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Is There any Indication for Curettage 
Adenoidectomy in the 21st Century?

Introduction
Adenoidectomy has been an important part of the otolaryngologists surgical 

armamentarium since the late 1800s when curettage adenoidectomy was first 
described by Hochstein 1,2. Current indications for adenoidectomy include 
obstructive sleep disorder, adenoiditis, and as adjunct management of paediatric 
sinusitis and otitis media with effusion. Over the last twenty years other alternative 
modalities of adenoidectomy have been developed including suction diathermy, 
microdebrider and laser techniques. This article describes the advantages and 
disadvantages of each technique and suggests there are few indications for blind 
curettage adenoidectomy in the 21st century.
Adenoidectomy Techniques
Curettage Adenoidectomy 

This procedure has been used for 125 years and has been the mainstay 
for otolaryngologists performing adenoidectomy until some 15 years ago. The 
procedure is often performed blindly after the surgeon has palpated the naso-
pharynx to assess adenoid size, and to feel for abnormal vessel pulsations or 
abnormal adenoid or tumor tissue. Curettage adenoidectomy (CA) can lead to 
significant primary bleeding requiring cautery or packing of the nasopharynx as 
well as difficulty with removal of adenoid tissue in the choanal region.
Electrocautery Adenoidectomy (ECA)

Various electrocautery devices often with suction attached have been used 
successfully over the last 15 years or so. In a survey of the American Society of 
Pediatric Otolaryngologists it was the most utilized method of members of that 
group. It is generally performed with a catheter in situ to elevate the soft palate 
to facilitate the indirect view of the naso-pharynx and adenoids with a mirror. 
This allows accurate adenoid ablation either completely or partially in the case 
of children with overt or sub mucous cleft palates or other palatal conditions 
with potential to cause velopharyngeal incompetence. The coagulation setting 
is generally set at 30-40W. To reach all areas of the nasopharynx the suction 
diathermy is curved as in Figure 1. ECA is accurate, relatively fast and with 
minimal blood loss. Some Otolaryngologists prefer to perform adenoidectomy 
under direct vision utilizing a trans-nasal telescope. ECA has been shown to be 
equivalent to curettage adenoidectomy long term with respect to regrowth rates, 
relief of obstruction and low complication rate.
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Figure 1: Electrocautery adenoidectomy

Microdebrider Adenoidectomy
Microdebrider removal of the 

adenoids utilizes a similar exposure to 
the suction diathermy techniques and 
allows accurate removal of adenoid 
tissue. On occasion the adenoid bed 
may be vascular, requiring cautery to 
control the bleeding sites.

Laser Adenoidectomy
Various laser adenoidectomy 

techniques have been described with 
the CO2 laser being the most utilized. 
The laser beam is reflected off a metal 
mirror to ablate the adenoid tissue 
utilizing an operating microscope with 

the laser attached. Haemostasis is generally good, but laser precautions are 
necessary and the equipment capital cost is expensive.
Advantages and Disadvantages of Adenoidectomy Techniques
Curettage technique

The main advantage of the CA technique are its simplicity and rapid 
debulking of the large adenoid pad. However blind adenoidectomy is not without 
complications and the literature describes major haemorrhage from undetected 
juvenile nasopharyngeal angiofibroma, and aberrant vessels in the nasopharynx. 
Accuracy of removal of the adenoid especially the tissue in the choanal region 
can be problematic and lead to sub-optimal clinical outcomes. Primary bleeding 
from the adenoid bed may require electrocautery or packing of the nasopharynx 
overnight to tamponade the haemorrhage. Reed et al 3 in their meta analysis of 
nine acceptable articles from an original 64 articles noted the average blood loss 
of 24mls with curettage adenoidectomy and 4.31mls with ECA technique. The 
National Prospective Tonsillectomy Audit of England and Northern Ireland 4 
noted early bleeding with CA of 0.3% and 0.2% secondary haemorrhage in 6871 
patients and 0.07% in primary and similarly in secondary haemorrhages with ECA 
in 1489 patients. The risk ratio for haemorrhage overall was 3.6 for CA compared 
with ECA (95% confidence interval, 0.86-14.9; P = .06)4. The importance of 
blood loss has been quantified throughout the literature, with ECA consistently 
standing superior to alternate techniques3,4,5,6,7,8. Regrowth of adenoid tissue and 
clinical outcomes were similar after both CA and ECA 3 Skilbeck et al 9 showed in 
1411 patients that there was no primary haemorrhage with ECA and that regrowth 
was similar in patients who had CA. Interestingly Henry et al 10 in 1206 children 
treated in this way had 6 complications with severe neck pain (n=3), Grisel’s 
syndrome (n=1) and VPI (n = 1) and one with severe nasopharyngeal stenosis.



138 X IAPO MANUAL OF PEDIATRIC OTORHINOLARYNGOLOGY

Microdebrider 

The microdebrider has advantages of accuracy, low primary and secondary 
bleeding rates, and are relatively fast to perform. This disadvantages include the 
expense of the disposable blade and the occasional need to achieve haemostasis 
by utilizing a suction diathermy to the adenoid bed after microdebrider 
adenoidectomy. 
Laser

The laser adenoidectomy is accurate and also fairly rapid but perhaps not as 
quick as the ECA to perform because of the time to set it up and the necessary 
laser precautions. The capital cost of the equipment is high and with some laser 
techniques severe nasopharyngeal stenosis requiring 5-7 subsequent procedures 
have been reported.
Discussion 

In paediatric otolaryngology an acceptable standard of care has been 
established with respect to adenoid surgery these relate interoperatively that there 
is adequate visualization and that steps to minimize blood loss are instituted. 
The importance of visualization of the nasopharynx has been highlighted in 
the literature recently 11. Direct vision affords the opportunity to target virtual 
intervention to the precise anatomical region, increases reaction time to any 
impending complication and identifies any aberrant anatomy amongst other 
benefits. Techniques that employ direct visualization (laser, ECA and power 
assisted debrider) are considered to uphold the highest standards. In addition 
there are the factors with respect to reduced operative costs, reduced readmission 
rates and reduced operative time utilizing techniques such as the ECA and 
power assisted debrider. The ECA technique provides rapid, safe and accurate 
adenoidectomy including partial techniques, and has a very low primary and 
secondary haemorrage rate as mentioned earlier. The cost of the disposable suction 
diathermy is minimal compared with some of the other equipment described and 
has been noted to reduce surgical costs for adenoidectomy more effectively than 
any other technique.

Long term outcome data for ECA shows that this technique is equivalent to 
curettage with respect to regrowth rates, relief of obstruction and low complication 
rates.

Our colleague Paul Walker from Australia has made the following statement 
which sums the general consensus of the published literature when he said, 
“routine use of suction diathermy ablation for adenoidectomy converts a difficult 
often bloody procedure into a surgically precise operation”.
Conclusion

The superiority of ECA particularly in comparison to CA has been presented 
throughout our article, including but not exclusive to post-operative haemostasis, 
intra-operative blood loss, cost, surgical precision, long term outcomes, symptom 
resolution and pain. This allows us to draw the conclusion that there are no 
indications for curettage adenoidectomy in the 21st century except to debulk 
massive adenoids prior to suction diathermy of base. 
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