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To the Editor:

Plaudits to Doctors Mucei and Sismanis for document-
Ing the efficiency of padial resection of the infaror turin-
bate (PRIT) In comecting:

= nasal obstruction 829%

* sinus pressure headaches 83%
* (loud) snoring 81%

* obatructive sleep apnea 63%

It should be noted that the results for (loud) snoring are
Mhmu%hrammmm
plasty procedures (85%) - even though Docinrs Mucal and
Sismanis were cperating primarily to correct long-term
nasal obstruction. And, their results were higher (3% vs.
50%) than those seen in many uvulopa
series done exclusively for obsiruclive sleep apnea. This
is particularly 50 if no meaningful comective intranasal air-
wWiay surgery was done to complement the uvu-
lopalatophanyngoplasty.

During sleap, the nasal airway is the prefered route of
respiration. Conversely, in the awake patient, the oral
route provides about 50% of the alrway, During sleep,
pharyngeal muscle tone is decreased and, thus, inspirato-
ry pressure must increase to counteract this *laccid® con-
dition. When the patient with a marginal nasal airway Is
recumbent, further engorgement of the Inferor turbinates
occurs. This produces nasal ocbstruction. And, so, during
sleep, an even grealer inapiratory effort is required 1o
counteract the obstructed nasal airway. When nasal
obstruction is coupled with flaccid, redundant pharyngeal
abductor and dilator museles, snoring, and then later,
obstructive sleep apnea occurs.

It's been my experience that most paliants who snore
loudly, who have clinically significant obstructive sleep
apnea, and who have EDS (excessive daytime somno-
lence), also have clinically significant nasal sbstruction. if
COMSCtvE Ilenor lurbinaie SUTGery i combined with ihe
uvulopalatopharyngoplasty in this group of patients, the
success rate for obstructive sleep apnea and excessive
daytime somnolence should be around 85%, rather than
the 50% achieved in many uvulopalatopharyngoplasty
sevies alone.

Histarically, it should be noted that In 1973, Hunter Fry
took the courageous step, in the lace of "conventional wis-
dom,” and showed us once again how to partially resst
offending infevior turbinates. One-thind should be finel Fry
also showed how the chemical composition, the bacierio-
static activity, and the migratory pattern of the dynamic
nasal mucous blanket was (favorably) changed after PRIT
-(partial resection of the inferior turbinates) in cases of
longstanding nasal obstruction. And Gourtiss presented
two supporting sedes in 1978 and 1983, Courtiss often
reminded us thal ololaryngologists, in the pre-antibiotic
era, would frequently amputate the entive lateral nasal
wall, The inferior turbinate, middle turbinate, as well as the
medial wall of the maxillary sinus, in cases where there
was advanced, persistent sugpuration (of the conlents aof
the masxilary antrum and ethmoid air cell system) wene
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often resectad, in pre-antibiotic era nasal surgery. Thus,
the confusion about “turbinate surgery” and atrophic rhini-
tis. F've done PRIT in well over 1,000 patienta now and
have yet to see atrophic rhinitis as a long-term (over six
months) complication in any of these patients.

Finalty, two technical points: The Heavy Knight scissar,
as noled by Sheen, is far too strong for partial resection of
the inferior turbinate) is resected, in some cases, when the
Heavy Knight scissor is used, The Light Knight scissor is
belter. But the best is the #1 Gruenwald forcep. The
Gruenwald lorcep can be used to "manicure” the inferior
turbinate to just the right size. The combination of
Gruenwald trim and repeated infiltrations of the 1/29%
Xylocaine®, with epinephrine 1:200,000, into the remain-
ing portien of the inferor turbinate, provides for excelient,
yet safe, hemostasis and provides the operator with an
accurate idea of what that twbinate's size will be manths
and years latar.

With regard lo postoperative erusting, posicperative
synechiae and postoperative nasal toilat: 020-Inch soft
Duralistic® silicone rubber sheeting (by ABT Corp.,
Silverdale, Washington) is placed on sither side of the
septum, and sutured in place, anteriory, with & 30 black
silk mattress suture. This prevenls synechiae formation in
almaost all cases. And the sillastic sheeting seems fo actu-
ally reduce the amount of posioperative crusting. The use
of the Grossan Masal Irrigation tip, the WaterPik®, and
warm sall walsr provides significant relief from crusting in
mast postoperalive patients. Three weeks later, the silas-
tic shesting is removed. Healing should be nearly com-
plate. This technique will often reduce the "nasal toilet”
required in the office by about two sessions,

Again, congratulations 1o Doctors Muccl and Slemanis
for showing us that partial resection of the inferlor
turbinate is, in fact, superor to electrofulguration in accu-
TaiSly Teducing ine size of ofiending inferior trbinates.
Furthermare, their finding that gnoring, and espeacially
obstructive sleep apnea, are both improved in many
patents following partial resection of the inferior wrbinate
is of tremendous clinical importance and should be investi-
gated furhear.

George Meredith, MD
Great Bend, KS
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