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Limitations of endoscopic sinus surgery
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Nasal Endoscopes and CT scan PNS has revolutionized the knowledge nasal and sinus anatomy, 
changed the concepts of Surgeries on the nose and paved the way of Endoscopist to experiment 
beyond the Sinuses into Skullbase and Orbit by invitation. It is not untrue to state that the present 
day postgraduate students and Residents don’t even see or assist a Conventional Sinus surgery. An 
impression is given that ESS is the ultimate panaceae for all problems in and around the nose. No 
doubt the ESS offers less morbidity, a chance to be minimally invasive and probably repeatable 
avoiding an open skin/mucosal incisions. However there are certain conditions or scenario where 
Conventional surgery had to be resorted to.

The limitations to ESS can be due to different factors – Anatomy and abnormalities, Pathology 
and disease and the Surgeon and his experience and expertise. And to add to this we should include 
Endoscopes and instruments.
1. Highly cellular frontal, Sphenoid sinus or even maxillary sinus. Even with angled endoscopes 

the access and the view can be limited. Instrumentation can be cumbersome and one might 
require different angled instruments to reach these hidden areas. The giraffe forceps and angled 
forceps can make the surgery cumbersome and difficult.

2. Lateral wall of the Maxillary sinus is difficult to visualize and might require multiple entry 
points like inferior meatal antrostomy and/or antral cannulation through the canine fossa. This 
requires a high level of eye – hand coordination for easy instrumentation. Rather one might 
feel comfortable in doing a Mini Caldwell Luc which facilitates a good exposure without 
struggling so much. A deep and well lateralized Middle meatal opening of the maxillary sinus 
with a very deep lower hiatus semilunaris should be identified before otherwise one will be 
searching for the Anterior and posterior fontanelle.

3. Likewise a highly cellular frontal sinus might require a Frontal trephining through which a 
endoscope can be passed. Making feeble and blind attempts to enter Frontal Sinus can be 
catastrophic as far as the patient is concerned. Without knowing the detailed endoscopic 
anatomy and proper instrumentation one should not venture into Frontal Recess. Identifying 
the bony ostium and any bony work around might require stenting the Frontal Sinus which 
is prohibitively expensive. The inadequate clearance will lead to iatrogenic Frontal Sinusitis 
which is much more problematic than the primary disease.

4. The experience of the Surgeon, Knowledge of endoscopic anatomy and Instrumentation and 
the extent and type of the disease will be the points to ponder upon. 

5. The two key investigations have some inherent drawbacks. Diagnostic nasal Endoscopy will 
only give information about the anatomical/pathologic abnormalities presenting into the 
middle meatus. It cannot identify a Haller’s cell or an Onodi cell. In the same vein CT Scan 
can show an excellent cellular architecture in a normal or minimal pathology but will hardly 
give any information in hazy sinuses. One will require a really navigational experience in 
certain pathologies and require a good tactile sensation through the instruments which become 
an extension of the hand and replaces the fingers and a very good eye – hand Coordination. 
Especially when one is using and operating with a 45 or 90 degree telescopes it is almost 
“Arjuna hitting at a fish at perpendicular angle”.

6. One of the commonest indications of ESS is chronic inflammatory disease of the Nose and 
PNS. Here the disease is essentially a mucosal disease depending upon the mucosal activity, 
Patency of the Ostia of the three major Sinuses providing adequate drainage and ventilation. 
So there are three factor which are interdependent on each other Mucociliary activity, Drainage 
and Ventilation and the broad concept of ESS is by providing these three,  one could achieve  
healthy mucosa thus reversing the mucosal disease. Hence as long as the mucosal disease 
is reversible ESS works very well. Recurrent attacks of Sinusitis, Mucoceles and Osteomas 
fall into this category. The what about polyps and AFS where the disease is mucosal but is 
irreversible? Here also one will do ESS but practically it is not a real “Functional Endoscopic 
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Sinus Surgery”. Because inspite of your efforts and wide sinusotomies the disease recurs. So 
it is only “Endoscope assisted Polypectomy” and can not be really called as FESS.

7. In most of these conditions we always felt we need atleast one more hand or even one more 
opening like a laparoscopy. So to clear the entire  disease you might require another Sinusotomy 
and this is essentially true with Maxillary and Frontal Sinus. Ofcourse a number of wide and 
extensive approaches like modified Lothrops can be done with Endoscopes but it will again 
require skill and expertise. However this type of cases are few and far apart and one would get 
exposure and experience in a very selective numbers.  

8. It is time we all should realize that allergy, Fungal Rhinosinusitis and Polyposis are not 
“Surgical diseases perse” and require a combination of medical treatment along with surgical 
clearance. In all possibilities we may witness a drastic change in the concept of Nasal Surgery 
and Endoscopes might only be used to give an airway and adjuant medical management to 
control the disease.

9. The disease – Extensive and/or recurrent and/or destructive sinonasal disease requires a 
high degree of surgical capability. The anatomical landmarks are lost and it becomes time 
consuming and a disgusted Surgeon is likely to falter and transgress the boundaries of the 
Surgical field. The risk areas are aplenty with the skullbase and orbit hovering around a  few 
millimeters away and a small step can become a major complication.

10. In an extensive disease where the landmarks are missing it will be much more difficult. “DO 
NO HARM” is an important surgical dictum one should always bear in mind and don’t hesitate 
to yell and call another Surgeon or even to abandon and refer to a senior surgeon. It might hurt 
one’s ego a little but in the longer run it works.

11. Ideally ESS should be done when there is minimal mucosal inflammation without much 
peroperative bleeding so that a good job can be done. That means the patient needs to be 
prepared well before Surgery and a good custom tailored postoperative care. Peroperative 
mucosal bleed can be a very disgusting problem. So one should not hesitate to abandon the 
procedure or even stage the Surgery so that better results can be obtained.

12. The disadvantages of an endoscope can not be overemphasized. The major problems with the 
endoscopes are lack of Magnification when you are operating through the Endoscope. This can 
be overcome using an Endocamera and a monitor which facilitates documentation but now a 
three dimensional view becomes a two dimensional picture and the depth perception is lost.

13. One will never have the entire surgical field in view at any given time and the Endoscope needs 
to be manipulated or changed or turned or pulled out and pushed in to see a particular area. 
This requires a skill.

14. Unlike Operating Microscope we have very less and fixed magnification and it only improves 
as you go nearer to the structure one will have a better and clear vision.

15. The Surgery is not a continuous one. The scope needs to be cleaned once in a way and defogged 
so many times during Surgery. If there is a gross deviated septum, a lateralized middle turbinate 
or a large concha your endoscopic vision becomes much more reduced.

16. The longer the instrument is, more fragile it is and one would loose the tactile sensation.  
And the new addition is powered instrumentations which have become highly popular. That 
means your coordination now extends from eyes and hands to your foot also which controls 
the Debrider. It is essential to note that the powered instruments are very useful in mucosal 
preservation and conservation to promote good mucosal healing thus making ESS highly 
customtailored. 

It is not my intention to scare the enthusiastic endoscopists but make them aware of the limitations 
and only to sensitize them the need for a good training and hands on experience before embarking 
upon ESS. Every thing done with Endoscope is not “functional” and it is time for us to audit our 
work and look back.
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