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Disclosures

• None

2



In office procedures

• Debridements 

• Synechiae  management 

• Sinonasal mass biopsy

• Epistaxis management

• Balloon sinus dilation

• Eustachian tube dilation

• Septoplasty 

• Polypectomy (recurrent polyp disease)

• Placement of steroid eluting implants

• Rhinitis procedures

• Inferior turbinate management

• In office FESS
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Overview  

• Patient selection 

• Local anesthesia

• Chronic rhinitis

– Posterior nasal nerve ablation

• Chronic Sinusitis 

– FESS
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Patient Selection

• Cooperative, relaxed patient

– Anxiety or limited tolerance to endoscopic 
manipulation are poor candidates 

– Assess during diagnostic endoscopy

– Pick easy cases to start 

• Favorable anatomy for access 

• Co-morbidities

– Anticoagulation

– Cardiopulmonary disease
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Pearls for Room Set Up

• Analogous to OR (consider having OR staff teach 
clinic staff how to set up/scrub)

• Patient monitor (BP, Pulse oximetry)

• Crash cart available

• Representative for guidance (if indicated)

• Bovie or bipolar in room (consider grounding patient)

• Two suctions

• Pediatric endoscopes 

• Patient can be positioned as in the OR, 45 degrees 
above horizontal or seated without reclining 
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Anesthesia Protocol

• Local anesthesia is the key 

• Combination of oral, topical and 
injectable analgesia

– 5/325 mg Oxycodone/Acetaminophen

– 0.5 mg lorazepam

– 6% tetracaine jelly

– Pledgets soaked in 1:1,000 
epinephrine and 4% lidocaine

– 1% lidocaine with epinephrine 
1:100,000
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Local Anesthesia
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Local Anesthesia
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• Inferior turbinate injection

• SPA block



CHRONIC RHINITIS TREATMENTS
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Vidian Nerve branches

• Vidian nerve 

• Pre-ganglionic single 
bundle 

• Vidian canal

• Synapses at the 
sphenopalatine ganglion

• Post-ganglionic - 
multiple efferent rami 
separately innervate the 
orbit, palate, and nasal 
mucosa
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Chronic Rhinitis Management

• Medical management is 
first line

– Topical steroids, 
azelastine, ipratropium 
bromide

• Traditional surgical 
treatments for 
persistent symptoms

– Vidian neurectomy

– Posterior nasal 
neurectomy
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In-Office Therapeutic Options

RhinAer Clarifix NeuroMark



Predictor of Success: Response to 
Ipratropium Bromide 
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Clarifix
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NeuroMark
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NeuroMark
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RhinAer

18



RhinAer
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Cryotherapy Example
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Comparisons (Data)
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Comparisons (Logistics)
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CHRONIC SINUSITIS TREATMENTS
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Chronic Sinusitis Management

• Medical management is 
first line

– Topical steroids, azelastine, 
Saline irrigations, oral 
steroids, oral antibiotics

• Traditional surgical 
treatments for persistent 
symptoms

– FESS

– BSD
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In-Office Sinusitis Management

• Pitfalls to avoid for the office 

– Poor patient candidacy (as mentioned before)

– Extensive polyp disease 

– Aggressive posterior dissection (bleeding)

– Dehiscences (orbit, skull base, anterior ethmoid artery)

– Complex frontal anatomy 
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In-Office Sinusitis Management
• Principles of FESS are analogous in the office

– Safe surgical technique

– Knowledge of anatomy

– Readiness for complications (epistaxis)

• Pearls for the office 

– Microdebrider and Blakesley are workhorse instruments 
(less bone chips, less cough)

– Two suctions, frequent suction of nasopharynx (less cough)

– Suction bovie or bipolar

– Balloons (BSD) to minimize dissection, atraumatic openings 
and irrigate/suction (avoids purulence in nasopharynx)

– More conservative openings to avoid bleeding

26



Balloon Assisted Frontal Sinusotomy

27



Commentary on BSD
• May be an excellent tool in the right setting

– Difficulty: Sphenoid > frontal > maxillary 

• Use is limited to aid in dissection and minimal 
disease

– Controversy exists where to draw the line 

– Controversy with RARS

• Various contraindications and common misuse
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Commentary on BSD
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Post Procedure

• Fibrillar surgical on port sites

• Saline irrigations post procedure day 1

• Follow up 1 week for debridement

• Anticoagulation to start after first 
debridement
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Complications of In-office FESS
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Take Home Points

• Anesthesia 

– Critical to success

– Know safe dosing

– Monitor patients 

• Case selection

– Slow increase in 
complexity

– Do what works best in 
your hands 

– Patient trust and 
compliance 
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• Set up

– Full set of instruments

– Reps for devices

– Train your staff

– Epistaxis plan and 2 
suctions

• Getting started

– Block out excess 
dedicated time

– Start with easy cases

– Judicious patient 
selection



Thank You!

Questions?
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