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ABSTRACT 
Adenoids are masses of lymphoid tissues, situated at nasopharynx. Children with enlarged adenoids 
exhibit chronic nasal blockage, rhinorrhea, mouth breathing, snoring, etc., followed by hearing 
problems and delayed speech, thus requiring adenoidectomy. Due to the enormous quantity of 
adenoidectomies performed, surgeons must effectively consider safety, accuracy, and results while 
selecting from the several surgical adenoidectomy techniques available, such as curettage, 
microdebrider, bipolar coagulation, stripping under endoscopic control, and coblation. The Aim of 
this study is to compare safety and efficacy between conventional curettage adenoidectomy verses 
comprehensive Microdebrider with Coblation adenoidectomy. This is a Retrospective Observational 
Study of 1year, including 80 patients aged 3-15 years, with symptoms of upper airway obstruction 
undergoing adenoidectomy. Children with syndromes, bleeding disorders, cranio-facial 
abnormalities were excluded. The sample was divided into two groups, Group A: 40 patients who 
underwent Conventional Curettage adenoidectomy and Group B: 40 patients who underwent 
Microdebrider with Coblation adenoidectomy. The operating time, amount of bleeding, post-
operative pain, days to resume regular diet and activity, residual tissues were compared and 
analysed. The operating time was approximately 10mins higher, Intraoperative bleeding 15ml lesser 
with lesser post operative pain found in Group B. Patients resumed regular meal and activity 0.5-2 
days earlier in Group B. The recurrence of symptoms with residual adenoid tissues was 32.5% more 
in Group A. 
Through this study it is found that, Blend adenoidectomy is superior to Blind adenoidectomy with 
respect to lesser intraoperative haemorrhage, post-operative pain and recurrence, early return to 
normal diet and activities but with increased operating time. 
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INTRODUCTION 

Waldeyer's ring includes adenoids 
(nasopharyngeal tonsils), which are lymphoid 

tissue masses positioned at the junction of the 
nasopharynx's roof and posterior wall. 

Adenoids play an important role in immune 
system development, serving as the first 

defense organs to come into contact with 

respiratory and the gut antigens.1 
Children with this condition have chronic nasal 

obstruction, rhinorrhea, mouth breathing, 
snoring, recurrent sinusitis, feeding difficulties, 

craniofacial abnormalities, and recurrent otitis 

media with effusion, which is followed by 
hearing difficulties and delayed speech, as well 

as poor academic performance.  
 

The Main Surgical Indications For 

Adenoidectomy Includes: 
 Four or more occurrences of recurrent 

purulent rhinorrhea in the previous 12 

months in a child under 12 years. 

 Adenoiditis symptoms that persist following 

two antibiotic sessions.  
 A sleep disruption that lasts for at least 

three months and involves nasal airway 

blockage. 
 More than three months of otitis media 

with effusion. 

Various adenoidectomy procedures, such as 

microdebrider, bovie, bipolar coagulation, 
stripping under endoscopic control, and 

coblation, have been introduced in recent 
years to lower surgical risk and morbidity. 2-4. 

Numerous authors have detailed the use of a 

laryngeal mirror, a trans-nasal or trans-oral 
endoscope, and a curette, suction-coagulator, 

forceps, and a trans-nasal or trans-oral 
microdebrider as surgical instruments to 

remove the adenoids during surgery. 6–20  
Surgeons must pay close attention to safety, 

precision, and results while selecting surgical 

procedures because of the abundant quantity 
of adenoidectomies performed. 5. 
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Aims & Objectives 

To compare safety and efficacy between 
conventional curettage adenoidectomy verses 

comprehensive microdebrider with coblation 

adenoidectomy. 
 
METHODOLOGY 

This study is a Retrospective Observational 
Study of 1year. It includes 80 patients aged 3 

to 15 years, with symptoms of upper airway 
obstruction and undergoing adenoidectomy 

(either conventional or microdebrider with 

coblation technique) Children with any 
comorbidities like bleeding disorders, cranio 

facial abnormalities or syndromes were 
excluded. 

 Pre-operative Datas like : 
Patient’s particulars with their chief 

complaints, 

Medical history, grades of adenoid hypertrophy 
as per radiography 

And nasal endoscopies data were taken into 
account. 

The sample was further divided into two 

group,  

 Group A : comprising 40 patients who 

underwent Conventional Curettage 
adenoidectomy : Blind Adenoidectomy  

 Group B: comprising 40 patients who 
underwent  microdebrider with coblation 

adenoidectomy : Blend Adenoidectomy  

Intra operative Datas collected like: surgical 
field exposure, operating time, amount of 

bleeding, along with post-operative 
examinations including, pain (VAS score), days 

to resume to regular diet and activity, 
recurrence and residual tissues were 

compared and analysed. Results with Mean, 

standard deviations (SD), students t test were 
obtained and used for comparing groups in 

overall evaluation. The p value of < 0.05 was 
considered statistically significant. 

 
RESULTS 

Among the 80 patients, divided in two groups, 

Group A undergoing conventional curettage 

adenoidectomy (n=40) and Group B 
undergoing microdebrider with coblation 

adenoidectomy (n=40), the Male: Female ratio 
was: 1:1 
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Fig 1: Age distribution: The average age of patients undergoing adenoidectomy was 8.4years( ±4.02) in 
Group A and 8.3years(±4.23) in Group B. 
 

 
Image 1: Endoscopic images of conventional curettage adenoidectomy. 

 

 
Image2: Endoscopic images of comprehensive Microdebrider with Coblation adenoidectomy. 
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Image 3: Pre-op and follow-up 

radiographic image of 

Microdebrider with Coblation 

adenoidectomy: No residual 

tissues found at 1 year 

Fig2: Comparison between pre-operative and 

post-operative adenoid enlargement detected 

via radiography and nasal endoscopy between 

the two groups. P value: 0.00407 (significant) 



Dr. Shuklima Sengupta et al / Blind Adenoidectomy versus Blend Adenoidectomy: A Comparative 
Analysis 

506| International Journal of Pharmacy Research & Technology | Jan - May 2025 | Vol 15 | Issue 1 

Fig 3: Comparison of both the groups with respect to duration of Surgery: 

 
On an Average, 24.75±2.63 minutes were required for Group A, whereas an increased time of 

34.98±2.25minutes were needed for Group B. 
 
Fig 4: Comparison between both groups with respect to Intraoperative Haemorrhage. 
On an average, Group A had an increased Intraoperative bleeding of amount 36.85±6.97 ml whereas, 
Group B had 21.05±6.43ml. 
 

 
 

Fig 5: Comparison between two groups with regards to various Post-Operative Events: 

 
On an average, Pain Score (VAS scale) of average of 3 days found lesser in Group B. Patients 

returned to normal diet and activity much earlier in Group B. 
 

Table 1: Statistical analysis 

 

SL.NO. 

 

VARIABLES 

Group A Group B  
P value 

<0.005significant 
MEAN ST. DV MEAN ST. DV 

1 
Intraoperative 
Haemorrhage 

36.85 6.97 21.05 6.43 1.28x10-16 

2 Operating Time 24.75 2.63 34.98 2.25 3.48x10-30 
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3 VAS pain score 4.2 0.52 3.8 0.43 0.00035 

4 
Days to return to 

Normal Diet 
7.75 0.98 6.475 1.24 2.51x10-6 

5 
Days to return to 

normal activity 
7.1 1 5.63 1.4 8.38x10-7 

6 Residual tissue 0.225 0.066 0.075 0.0416 1.75x10-18 

 

All the paramaters show statistically significant diference between Group A and Group B. 

 
DISCUSSIONS 

Conventional curette adenoidectomy, as one 

of the oldest adenoidectomy techniques, has 
significant shortcomings as a blind approach, 

including the possibility of partial removal and 
inadvertent harm to neighboring structures22. 

New tools like coblators, microdebriders, and 
suction diathermy have been created and 

utilized for adenoidectomy in attempt to 

compensate for with these drawbacks. 23–25  
The coblation technique is becoming more 

popular because of its superior multifunctional 
capabilities of ablation, coagulation, suction, 

and saline irrigation.21 

The powered microdebrider is specifically 
designed for avoiding post-operative 

velopharyngeal insufficiency. It is made up of 
an inner revolving hollow blade that is 

attached to a typical in-line continuous suction 
system and encased in an outer windowed 

sheath. The surgeon directs the window to the 

targeted tissue, which is pulled in by the 
vacuum, and the rotating blade shaves it. This 

allows for easy control over the amount of 
tissue removed. 26  

In our study, we studied the clinical outcome 

and efficacy of a mixed approach for 
adenoidectomy that combined Microdebrider 

with Coblation and found that it was superior 
to standard curettage adenoidectomy in terms 

of reduced intraoperative bleeding, less 

residual adenoid tissue, and no symptom 
recurrence. Especially the basisphenoid and 

the fossa of Rosesenmullar are prone to 
recurrence. The microdebrider aids in shaving 

tissues from the concealed parts of the 
Rosesenmullar fossa by suctioning and then 

shaving the tissues. Because of its tight 

adherence to the periosteum along with 
lengthy reach, the coblator is useful for 

ablating the tissues at the basisphenoid area. 
But operating time is slightly high because of 

dual instrument usage, and increased waiting 

period with adrenalin soaked pack in between.  
The average VAS pain score was lesser in 

microdebrider plus coblation group than 
curettage group. Coblation plus 

microddebrider allowed for a faster return to 

normal meal and school than curettage did. 

Post operative usage of intranasal steroids and 
montelukast was initiated for all the patients 

after discharge.  
 
CONCLUSION 

Through this comparative observational study 
it is found that, coblation with microdebrider 

adenoidectomy is superior to conventional 

adenoidectomy with respect to adequate 
surgical field exposure, approximately 15ml 

lesser intraoperative blood loss, lesser post-
operative pain, approximately 0.5-2days early 

resumption to regular diet and activities. There 

was an increased operating time of 
approximately 10mins more in Coblation with 

microdebrider adenoidectomies. The 
recurrence of symptoms with residual adenoid 

tissues in the basisphenoid and Rossenmuller 
fossa was 32.5% more in patients who 

underwent conventional curettage 

adenoidectomy. Intranasal steroids and 
Montelukast were initiated for all the patients 

at discharge. Considering the cost, the blend 
method was found cost effective as compared 

to sole coblation adenoidectomy. Surgeon’s 

satisfaction was much higher with 
microdebrider with Coblation adenoidectomies. 
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