
EDITORIAL

PROVING THE POINT   

In the United Kingdom, we are about to be subjected to a 
process of commissioning of secondary services by the primary 
care doctors who are now e!ectively in charge of the National 
Health Service (NHS). This means that contracts for everything 
from hearing aid provision to head and neck or major skull 
base surgery have to be ‘bid’ for with the inevitable problems 
of balancing quality and expertise against cost. At the same 
time, surgeons are being made to publish individual raw data 
on their outcomes in the public domain, potentially without 
risk-level adjustment or taking into account the in"uence of 
other members of the multi-disciplinary team. Although many 
of us would welcome the opportunity to publicise the quality 
of the care that our patients receive, the potential ambiguities 
in the system lead to a natural nervousness and a need for even 
more robust outcome measures and studies to demonstrate 
the value of what we do. A number of the papers in this issue 
of the journal address these areas but also highlight some of 
the di#culties in undertaking  these studies.  Notable amongst 
these, is the paper from Graz by Tomazic et al. (1) who despite 
an unparalleled expertise in endoscopic sinus surgery, had to 
eventually abandon a feasibility trial with balloon technology. 

The di#culties of diagnosing chronic rhinosinusitis  (CRS) have 
long been recognised and in primary care must rest solely with 
symptomatic assessment (2a). However, a recent study of 125 pa-
tients with CRS based on symptoms alone found no radiologi-
cal evidence of disease on CT scan in 40% (3). A Sinonasal Audit 
was conducted on CRS patients with and without nasal polyps 
undergoing surgery in ENT departments throughout England 
and Wales. When the pre-operative LundMackay CT score was 
examined in 1,840 patients, 20.9% had a score of <4, i.e. within 
the normal range.  Endoscopy correlates rather better with 
symptoms, as shown in a subset of the GA(2)LEN study (4) where 
symptom-based diagnosis was signi$cantly associated with a 
positive endoscopy (OR 2.62: 95% CI 1.57 - 4.39, p < 0.001). 
Unfortunately in large epidemiological studies, it is not practi-
cable to do either endoscopy or imaging by way of validation 
so the study by Lange et al. is timely as it compares a question-
naire-based  and clinical-based diagnosis using endoscopy in 
366 Danish patients (5). As might be expected from the previous 
studies, there was only moderate agreement (kappa = 47.08). 
However, this correlation was considerably improved by the 
addition of questions on whether the patients had been previ-

ously diagnosed by a doctor with CRS and whether they were 
currently being treated for the condition (kappa = 57.65). The 
sensitivity was particularly high in those without allergic rhini-
tis, asthma and non-smokers, which, in the $rst two instances, 
are understandable confounding factors.

Of all the symptoms associated by patients with CRS, facial pain 
is the most tricky to evaluate. The Sinonasal Audit again sho-
wed it to be a relatively uncommon symptom in CRS without 
nasal polyps and even less common in those with them (6). In a 
cohort of >3,000 patients, whilst the vast majority complained 
of nasal obstruction (CRSwNP 96.5%, CRSsNP 93.5%), only 64% 
of CRSsNP and 45% of CRSwNP complained of facial pain and 
this is also the subject of an upcoming paper, now available on-
line (7). It is especially unlikely to be due to sinus in"ammation 
when it is the sole or predominant symptom and the prodigi-
ous work of Nick Jones and colleagues has demonstrated that 
most of these patients have one of a wide range of neurological 
conditions, notable amongst which is midfacial segment pain 
(2b,8,9). This is often ascribed by the patient and their primary care 
physician to ‘sinusitis’ and the repeated use of antibiotics and 
subsequently surgery, only serve to reinforce this contention 
in the patient’s mind. This situation has been embodied in the 
International Headache Society’s classi$cation which states that 
‘CRS is not validated as a cause of headache or facial pain unless 
relapsing into an acute stage’ (10).  As the latest study of Agius, 
Jones and Muscat elegantly demonstrates in a randomised 
trial, these patients may be successfully treated with low-dose 
amitriptyline, which the addition of pindolol may enhance (11). 

However, there is one group of ‘CRS’ patients, albeit small, 
where facial pain may be of signi$cance and that is non-inva-
sive fungus a!ecting the sphenoid. This is obviously a rather 
rare occurrence but facial pain/headache and post-nasal drip 
are the two most commonly reported symptoms, both in Eloy 
et al.’s series of 25 cases from France, in 29 cases from Korea 
reported by Kim et al., and in the literature (12-16). Here imaging 
and surgery are requisite.

All of these studies serve to emphasise the need for specialist 
assessment in those patients with presumed CRS who fail initial 
medical therapy in primary care.
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