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Abstract 

 

Background: Tonsillectomy is one of the most commonly performed surgical opera-

tions in children in the recent years. It is mainly done for chronic tonsillitis and ob-

structive symptoms.  

Aims & Objectives: To compare activity in coblation and dissection cold tonsillec-

tomy.  

Methods: This is a prospective study done at UMBAL Burgas for a period of one 

and a half years from March 2019 to September 2020. Out of the 54 patients, 28 un-

derwent coblation tonsillectomy and 24 underwent conventional dissection tonsillec-

tomy.  

Results: However, average time taken to return to normal activity among coblation 

was 6.8 days and dissection was 7.6 days. Conclusion: Coblation tonsillectomy sig-

nificantly reduces the operation time, intraoperative blood loss, immediate postopera-

tive pain, and patient returns early to regular routine, but with a higher cost. 
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https://www.scirp.org/journal/articles.aspx?searchcode=Tonsillectomy&searchfield=keyword&page=1&skid=0
https://www.scirp.org/journal/articles.aspx?searchcode=+Cold+Dissection&searchfield=keyword&page=1&skid=0
https://www.scirp.org/journal/articles.aspx?searchcode=+Coblation&searchfield=keyword&page=1&skid=0
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INTRODUCTION 

 

There is a difference in the clinical manifestation in children and adults. The anatom-

ical differences in the two age groups, adults and children show a clear difference. 

50% of adults have grade III or IV tonsil size, while children 83% have grade III or 

IV tonsil size. Barceló et al. found that 17% of the children had grade 0, 41.2% grade 

I, 36% grade II and 15% grade 3 tonsil size in a study of 300 patients. The higher 

prevalence of adenotonsillar hypertrophy in children than in adults is a well-known 

fact, as lymphoid hyperplasia peaks around 5-10 years of age. The most common risk 

factor in children is adenotonsillar hypertrophy. Kapusuz Z. et al. reported that the 

prevalence of adenoid hypertrophy was 26.5% in a study conducted among patients 

visiting ENT clinics.[1] 

Although there is a growing awareness among primary care physicians and otolaryn-

gologists about the diagnosis and treatment of pediatric OSA. Despite numerous pub-

lished guidelines and recommendations, significant variations in the diagnosis and 

treatment of OSA in children remain. Polysomnography (PSG) is considered the gold 

standard for diagnosing OSA. The apnea-hypopnea index> 1 in PSG is considered a 

positive indicator of OSA in children. Other respiratory and non-respiratory markers 

of OSA in children are well described. The challenge in the diagnostic process is how 

often PSG is used to diagnose OSA in clinical practice. Radhakrishnan et al. investi-

gate how often PSG is performed in children under 10 years of age. Of the 27,837 

children who underwent adenotonsillectomy to treat OSA over a ten-year period, on-

ly 12.8% had PSG within 18 months before and 5.7% had PSG within 12 months af-

ter surgery. Therefore, the diagnosis is usually made on the basis of anamnestic data 

provided by the child's parents.[2] 

Perhaps that is why many authors consider other diagnostic methods besides poly-

somnography. They are a clinical assessment of tonsil size, questionnaires, videos 

and oximetry during sleep. But all of them are debatable in terms of their diagnostic 

value and are often challenged in the diagnostic process to accurately identify chil-

dren with OSA. 
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There are many surgical techniques for tonsillectomy. But we can divide them into 

two large groups based on whether the capsule of the tonsils is affected. Based on 

this, we divide them into 

 extracapsular 

 intracapsular 

The following terminology, also used in many different scientific sources 

 tonsillectomy 

 tonsillotomy 

 

There are many different methods for performing tonsillectomy and tonsillotomy. 

They are divided into "cold" and "hot" methods. The classic method of tonsillectomy 

belongs to the group of cold methods. We do not have thermal damage to the tissues.  

In addition to the classical method, these methods include surgery with a microdeb-

rider, a harmonic scalpel and Argon-plasma resection. 

"Hot" methods include electrocautery (monopolar or bipolar), coblation (radiofre-

quency controlled ablation) and laser.[3] 

To date, no technique has been considered the best method of performing the opera-

tion. The indication for this surgical intervention also does not determine the method 

of tonsillectomy. The methodology chosen varies depending on the surgeon's experi-

ence and the condition of each patient. In addition, other factors such as financial 

profitability, surgical experience or availability of equipment may determine the 

choice of surgeon.[4] 

In total tonsillectomy (TT), also known as extracapsular tonsillectomy, the tonsils and 

surrounding capsule are completely removed. This leaves the pharyngeal muscles ex-

posed in the tonsillar fossa to heal secondary. Intracapsular tonsillectomy (IT), also 

known as partial tonsillectomy, subtotal tonsillectomy or tonsillotomy, removes most 

of the tonsil tissue but leaves the capsule around the palatine tonsil intact. With this 

technique, the pharyngeal muscles are not affected and in theory there is less postop-

erative pain and risk of postoperative bleeding. 
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MATERIAL AND METODS 

 

The patients were selected consecutively as and when they were presented during the 

study period of one and a half years from March 2019 to September 2020 in ENT de-

partment of UMBAL-Burgas, considering the inclusion and exclusion criteria. This 

study involved 54 patients out of whom 28 underwent coblation tonsillectomy and 

the rest 26 underwent conventional cold steel tonsillectomy. The patients were free to 

choose the procedure. A complete history, ENT examination and appropriate investi-

gations were done to arrive at the correct diagnosis.  

Pre-operatively, single dose of Amoxicillin-Clavulanic acid injection was given for 

all the patients. Operations were done using a standard technique of either cold dis-

section tonsillectomy or coblation tonsillectomy. Surgery was done under general an-

esthesia. The patient was put in Rose position and adequate exposure of Oropharynx 

was obtained by Boyle Davis mouth gag. 

Intraoperative blood loss was measured by weighing the tonsil swab before and after 

tonsillectomy and by measuring the amount in the suction bottle in dissection tonsil-

lectomy. For coblation tonsillectomy, blood loss was calculated by deducting the total 

amount of blood in suction jar with estimated saline used for the surgery. 

However, average time taken to return to normal activity among coblation was 6.9 

days and dissection was 7.5 days with a significant p value of 0.027. 

Тhere is no difference in complications between the two groups.  

 

DISCUSSIONS 

 

Postoperative pain in tonsillectomy and hemorrhage were analyzed and compared in 

two methods by many different authors. This was done in order to compare the two 

methodologies and to determine the "best" technique. There is a general consensus 

that IT has fewer postoperative hemorrhages than TT. Unfortunately, there is a signif-

icant discrepancy between the available studies, which makes direct comparisons a 
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challenge. Many studies compare different IT implementation methods with TT tech-

niques. The method by which surgery is performed, the way in which the pain syn-

drome is reported, the amount of blood loss required to qualify as postoperative 

bleeding also vary between studies[5]. Daskalakis et al. performed a systematic re-

view and meta-analysis in 2021, examining coblation as a method in intracapsular 

compared to total tonsillectomy. They found in the literature only six studies availa-

ble to date for comparison. Analyzing these studies, it was not possible to draw defin-

itive conclusions. In their studies, they found that the likelihood of postoperative 

bleeding was higher in TT than in IT. There was a significant difference in late post-

operative pain between the groups, and in intracapsular tonsillectomy it was signifi-

cantly less pronounced. No significant difference was found in the early postopera-

tive pain symptoms. 

Postoperative wound healing in intracapsular tonsillectomy is a potentially pro-

nounced problem if we subsequently have recurrent tonsillitis and total tonsillectomy 

is required[6]. Six times higher risk of residual tonsillar tissue after IT than TT has 

been reported in the literature. The risk of recurrence of tonsillitis with recurrence of 

OSA after IT varies from 0% to 16.6% depending on the method of IT. Recurrences 

have been difficult to identify and statistically process, as many studies do not track 

children in the long term. Keltie et al. note that the rate of revision tonsillectomy is 

doubled after coblation compared to tonsillectomy by cold dissection over a five-year 

period (1.4% and 0.6%, respectively). They suggest that this may be due to the sur-

geon's experience in using newer surgical techniques and the wider use of IT 

tonsillectomy[7]. 

 

In one study over a 15-year period, the revision rate after intracapsular tonsillectomy 

was 1.39%. Sagheer et al. note that age less than 5 years at the time of surgery, histo-

ry of gastroesophageal reflux disease or history of tonsillitis are associated with the 

need for revision tonsillectomy. Tonsil tissue is most immunologically active be-

tween the ages of 3 and 10 years. It has been suggested that the smaller the child dur-

ing tonsillectomy, the longer the duration of continued immunological activity with 
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the greatest risk of tonsillitis regrowth. Appropriate data are still needed to determine 

whether IT is a widely applicable method of surgical treatment of pediatric OSA[8]. 

 

 The classic extracapsular tonsillectomy is performed with reusable metal surgical in-

struments. Bleeding during surgery is controlled by ligation or electrocautery. Reusa-

ble metal instruments are commonly used in surgery routinely. However, in the Unit-

ed Kingdom in the 1990s, this practice was questioned due to concerns about the 

spread of Creutzfeldt-Jakob disease among patients. Creutzfeldt-Jakob disease is a 

neurodegenerative disease due to prion infection. Prions are resistant to standard ster-

ilization methods, which raises concerns about infecting patients with routinely steri-

lized instruments. In response to this thesis, in 2001 the UK Department of Health 

recommended that disposable equipment for tonsillectomy and other surgical proce-

dures be mandatory. This fact of transmitting prion infection in tonsillectomy was 

later ruled out after several studies examining tonsil samples failed to detect prions in 

histological specimens. This did not establish a risk of transmitting Creutzfeldt-Jakob 

disease in patients with tonsillectomy[9]. 

 

Classical extracapsular tonsillectomy is still the most commonly used method world-

wide, especially in developing countries. It is believed to take longer than other 

methods, but this has not always been justified in the literature. It is associated with 

greater intraoperative blood loss than other methods, but is thought to cause less tis-

sue damage and is considered by many authors to be less painful postoperatively. 

This is a cost-effective method, as the instruments can be sterilized and reused, which 

may explain its use in developing countries. This is the standard or traditional method 

of tonsillectomy, which is often compared to other methods. 

Coblation or radiofrequency ablation uses a disposable tip. Saline is used to create an 

ionized plasma field. There are charge-carrying ions in this plasma field with enough 

energy to break the organic molecular bonds, leading to tissue breakdown or "abla-

tion". The heat generated by this method is significantly lower than at 40–70 ° C elec-

trocautery. Initially, there was a great deal of addiction after the introduction of the 
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method, as initial studies showed a reduction in postoperative pain and bleeding. 

However, a 2017 Cochrane review found that evidence of a difference in postopera-

tive pain compared to other TT methods was of low or very low probative value. It is 

also reported that the evidence for a difference in postoperative bleeding compared to 

classical tonsillectomy is also small and insignificant[10]. 

 

Coblation remains a commonly used method and can be used for TT or IT. Keltie et 

al. documented a change in clinical practice in England from 2008 to 2019. Initially, 

coblation was used only in pediatric tonsillectomy at 7% for the first year of the 

study. By 2019, however, the share of tonsillectomy by coblation has increased to 

27%. Studies are ongoing to determine whether the increased cost of the disposable 

nozzle is justified in view of the reduction in costs related to the length of hospital 

stay, re-hospitalization in the ENT ward. 

 

 

CONCLUSIONS  

 

I use for tonsillotomy with a very good result. With regard to total tonsillectomy, i do 

find that it has an advantage over classical methods. It is very difficult to determine 

the degree of postoperative pain and postoperative stay. In general, the sensation of 

pain is individual in different groups of patients. However, average time taken to re-

turn to normal activity among coblation and cold methods is in favor of coblation. 
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