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Abstract

Objective: fo assess the advantage of using the endoscopic approaches in performing
adenoidectomy over the traditional adenoidectomy by using a curette.

Design: a prospective study analysis of outcomes for patients who underwent endoscopic
adenoidectomy.

Patient & Methods: 300 patients underwent endoscopic adenoidectomy (transoral or
transnasal) were available to take part in this prospective study between January 2003 and
December 2005. All patients were subjected to complete ENT, routine blood work up, X-ray to
the nasopharynx and tympanometery. Nasopharyngeal CT scan and/or transnasal endoscopy
was done in suspicious cases. Follow up of these patients was done for 2 years by the means of
X-ray of the nasopharynx or endoscopic examination.

Results: from the 300 cases, 120 patients in this study (40 %) were revision cases.
Transoral endoscopic adenoidectomy was done in 255 patients (85 %). Transnasal endoscopic
adenoidectomy was done in 43 patients (14 %). Combined transoral and transnasal endoscopic
approaches was done in 2 patients (<1%) for cases with submucus cleft palate Postoperative
complications in this study were rare. Postoperative bleeding occurred in 2 cases (<1%),
recurrent adenoid occurred in 6 cases (2%) in the 2 years follow up.

Conculusion: the authors recommend the endoscopic adenoidectomy approaches over the
traditional adenoidectomy as it offers better visualization, less complications and less incidence

of adenoid recurrence.
Introduction

.Adenoidectomy continues to be one
of the most commonly Eerformed
operations in children in the 20 century
Adenoids are often removed alone or in
conjunction with tonsillectomy and/or with
placement of pressure equalization tubes
(Clemens et al., 1998},

Adenoidectomy is a safe and straight-
forward surgical procedure with clear
indications, It is a commonly performed to
treat snoring, nasal obstruction, obstructive
sleep apnea, recurrent otitis media, otitis
media with effusion, sinusitis and
adenotonsillar hypertrophy (Cowan and
Hibbert, 1997).

Traditional method for removing the
adenoid by wusing adencid curettes,
especially in patients with large adenoids;
can be inadequate. Shaving large adenoid
by curettage can be dicey as it is done
blindly. In addition, after assuming
successful curette adenoidectomy, many

children continue to be symptomatic. The
presence of residual or recurrent adenoid
should be determined in such cases. Allergy
or immunodeficiency may also need to be
ruled out. Removal of the tubal tonsiis, also
known as the tonsilla tubaria, eustachian
tonsils, or Gerlach tonsils, is not consis-
tently performed during curette adenoid-
ectomy. Their potential impact may not be
appreciated until symptoms persist or recur
after adenoid removal (Emerick and
Cunningham, 2006).

Therefore, this research is devised to
determine the advantage of the endoscopic
approach, by different approaches, in
performing adenoidectomy.

Patients & Methods

. Three hundred patients underwent
endoscopic adenoidectomy were available
to take part in this prospective study
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between January 2003 and December 2005.
All patients were subjected to complete
ENT, routine blood work up, conventional
soft tissue X-ray to the nasopharynx and
tympanometery. Nasopharyngeal CT scan
and/or transnasal endoscopy was done in
suspicious cases (figure 1). Follow up of
these patients was done for 2 years by the
means of X-ray of the nasopharynx or
endoscopic examination.

Operative technique

For  endoscopic  adenoidectomy
approaches (transoral - and transnasal
endoscopic approaches), the operative
instruments include 70° (figure 2 A), 30°
rigid endoscope, straight and up-biting
angled forceps, adenoid curettage, angled
suction diathermy, angled suction for
maxillary sinus, Boyle-Davis mouth gag
and plastic suction catheter.

Transoral endoscopic approach: the
patient is placed in a supine position with
the neck fully extended. After oro-
endotracheal  intubating, Boyle-Davis
mouth gag is applied to keep the mouth
open. The soft palate is palpated for the
presence of a submucosal cleft. The
posterior and lateral nasopharyngeal walls
are palpated for pulsation (figure 2 B). On
mild traction of the catheters, nasopharynx
can be easily seen without the liability of
tearing of the palatal mucosa. The surgeon
is usually stands on the patient's head. The
visualization of the nasopharynx is done by
using 1) a plastic suction catheter passed
through each nostril and retrieved through
the mouth and 2) a 70° endoscope. Then,
adenoidectomy is done by using adenoid
curettage and the remnant parts removed by
angled forceps (figure 2 and 3).

Transnasal endoscopic approach: it
is usually done in selected cases {choanal
adenoid and tubal tonsils) (Figure 4). The
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surgeon stands on the right side of the
patient and a 30° rigid endoscope is used to
evaluate the nasopharynx. Then, cotton
pledgets with a mixture of 4% lidocaine and
1:100,000 epinephrine is placed in the nasal
cavities to shrink the nasal mucosa. After
that, a transnasal adenoidectomy is done
and the adenoid tissue removed under direct
vision with straight and up-biting forceps.

During the EA, the patient’s
Eustachian tube orifice was always
identified to avoid its damage during the
procedure.

. In case of submucosal cleft palate, the
authors performed an upper 1/2 “‘partial’’
adenoidectomy by combined transoral and
transnasal  endoscopic  adenoidectomy
approaches. -

Once the adenoids had been removed,
hemostasis achieved by angled suction
diathermy and the nasopharyngeal pack.

Results

» Three hundred endoscopic adenoid-
ectomy was reviewed by the authors.
Patient's mean age was about 6 years
(range from 1 year to 20 years old),
both male and female numbers were
nearly equal.

120 patients in this study (40%) were

revision cases.

Transoral endoscopic adenoidectomy

was done in 255 patients (85 %).

Transnasal endoscopic adenoidectomy

was done in 43 patients (14 %).

Combined transoral and transnasal

endoscopic approaches was done in 2

patients (<1%) for cases with submucus

cleft palate.

» Postoperative complications in this
study were rare. Postoperative bleeding
occurred in 2 cases (<1%), recurrent
adenoid occurred in 6 cases (2%) in the
2 years follow up.
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Figure (2): A: 70° rigid endoscope, B: The position of the patients, and C: Transoral
endoscopic view,

Figure (3): A: Removal of adenoid by adenoid curettage, B: removal of adenoid remnant
by angled forceps, and C: After complete adenoidectomy, the choanae appears.
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Figure (4): A & B: preoperative CT scans showing nasopharyngeal mass plugging in the

choanae (choanal adenoid).
Discussion

Adenoidectomy for the management
of adenoid hypertrophy is a safe and
effective procedure in treatment of nasal
obstruction. Various techniques and
different instruments had been utilized
throughout the history of the procedure.

Traditional curettage is a well-known
operation for the management of adenoid
hypertrophy. However, many surgeons find
it a blind procedure; with various
postoperative ~ complications  include
bleeding and recurrence. Cannon ef al.
(1999) have found that after conventional
adenoidectomy, there is always residual
tissue in the posterior superior choanae of
the nose and. nasopharynx. Therefore,
surgeons recommended more sophisticated
techniques to increase .the efficiency in
dissection and hemostasis (Steven, 1990
and Hartley et al., 1998).

The authors found that endoscopic
adenoidectomy is superior to the traditional
curettage and nasopharyngeal mirror. The
usage of endoscopic approach leads to: 1)
complete removal of adenoid tissue even
from the choanae/nasal cavity; 2) precise
hemeostasis under direct visualization; and
3) avoidance of damage to normal
structures, ie, vomer and torus tubarius 4)
easy access for removal of tubal and
choanal adenoid.

On the other hand, the only drawback
of the EA is the time consuming. However,
in reviewing studies compare the traditional
adenoidectomy to the endoscopic appro-
aches regarding the time of the procedure,
weight of the adenoid tissue harvested, and
blood loss. Studies showed that, although

177

the EA takes longer time, the blood loss is
less and the adenoid tissue removed is more
{Cannon et al., 1999).

In this study, the authors found that,
the transoral endoscopic adenoidectomy
take less time than transnasal endoscopic
adenoidectomy. However, transnasal
endoscopic adenoidectomy is utilized in
more difficult and challenging cases as in
choanal and tubal adenoid.

Finally, endoscopic adenoidectomy is
technically feasible and can be easily
learned. In addition, its tools are readily
available in most of the ENT centers and do
not require any expensive equipment.

Conclusion

The authors recommend the
endoscopic adenoidectomy approaches over
the traditional adenoidectomy as it offers
better visualization, less complications and
less incidence of adenoid recurrence.
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