
Introduction
I want to state my philosophy from the start. I believe that pediatric sinusitis is 
a medical disease, and only when maximal or optimal medical therapies fail that 
surgical intervention is indicated.1

We do know that children get about 6 – 8 upper respiratory infections per year 
and some of these lead to sinusitis. If medical therapy fails, one must look at 
contributing causes. One of the main reasons of failure is not treating concomitent 
allergic rhinitis. We must keep in mind other causes of childhood rhinorrhoea and 
I always do skin prick testing for allergy on every child who presents with chronic 
or recalcitrant rhinosinusitis. Antibiotic therapy should be culture directed although 
initial therapy can be with narrow or broad spectrum antibiotics depending on 
community experience.2 I do believe in adjuvant medical and surgical therapy, 
eg. antral washouts and adenoidectomies. When endoscopic sinus surgery has to 
be done, it is limited FESS (functional endoscopic sinus surgery). A recent survey 
carried out among Pediatric Otolaryngologists by ASPO (American Society of 
Pediatric Otolaryngology) seems to agree with this opinion.3

Duration of therapy
I do not think that there is any systematic study saying for how long you are 
supposed to treat chronic rhinosinusitis. Certainly you should exhaust all medical 
therapy. And we sometimes treat up to six weeks before even consider doing 
endoscopic sinus surgery. Always remember that the sinus mucosa takes a long 
time to heal.
Before doing endoscopic sinus surgery, the gold standard is to do a coronal CT 
Scan. But this CT Scan should not be done very early in your treatment because it 
has to be what we call a “medically treated scan”. There is a radiographic lag time 
of up to three months before complete healing of sinus mucosa takes place. If you 
do it too early, you are going to get confl icting reports from the radiologist.
Obviously there are major differences between doing adult FESS and pediatric 
FESS. This is a message we always give our residents: that greater skill and 
experience is required then to do adult FESS. For the majority of them, you can get 
away with doing limited surgery of an uncinectomy and anterior ethmoidectomy. 
We only remove diseased tissue and do a good middle meatal antrostomy. 
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Post operative follow-up
I have gone away from having a “second look” in the operating theater. I use 
MeroGel (an ester of hyaluronic acid) as a pack, and most times we can do the 
endoscopic examination in the clinic to see if there are any adhesions and remove 
remnant MeroGel after about 2 weeks.
Reports in literature suggests an 80% success rate for pediatric FESS. Recently 
more and more otolaryngologists are of the view that in many instances FESS is 
not indicated in Pediatric rhinosinusitis and should be reserved for complications 
or other specific cases.
A concensus panel for the management of rhinosinusitis in children met in 
Brussels, Belgium in 1996 and formulated absolute indications for pediatric 
FESS, eg. orbital complications of sinusitis and CSF leaks.4

Now if you look at cystic fibrosis, the prevalence in Europe and in North America 
is about one in 2000 cases, but it is almost unheard of in my part of the world; in 
Southeast Asia we rarely see cystic fibrosis in children, so we rarely see polyps 
in young children. Therefore, we don’t have a very good reason to do endoscopic 
sinus surgery, except for these absolute indications.
From my own series, taken over a 10-year period, we have done it for many of 
the things listed as absolute indications. I will go through some examples of these 
conditions to show how the use of endoscopes has changed our practice in the 
management of these other conditions.
You can appreciate that when you do surgery on this very young child that is 3 
or 4 years old, the tissues are very inflamed, there is very little space for you to 
operate on, and it is extremely difficult. We do not encourage our residents to do 
orbital complications using endoscopic technique. I try to use a 4 mm endoscope 
if I can but sometimes it is extremely difficult so we must have both the 2.7 and 
the 4 mm scopes available, together with the microdebrider.
Choanal atresia
I fi rst learned of this endoscopic technique in 1989. I use a 120º Hopkins rod 
telescope and whilst having videoscopic control retropalatally, operate through 
the nose. It is important to have this visual control on the monitor whilst operating 
through the nasal cavity as the skull base is at risk. I use an instrument borrowed 
from the gynaecologist (Hegar dilator) to perforate the membranous atretic plate, 
then use a microdebrider to remove both bone and soft tissue. This helps to prevent 
recurrences.
Antrochoanal polyps can also be done totally by the endoscope. 
The important thing most people dealing of the maxillary sinus will realize is that 
the base of the polyp is usually in the antero-lateral area and you sometimes have to 
use an angled microdebrider to remove it, otherwise there is a tendency to recur.
We can also repair CSF leaks. We had a child who had frontal-orbital advancement 
for craniosynostosis and had a iatrogenically caused fracture of the skull base. CT 
scans and MRI confirmed an encephalocele. We first pushed it back as much as 
we could, and we then used bipolar diathermy to reduce the remnant through the 
dura. As it is non-functioning brain tissue, we can remove the remnant if we can’t 
push it through the dura.
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For lesions that are less than 4mm, I use fascia lata to close the defect, as a first 
layer closure, and after tucking it in, bring in fat from the abdomen as a second 
layer. Then, I add fribrin glue on top of this. This patient did extremely well.
Conclusion
The above conditions give an idea of how we can apply the FESS technique to 
conditions other than chronic rhinosinusitis in children. The message is to try 
medical and adjuvant therapy first and to resort to FESS in very young children 
only if these fail.
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