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Clinical Usefulness of Trasseptal Transsphenoidal Approach for Pituitary
Tumors with Septal Cartilage Removal and Replacement via Modified
Killian Incision: Review of 42 Cases

So Yean Kim, MD, Byoung Wook Yang, MD, Yong Woo Lee, MD and Kyung Chul Lee, MD

Department of Otolaryngology-Head and Neck Surgery, Kangbuk Samsung Hospital, Sungkyunkwan University School of Medicine,
Seoul, Korea

Background and Objectives: The conventional transseptal transsphenoidal approach can inhibit visualization of the surgi-
cal field and may change the shape of external nose. We used the transseptal transsphenoidal technique to remove septal carti-
lage except the L strut via a modified Killian’s incision and preserved the ‘key-stone area.” The aim of this study was to verify the
usefulness of this technique.

Subjects and Method: Retrospective analysis was carried out on 42 pituitary tumor patients who received this technique by
a single otolaryngologist from March 2005 to March 2012 at Kangbuk Samsung Hospital.

Results: The mean patient age at time of surgery was 52 years, and 41 cases were pituitary adenoma and 1 was Rathke’s cleft
cyst. Three patients had undergone prior surgery; of which 2 used a pterional approach and 1 a transsphenoidal approach. With
regard to complication, there were 2 cases of CSF leakage and 5 cases of septal laceration. There were no cases of meningitis,
deformity of external nose, septal perforation, anosmia, or sinusitis. In post operation follow up, 25 cases (59.5%) had no re-
sidual tumor, while 17 cases (40.5%) had residual tumor.

Conclusion: This study reveals that transseptal transsphenoidal surgery with septal cartilage removal and a replacement tech-
nique for a pituitary tumor are effective, allow easy exposure, and result in a low complication rate.

KEY WORDS: Transsphenoidal approach - Pituitary adenoma - Killian incision.
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Table 1. Demographics of patients (n=42)

Clinical characteristics of the patients

Age range (year) 22-83
Mean age (year) 52
Gender (n)
Male 20
Female 22
Range of Follow up period (month) 4-85
Mean Follow up Period (month) 51.5
Initial symptoms (n)
Headache 7
Visual loss 23
Apoplexy 2
Incidental 10
Location (n)
Infrasellar 4
Extrasella
Carvenous invasion 1
Clival lesion 0
Suprasellar lesion 35
Suprasella extension into the 3rd ventricle 2
Tumor pathology (n)
Pituitary adenoma 41
Rathke’s cleft cyst 1
Previous surgery (n)
Transseptal approach 2
Pteroinal approach 1
ESS or Septoplasty 0

Table 2. Rhinologic & neurosurgical complication affer trassep-
tal tfranssphenoidal approach with septal cartilage removal
and replacement via modified Killian incision

Criteria of comlication Case

Rhinologic complications
Septal laceration
Septal perforation/hematoma
Nasal obstruction
Nasal deformity (saddle nose)
Paranasal sinusitis
Anosmia

O O O O O O W!m

Hyposmia (according to VAS scale)
Neurosurgical complications

CSF leakage

Visual loss

CNS infection

Diabetes insipidus

O O O O N

Hemorrhage
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Table 3. Residual ftumor volume during follow up periods after
frasseptal franssphenoidal approach with septal cartilage re-
moval and replacement via modified Killian incision (n=42)

Residual tumor volume (%) Case (%)
Complete removal 25 (59.5)
1-20 6(14.3)

21-50 6(14.3)

Over 50 5(11.9)
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Fig. 2. Diagrammatic represento-
fion of endoscopic transnasal ap-
proach. Nasal speculum used fo
fracture the posterior bone of na-
sal septum to reach anterior wall
of sphenoid sinus (A). Opening
speculum fully makes the nasal
septum be dislocated unilaterally.
it usually results in an associated
tear in the septal nasal mucosa
close to the ethmoidal crest on the
anterior surface of the sphenoid
bone (B).
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