room could be troublesome
because of the fact that ethmoidal artery, when surgically damaged, shrinks, and because of that in
most of the cases the vessel prowls into its bony
canal. In this situation, it is quite difficult to adequately stop the bleeding.
Finally, the fifth point is to try to avoid being very
precise in removing the polypous tissue from the
rhino basis. Nasal polyps can destroy the ethmoidal
sinuses roof, getting into close contact to the durra.
In case durra is not recognized during the polypec-

tomy, a piece of durra, or even a piece of the brain
could be taken out. The only sign to show the surgeon what really happened is a CSF leak! But CSF
leak is not the problem per se; it could be repaired
relatively easy. The real problem is the fronto-polar
artery, the branch of arteria cerebri media. It is usually situated in this region, and if damaged it could
result in the postoperative development of the subdural hematoma.

CONCLUSIONS
The endoscopic endonasal surgeon should bear
in mind all these ten rules, five of them mostly philosophical, other five mostly technical, and perhaps
he or she will be happy enough to escape from all
the misfortunes, pitfalls and hazards of this otherwise attractive and sometimes even spectacular technique.

