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ABSTRACT
Nasal obstruction unilateral or bilateral, secondary to congenital birth passage or adult, nasal trauma requires surgical
intervention of the deviated septum. Intervention ranges from a minimal septal repositioning to submucosal resection,
simple septoplasty or the extensive extracorporeal septoplasty. The development of septal surgery with the
developments in the field of rhinology has been reviewed.
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INTRODUCTION
Deviations of nasal septum with an incidence of 44.8%
necessitate surgical correction in only 2.1% with
obstructive symptoms.1 The modus operandi of
intervention is threefold, i.e. to facilitate equal bilateral
nasal breathing and thereby alveolar ventilation as well as
improve facial aesthetics. Limited resection of a bony
spur with a "contact point neuralgia" and facilitating
access to the middle meatus are the recent indications in
this era of endoscopy.2 The development of septal surgery
has passed through many phases from minimal to
extensive surgical procedures.
REVIEW OF LITERATURE
The history of corrective procedures on deviations of the
nasal septum dates from 1757 when Quelmatz described
the technique of repositioning the deflected septum, by
daily digital pressure.3 A century, later, Adams advocated
fracturing & splinting of the nasal septum. Ingals was the
first to suggest the accomplishment of submucous
operation by removal of a part of the triangular
cartilage.4,5 Kreig improved the technique by resection of
the entire deflected cartilage.6 Asch et al suggested

actually altering the spring of the cartilage with full
thickness crucial incisions.7 Boenninghaus completed the
procedure
by removal
of
the
osseous
septum (perpendicular plate of ethmoid and the vomer) as
well as the cartilage.8 The submucous resection as we
understand and perform today, was first described by
Freer and Killian.9,10 They both, independently,
recommended visualization of septal cartilage and the
bone, while preserving the overlying mucosa. The
mucosa was allowed to fall into medial apposition after
the framework that help it off had been carefully
removed. The principle of saving a dorsal cartilaginous
strut was established to avoid collapse of the supratip by
Freer, while Killian also preserved a caudal strut.10
Surgical refinements were suggested by Ballenger,
Yankauer and Thompson.11-13 Submucous resection
thus became the standard procedure for the rhinologist.
There were still many inadequancies in the technique. A
satisfactory buttress had to be left superiorly and
anteriorly to prevent saddling and retraction of the
columella. The limitations of this operation have been
demonstrated by the various steps for improvement
suggested by different rhinologic surgeons. These ranged
from the simple shifting of the septum, it’s incomplete
removal and implantation of anterior struts, to complete
removal and/or replacement by cartilaginous implants.
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These modifications have been proposed by
Metzenbaum, Peer, Salinger et al, Fomon, et al, Becker,
Cottle et al, Leirle et al, along with Peer et al designed
techniques to deal with the caudal septum &
Metzenbaum’s ‘swinging door’ technique ushered in an
era of special interest in this branch of septal surgery.14-21
The era of modern septoplasty began with Cottle et al in
the ensuing years, he & others (Goldman, Smith, Cottle)
described the disadvantages of submucous resection and
extolled the virtues of septoplasty methods.19,22-24 Borg et
al, Stoksted, Pearson, Edward and Maran, all attempted to
analyse the incidence and timing of the complications
associated with submuscous resection.25-29 Septoplasty
has to a large extent replaced submucous resection as the
routine technique without solving all the problems of this
type of surgery. The objective in the septoplasty
operation is the restoration of normal anatomic
relationship of the deflected septum, without or minimal
sacrifice of its structures. This is especially required in
children less than 17-18 years of age. Verwoerd et
al considered it advisable to avoid actually performing
the operation during either of the two nasal growth
spurts.30 Moreover, septoplasty provides better functional
results and results in fewer & smaller perforations than
submucous resection by Fjermedal et al.31

dimensional print (3-D) technology has now been utilized
to design training models with materials having
properties similar to human tissues. These simulation
models are the future, in the field of rhinology to improve
the surgical dexterity manifold.37 The efficacy of the
surgery of the deformed septum, seems intuitive with
limited global literature available, on its utility. Studies
report 70.5% success in relieving nasal obstruction
Associated turbinoplasty or out fracture further improves
the airway.38 A "full medical treatment", prior to surgical
intervention definitely effects the patient satisfaction
levels.
CONCLUSION
Septal corrective surgery aims to achieve a bilateral
patent nasal airway internally and improve facial
aesthetics externally.
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