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Endoscopic-guided adenoidectomy
using a classic adenoid curette: a
simple way to improve adenoidectomy
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A total of 13 adenoidectomies using a nasal endoscopic-guided
transoral adenoid curette (not yet a published standardised method)
were performed to treat snoring. Nasal endoscopy allows easy assess-
ment of the size of the adenoids and improves the accuracy of the
adenoidectomy. This technique is particularly useful for paediatric
patients who have small oral cavities. The assessment and excision of
the adenoids in these cases are often difficult. Using the nasal
endoscope, the curette can be accurately inserted at the superior bor-
der of the adenoid, allowing the complete transoral removal of the
main bulk of the adenoid tissue. All 13 patients showed considerably
decreased snoring and improvements in the quality of sleep as
reported by the parents and the patients. We believe that nasal
endoscopic-guided transoral adenoidectomy is a viable alternative
to classic adenoidectomy. This technique also has the advantage of
using commonly available simple ear, nose, and throat instruments.
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Introduction

Adenoidectomy is a common procedure for treating paediatric ear, nose,
and throat (ENT) patients. Nowadays, it is used to treat enlarged adenoids
that have not responded to conservative treatments, which are indicated
in obstructive sleep apnoea, recurrent serous otitis media, and resistant
rhinosinusitis.

Typically, the adenoids might not have been visualised during clinical
examination in ENT clinics because the paediatric patient may not cooper-
ate during a mirror or endoscopic examination. Furthermore, lateral
radiographs of adenoids are not routinely investigated before an
adenoidectomy. In many cases, the size of the adenoids is assessed by a
transoral finger palpation or a mirror examination following the anterior



Hong Kong Med J Vol 11 No 1 February 2005      43

Endoscopic-guided adenoidectomy using a curette

retraction of soft palate by a nasal catheter. We
have previously used the adenoid curette technique
transorally guided by an indirect mirror following
soft palate retraction. Over the past 3 years, from
March 2001 to April 2004, we performed 13 adenoid-
ectomies by nasal endoscopic-guided transoral
adenoidectomy (EGA). The adenoid curette was
inserted transorally guided by transnasal endoscopy,
and the main midline adenoid bulk was removed if
the adenoid was enlarged.

Methods

Of the 13 cases, 12 were paediatric patients who had
presented with snoring and were suspected of having
obstructive sleep apnoea. The 12 (six male and six
female) patients’ age ranged from 4 to 11 years. The
remaining adult female patient was 38 years of age.
The follow-up duration ranged from 3 to 18 months.
Preoperatively, the parents and patients were asked
to grade the severity of the snoring using the visual
analog scale—grade 0 denoting no snoring and grade
10 indicating marked snoring that would wake those
sharing the room with the patient. Postoperatively,
they were again asked to grade the snoring during
follow-up after 3 to 6 months. Postoperative improve-
ments in the quality of sleep (reduced apnoea and
breathing difficulties) were also determined.

Nine patients had tonsillectomy and EGA, whereas
the other four patients had only EGA. The operations
were performed under general anaesthesia using
orotracheal intubation. The adenoidectomy was per-
formed prior to the tonsillectomy in those nine cases.
The patients were operated on in a supine position with
the neck extended. The nasal cavities and nasophar-
ynx were examined with a zero-degree nasal endoscope
(2.7 mm) without any vasoconstrictor packing. If the
nasal cavity was congested, ribbon gauze soaked with
0.05% oxymetazoline solution was inserted for 5 min-
utes to shrink the nasal mucosa. A throat pack was also
inserted to prevent any blood from entering the trachea.

An EGA was performed in the cases of nasal
obstruction caused by enlarged adenoids. A Boyle-
Davis mouth gag was inserted to open the mouth widely
as during the classic adenoidectomy. A suitably sized
Beckmann adenoid curette (Meddis, Downs, United
Kingdom) was placed transorally into the nasopharynx.
Under nasal endoscopic guidance, the blade of the
adenoid curette was placed just above the superior
border of the adenoid (Fig). The lateral ends of the
blade should just be away from the Eustachian tube
area on both sides. The nasal endoscope was then

taken out from the nose and the adenoid was curetted
with a sustained force as in conventional curettage.
Transoral packing gauze was used for 3 to 5 minutes
to control any bleeding, which usually stopped spon-
taneously without the need to cauterise the adenoid
area. A tonsillectomy was then performed if required.

In the initial four cases, the lateral part of the
adenoid was first removed transnasally using nasal
punch forceps and a straight nasal microdebrider
(commonly used in the endoscopic sinus surgery). The
midline adenoid bulk was then removed transorally
by curettage as described previously. In the later
nine cases including the adult patient, we found that
prior removal of the lateral part using punch forceps
and a debrider was not necessary, and a suitably sized
adenoid curette was able to remove the main bulk,
including the lateral part of the adenoids.

Results

All of the patients did not have any postoperative
complications. Twelve patients attended the postopera-
tive follow-up to complete the snoring and quality-
of-sleep assessments. The other patient did not attend
the follow-up but the parents agreed to answer the
assessment questions by telephone. The snoring score
and the quality of sleep indicated considerable
improvements in all of the patients. The average
snoring score improved from 8 preoperatively to 1
postoperatively. All the parents and patients were
satisfied with the improvement in the quality of sleep
with regard to apnoea and the sleep breathing
difficulties. These improvements could be attributed
to the tonsillectomy and adenoidectomy in nine cases,

Fig. Transoral adenoidectomy using a nasal
endoscopic-guided curette
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and to the adenoidectomy in four cases. Two particu-
lar cases are interesting and are discussed below:

Case 1
The 5-year-old patient, with probable obstructive sleep
apnoea, had a tonsillectomy and adenoidectomy by
the conventional curettage method to treat the snoring
14 months previously. The operation was uneventful;
however, the parent did not notice any subsequent
improvement in the snoring. Radiographs of the
adenoids 1 year later showed a marked adenoid shadow
obstructing the choana. An EGA was performed on
this patient and the snoring and sleep problems were
successfully resolved.

Case 2
The 6-year-old patient had a history of bilateral serous
otitis media and snoring which was treated with
tonsillectomy, bilateral myringotomy, and grommet
insertion. The surgeon, at that time, claimed that the
adenoid was not enlarged when examined by palpation;
hence, an adenoidectomy was not performed. The snor-
ing improved only minimally as reported by the parent.
However, approximately 20 months later, there was
recurrent serous otitis media and considerable snoring.
A radiograph of the adenoids showed the complete
obstruction of the choana. An EGA was performed on
this patient and the snoring completely subsided.

Discussion

Several adenoidectomy methods have been well
described in the literature. Adenoid curette guided by
an indirect transoral mirror and a headlight is a simple
and quick procedure1,2 that has already been in use for
a long time. This is a difficult technique to teach the
ENT trainees and good results can only be achieved
by experienced ENT surgeons. Modern special
equipments, such as curved suction electrical
coagulator1,3,4 and the curved microdebrider shaver
transorally2,5-7 guided by a transoral indirect mirror or
a 45-degree endoscope, have successfully been used.
The combined method of the conventional transoral
curette with a transoral curved microdebrider shaver,
endoscopic transnasal forceps and microdebrider has
also been described.7-9

Results of this study show that EGA has a number
of advantages. Nasal endoscopy allows easy size
assessment of the adenoid and improves the accuracy
of the adenoidectomy via a transoral curette. This
method is particularly important for younger paedi-
atric patients with smaller oral cavities, because the
size assessment of the adenoids by conventional

palpation and mirror examination is challenging, and
the placement of the adenoid curette guided by the
indirect mirror is difficult. All these problems can be
solved by the use of a nasal endoscope, which allows
accurate placement of the adenoid curette at the
superior border of the adenoids. This positioning
allows the complete transoral removal of the main
bulk of the adenoid without the need for nasal punch
forceps and a microdebrider. Teaching this method to
trainee surgeons is much easier when combined with
the video monitoring facilities. Furthermore, sophisti-
cated instruments are not required, which can increase
the cost-effectiveness.

In all cases, the EGA curettage method is sufficient
to remove the main piece of the adenoids in one
attempt. In contrast, the adenoid tissue is removed in
multiple small pieces in the classic blind curette
adenoidectomy method (according to our past
experience and observation of adenoidectomy by
other ENT surgeons). It is our impression that the
adenoid tissue removed during EGA is more substan-
tial and seems to be greater in total mass compared
with the classic adenoidectomy. Therefore, the use of
EGA allows a more complete removal of the adenoid
and in a more precise manner compared with
conventional methods. In our experience, there is
only a minimal increase in the operating time. Although
further studies might be required to confirm the above
advantages, we believe EGA is a good alternative
method for adenoidectomy.
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