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Abstract Background: Functional endoscopic sinus surgery by using oral endoscopy restores normally by working on the by 

regions which has intimate association with vital structures orbit, optic nerve, ant and post ethmoidal vessels skull base, 

internal carotid artery. Methodology: 50 patients attending ENT Out Patient Department at Basaveshwar Teaching & 

General Hospital, Gulbarga , with clinical features and investigations suggestive of CRS were randomly selected Results: 

n our study of 50 patients, all patients underwent medical treatment. Out of this, 48 patients underwent both medical and 

surgical modalities of treatment. Conclusion: Nasal endoscopy is useful for diagnosis as well as for surgical intervention 

and management of sinugenic headache.     
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INTRODUCTION 
Headache is a frequent and common painful state, which 

affects humans.  It is the second MC chronic complaint 

with which patient come to general practitioner.  It is the 

same for E.N.T surgeon as well.  Neurologist, 

ophthalmologist, psychiatrist are also involved in 

treatment of complaint. Headache is a form of pain, 

Donald’s dictionary defines headache as pain in the head. 

In simple words, headache is pain in the trigeminal 

territory with contributions’ from glossopharyngeal, 

vagus and first three cervical nerves. In 1907, Hirschman 

used a modified cystoscope to examine the middle meatus 

and study sinus Ostia
1
.  The most significant development 

in nasal endoscopy was noticed during 1950’s when 

Hopkin’s developed solid rod lens with proximal cold 

light source.  In latter part of twentieth century sinonasal 

endoscopy has been established as an important 

component in our diagnostic and therapeutic 

armamentarium
2
. Modern endoscopic sinus surgery is 

arbitrarily divided into Messerklinger and Wigand 

approaches.  The Messerklinger approach (1985) is ideal 

for patients with anterior ethmoids, disease with or 

without maxillary or fontal sinus disease.  Here the 

approach is from anterior to posterior.  It can be extended 

to the posterior ethmoids, sphenoid and frontal sinus, if 

necessary. The Wigand approach (1978) is in contrast, 

ideal for patients with pansinusitis who may not respond 

to limited surgery.  This approach is from posterior to 

anterior, and routinely involves clearance of all the 

sinuses
3
. Both the sinus mucosa is reversibly diseased and 

will return to normal once adequate drainage has been 

established. The two of the largest sinuses, frontal and 

maxillary, communicate with the middle meatus via a 

narrow and delicate prechambers. In each of these 

prechambers, the mucosal surfaces are closely opposed 

such that mucus can be more readily cleared by an 

effective ciliary action on two or more sides.  However 

when surfaces become more closely opposed due to 

mucosal swelling, the ciliary action is immobilized. This, 

impairs the ventilation and drainage of larger sinuses, 
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result in mucous stasis, predispose to further infection and 

establish a vicious cycle causing chronic sinusitis

However the otolaryngologist is the trained person who 

can look into the various nooks and niches of the head 

and neck which gives him an edge over others. Headache 

due to infection of nose and the sinuses with associated 

signs is a well  known entity to the 

Functional endoscopic sinus surgery by using oral 

endoscopy restores normally by working on the by 

regions which has intimate association with vital 

structures orbit, optic nerve, ant and 

vessels skull base, internal carotid artery. After 

identification of anatomical – pathological causes by 

Diagnostic Nasal endoscopy (DNE) and CT scanning, 

lesions and contact areas should be operated upon if 

medical treatment fails.  The Messerklinger technique has 

given us the best surgical results with minimal patient 

trauma.  Thus, Functional Endoscopic Sinus Surgery 

(FESS) can provide dramatic relief from headache and 

associated symptomatology present for months and 

years.
5,6 

 

MATERIAL AND METHODS 
50 patients attending ENT Out Patient Department at 

Basaveshwar Teaching & General Hospital, Gulbarga , 

with clinical features and investigations suggestive of 

CRS were randomly selected after applying the following 

inclusion and exclusion criteria: 
Inclusion Criteria: Patients presenting with sinugenic 

headache during study period of two years inclusive of all 

age groups and sex. The data is collected on the basis of 

detailed history, systemic examination, ENT examination 

and investigations. They are then divided into different 

age groups for a comparative study. 

Exclusion Criteria: All patients presenting with clinical 

features other than sinugenic headache are excluded. 

Cases of sinugenic headache with confirmed etiology and 

already on treatment are also excluded.  

Subsequently all the selected candidates were worked up 

on the following pattern: 

History: Patients with at least two major, or one major 

and two minor criteria/sinus symptoms were considered. 

All their symptoms were graded preoper

(1) moderate (2) or severe (3) (grade 0 allotted for no 

symptoms). Mild grade - symptoms not disturbing sleep 

or day-to-day activities; moderate - symptoms disturbing 

day- to- day activities, with occasional absence from 

work or disturbed sleep: severe - symptoms disturbing 

day- to- day activities, with absence from work and 

disturbed sleep. Any history of co-existing bronchial 

asthma, aspirin sensitivity or other systemic ailments like 

diabetes mellitus or hypertension was looked into.

history of similar complaints in any of their family 
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and neck which gives him an edge over others. Headache 

es with associated 
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Functional endoscopic sinus surgery by using oral 
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pathological causes by 

Diagnostic Nasal endoscopy (DNE) and CT scanning, 

lesions and contact areas should be operated upon if 
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given us the best surgical results with minimal patient 

trauma.  Thus, Functional Endoscopic Sinus Surgery 

(FESS) can provide dramatic relief from headache and 

associated symptomatology present for months and 

50 patients attending ENT Out Patient Department at 

Basaveshwar Teaching & General Hospital, Gulbarga , 

with clinical features and investigations suggestive of 

CRS were randomly selected after applying the following 

Patients presenting with sinugenic 

headache during study period of two years inclusive of all 

age groups and sex. The data is collected on the basis of 

detailed history, systemic examination, ENT examination 

They are then divided into different 

All patients presenting with clinical 

features other than sinugenic headache are excluded. 

Cases of sinugenic headache with confirmed etiology and 

Subsequently all the selected candidates were worked up 

Patients with at least two major, or one major 

and two minor criteria/sinus symptoms were considered. 

All their symptoms were graded preoperatively as mild 

(1) moderate (2) or severe (3) (grade 0 allotted for no 

symptoms not disturbing sleep 

symptoms disturbing 

day activities, with occasional absence from 

symptoms disturbing 

day activities, with absence from work and 

existing bronchial 

asthma, aspirin sensitivity or other systemic ailments like 

diabetes mellitus or hypertension was looked into. Any 

history of similar complaints in any of their family 

members was recorded. Personal habits with regard to 

smoking and alcohol intake were asked for.

General Examination 

• Vital parameters were recorded.

• Systemic examination of the central nervous 

system, cardiovascular system, respiratory 

system and per abdominal examination were 

carried out. 

ENT Examination 

Nose  

• External nasal profile: for presence of any nasal 

deformity or inflammation.

• Sinus tenderness. 

• Septum: for any DNS. 

• Airway: to assess the degree

.obstruction, with spatula test.

• Inferior turbinate: for hypertrophy, & condition 

of its mucosa. 

• Nasal Mucosa: whether pale! 

boggy/congested/normal.

• Meatii: For any mucopurulent or mucous 

discharge/polyps. 

• Posterior rhinoscopy: to assess the post

extent of the nasal polyps when present.

Oral Cavity and Oropharynx 

• Buccal mucosa, tongue and dentition 

examination. 

• Anterior pillars and tonsil examination.

• Posterior pharyngeal wall examined for evidence 

of postnasal drip or chronic granular change

• Indirect Laryngoscopic examination done to 

detect the presence of any pathology of the base 

of tongue, vallecula, epiglottis, arytenoids, 

pyriform fossa or glottis. 

Ear 

• Post auricular-area and pinna examined for any 

operative scar or mastoid tenderness.

• External auditory canal examined for the 

presence of any wax/debris/discharge.

• Tympanic membrane examined and a note made 

of its motility, integrity, color and luster.

Investigations 

1. Routine hematological and biochemical 

examinations were carried out. (Hb

DLC, BT, CT. Urine-routine and microscopy. 

Blood sugar-fasting and postprandial, BUN, 

Serum creatinine, when patient above 40 years or 

with history of DM or HTN.)

2. Chest X-Ray and ECG done when patient above 
40 years of age, or with history of HTN o

bronchial asthma: to assess the general condition 

of the patient, and for fitness for surgery.
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3. X-Ray PNS-Water’s view to assess the condition 
of the septum, inferior turbinates and air-fluid 

levels, haziness or opacification of the sinuses. 

4. Diagnostic Nasoendoscopy under local 

anesthesia to record the condition of nasal 

mucosa, septum, & inferior turbinates. To assess 

the condition of the nasopharynx and eustachian 

tube opening, to look for the presence of 

mucopus or polyp in the middle 

meatus/sphenoethmoidal recess/nasopharynx. 

Also, any co-existing anatomical variations of 

the lateral wall of the nose were noted. 

5. NCCT PNS to assess the extent of disease, 
condition of OMU, degree of opacification of 

sinuses, bony erosion and roof of the ethmoids 

among others. This was considered as the 

surgical road map. 

Once the diagnosis and extent of the disease was 

established, the patients were taken up for FESS, after a 

pre anesthetic evaluation. The surgery was done either 

under local or general anesthesia, depending on the 

following factors: 

1. Extent of disease, 
2. General condition of the patient, and 
3. Patient’s choice for the type of anesthesia. 

 

RESULTS 
 

 
Figure 1: Age Vs Gender classification 

 

Table 1: Endoscopic abnormalities 

Endoscopic 

abnormalities 

Number of 

abnormalities 

Percentage 

(n = 50) 

Abnormal middle turbinate 37 74 

Abnormal uncinate process 38 76 

Enlarged ethmoid bulla 16 32 

Polyp 12 24 

Mucopurulent discharge 21 42 

Deviated nasal septum 42 84 

As per study, endoscopic abnormalities were found in 47 

patients and 3 patients had no abnormality.  Majority of 

patients had deviated nasal septum, as a most common 

endoscopic abnormality.  About 38 (76%) had abnormal 

uncinate process followed by 37 (74%) had abnormal 

middle turbinate.  About 16 (32%) patients had enlarged 

ethmoid bulla, 12 (24%) patients had polypoidal changes.    
 

Table 2: Investigations 

Investigation Number of Patients Percentage 

X-ray PNS 50 100 

CT PNS 27 54 

To confirm diagnosis, x-ray PNS was done in all the 

patients, CT PNS was done wherever necessary in 27 

patients, i.e. 54% of patients to confirm the anatomical 

abnormalities before surgery.  
 

Table 3: Diagnosis 

Diagnosis Frequency Percentage 

CRS 3 6 

DNS 3 6 

CRS  + DNS 42 84 

Nil abnormality 2 4 

Total 50 100 

In our study group 84% patients diagnosed as chronic 

rhinosinusitis with DNS, 6% had DNS 6% had chronic 

rhinosinusitis. 4% patients had no abnormality in nasal 

cavity as well as lateral wall of nose out of 50 patients.  
 

Table 4: Treatment 

Treatment Number of Patients Percentage 

Medical 2 4 

Medical and  surgical 48 96 

Total 50 100 

In our study of 50 patients, all patients underwent medical 

treatment. Out of this, 48 patients underwent both 

medical and surgical modalities of treatment.  
 

Table 5: Symptoms after treatment 

Symptoms Number of Patients Percentage 

Nasal 11 22 

Non nasal 6 12 

In our study, out of 50 patients who has taken treatment 

11 patients had mild nasal symptoms i.e. 22% nasal 

obstruction was due to crust formation relieved after 

saline nasal douching in subsequent visits, 6 patients had 

non nasal symptoms i.e. 12% complained of dry cough, 

ear pain, relieved with symptomatic treatment during 

follow up.  

 

DISCUSSION 
FESS is an effective and safe procedure when performed 

by surgeons experienced in the techniques.  In 

experienced hands, major complications associated with 

FESS can include intracerebral hemorrhage, CSF leak 

diplopia blindness, meningitis, severe nasal hemorrhage. 

In our study there were no major complications recorded.  

The most common minor complication was postoperative 
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bleeding, which was managed successfully with nasal 

packing. Synechiae were next common complication, 

released during postoperative follow up.  One minor 

complaint was CSF leak, was managed conservatively

improved without any sequele. Our complication rat

the same as reported by other authors.  Average 

postoperative healing time was 4-8 weeks.  A few of them 

required 12 weeks, during regular visits, nasal toilet was 

done to remove crusts / debris.  This time of healing is 

consistent with other authors. Schaffer SD et al, in this 

study noticed minor complications in 14 patients, the 

most common complication being synechiae between 

middle turbinate and septum in 6 patients, resulting in 

revision surgery in four patients
7
. Brain L Mathew in his 

study, hemorrhage occured post operatively in 2 patients 

(1.5%)
8 In the series conducted by Howard L Levine 

(1990) 8.3% developed minor complications and 0.7% 

developed major complications
9
. Headache can be arising 

from the paranasal sinuses, which may be missed ev

after careful history.  Nasal endoscopy plays an important 

role in recognizing pathological changes following 

radiographic investigations.  In our study 45 patients were 

found to have abnormal pathological findings, and 5 

patients had typical structure of lateral nasal wall.  

Among anatomic variants, deviated nasal septum with 

mucopurulent discharge followed by abnormal unicante 

process, abnormal middle turbinate resulted in significant 

narrowing of OMC.  Most of these patients were not 

relieved with medical treatment had anatomical variations 

and such patients were posted for surgical treatment.

Good nasal endoscopic examination, with CT PNS 

wherever necessary, has proved best ailment for 

comprehensive diagnosis of chronic inflammatory disease 

of PNS.  Following these definitive reliable techniques 

with adequate diagnostic information, to determine which 

treatment modality is required or necessary and also can 

avoid radical surgery in majority of instances. 
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role in recognizing pathological changes following 

radiographic investigations.  In our study 45 patients were 

found to have abnormal pathological findings, and 5 

of lateral nasal wall.  

Among anatomic variants, deviated nasal septum with 

mucopurulent discharge followed by abnormal unicante 

process, abnormal middle turbinate resulted in significant 

narrowing of OMC.  Most of these patients were not 

ical treatment had anatomical variations 

and such patients were posted for surgical treatment. 

Good nasal endoscopic examination, with CT PNS 

wherever necessary, has proved best ailment for 

comprehensive diagnosis of chronic inflammatory disease 

ollowing these definitive reliable techniques 

with adequate diagnostic information, to determine which 

treatment modality is required or necessary and also can 

avoid radical surgery in majority of instances.  

CONCLUSION 
To conclude, combination of thoroug

examination and CT of PNS for diagnosis of functional 

status of nasal and PNS as well as surgical treatment of 

functional and anatomical variations including 

postoperative follow up minimal  conservative  resection 

of anatomical abnormalities  or small pathological  

lesions in intricate lateral wall of nose may only be 

required to alleviate nagging chronic intractable 

headache.  
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