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Abstract

Objective: The purpose of the study was to compare intraoperative factors and postoperative outcomes between
the image-guided acute dissection technique and the endoscopic image-guided acute dissection technique.
Material and methods: The study was conducted in 153 patients (81 men and 72 women, average age 26.4 years)
who underwent tonsillectomy (2018-2023). Patients were randomly assigned 2 group 52% percent of
patients(groupl) underwent tonsillectomy with acute dissection technique under visual control, and 48% of
patients (group 2) underwent tonsillectomy with acute dissection technique under endoscopic visualization using a
4.0 mm 0° endoscope (Karl Storz, Tuttlingen, Germany).

Indications for tonsillectomy were hypertrophy of the tonsils in 82 patients, recurrent tonsillitis in 23 patients and
focal infection of the tonsils in 48 patients. Tonsillectomy was performed under general anesthesia using an oral
speculum specifically designed for tonsillectomy. All patients were assessed and compared for postoperative pain,
bleeding, recurrence, or tonsil tissue growth in the immediate and late postoperative period. The removed adenoid
is sent for histology. Clinical diagnosis: Chronic decompensated tonsillitis. Pathohistological diagnosis: Within the
limits of the examined material, the histological picture corresponds to chronic tonsillitis, hypertrophy of
nasopharyngeal adenoid tissue.

Results: There were no serious intra- or postoperative complications. Bleeding points were identified in 47
patients (31 patients groupl and 16 patients group 2). The source of bleeding was observed in the central deep part
of the adenoids - in 18 patients, in the lateral parts of the adenoids - in 16 patients, adenoids on both sides in 13.
Remnants of adenoid tissue were found in 23 patients, (17 patients group 1 and 6 patients group 2). Remnants of
adenoid tissue were removed using bipolar diathermy under image guidance. The operation time for endoscopic
tonsillectomy is shorter than for traditional procedures.

Conclusions: The visibility provided Tonsillectomy by endoscopic techniques improves the ease and precision of
surgery. Clinical significance determines the need for further testing of already proposed means and methods.
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Chronic tonsillitis (CT) continues to be one of the
most common diseases in otorhinolaryngology both
among the adult age group and among children,
where every second child suffers from this disease.*
Chronic tonsillitis (CT) is a condition in which a
person suffers from seven or more attacks of
tonsillitis per year.2

The main symptoms are inflammation and
swelling of the tonsils, sometimes so serious that
they can cause airway obstruction. These symptoms
are usually accompanied by pain in the throat,
redness or yellow plague on the tonsils. Hoarseness
of the voice, headache, loss of appetite, pain in the
ears, fever, chills and bad breath may be observed.
Symptoms may also include nausea, vomiting and
abdominal pain in children. Tonsillitis is caused by
streptococci or viral agents (adenoviruses, influenza
viruses, Epstein-Barr viruses, parainfluenza and
enteroviruses).®

Tonsillar surgery, its indications and methods
continue to develop. Over the past 10 years, a large
number of articles on tonsillar surgery published in
the literature is evidence of the ongoing growth,
development and controversy associated with this
procedure. The standard of treatment is bilateral
tonsillectomy. Tonsillectomy is a “surgical procedure
performed with or without adenoidectomy that
completely removes the tonsil, including its capsule,
by dissecting the peritonsillar space between the
tonsil capsule and the muscular wall.*

Tonsillectomy is a surgical procedure known in
Hindu medicine 3000 years ago, and its essence is
the removal of the palatine tonsils.>® Over the past 40
years, this surgical procedure has undergone
conceptual changes in indications and surgical
techniques.” Tonsil surgery, its indications and
methods continue to evolve. Currently, modern
medical equipment makes it possible to achieve a
clinical effect with minimal surgical trauma to the
peritonsillar tissue, which undoubtedly has a positive
effect on the patient’s quality of life in the early
postoperative period - this is especially true for
pediatric patients.®

Numerous articles on tonsillar surgery published
in the literature over the past 20 years testify to the
continued growth, development, and controversy

surrounding this procedure.® Studies on tonsillectomy
are still popular. It is still unclear whether there is an
optimal method of tonsillectomy, whether
perioperative steroids are wuseful, and whether
outpatient tonsillectomy is safe.!® The intervention is
carried out in case of chronic tonsillitis.
Tonsillectomy can be performed by cold and hot
methods. !

Cold techniques tonsillectomy (without the use of
heat) include dissection, guillotine, partial
tonsillectomy with microdebrider, harmonic scalpel,
plasma ablation, and cryosurgery.™® Hot methods
include, electrocoagulation, ultrasound tissue
removal, radiofrequency ablation, tissue removal
with carbon laser, transoral robotic radical
tonsillectomy.'**" Surgeons find these new tools
attractive because they allow tissue to be removed
with greater precision and less damage to
surrounding tissue, and in many cases they can do it
more quickly and easily than was possible with older
techniques. If indicated, endoscopic adenoidectomy
can be performed under endoscopic guidance with
necessary hemostasis, as opposed to blind curettage
of adenoid tissue (endoscopic
adenotonsillectomy.181°

The technological innovation adenoidectomy of
any surgical intervention should be aimed at ensuring
a bloodless surgical field, shortening the operative
time, reducing post-operative pain, improving the
speed of recovery, accessibility and safety.

Traditional adenoidectomy (TA) is a relatively
blind procedure, which results in the possibility of
leaving some adenoid tissue and does not allow
bleeding points to be monitored or adequately
controlled with selective cautery. Technologies are
being actively implemented to reduce tissue damage,
recovery time, and patient  discomfort.?
Endoscopically guided adenoidectomy allows for a
thorough examination of the surgical site, control of
bleeding, provides a safer, more manageable and
functional procedure, and may improve the
assessment of the nasopharyngeal region with careful
resection.??* Various complications may occur. The
most common complication of tonsillectomy is
bleeding during or after the operation. Despite the
most sophisticated efforts of the surgeon to prevent
it, bleeding remains the most significant
complication after tonsillectomy.?>2
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Described operative complications, which include
trauma to the teeth, larynx, pharyngeal wall/soft
palate, difficult intubation, laryngospasm, swelling of
the larynx, aspiration, respiratory failure,
inflammation of the endotrachea, and cardiac arrest.

Postoperative complications include nausea,
vomiting, pain, dehydration, reflex otalgia,
pulmonary edema, palato-pharyngeal insufficiency
and nasopharyngeal stenosis. Rare late complications
may include vascular damage, subcutaneous
emphysema, jugular vein thrombosis, atlanto-axial
dislocation/subluxation, taste disturbances, and
persistent pain in the neck (Eagleton's syndrome or
silopodyyyzhny syndrome).?”2

Transoral endoscopic examination of the
nasopharynx at the end of adenoidectomy is a useful
method, as it allows the surgeon to detect any
remnants of adenoid tissue and any bleeding points
that can be removed endoscopically under visual
control. One of the methods for preventing
complications of visualization of adenectomy using
endoscopic control. The above justifies the relevance
of this study.

The purpose of the study was to compare
intraoperative factors and postoperative outcomes
between the image-guided acute dissection technique
and the endoscopic image-guided acute dissection
technique.

Figure 1. Intraoral view adenoids

The study was conducted in 153 patients (81 men
and 72 women, average age 26.4 years) who
underwent tonsillectomy (2018-2023). Patients were
randomly assigned 2 group 52% percent of patients
(groupl) underwent tonsillectomy with acute
dissection technique under visual control, and 48% of
patients (group 2) underwent tonsillectomy with acute
dissection technique under endoscopic visualization
using a 4.0 mm 0° endoscope (Karl Storz, Tuttlingen,
Germany). Indications for tonsillectomy were
hypertrophy of the tonsils in 82 patients, recurrent
tonsillitis in 23 patients and focal infection of the
tonsils in 48 patients.

Tonsillectomy was performed under general
anesthesia using an oral speculum specifically
designed for tonsillectomy. Local infiltration
anesthesia was performed with a 0.5% lidocaine
solution, after which the capsule was cut and grabbed
with tweezers, separated from the adhesions, and then
the adenoid tissue was removed extracapsularly using
acute dissection. Local bleeding was stopped with
cotton swabs, and relatively large vessels were
cauterized with bipolar forceps. Hemostasis is carried
out with cotton swabs and Kaprofer solution is applied
to the wound (Figures 1-5). After removal of the
tampon, all patients underwent intraoperative
examination of the adenoid bed. All patients were
assessed and compared for postoperative pain,
bleeding, recurrence, or tonsil tissue growth in the
immediate and late postoperative period.

Figure 2. Intraoral view adenoids under
endoscopic visualization
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Figure 3. Capsule was cut and
grabbed with tweezers,
separated from the adhesions

The removed adenoid is sent for histology.
Clinical ~ diagnosis:  Chronic ~ decompensated
tonsillitis. Pathohistological diagnosis: Within the
limits of the examined material, the histological
picture corresponds to chronic tonsillitis, hypertrophy
of nasopharyngeal adenoid tissue.

There were no serious intra- or postoperative
complications. Bleeding points were identified in 47
patients (31 patients groupl and 16 patients group 2).
The source of bleeding was observed in the central
deep part of the adenoids - in 18 patients, in the
lateral parts of the adenoids - in 16 patients, adenoids
on both sides in 13. Cauterization of bleeding sites
using bipolar diathermy with curved blades and
aspiration was performed under full visualization.
Remnants of adenoid tissue were found in 23
patients, and remnants of adenoid tissue were
removed using bipolar diathermy under image
guidance. The operation time for endoscopic
tonsillectomy is shorter than for traditional
procedures.

Traditionally, most surgeons perform
tonsillectomy macroscopically.?% Although many
studies have compared endoscopic adenoidectomy
and traditional adenoidectomy with curettage, there
is still no consensus on which method is better.
Therefore, we conducted an analysis to try to solve
this problem. Poor surgical visibility of the inferior
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Figure 4. Removed adenoid

removed adenoid

pole of the tonsil, attached to the root of the tongue,
is associated with a higher incidence of postoperative
hemorrhage. To reduce postoperative bleeding, it is
important to improve the surgical appearance of the
tonsil, especially its lower pole. If indicated,
endoscopic adenoidectomy can be performed with
the necessary hemostasis under endoscopic control,
in contrast to blind curettage of adenoid tissue
(endoscopic  adenotonsillectomy).®**  Transoral
endoscopic examination of the nasopharynx at the
end of adenoidectomy is a useful technique because
it allows the surgeon to detect any remnants of
adenoid tissue and any bleeding points that can be
treated endoscopically under visual guidance. In
addition, it may reduce symptomatic regrowth of the
adenoids in the postoperative period. Endoscopic
imaging solves this problem by providing a clear and
unobstructed view allowing the surgeon to accurately
remove the tonsils and reduce unnecessary
trauma.3*% Despite the use of various methods in
tonselectomy, -3 complications during and after the
procedure, -4

In this study, 153 patients who underwent
tonsillectomy were evaluated by acute dissection and
image guidance with endoscopic visualization using
an endoscope. The clear and magnified view of the
surgical ~ field available  with  endoscopic
tonsillectomy allows for high accuracy, for example,
in identifying tonsil capsules or small vessels flowing
to the tonsils during tonsillectomy after peritonsillar
infection. The operating time for endoscopic
tonsillectomy is shorter than the traditional procedure
because the preparation time is a few minutes.
Studies have shown the advantages of the endoscopic
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method over the traditional method in terms of blood
loss and complications. Endoscopic visualization
solves this problem, providing a clear and
unobstructed view that allows the surgeon to
accurately remove the tonsils and reduce unnecessary
trauma, shorter operation time for endoscopic
tonsillectomy is than for traditional procedures.
Studies have shown the advantages of the endoscopic
method over the traditional method in terms of blood
loss and complications.

The visibility provided tonsillectomy by
endoscopic techniques improves the ease and
precision of surgery. Clinical significance determines
the need for further testing of already proposed
means and methods.
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CPABHUTEJIBHOE UCCJIEJOBAHHUE PA3JIMUHBIX TEXHUK TOH3NJUVIDKTOMUNHU
Apauk F'apu6sn,! Cona I'epopksan,? Ansxena Yaxosn,® Mapuam Oranss®

OtopuHonapunronor, JloueHT xadenpbl TONOBB M IIEH, 3CTETUYECKOHM U PEKOHCTPYKTUBHON XHPYPrUH
HanuonanbHOro MHCTUTYTA 3[paBOOXPAHEHHS, 3aMECTUTENb IUPEKTOpa JIeUeOHO-PeadUINTAMIOHHOIO LIEHTpa
APTME]L, EpeBan, Apmenus

[IpenonaBarens kadeApsl XUPYPrUUECKOW CTOMATOJNOTHM W YETIOCTHO-ITHLEBOM Xupypruu, EpeBanckuit
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TOCYIapCTBCHHBIA MEAUITMHCKUN yHUBEpcUTeT uM. M. ['epari, EpeBan, ApMenust
OTOPUHOIAPUHTOJIOT, PE3UACHT Kadeapbl 3CTETHYECKONH U PEKOHCTPYKTHUBHON XHPYPTHMHM TOJOBBI U IIICH
Hanumonansaoro uacTutyTa 3apaBooxpaneaus (NIH), EpeBan, Apmenust

AOcTpakT
Heab: Llenpio wuccnemoBaHus ObUIO CpPaBHEHHWE WHTPAONEPAMOHHBIX (AKTOPOB M MOCIICONEPAMOHHBIX
Pe3yIbTATOB MPH HMCIOJIB30BAHUHM TEXHUKU OCTPOHM AWCCEKIHMHU IMOJI BU3yaJbHBIM KOHTPOJIEM M TEXHUKU OCTPOM
JHMCCEKIUH MO YHJOCKOITIMYECKUM KOHTPOJIEM.
Marepuansl U Metoabl: VccienoBanue npoeneno y 153 nanuentoB (81 mMyxunHa U 72 >KSHIIMHBI, CPSTHUN
Bo3pact 26,4 roma), mepeHecmmx ToH3WUDKTOMUIO (2018-2023 rr.). [ManmeHTsl ObUIM CIy4allHBIM 0Opa3oM
pasnenensl Ha 2 rpymisl: 52% nanuenTtos (1-s rpyrina) BhITOIHEHA TOH3WUIIKTOMUS METOOM OCTPOM AUCCEKITUH
NOJI BU3yaJbHBIM KOHTposieM, a 48% mnauueHtoB (2-s rpymnma) BHINOJHEHA TOH3WLIIKTOMHS METOIOM OCTPOM
IVCCEKITNH IT0J{ DHIOCKOIMHYECKUM KoHTposieM sHmockom 4,0 mm 0° (Carl Storz, Tarmunren, I'epmanms).
[TokazaHWSMU K TOH3WUIDKTOMHHA OBLTH THUIEPTPOGUS MUHAATHH Y 82 OONBHBIX, PEIUIUBUPYIONIHA TOH3WILTUT Y
23 OONBHBIX W ouaroBas WHGpeKIus MUHIAIMH y 48 OonbHBIX. TOH3WLIIKTOMHUIO TMPOBOIMIM IOJ OOIIeH
aHectesueil. Bce mammentsl ObIM 00CHEZOBaHBI M CpPaBHEHBl Ha HAJM4YHME IIOCICONEPAIIMOHHON 0oy,
KPOBOTEUCHHUS, PELUUANBA WM pPOCTa TKaHM MHUHIAIWMH B ONImKailleM W OTAaJICHHOM IOCIeONepaliOHHOM
neprose.
Pe3yabTaThi: Cephe3HBIX HHTPA- U MTOCIICONIEPAIIMOHHBIX OCIOKHEHUH He 0buT0. TOUKM KpOBOTEUEHHS BHISBICHBI
y 47 naumenrtos (31 marment 1-i rpynmsl u 16 nmamueHToB 2-i rpynmnbsl). ICTOYHHK KpPOBOTEUCHHUST HAOIIOAANICS B
[EHTPaIbHON TITyOOKOH YacTH afAeHOUIOB - Y 18 OoNbHBIX, B JaTepalbHBIX OT/AETaX aJeHOHIOB - Y 16 GONbHBIX,
azeHouzpl ¢ obeux cTopoH - y 13. Ilpwkuranue MecT KpOBOTEUEHHS C IOMOIMIBIO OHMITOJIIPHOM JUAaTEpPMUH C
W30THYTBHIMU JIE3BUSAMU M aCITUPAIMH IPOBOIWIN N0 MTOJIHOW Bu3yanu3anueid. OcTaTKy aJleHOMIHOW TKaHHU OBLIH
obOHapyxeHsl y 23 manuentoB(17 manueHToB 1-Uf Tpynmbl 1 6 ManWeHTOB 2-il TPYIIIBI), OCTATKU aJCHOWTHOW
TKaHU OBbUIM YAaJeHbl C MOMOIIbIO OWIOJISIPHON JAMATEPMHU IO/ BU3YalIbHBIM KOHTpoJieM. Bpems omepanmu
9HJOCKOITMYECKOH TOH3MUIIKTOMUY KOpOYe, YeM IPH TPaJUIIMOHHBIX TPOIETypax.
BeiBoabl: Buanmocts, obecrieurnBaeMas 3HIOCKONUYECKAMH METOJAMH, TOBBIIIAET MPOCTOTY W TOYHOCTD
XHPYPrUYECKOTO BMeENIaTeNbCTBA. KIMHMYECKass 3HAYMMOCTh OIpeelisieT HeO0OXOAWMOCTh JalbHEHIIero
TECTUPOBAHMS YK€ TPEUIOKESHHBIX CPEJICTB M METOJIOB.
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