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Rezumatul

In cadrul studiului retrospectiv efectuat
s-a inclus un grup de pacienti in numir de
36 persoane, 20 femei si 16 barbati cu varsta
medie de 40 ani in perioada 2016—2021 la
care s-a stabilit si s-a confirmat postoperator
diagnoza de sinuzita fungica cu perioada de
supraveghere postoperatorie nu mai pufin de
5 ani. Pacientii au fost repartizati in doud lo-
turi de cercetare.

Primul lot a fost format din 16 pacienti,
cu virsta cuprinsd intre 24 si 58 de ani, la care
s-a efectuat cura radicald a sinusului maxi-
lar Caldwell-Luc. Al doilea lot format din 20
de pacienti, cu vérsta cuprinsd intre 25 si 58
de ani, dintre care 5 bérbati si 15 femei ope-
rati prin intermediul chirurgiei endoscopice
functionale a sinusului maxilar. Analiza com-
parative a metodelor de tratament a MSM a
dovedit ca ambele metode de tratament FESS
si CL prezinta o eficientd egald, pot fi utilizate
in anumite situatii clinic la discretia specialis-
tilor.

Cuvinte cheie: sinuzitd, sinus maxilar, mi-
cetom, chirurgia functional endoscopicd

Introducere

Sinusurile paranazale reprezinta un teritoriu ana-
tomo-topografic comun atit pentru chirurgii ma-
xilo-faciali cét si pentru medicii otorinolaringologi,
astfel colaborarea intre aceste doud specialitati este
binevenita pentru elaborarea si perfectionarea in co-
mun a metodelor de diagnostic si tratament.

Sinuzita maxilard fungica (SMF) in baza exame-
nul histopatologic se clasifici in doui categorii: inva-
zivd $i neinvaziva. Prima incercare de a clasifica SMF
a fost in 1965, cand Hora primul a impartit aceastd
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Summary

The retrospective study included a group
of 36 patients, 20 women and 16 men with an
average age of 40 years in the period 2016—
2021, in which the diagnosis of fungal sinu-
sitis was established and confirmed postope-
ratively with the postoperative surveillance
period not less than 5 years. The patients were
divided into two research groups.

The first group consisted of 16 patients,
aged between 24 and 58 years, who un-
derwent the radical Caldwell-Luc maxillary
sinus cure. The second group consisted of
20 patients, aged between 25 and 58 years,
of which 5 men and 15 women operated by
means of functional endoscopic surgery of
the maxillary sinus. The comparative analysis
of MSM treatment methods proved that both
FESS and CL treatment methods show equal
efficiency, they can be used in certain clinical
situations at the discretion of specialists.

Key words: Sinusitis, maxillary sinus, fun-
gus ball, finctional endoscopic sinus surgery

Introduction

The paranasal sinuses represent a common
anatomo-topographic territory for both maxillofa-
cial surgeons and otolaryngologists, so collaboration
between these two specialties is welcome for the joint
development and improvement of diagnostic and
treatment methods.

Maxillary fungal sinusitis (MFS) based on histo-
pathological examination is classified into two cat-
egories: invasive and non-invasive. The first attempt
to classify SMF was in 1965, when Hora first divided
this pathology into two classes: non-invasive, which
has clinical manifestations similar to bacterial sinus-
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patologie in cele doud clase: neinvazivd, care are ma-
nifestéri clinice aseménatoare sinuzitei bacteriene si
cea invaziva, atunci cind masele fungice se comportd
ca si in tumoarea maligni, erodand osul si infiltrdnd
tesuturile adiacente[13].

In pofida faptuluica patologia dati a fost descri-
sd demult etiopatogenia prezintd si actual o tema de
dezbateri intre specialistii din domeniu.

Au fost sugerate 3 posibile teorii de dezvoltare
a sinuzitei fungice: aerogend, odontogend si mixtd.
Conform teoriei aerogene, cantitdti mari de spori de
fungi din aer péatrund in sinusuri prin ostiumurile
naturale, se inmultesc si devin patogeni cand sinusul
devine un mediu anaerob.

Studiile care demonstreaza teoria aerogena, suge-
reazd ca Aspergillusul creste in sinusurile paranazale,
atunci cand este inhalata o cantitate mare de spori pe
timp indelugat. Aceasta situatie existd in Sudan unde
sinuzita micoticd este endemicd. Aceastd conditie
este explicatd prin faptul cd un numar mare de spori
se gasesc in activitatile agricole[23].

O cauza posibild poate fi obturarea ostiomeatald,
accentuatd de factori anatomici, devierea septului,
hipertrofia cornetelor, care contribuie la staza in inte-
riorul sinusurilor cu dezvoltarea unui mediu hipoxic
si anaerob cu diminuarea pH-ului — o conditie favo-
rabild i ideald pentru proliferarea fungilor si creste-
rea posibilitaii aparitiei reactiilor alergice[22].

Teoria odontogend este o cale iatrogend, in care
colonizarea fungica a sinusului maxilar se produce
printr-o comunicare oroantrald iatrogena secundard
la extractia dentara, prin leziuni parodontale, perfo-
ratie de canal sau, cel mai frecvent, dupd tratament
endodontic cu supraumplerea canalului dentar. Me-
talele din materialul endodontic, indeosebi oxidul de
zing, titanul, plumbul, sarurile de calciu, bariul si sul-
ful, introduse accidental in sinusul maxilar in timpul
tratamentului endodontic al dintilor maxilari, are un
rol esential in cresterea fungilor, umplerea treptatd a
sinusurilor i in patogeneza sinusitei micotice.

Reactia inflamatorie de corp strdin declangata
de patrunderea materialelor de obturatie de canal in
sinusul maxilar poate crea un mediu favorizant co-
lonizdrii ciupercilor, iar zincul, pe langa acsiunea sa
in metabolismul acestora, faciliteazd depunerea fo-
sfatilor de calciu si crearea unui situs de depunere a
sporilor de Aspergillus prin paralizia mucociliara si
intretinerea hiperemiei mucoasei sinusale[2,27].

Alte iatrogenii potentiale implicate in aparitia mi-
cozei sinusului maxilar sunt accidente in timpul ex-
tractiei cu patrunderea in cavitatea sinusala a restului
radicular. Postextractional s-au descris in anumite
cazuri constituirea unor fistule oro-antrale. Nici pa-
trunderea accidentald a unor corpi stréini in cavitatea
sinusald nu trebuie subestimata, deoarece genereazd
o sinuzita cronicd, indiferent dacd se asociazd sau nu
cu o fistula oro-antrala care potenteaza patrunderea
organismelor din flora orala[2].

Insa, teoria odontogend nu explica aparitia mice-
tomei in sinusurile etmoidale, sfenoidale si frontale.

itis, and invasive, when the fungal masses behave as in
a malignant tumor, eroding the bone and infiltrating
adjacent tissues[13].

Despite the fact that the given pathology was de-
scribed a long time ago, the etiopathogenesis is still a
topic of debate among specialists in the field.

3 possible theories of the development of fungal
sinusitis have been suggested: aerogenic, odonto-
genic and mixed. According to the aerogenic theory,
large amounts of fungal spores from the air enter the
sinuses through the natural ostiums, multiply and
become pathogenic when the sinus becomes an an-
aerobic environment.

Studies proving the aerogenic theory suggest that
Aspergillus grows in the paranasal sinuses when a
large amount of spores are inhaled over a long period
of time. This situation exists in Sudan where fungal
sinusitis is endemic. This condition is explained by
the fact that a large number of spores are found in
agricultural activities[23].

A possible cause can be ostiomeatal obturation,
accentuated by anatomical factors, septal deviation,
hypertrophy of the turbinates, which contribute to
stasis inside the sinuses with the development of a
hypoxic and anaerobic environment with a decrease
in pH — a favorable and ideal condition for the pro-
liferation of fungi and the increase of the possibility
the occurrence of allergic reactions[22].

The odontogenic theory is an iatrogenic pathway,
in which fungal colonization of the maxillary sinus oc-
curs through an iatrogenic oroantral communication
secondary to tooth extraction, through periodontal le-
sions, canal perforation or, most commonly, after end-
odontic treatment with overfilling of the dental canal.
Metals in the endodontic material, especially zinc ox-
ide, titanium, lead, calcium salts, barium and sulphur,
accidentally introduced into the maxillary sinus during
the endodontic treatment of maxillary teeth, has an es-
sential role in the growth of fungi, the gradual filling
of the sinuses and the pathogenesis mycotic sinusitis.

The foreign body inflammatory reaction trig-
gered by the penetration of canal obturation mate-
rials into the maxillary sinus can create an environ-
ment favoring the colonization of fungi, and zing, in
addition to its action in their metabolism, facilitates
the deposition of calcium phosphates and the cre-
ation of a site for the deposition of Aspergillus spores
through mucociliary paralysis and the maintenance
of hyperemia of the sinus mucosa[2,27].

Other potential iatrogens involved in the occur-
rence of mycosis of the maxillary sinus are accidents
during extraction with the penetration of the root
remnant into the sinus cavity. Post-extraction, the
formation of oro-antral fistulas has been described
in certain cases. Even the accidental penetration of
foreign bodies into the sinus cavity should not be un-
derestimated, because it generates a chronic sinusitis,
regardless of whether or not it is associated with an
oro-antral fistula that potentiates the penetration of
organisms from the oral flora[2].



Teoria mixtd combind caracteristicile primelor
doua, se bazeazd pe natura omniprezenta a sporilor
fungici, care pot fi inhalati in orice moment si sunt
prezenti ca saprofiti in sinusuri, dar in anumite con-
ditii favorabile (tulburari de ventilatie, corp striin)
colonia fungica creste si cauzeaza sinuzita [10,38].

Tratamentul unanim acceptat este inlaturarea
completd a micetomului, tratamentul cauzei dentare
si asigurarea ventilatiei suficiente a sinusului maxi-
lar. Mai multe metode de operatie au fost propuse in
ultimii ani, de la metoda propusa de Caldwell-Luc
utilizind accesul prin peretele lateral al sinusului
(4,5) pina la abordarea sinusului maxilar prin accesul
cutanat extern (6,7). Cu toate cd, cd cea mai deasa
cauza a SMF este de origine dentara, cele mai multe
articole sunt publicate de catre medici ORL, iar chi-
rurgia functionala endoscopici se considerd standar-
tul de aur (15,9,11,12,13). In tratamentul afectiunilor
inflamatorii este bine cunoscuta axioma despre inla-
turarea factorului cauzal obligator, iar in SMF dintele
tiind acel factor cauzal care obligator trebuie tratat,
acestui fapt nu se atrage atentia cuvenitd in publicafi-
ile susmentionate.

Din cauza cd totusi cea mai deasd cauza a SMF se
considerd iatrogenia stomatologicd noi am decis sd
studiem patologia data sa elabordm conduita terape-
utica sa stabilim masuri de profilaxie.

Scopul studiului:
Sporirea eficacititii diagnosticului, tratamentului
si profilaxiei sinuzitei maxilare fungice.

Materiale si metode

Studiul clinic a fost realizat in cadrul IMSP In-
stitutul de Medicind Urgentd, Catedra de chirurgie
oro-maxilo-faciala si implantologie orald , Arsenie
Gutan” si clinica stomatologica ,,Omni Dent®

In cadrul studiului retrospectiv efectuat s-a inclus
un grup de pacienti in numdr de 36 persoane, 20 fe-
mei si 16 barbati cu varsta medie de 40 ani in peri-
oada 2016—2021 la care s-a stabilit si s-a confirmat
postoperator diagnoza de sinuzita fungicd cu perioa-
da de supraveghere postoperatorie nu mai putin de 5
ani. In timpul anchetirii fiecirui pacient s-a stabilit:
datele de ordin genereal, starea si statutul social al
pacientului. In baza examenelor paraclinice (CBCT)

However, the odontogenic theory does not ex-
plain the appearance of mycetoma in the ethmoid,
sphenoid and frontal sinuses.

The mixed theory combines the characteristics
of the first two, is based on the ubiquitous nature of
fungal spores, which can be inhaled at any time and
are present as saprophytes in the sinuses, but under
certain favorable conditions (ventilation disturbanc-
es, foreign body) the fungal colony grows and causes
sinusitis [10,38].

The unanimously accepted treatment is the com-
plete removal of the mycetoma, the treatment of the
dental cause and the provision of sufficient ventila-
tion of the maxillary sinus. Several surgical methods
have been proposed in recent years, from the method
proposed by Caldwell-Luc using access through the
lateral wall of the sinus (4,5) to the maxillary sinus ap-
proach through external skin access (6,7). Although
the most common cause of FMS is of dental origin,
most articles are published by ENT physicians, and
functional endoscopic surgery is considered the gold
standard (15,9,11,12,13). In the treatment of inflam-
matory conditions, the axiom about the removal of
the mandatory causative factor is well known, and
in SMF the tooth being the causal factor that must
be treated, this fact is not given due attention in the
aforementioned publications.

Because the most frequent cause of FMS is still
considered to be dental iatrogeny, we decided to
study the given pathology to elaborate the therapeu-
tic conduct and establish prophylactic measures.

Aim of the study:
Increasing the effectiveness of the diagnosis, treat-
ment and prophylaxis of fungal maxillary sinusitis.

Materials and method

The clinical study was carried out within the
IMSP Institute of Emergency Medicine, the De-
partment of Oral-Maxillo-Facial Surgery and Oral
Implantology ,, Arsenie Gutan® and the dental clinic
»Omni Dent®

The retrospective study included a group of 36 pa-
tients, 20 women and 16 men with an average age of 40
years in the period 2016—2021, in which the diagno-
sis of fungal sinusitis was established and confirmed

Figura 1. Reprezentare schematicd a scalei Lund-Kennedy.
0 - Pneumatizare completa;

1-ingrosarea mucoasei pand la 5 mm;

2 - ingrosarea mucoasei pana la 1/3 a volumului sinusal;

3 - ingrosarea mucoasei pand la 2/3 a volumului sinusal;

4 - lipsa pneumatizdrii sinusale.

Figure 1. Schematic representation of the Lund-Kennedy scale.
0 - Full pneumatization;

1- thickening of the mucosa up to 5 mm;

2 - thickening of the mucosa up to 1/3 of the sinus volume;

3 - thickening of the mucosa up to 2/3 of the sinus volume;

4 - lack of sinus pneumatization.
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s-a apreciat dintele cauzal, gradul de pneumatizare a
sinusului maxilar afectat dupd scara Lund si Kennedy
pre si postoperator.

De asemenea in chestionar au fost introduse date
privind tipul de interventie efectuat, cu particulari-
tatile sale, aprecierea edemului si durerei postopera-
torii.

In vederea precizérii teoriei ,odontogene®, oro-
pantomogramele si imaginile 3D au fost examinate
cu precautie, stabilind raportutile topografice din-
tre dintii tratati endodontic i pozitionarea corpului
strdin in sinusul maxilar, in cazul prezentei breselor
la nivelul grupului lateral de dinti superiori, din exa-
menul subiectiv s-a stabilit cd acestea preventiv au
fost supusi tratamentului endodontic.

Conform datelor obtinute in urma studiior efec-
tuate, pacientii au fost repartizati in doud loturi de
cercetare.

Tab. 1 Repartizarea pacientilor in lotul nr.1 (Cura radicald a sinusului
maxilar Caldwell-Luc)

Nr.| Virsta| Gen | dinte | durere | edem | Lund- | Lund- | Partea |COM

(ani) | F/M | cauza |postop.|postop. [Kennedy|Kennedy| afectatd | B/L

(zile) | (zile) | preop | postop | S/D

1. 58 | F 5 3 5 2 1 D L
2| 43 | F 6 7 6 4 0 |bilateral| B
3. 56 | F 5 5 5 3 0 D B
4.0 27 | F 6 6 5 3 0 S B
5124 | F 5 3 4 3 0 S L
6. 59 | F 7 4 5 2 1 D L
7.0 36 | M| 6 5 5 4 0 D B
8| 25 | F 7 4 6 4 1 D B
9.| 34 | F 6 4 5 4 0 S B
10 46 | F 7 2 4 4 0 D L
M) 26 | M| 6 2 7 4 0 D B
12) 35 | F 7 2 4 3 0 S L
13) 35 | F 7 4 5 4 0 D L
14 45 | M 6 3 4 4 1 S B
15 33 | F 5 3 3 4 0 D B
16| 44 | F 6 3 4 3 0 S B

1. Primul lot a fost format din 16 pacienti, cu
virsta cuprinsd intre 24 si 58 de ani, la care s-a efec-
tuat cura radicald a sinusului maxilar Caldwell-Luc
(tab.1). Lotul dat l-au acétuit 10 femei si 4 barbati.
Cura radicald a fost propusa aproape 100 de ani in
urma, de atunci a fost modificatd de mai multi au-
tori, insa varianta clasicd cu inliturarea mucoasei in
intregime si formarea antrostomiei in meatul nazal
inferior actual nu se mai efectuiazd. Dar totusi orice
interventie asupra sinusului maxilar care creazi ac-
ces cétre antrum prin peretele sinusal lateral pand in
momentul actual poartd numele acestor autori. Din
aceasta cauza considerdm necesar de descris etapele
interventiei efectuate de cétre noi (Figura 2). Dupd
anestezia mucoasei orale s-a efectuat incizia mucoa-
sei in proectia sinusului maxilar, s-a decolat lambo-
ul muco-periostal, s-a efectuat osteotomia perete-
lui lateral a sinusului maxilar de 1cm in diametrul,
masele fungice au fost aspirate cu ajutorul aspirato-

postoperatively with the postoperative surveillance
period not less than 5 years. During the investigation
of each patient, it was established: the general data,
the condition and the social status of the patient. Ba-
sed on the paraclinical examinations (CBCT), the
causative tooth was evaluated, the degree of pneuma-
tization of the affected maxillary sinus according to
the pre- and postoperative Lund and Kennedy scale.

Also in the questionnaire were entered data regarding
the type of intervention performed, with its particulariti-
es, the assessment of postoperative edema and pain.

In order to specify the ,odontogenic“ theory, the
oropantomograms and 3D images were carefully
examined, establishing the topographic relationships
between the endodontically treated teeth and the po-
sitioning of the foreign body in the maxillary sinus,
in the case of the presence of gaps at the level of the
lateral group of upper teeth, from the subjective exa-
mination it was established that they underwent pre-
ventive endodontic treatment.

According to the data obtained from the conduc-
ted studies, the patients were divided into two resear-
ch groups.

Tab. 1 Distribution of patients in group no. 1 (Radical treatment of
the maxillary sinus Caldwell-Luc)

Nr.| The |SEX|Odonto-| pain |edema| Lund— | Lund- [Affected|COM
age |[F/M| genic |postop |postop.[Kennedy|Kennedy| part | B/L
(years) cause | (days) | (days) | preop | postop | L/R

1. 58 | F 5 3 5 2 1 R L

2. 43 | F 6 7 6 4 0 |bilateral| B

3.1 56 | F 5 5 5 3 0 R B

4.1 27 | F 6 6 5 3 0 L B

51 24 | F 5 3 4 3 0 L L

6. 59 | F 7 4 5 2 1 R L

7. 36 | M| 6 5 5 4 0 R B

8. 25 | F 7 4 6 4 1 R B

9. 34 | F 6 4 5 4 0 L B

10.] 46 | F 7 2 4 4 0 R L

1) 26 | M| 6 2 7 4 0 R B

12 35 | F 7 2 4 3 0 L L

13 35 | F 7 4 5 4 0 R L

140 45 | M 6 3 4 4 1 L B

15 33 | F 5 3 3 4 0 R B

16| 44 | F 6 3 4 3 0 L B

1. The first group consisted of 16 patients, aged
between 24 and 58 years, who underwent a radical
Caldwell-Luc maxillary sinus cure (tab. 1). The given
batch was completed by 10 women and 4 men. The
radical cure was proposed almost 100 years ago, since
then it has been modified by several authors, but the
classic version with the removal of the mucosa in its
entirety and the formation of an antrostomy in the
current lower nasal meatus is no longer performed.
But still any intervention on the maxillary sinus that
creates access to the antrum through the lateral sinus
wall up to the present time bears the name of these
authors. For this reason, we consider it necessary to
describe the stages of the intervention carried out by



rului curb, sinusul a fost abundent lavat cu solutie
fiziologicd, mucoasa schimbatd patologic nu a fost
inlaturata. Antrostomia meatului nazal inferior nu
s-a efectuat la nici un pacient. Defectul osos a fost
acoperit cu lamboul mucoperiostal, care consideram
cea mai buna membrana de protectie. S-au aplicat su-
turi separate. Datele despre pacintii lotului dat sunt
relatate in tab 1.

2. Al doilea lot format din 20 de pacienti, cu var-
sta cuprinsa intre 25 si 58 de ani, dintre care 5 barbati
si 15 femei. Caracteristic pentru acest lot a fost trata-
mentul efectuat prin intermediul chirurgiei endosco-
pice functionale a sinusului maxilar (tab.2).

Tab. 2 Repartizarea pacientilor in lotul nr.2 (Chirurgia endoscopica
functionald a sinusului maxilar).

us (Figure 2). After anesthesia of the oral mucosa, the
mucosal incision was made in the projection of the
maxillary sinus, the muco-periosteal flap was deta-
ched, the osteotomy of the side wall of the maxillary
sinus of 1 cm in diameter was performed, the fungal
masses were aspirated with the help of a curved aspi-
rator, the sinus was abundantly washed with solution
physiological, the pathologically changed mucosa
was not removed. Antrostomy of the lower nasal me-
atus was not performed in any patient. The bone de-
fect was covered with the mucoperiosteal flap, which
we consider the best protective membrane. Separate
sutures were applied. The data about the patients of
the given batch are reported in table 1.

The second group consisted of 20 patients, aged
between 25 and 58 years, of which 5 men and 15

Nr.|Gen |Virsta| Dinte | Edem | Durere | Partea | COM | Lund- | Lund- women. Characteristic for this batch was the treat-
F/M | (ani) | Cauzi |postop| postop. | afectatd | B/L |Kennedy|Kennedy ment performed by means of functional endoscopic
(zile) | (zile) | S/D preop | postop surgery of the maxillary sinus (tab. 2).
1.| F| 58 7 5 2 S B 4 0
2/M[ 25 6 | 0 2 S B 4 1 Tab. 2 Distribution of patients in group no. 2
3 F[37] 6|0 0 S B 4 0 (Functional endoscopic surgery of the maxillary sinus).
41 F |5 |5 0 2 D B 4 0 Nr.[Sex| Age |Odon- [Edema| Durere |Affected|COM| Lund— | Lund-
50 F |31 5 0 0 S B 4 0 F/M| (years) [togenic|postop|postop.| part | B/L [Kennedy[Kennedy
6.IM1 43| 6 0 ) D B 2 0 cause | (zile) | (zile) | R/L preop | postop
71 F 54| 7 0 0 D L 3 0 1. F| 58 7 5 2 L B 4 0
8|M|[38] 6| 0] 0 S | B | 4 0 2 /M 25 |6 0] 2 L [B] 4 1
9olF|[32] 70 o | D | L ]| 3 0 3.0F| 37 16 1070 L | B| 4 0
0/ F[#]6 | 0| 0| D |B]| 4 0 AJF] 55 |5 0] 2 R | B 4 0
M F[34]6 | 1] 3 s | L] 2 1 S P31 |5 10 ] 0 L [B] 4 0
12)F[55] 70| 0| D | B | 4 0 6./M| 4 | 6 ] 0] 2 R | B 2 0
BJF[45] 6| 1|3 D | L | 4 2 T F] 541 7 |00 R | L[ 3 0
1w F(s4] 70| 0| D | B | 4 0 8./M| 38 | 6 0] 0 L [B] 4 0
15/M[35] 6| 0] 0 S | B | 4 1 9.0 F| 32 |7 ]0]0 R | L] 3 0
6/ F[54] 5] 0| 0| D | B | 4 0 0]F) 4 |60 0 R | B 4 0
17)F 46| 6] 0] 0 s | B | 4 0 mjFp #6103 L | L] 2 1
18] F[56] 7] 0] 0 S | B | 4 1 12]F) 55 | 7 1010 R | B 4 0
19/B (34 7|1 0| D | B ]| 4 0 BlF] 4 |6 ] 1|3 R | L] 4 2
20/ F | 39 6 0 0 D B 4 0 14. F | 54 7 0 0 R B 4 0
15/ M| 35 6 0 0 L B 4 1
Etapele interventiei (Figura 3): s-a efectuat ri- 16/F| 54 | 5] 0[]0 R | B| 4 0
noscopia anterioara cu ajutorul opticii rigide cu di- 17]F] 46 | 6 0 0 L B 4 0
ametrul de 4mm, unghiul de vizibilitate de 0 grade 18/F] 56 | 7 ] 0] 0 L | B]| 4 1
si 45 grade (Richard Wolf). Studiul s-a realizat fira 19/B] 34 | 7 |1 0 R | B| 4 0
prelucrarea in prealabil a cavitatii nazale cu substante 200 F| 39 6 0 0 R B 4 0

vasoconstrictoare sau anestezice, aceasta a permis
aprecierea stirii mucoasei pacientului. Dupa care s-a
efectuat anemizarea cavitatii sinusale cu solutie de
adrenalina.

Prima etapd, pand la anemizare, s-a efectuat vi-
zualizarea meatului nazal inferior pand la choane cu
vizualizarea orificiului tubului lui Eustachio. A doua
etapd, dupa anemizare, s-a efectuat aprecierea com-
plexului osteo-meatal, care include partea interioara
a cornetului nazal mediu, procesul uncinat si bula
etmoidala, a fost luata in consideratie prezenta poli-
pilor in meatul nazal mediu.

Cornetul nazal mediu a fost mezializat cétre septul
nazal, s-a efectuat incizia procesului uncinat la baza

Stages of the intervention (Figure 3): anterior
rhinoscopy was performed with the help of rigid op-
tics with a diameter of 4 mm, angle of visibility of
0 degrees and 45 degrees (Richard Wolf). The study
was carried out without prior processing of the nasal
cavity with vasoconstrictor or anesthetic substances,
this allowed the assessment of the condition of the
patient’s mucosa. After which the sinus cavity was
anemized with adrenaline solution.

The first stage, until anemia, was performed visu-
alizing the lower nasal meatus up to the choanae with
visualization of the opening of the Eustachian tube. The
second stage, after anemia, the evaluation of the osteo-
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Fig 2. Etapele accesului catre sinus maxilar prin peretele lateral. A) Incizia si decolarea lamboului muco-periostal, B) Osteotomia peretelui
lateral si inlturarea maselor micotice, C) Defect osos postoperator, D) Suturarea plagii

Fig 2. Stages of access to the maxillary sinus through the lateral wall. A) Incision and detachment of the muco-periosteal flap, B) Lateral wall
osteotomy and removal of mycotic masses, C) Postoperative bone defect, D) Wound suturing

‘

Fig. 3. Etapele accesului catre sinus maxilar prin acces endosopic endonazal. A) Anemizarea mucoasei nazale, B) Mezializarea cornetului mediu,
() Inlaturarea maselor micotice, D) Aspect al sinusului maxilar dinspre meatul nazal mediu.

38 Fig. 3. Stages of access to the maxillary sinus through endoscopic endonasal access. A) Anemia of the nasal mucosa, B) Mesialization of the
middle turbinate, C) Removal of mycotic masses, D) Aspect of the maxillary sinus from the middle nasal meatus.



lui si inlaturarea lui cu ajutorul clestelui Blacksley.
Dupd aceasta, prin sondare, s-a indentificat orificiul
natural al sinusului maxilar situat anterior de bula
etmoidald, unde a fost largit pana la 0,5-1cm. Opti-
ca a fost plasatd sub un unghi de 45 de grade si s-a
efectuat vizualizarea sinusului maxilar prin orificiul
natural largit. Masele fungice au fost inlaturate pe ca-
lea nazald. Mucoasa edematiatd, polipoasd, nu a fost
inlaturata. Interventia s-a finisat cu lavajul puternic a
sinusului maxilar utilizdnd solutie fiziologicd si tam-
ponamentul anterior a narinei respective. Tampona-
mentul nazal s-a inlaturat la a 2-a zi postoperator.

Rezultate si discutii

In acest studiu au prevalat femeile (20) fatd de
bérbati (16). Rezultatele corespund cu cele expu-
se in literaturad [3,7,8], unde este relatat faptul ca
prevalenta micozei sinusului maxilar este mai mare
la femei decat la barbati.

Analizdnd predominarea sinuzitei fungice la fe-
mei, nu credem cé este vreo predilectie anatomica
sau sex-specificd. Unii autori explicd predominarea
acesteia fiind determinate de sarcina (Toate feme-
ile din studiu au avut nagteri). Sarcina predispune
la aparitia cavitatilor carioase si eroziunilor dentare
gingivite. In timpul sarcinii au loc schimbiri de re-
ducere a pH-ului salivar, creste circulatia gingivald
si reducerea efectului de tampon al ei. Toate aceste
modificéri pot duce in timp la complicatii ale cariei
dentare cu ulteriorul tratament endodontic al dinte-
lui, ceea ce faciliteaza aparitia sinuzitei micotice [28].

Nu suntem de acord cu ipoteza dati, deoarece
SMEF se intélneste de obicei in a 4-5-a decada a vietii
si este evident cd majoritatea femeilor au avut deja
cateva sarcini. Considerdm ca femeile sunt mult mai
responsabile cu referire la sdnatatea cavitatii bucale,
respectiv tratamentul endodontic se efectueazd mai
des la genul feminin, si la rindul sau posibilitatea ia-
trogeniei este mai mare.

La aproape toti pacientii studiului sinuzita
micoticd s-a depistat unilateral, doar la un singur
pacient bilateral. Cercetérile stiintifice deasemenea
releva urmétoarele date: afectiunea este unilaterald
cu afectarea doar a unui singur sinus (pana la 90-
96,5% din cazuri)[6].

Patogenia aparitiei micozei sinusului maxilar ra-
méne neclard pand la momentul actual.

Majoritatea pacientilor din studiul nostru au avut
tratament endodontic a dintilor laterali pe partea
afectatd, la fel in sinusul maxilar radiologic s-a depis-
tat un corp strain cu densitatea metalicé caracteristic
pentru materiale de obturare a canalelor. Reiesind
din cele expuse, noi am presupus teoria odontogend
la 35 pacienti (prezenta dintelui cauzal sau a materi-
alului de obturatie in sinus) si doar la 1 pacient am
presupus o etiologie diferitd.

Teoria aerogend presupune prezenta a doi factori
cheie in aparitia sinuzitei fungice: obstructia comple-
xului ostiomeatal si anomaliile structurilor endona-
zale care ingreuneazd sau blocheazd drenarea efici-

meatal complex was performed, which includes the
inner part of the middle nasal turbinate, the uncinate
process and the ethmoid bulla, the presence of polyps in
the middle nasal meatus was taken into consideration.
The middle nasal turbinate was mesialized to
the nasal septum, the uncinate process incision was
made at its base and it was removed using Blacksley
forceps. After this, by probing, the natural opening of
the maxillary sinus located anterior to the ethmoid
bulla was identified, where it was widened up to 0.5
lcm. The optic was placed at a 45-degree angle and
visualization of the maxillary sinus was performed
through the widened natural foramen. Fungal mass-
es were removed via the nasal route. The edematous,
polypous mucosa was not removed. The intervention
ended with the strong washing of the maxillary sinus
using physiological solution and the anterior tam-
ponade of the corresponding nostril. The nasal tam-
ponade was removed on the 2nd postoperative day.

Results and discussion

Females (20) predominated over males (16) in
this study. The results correspond to those presented
in the literature [3,7,8], where it is reported that the
prevalence of mycosis of the maxillary sinus is higher
in women than in men.

Analyzing the predominance of fungal sinusitis
in women, we do not believe that there is any ana-
tomical or sex-specific predilection. Some authors
explain its predominance by being determined by
pregnancy (All the women in the study had given
birth). Pregnancy predisposes to the appearance
of carious cavities and gingivitis dental erosions.
During pregnancy there are changes to reduce sali-
vary pH, increase gingival circulation and reduce its
buffering effect. All these changes can lead over time
to complications of dental caries with the subsequent
endodontic treatment of the tooth, which facilitates
the occurrence of mycotic sinusitis [28].

We do not agree with the given hypothesis, be-
cause SMF usually occurs in the 4th-5th decade of
life and it is obvious that most women have already
had several pregnancies. We believe that women are
much more responsible with regard to the health of
the oral cavity, respectively endodontic treatment is
performed more often in the female gender, and in
turn the possibility of iatrogenicity is greater.

In almost all patients of the study, mycotic sinu-
sitis was detected unilaterally, only in one patient bi-
laterally. Scientific research also reveals the following
data: the condition is unilateral with only one sinus
affected (up to 90-96.5% of cases)[6].

The pathogenesis of mycosis of the maxillary si-
nus remains unclear until now.

Most of the patients in our study had endodontic
treatment of the lateral teeth on the affected side, and
in the radiological maxillary sinus a foreign body with
the characteristic metallic density of canal filling ma-
terials was detected. Based on the above, we assumed
the odontogenic theory in 35 patients (the presence
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enti a sinusului maxilar. In publicatiile recente, multi
autori au pus la indoiala teoria aerogena.

Yoon cu colab. [26] au studiat 538 de pacienti cu
micoza sinusului maxilar §i nu au gasit corelatia intre
patologia datd si deviatii anatomice precum deviatia
septului, concha bullosa sau celule Haller. La fel Tsai
cu colab. au raportat ci sinuzita fungica nu este aso-
ciatd cu obstructia COM [24].

Studiul nostru, prezintd date similare, dat fiind
faptul cd nu a fost observata corelatia intre obstruc-
tia COM cu reusita tratamentului: din 14 pacienti
operati prin metoda clasicd, la 8 COM era blocat, si
numai prin inlaturarea maselor micotice, fira revi-
zia COM, a fost stabilita insdnatosirea totald. Aceste
date demonstreaza cd teoria aerogend necesita revi-
zuire.

In studiu am analizat implicarea dintilor late-
rali in patologia micoticd a sinusului maxilar. Cea
mai mare ratd o are d. 6 urmat de d.7, si d.5. (fig.3).
Studiile confirmé implicarea primilor molari in pa-
tologia sinusald fiind urmati de al doilea molar. [1]
Maillet si colaboratorii [16] au raportat cd primul si
al doilea molar au fost de aproximativ zece ori mai
des implicati in SMO comparativ cu premolarii.
Rédécina palatinald a primului molar superior este
cel mai des asociati cu SMO, urmati de riadicina
mezio-vestibulara a molarului doi.

Cu acuze clasice de sinuzita (durere faciala, ob-
structie nazald, elimindri nazale si cacosmie) s-au
adresat 22 de pacienti, iar pentru restul in numar de
10 persoane, in cadrul examenelor radiologice s-a
stabilit dagnosticul de micoza. Ca rezultat capatam
doud grupe de pacienti: cu simptome evidente de si-
nuzitd si asimptomatici cu un raport de aproximativ
2:1. Din cauza aceasta fiecare pacient cu suspectia la
SMEF trebuie investigat detaliat.

Sinusul maxilar din partea dreapta a fost mai des
implicat cu 21 cazuri comparativ cu cel din stinga cu
15 insd diferenta nefiind semnificativa, deducem ca
frecventa afectarii SMF nu depinde de partea afec-
tatd

Tomografia computerizata se considera standar-
dul de aur in diagnostificarea patologiei sinusului ma-
xilar. Combinatia intre radioopacitatea sinusului ma-
xilar si prezenta includerilor radioopace(calcificate)
este specificd pentru micoza sinusului maxilar si
face posibild diagnostificarea pe baza de CBCT in
62-99% din cazuri[10]. In studiul nostru 35 de paci-
enti (93,75%) au avut tabloul radiologic clasic pentru
MSM sila 1 pacient diagnoza s-a stabilit numai post-
operator.

Loturile de studiu =
fiind comparate dupa
anumite criterii posto- -
peratorii: reusita trata- ¢
mentului, ce s-a bazat
pe gradul de pneuma-
tizare a sinusului pre si
postoperator, timpului
de internare, edemului

.6 d.7?

Figura 4. Frecventa implicarii dintilor laterali in patologia micoticd a
sinusului maxilar

Figure 4. Frequency of involvement of lateral teeth in mycotic pathology
of the maxillary sinus

of the causative tooth or filling material in the sinus)
and only in 1 patient we assumed a different etiology.

The aerogenic theory assumes the presence of
two key factors in the occurrence of fungal sinusitis:
obstruction of the ostiomeatal complex and abnor-
malities of the endonasal structures that hinder or
block the effective drainage of the maxillary sinus. In
recent publications, many authors have questioned
the aerogenic theory.

Yoon et al. [26] studied 538 patients with myco-
sis of the maxillary sinus and found no correlation
between the given pathology and anatomical deviati-
ons such as septal deviation, concha bullosa or Haller
cells. Likewise Tsai et al. reported that fungal sinusitis
is not associated with COM obstruction [24].

Our study presents similar data, given the fact
that no correlation was observed between COM ob-
struction and treatment success: out of 14 patients
operated by the classic method, in 8 the COM was
blocked, and only by removing the mycotic masses,
without revision of the COM, was full recovery es-
tablished. These data demonstrate that the aerogenic
theory needs revision.

In the study we analyzed the involvement of the
lateral teeth in mycotic pathology of the maxillary si-
nus. The highest rate is d. 6, followed by d. 7, and d. 5.
(fig. 3). Studies confirm the involvement of first mo-
lars in sinus pathology followed by second molars.
[1] Maillet et al [16] reported that first and second
molars were approximately ten times more often in-
volved in SMO compared to premolars. The palatal
root of the upper first molar is most often associated
with SMO, followed by the mesio—vestibular root of
the second molar.

22 patients presented with classic complaints of
sinusitis (facial pain, nasal obstruction, nasal dis-
charge and cacosmia), and for the remaining 10 peo-
ple, the diagnosis of mycosis was established during
the radiological examinations. As a result we get two
groups of patients: with obvious symptoms of sinu-
sitis and asymptomatic with a ratio of approximately
2:1. Because of this, every patient with suspected
EMS should be thoroughly investigated.

The maxillary sinus on the right side was more
often involved with 21 cases compared to the left one
with 15 but the difference not being significant, we
infer that the frequency of SMF involvement does
not depend on the affected side

Computed tomography is considered the gold
standard in the diagnosis of maxillary sinus patho-
logy. The combination
between radioopacity
of the maxillary sinus
and the presence of ra-
diopaque (calcified) in-
clusions is specific for
mycosis of the maxillary
sinus and makes it pos-
sible to diagnose based
on CBCT in 62-99% of



si durerii postopertorii exprimate in zile.

Reusita tratamentului: In ambele grupe pneuma-
tizarea sinusala a fost restabilita in totalitate. Durere
postoperatorie a persistat de la 3 pand 7 zile (mediu
4,81) in primul lot si pana 2 zile in lotul doi (media
0,7). Edemul postoperator a fost notat timp de la 3
pana 7 zile in lotul unu si aproape nu s-a intalnic in
grupul cu acces endoscopic.

Autorii lucrind in sectia de chirurgie OME multi
ani au operat patologia data prin acces endooral.

Studiind articole de specialitate, majoritatea din
care au fost scrise de citre medici ORL, am consta-
tat ca CFE este considerat standardul de aur in trata-
mentul sinuzitei fungice. Chirurgii OMF tratind SMF
prin abordul classic endooral continua sa trateze cu
metoda depdsitd, cu morbiditate mai mare si rezulta-
te mai incerte. Scopul principal a CFE este restabili-
rea ventilatiei si drendrii sinusului afectat. Avantajele
acestei metode este trauma mai mica comparativ cu
accesul endooral, restabilirea ventilatiei si drendrii
sinusului afectat prin ostiumul natural. Astfel noi am
implementat metoda de tratament a SMF folosind
principiile chirurgiei functional endoscopice si in
clinica noastra. Trecerea la acestd metoda a intimpi-
nat dificultati in aplicarea in practicd din partea mai
multor specialisti.

Chirurgia endoscopica este destul de dificila
pentru un chirurg OME Dacé inainte interventia
prin abord clasic se efectua in 30 de minute, cu CFE
durata interventiei a crescut pand la 2 ore. Aditional
abordul endoscopic are o zona ,,0arbd“ intre partea
osoasa a ductului lacrimal si peretele anterior a si-
nusului maxilar (recesul lacrimal). Deseori, pentru
vizualizarea si revizia zonei date era necesar de re-
intors la abordul classic endooral fiind o manopera
suplimentard pri efectuat accesului addugator prin
peretele lateral, insa toate greutdtile si incomoditati-
le noi le explicdm prin lipsa experientei si necesitétii
dezvoltarii in continuare astfel treptat am recurs la
efectuarea doar a FESS.

Analiza comparativd a rezultatelor tratamentului
pe parcursul a 5 ani, a demonstrat ci nici o diferenta
in reusita tratamentului in metoda clasicd si CFE nu
este. Respectiv, analizind publicatiile actuale de spe-
cialitate in care sunt descrise rezultatele managemen-
tului SF prin acces endooral, am observant rezultate
similare

Un studiul interesant a fost efectuat de Chobillon
MA, Jankowski R. pe un lot de 31 de pacienti [9]. Pa-
cientii au fost divizati in trei grupe: grupul A a inclus
10 pacienti operati numai prin meatul nazal mediu,
grupul B a inclus 9 pacienti operati prin acces dublu
si grupul C, care a inclus 12 pacienti operati prin fosa
canina endoscopic asistat. Nici o recidiva nu a fost
notata. Doar in grupul B 3 pacienti au avut scurgeri
purulente si persistente din ostium si cruste nazale.

Autorii au concluzionat ca accesul prin fosa ca-
nind, endoscopic asistatd, oferd mai multe avantaje,
cum ar fi: vizualizarea optima a tuturor peretilor si-
nusului maxilar, posibilitatea efectudrii interventiei

cases[10]. In our study, 35 patients (93.75%) had the
classic radiological picture for MSM and in 1 patient
the diagnosis was established only postoperatively.

The study groups were compared according to
certain postoperative criteria: the success of the treat-
ment, which was based on the degree of pneumatizati-
on of the pre- and postoperative sinus, hospitalization
time, edema and postoperative pain expressed in days.

Treatment success: In both groups sinus pne-
umatization was fully restored. Postoperative pain
persisted from 3 to 7 days (mean 4.81) in the first
group and up to 2 days in the second group (mean
0.7). Postoperative edema was noted for 3 to 7 days
in group one and almost did not occur in the endo-
scopic access group.

The authors, working in the OMF surgery depart-
ment, have operated on the given pathology through
endooral access for many years.

Studying specialist articles, most of which were
written by ENT doctors, I found that CFE is conside-
red the gold standard in the treatment of fungal sinu-
sitis. OMF surgeons treating SMF through the classic
endooral approach continue to treat with an outdated
method, with higher morbidity and more uncertain
results. The main goal of CFE is to restore ventilation
and drainage of the affected sinus. The advantages
of this method are less trauma compared to endoo-
ral access, restoration of ventilation and drainage of
the affected sinus through the natural ostium. Thus
we have implemented the treatment method of SMF
using the principles of functional endoscopic surgery
in our clinic as well. The transition to this method
encountered difficulties in the application in practice
on the part of several specialists.

Endoscopic surgery is quite difficult for an
OMEF surgeon. If before the intervention by classical
approach was performed in 30 minutes, with CFE the
duration of the intervention increased up to 2 hours.
Additionally, the endoscopic approach has a “blind”
area between the bone part of the lacrimal duct and
the anterior wall of the maxillary sinus (lacrimal re-
cess). Often, for the visualization and revision of the
given area, it was necessary to return to the classic
endooral approach, being an additional operation
when performing the additional access through the
side wall, but we explain all the new difficulties and
discomforts by the lack of experience and the need
for further development, so we gradually resorted to
performing only FESS.

The comparative analysis of the results of the
treatment during 5 years, demonstrated that there is
no difference in the success of the treatment in the
classical method and CFE. Respectively, analyzing
the current specialized publications in which the re-
sults of SF management through endooral access are
described, we observed similar results

An interesting study was conducted by Chobillon
MA, Jankowski R. on a group of 31 patients [9]. The
patients were divided into three groups: group A in-
cluded 10 patients operated through the middle nasal
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cu anestezia locald, pdstrarea anatomiei si fiziologiei
a ostiumului natural, inliturarea usoard a corpilor
strdini de origine odontogend.

Autorii au mentionat si cateva dezavantaje: impo-
sibilitatea vizualizarii directe a sinusului in perioada
postoperatorie, imposibilitatea efectuarii lavajelor
postoperator si imposibilitatea aplicdrii metodei date
la copii pana aparitia dentitiei permanente.

In 2018 a fost publicat un articol cu referire la
tratamentul contemporan de SMF de citre chirurgi
maxilofaciali din Tubingen [17]. Autorii au inclus
in studiu 22 pacienti operati in perioada de 2000—
2017 cu diagnoza de sinuzitd fungicd, confirmatd
postoperator histologic. Toti pacientii au fost operati
sub anestezia generald, 21 de pacienti au fost operati
folosind accesul minim invaziv prin peretele lateral
al sinusului maxilar: se inlatura fragmentul osos cu
marimea de 1x1,5 cm, iar cu ajutorul frezei subtire
sau piezotomului, folosind accesul dat, endoscopic
asistat, se inlaturau toate masele micotice din sinu-
sul maxilar. Dupa aceasta, fragmentul osos se fixa in
pozitia initiald cu ajutorul firelor rezorbabile. Doar
la un singur pacient s-a efectuat addugatort asanarea
sinusului folosind principiile CFE, la ceilalti pacienti
s-a inregistrat insanatosirea totald.

Fiecare specialist trebuie sé aplice in practica me-
todele cele mai efective. Pentru noi, chirurgi maxi-
lo-faciali, este mult mai usor si comod accesul prin
peretele lateral al sinusului maxilar. Interventia data
poate fi efectuatda ambulator, numai cu anestezie lo-
cald i fara riscuri mari de complicatii. Nu este ne-
voie de aparatajul scump si specializari numeroase.
Unii autori [14], criticd interventia CL, relatand o
incidenta ridicata a complicatiilor. S-au raportat asa
complicatii ca: inflamarea fetei (90%), disconfortul
obrazului (33%), febrd (12%), hemoragie, asimetrie
faciala, parestezia faciala, fistuld oroantrala. Din
toate complicatiile sus mentionate am intalnit doar
edemul facial, pe care nu-1 considerdm complicatie
deoarece aceasta este o reactie fiziologicd a organis-
mului la trauma.

Si metoda FESS are complicatiile sale. Chou si co-
laboratorii sii, au evidentiat principalele complicatii
ale chirurgiei functional endoscopice.

Din 997 de pacienti, 78 de pacienti (7,8%) au
suferit diverse complicatii. 5 pacienti au suportat
complicatii majore: rinoreea lichidului cerebrospinal,
leziunea muschiului drept al ochiului, hematom re-
trobulbar. 73 de pacienti au avut complicatii minore:
pierderi de singe de peste 15 % din volumul total de
singe, leziunea laminei papiracee, celulita orbitala si
sdngerare postoperatorie [12], complicatii mult mai
periculoase in opinia noastra.

Concluzii:

1. Studiul a demonstrat ci teoria odontogena a MSM
rdmine actuald prin prevalenta cauzei dentare.

2. Tomografia Computerizatd prezintd cea mai pre-
cisd si eficientd metodd de diagnostic paraclinic si
de control a eficacitatii tratamentului.

meatus alone, group B included 9 patients operated
through double access, and group C, which included
12 patients operated through endoscopically assis-
ted canine fossa. No recurrence was noted. Only in
group B 3 patients had purulent and persistent dis-
charge from the ostium and nasal crusts.

The authors concluded that access through the ca-
nine fossa, endoscopically assisted, offers several advan-
tages, such as: optimal visualization of all the walls of
the maxillary sinus, the possibility of performing the
intervention with local anesthesia, preservation of the
anatomy and physiology of the natural ostium, easy re-
moval of foreign bodies from odontogenic origin.

The authors also mentioned some disadvantages:
the impossibility of direct visualization of the sinus
in the postoperative period, the impossibility of per-
forming postoperative lavages and the impossibility
of applying the given method to children until the
appearance of permanent dentition.

In 2018, an article was published with reference
to the contemporary treatment of SMF by maxillofa-
cial surgeons in Tubingen [17]. The authors included
in the study 22 patients operated on between 2000—
2017 with the diagnosis of fungal sinusitis, confir-
med histologically postoperatively. All patients were
operated under general anesthesia, 21 patients were
operated using minimally invasive access throu-
gh the lateral wall of the maxillary sinus: the bone
fragment with the size of 1x1.5 cm was removed,
and with the help of a thin bur or piezotome, using
the given access, endoscopically assisted, all mycotic
masses were removed from the maxillary sinus. After
this, the bone fragment is fixed in the initial position
with the help of resorbable threads. Only one patient
underwent additional sinus healing using the princi-
ples of CFE, the other patients were fully healed.

Each specialist must apply the most effective
methods in practice. For us maxillofacial surgeons,
access through the side wall of the maxillary sinus is
much easier and more convenient. The given inter-
vention can be performed on an outpatient basis, only
with local anesthesia and without high risks of com-
plications. There is no need for expensive equipment
and numerous specializations. Some authors [14],
criticize CL intervention, reporting a high incidence
of complications. Complications were reported as:
facial inflammation (90%), cheek discomfort (33%),
fever (12%), hemorrhage, facial asymmetry, facial pa-
resthesia, oroantral fistula. Of all the complications
mentioned above, we encountered only facial edema,
which we do not consider a complication because this
is a physiological reaction of the body to trauma.

And the FESS method has its complications.
Chou and his collaborators highlighted the main
complications of functional endoscopic surgery.

Out of 997 patients, 78 patients (7.8%) experien-
ced various complications. 5 patients suffered major
complications: cerebrospinal fluid rhinorrhea, right
eye muscle injury, retrobulbar hematoma. 73 patients
had minor complications: blood loss of more than 15%



3. Permeabilitatea ostiumului natural nu influentea-

4.

z4 reusita tratamentului.

Analiza comparative a metodelor de tratament a

of the total blood volume, lamina papyracea injury, or-

bital cellulitis and postoperative bleeding [12], compli-

MSM a dovedit ca ambele metode de tratament

FESS si CL prezinta o eficientd egala, pot fi utili-
zate in anumite situatii clinic la discretia specia- L.

listilor.
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