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ABSTARCT 

Background and objectives: 

Tonsillectomy is one of the widely performed surgeries in the field of otolaryngology. It is more 

commonly performed for children with chronic tonsillitis, obstructive symptoms, and also as a 

part of other procedures. Tonsillitis is common in the age group of 4 years to 40 years. It has 

been performed using conventional dissection and snare method, radiofrequency, coblation 

method and also laser has been used. The type of tonsillectomy method is related to the 

postoperative morbidity to the patient. Hence the method used for the same does help in the 

overall outcome of the procedure. 

Materials and Methods: 

This study was conducted at a tertiary care center. The study included total of 70 patients who 

were divided into 3 groups i.e., conventional, radiofrequency and coblation group. All the 

patients were followed up for upto 1 week post surgery. The parameters tested were the 

intraoperative bleeding, pain score at 6 hours and 24 hours post surgery, assessment of tonsillar 

fossa was done at 24 hours and 7 days and assessment of swallowing was done at 6 hours, 24 

hours and 1 week postoperatively. 

Results: 

Intraoperative bleeding was significantly lower in the coblation group was 7.5 ± 2.56. In the 

radiofrequency group, the intraoperative bleeding was about 27 ± 8.01. the pain score was the 

least in this group 4.45 ± 0.51 and 3.15 ± 0.37 after 6 hours and 24 hours which was significant. 
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All the patients could return to the normal diet post surgery. The tonsillar fossa was covered with 

maximum slough in the coblation group. One of the patients in the coblation group had 

secondary bleeding which was managed conservatively. 

Conclusion: 

Among the three types of tonsillectomy methods, coblation method was found to be associated 

with least intraoperative bleeding but with maximum tonsillar fossa slough. The radiofrequency 

group was associated with least pain following surgery.  

KEYWORDS: tonsillectomy, coblation, radiofrequency, tonsillitis 
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INTRODUCTION 

Palatine tonsils also known as faucial tonsils are a pair of lymphoid tissue located in the 

oropharynx and is a part of Waldeyer’s ring. They are located between the anterior and posterior 

pillars formed by the muscles palatoglossus and palatopharyngeus. Infection of this palatine 

tonsils results in tonsillitis. Tonsils are lined by the stratified squamous keratinizing epithelium. 

The epithelium invaginates inside the lymphoid tissue to form crypts and the largest crypt is 

called the crypta magna. 

Acute infection of tonsil may be seen with an episode of  upper respiratory tract infection or in 

other conditions like  infectious mononucleosis. The organism seen in acute tonsillitis is usually 

attributed to Group A beta hemolytic streptococci, others includes viruses and anaerobic 

organisms.1 

Some patients have chronic throat discomfort with associated debris in the crypts which may 

become inspissated and form tonsilloliths.1 

PARADISE CRITERIA  for tonsillectomy is as follows1: 

• The episodes of sore throat that are disabling and prevents normal functioning  

• sore throats   

• Seven or more documented, clinically significant and treated sore throats in an year 

• Three or more episodes in  three years 

• Five or more episodes in two years 

 



2 
 

The commonly used  methods of tonsillectomy includes dissection method, coblation method, 

radiofrequency, cryosurgery, diathermy dissection, harmonic scalpel and laser method 2 

Tonsillectomy techniques can be divided into cold and hot methods. The optimal method with 

the least patient morbidity is still a debate. 

 

 

 

 

 

 

 

 

 

 

 

 



3 
 

AIMS AND OBJECTIVES 

1. To assess the morbidity and efficacy of conventional, radiofrequency and coblation  

tonsillectomy. 

2. To compare conventional, radiofrequency and coblation tonsillectomy with regards to  

• Intraoperative bleeding 

• Pain assessment after 6 hours and 24 hours of surgery 

• Assessment of tonsillar fossa after 24 hours and 7 days postoperatively 

• Assessment of swallowing ability at 6hours, 24 hours and 7 days postoperatively 
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REVIEW OF LITERATURE 

HISTORY 

Celsus described removal of tonsils by blunt dissection by fingers. In A.D., Paul described early 

advances in surgical instruments used for tonsillectomy. These devices  were earlier designed for 

uvulotomy. Works by Pare(1564) and Scultetus(1655) suggested the use of guillotine type 

instruments for uvulotomy which were modified later for tonsillectomy. In the 1800s 

tonsillotome was the instrument used for removal of tonsils. In 1917, Crowe described the 

operating technique for tonsillectomy where he used  Crowe- Davis mouth gag which was later 

used routinely in the surgical procedures. This mouth gag also helped for inhalational anesthesia 

like ether to reach the lower airway. His work was considered a foundation for cold steel method 

of dissection. In 1940, Browne from London developed a tonsil holding forceps and Evans 

devised a dissector which was helpful in tonsillar dissection. In 1970, Cryosurgery was 

introduced. It involved freezing of the tonsil at a temperature of -195 degrees for a period of 

about 1.5 minutes. In 1994, laser was introduced by Grud Meyer using C02 and KTP laser which 

resulted in less pain and morbidity. In the early 2000s Coblation technique started to be used and 

has gained importance since then. Coblation technique has been widely accepted since it has 

shown to be highly effective in controlling bleeding and associated with lesser morbidity. 
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ANATOMY OF TONSIL 

Palatine tonsils are a pair of lymphoid tissue present in the oropharynx and forms a part of the 

Waldeyers ring. This fossa is formed by the muscles palatoglossus and palatopharyngeus. It has 

two poles- superior and inferior and two surfaces medial and lateral. It measures about 20-25 

mm,15-20 mm in length and width respectively and weighs about 1.5gm. It is enclosed by a 

fibrous capsule. It reaches maximum size till puberty and starts involuting and atrophies in 

adults. 

 Around 8-12 buds  grows into pharyngeal walls and forms 10-20 crypts. It is bounded laterally 

by superior pharyngeal constrictor muscle. The tonsil has got a well defined fibrous capsule. 

Between this capsule and the bed of the tonsil is loose areolar tissue which helps in achieving 

plane of dissection of the tonsil during tonsillectomy. This also forms a site of pus collection in 

cases of peritonsillar abscess.  

 The medial surface forms crypts, about 12–15 crypts can be seen. The largest crypt is called 

crypta magna or intratonsillar cleft which  represents ventral part of the second pharyngeal 

pouch. From these crypts arise the secondary crypts, within the substance of the tonsil. Cheesy 

material consisting of food debris, epithelial cells and bacteria can get collected within the crypts 

and can be expressed by pressure over the anterior pillars. 

The medial surface of the tonsil is covered by a semilunar fold in the upper pole extends between 

anterior and posterior pillars and encloses potential space called the supratonsillar fossa.  
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EMBRYOLOGY  

The tonsillar pillars forms from the second and third branchial arches3 from the dorsal extension 

of mesenchyme which forms the soft palate. Its  development  is seen during the fourteenth week 

of gestation. It is during this time  the mesenchyme of the underlying mucosa of the the  tonsillar 

fossa is invaded by the mononuclear cells and this condensation is differentiated into  lymphoid 

tissue. Tonsillar crypts are formed by the invagination of epithelium which can be  infiltrated by 

the lymphocytes4. The  lingual tonsil is developed  from lymphoid infiltration into the  tongue  

base which occurs at almost  same time as  the palatine tonsil development. Tonsillar bed is 

formed by the following structures i.e., the superior constrictor muscle, the glossopharyngeal 

nerve and the styloglossus muscle.  
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BLOOD SUPPLY  

Tonsil blood supply is from the External Carotid Artery: 

1. Tonsillar artery, branch of facial artery 

2. Ascending palatine artery  and  Ascending pharyngeal Artery  

4. Descending palatine artery, a branch of maxillary artery supplies the superior pole 

5. Lingual artery and its dorsal lingual branches supplies the lower pole 

  

VENOUS DRAINAGE: 

Veins from the tonsils drain into paratonsillar veins, which are present on lateral surface of tonsil 

which drains into the common facial vein and pharyngeal venous plexus. 

 

LYMPHATIC DRAINAGE: 

Palatine tonsils do not have afferent lymphatics. They do have dense plexuses of  lymphatic 

vessels surrounding each of the  follicles which forms efferent lymphatics. This  drains into the 

upper deep cervical nodes and through the retropharyngeal lymph nodes.  
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HISTOLOGY: 

The lymphocytes in the germinal centre are loosely packed due to the multiplication that occurs 

there. The palatine tonsil consists of lymphoid follicles in a connective tissue framework.  The 

medial surface is characterized by 15- 20 openings. These openings are irregularly spaced and 

leads to the tonsillar crypts which penetrates nearly the whole thickness of the tonsil. This quality 

distinguishes it  from other lymphoid organs. The mucous glands which are located peripheral to 

the tonsil also drains into the crypts. The crypts usually contain exfoliated epithelium and keratin           

 

 

Fig 1: Histology of tonsil 
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FUNCTION OF TONSIL: 

Palatine tonsil is a inner part of the Waldeyer’s ring. It acts as a guard at the air and food passage 

sites. Crypts of the tonsil increases the surface area of the lymphoid tissue and helps in its 

function. The Waldeyer's ring is a  lymphoid tissue band  which is composed of the adenoids  in 

the nasopharynx, laterally the palatine tonsils and anteriorly the lingual tonsils5. It has also got 

the presence of tubal tonsils around the opening of the eustachian tube and some amount of  

lymphoid tissue in the pharyngeal wall. The adenoid tissue is lined by ciliated epithelium.  The 

palatine and lingual tonsils are covered by stratified squamous non keratinizing epithelium6. The 

secondary follicles mainly contain B lymphocytes and a few T lymphocytes7. The lymphatic 

tissue in this region is also known as the mucosa-associated lymphatic tissue8 of the upper 

respiratory tract. Tonsils are also involved in secretory immunity by regulating immunoglobulin 

production. They contain endothelium system that can mediate antigen uptake 6 . Inflammation 

of the epithelium results in shedding of the immunologically active cells and are replaced by 

stratified squamous epithelium and hence decreases the antigenic transport function9. This leads 

to reduced activation of the B-cell system and decreased antibody production and decrease the 

immunity10 . 
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Fig 2: Waldeyer’s ring 

 

MICROBIOLOGY: 

Group A beta-hemolytic Streptococci 11 is the most commonly associated with tonsillitis. Many 

other organisms like  Staphylococcus aureus, Moraxella catarrhalis, and Hemophilus influenza 

are also of significance 12. In cases of polymicrobial infections organisms that produce beta 

lactamase can protect against Group A Streptococci 13. The viruses implicated are adenovirus, 

Epstein barr and herpes simplex virus. Anaerobic organisms 14 are also found to be present in 

these cases. 
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GRADING OF TONSIL 

Grade 0 : Tonsillar tissue not visualized 

Grade 1 : tonsils are seen just behind anterior tonsillar pillars  

Grade 2 :  tonsils are seen extending upto the anterior pillars  

Grade 3 :  tonsils are visible beyond the anterior pillars  

Grade 4 : tonsils are touching in the  midline or kissing tonsils 

 

Fig 3: Grading of tonsillar hypertrophy 
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CLINICAL FEATURES: 

Acute tonsillitis shows no sex predeliction. It is seen most commonly in children. It can present 

with history of fever, sore throat, painful and difficulty swallowing, pharyngeal erythema with or 

without tonsillar exudates 15.  Cervical lymphadenopathy, multiple small patches on the medial 

surface of tonsil can be also be seen. It can be divided into following types: 

• Acute follicular tonsillitis- Here infection spreads into the crypts and present as pustular 

points. 

 

• Acute parenchymatous tonsillitis- Here tonsillar substance is affected. Tonsil is enlarged 

and  erythematous 

 

. 

• Acute membranous tonsillitis- It follows acute follicular tonsillitis when exudation from 

the crypts merges to form  membrane on the surface. 

 

• Acute catarrhal tonsillitis- it is a part of generalized pharyngitis. 

 

Diagnosis is usually made by clinical assessment, bacteriological culture16 . Primary 

management is mainly supportive with antibiotics, analgesics and adequate hydration. 

Dexamethasone 17 has been used as an adjuvant and has shown to decrease pain in acute cases. 

Chronic tonsillitis may be a sequale of acute tonsillitis. It can be seen in children and young 

adults. Pathologically, microabscesses walled off by fibrous tissue have been seen in the 

lymphoid follicles of the tonsils. It is of the following types: 

1. Chronic Follicular Tonsillitis- Here tonsillar crypts are infected. 
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2. Chronic Parenchymatous Tonsillitis- Lymphoid tissue hyperplasia is seen. Tonsils are 

enlarged and cause dysphagia or impair speech or cause obstruction to airway during sleep 

causing apnoea 

3. Chronic Fibroid Tonsillitis- Here the tonsils are smaller in size but infected, with history of 

repeated throat pain. 

 

Fig 4: Chronic parenchymatous tonsillitis 
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INDICATIONS FOR TONSILLECTOMY: 

The American Academy of Otolaryngology–Head and Neck Surgery 18 (AAOHNS) suggested 

the following : 19  

• Enlarged tonsils causing upper airway obstruction  

 

• Peritonsillar abscess  

 

• Biopsy to define tissue pathology  

 

• Febrile convulsions due to tonsillitis 

RELATIVE INDICATIONS  

• Three or more infections per year despite adequate medical therapy  

 

• Persistent foul taste or breath that is not responding to medical therapy 

 

  

• Chronic or recurrent tonsillitis in a streptococcal carrier not responding to beta-

lactamase-resistant antibiotics  

PITTSBURG CRITERIA   

1.a) At least three episodes of tonsillitis 20 per year for three years.   

b) Each episode must have been characterized by 

• Temperature  of 38.3degree C or moremeasured orally21  

 

• Enlarged >2cm or tender  cervical lymph node. 

 

 

• Throat swab showing positive culture for group-A beta haemolytic streptococci  
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c)Adequate antibiotic therapy must be administered for  suspected or proved streptococcal 

episodes of infection  

d) Each episode must have been confirmed by clinical examination and recorded  

2. Peritonsillar abscess  

3.Chronic tonsillitis with symptoms of 6 months minimum 

4. Obstructive symptoms if tonsils are large 

5.  Muffled voice in children lesser than 6 years of age 

6.Chronic enlargement or tender cervical lymph nodes of more than equal to 2cm 

7. Lymphoproliferative disorder 22  

 

INFECTION   

1. Persistent tonsillitis 23 with persistent sore throat  

 

2. Tender cervical nodes   

 

 

3. Tonsillolith.  

 

NEOPLASIA – when there is suspicion of neoplasia especially in unilateral enlargement of 

tonsils  
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AS  A PART OF OTHER SURGERIES:  

• Palatopharyngoplasty which is done for sleep apnoea syndrome 

 

• Glossopharyngeal neurectomy.  

 

• Styloidectomy 

 

 

• Branchial fistula surgery 

 

SIGN GUIDELINES: The following  guidelines 24 suggests that all of the criteria must be met:  

o Sore throat  occurring due to tonsillitis  

 

o Symptoms  persisting for atleast one year  

 

 

o Five or more episodes per year  

 

o The episodes of sore throat  which are disabling and prevents normal functioning 

of the indivisual 
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TYPES OF TONSILLECTOMY: 

TONSIL GUILLOTINE(SLUDER)TECHNIOUE 

 This technique using tonsillotome and digital manipulation for tonsillectomy. The tonsil is 

inserted through the fenestra of the instrument, and the guillotine blade is closed to amputate the 

tonsil and its intact capsule from the fossa. Lymphoid tissue is left in the region of the plica 

triangularis and must also be removed to prevent it from becoming hypertrophic postoperatively. 

Additionally, an inadequate procedure may result in tearing of the tonsillar pillars or 

incompletely removing the tonsils so that a later revision procedure may be required. 

DISSECTION TONSILLECTOMY 

The commonest method of 'cold steel' tonsillectomy is the dissection method 25. After placing the 

patient in position and under anaesthesia, the mucosa overlying the tonsil capsule incised after 

retracting the tonsil medially. Dissection is proceeded in the plane  between the tonsil and the 

tonsillar bed with steel dissectors. During the dissection when bleeding is encountered ligature 

can be applied or diathermy can be used.  

DIATHERMY TONSILLECTOMY  

In recent times, the diathermy technique has been evolved from using it as a means for 

hemostasis. The major concerns included the chances of secondary haemorrhage rate and 

increased rate of pain in the patients. Both bipolar and monopolar cautery can be used. Majority 

of studies prove that using electrocautery can cause less bleeding and also uses less operating 

time. This method can cause increased morbidity when it comes to pain and return to diet.  
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HARMONIC SCALPEL  

The harmonic scalpel has also been used as one of the methods of tonsillectomy. In this 

technique, ultrasonic energy is used to cut and coagulate tissues 26. The temperatures used are 

lower than that used for electrocautery or lasers. In comparison with electrocautery and laser 

methods of dissection, cutting and coagulation of tissues occur at lower temperatures. There is 

decreased postoperative pain due to the lesser thermal damage. There are limited studies 

associated with the usage of harmonic scalpel. Few studies showed no difference between 

traditional method of electro cautery and the harmonic scalpel method when it comes to intra 

operative or postoperative bleeding. Hence the use of the harmonic scalpel for tonsillectomy can 

be a promising technique for future studies.  

LASER TONSILLECTOMY  

Laser stands for “LIGHT AMPLIFICATION BY STIMULATED EMISSION OF 

RADIATION”. It is used to minimize the intraoperative blood loss during the course of 

tonsillectomy. The use of this method for dissection of the tonsil has its own advantages in terms 

of reduced bleeding, postoperative pain and promotes rapid healing. Various types of different 

wavelength lasers have been studied like argon plasma coagulation 27(APC), Carbon dioxide 

(CO2) laser, Potassium titanyl phosphate (KTP), Neodymium:Yttrium aluminium garnet (Nd: 

Yag).  
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Fig 5: Argon Plasma Coagulation 

 

Fig 6: Bergler’s dissector used in Argon Plasma Coagulation 
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INTRACAPSULAR TONSILLECTOMY  

The use of power tools for various procedures in otolaryngology like in sinus surgery and 

adenoidectomy. The majority of studies demonstartes partial tonsillectomy or intracapsular 

tonsillectomy procedures 29. There have been reports of lesser postoperative hemorrhage rates 

and rapid recovery. This technique may not be applicable for  tonsillectomy.  

CRYOSURGICAL TECHNIQUE  

In this technique, tonsillar tissue is frozen by application of cryoprobe and then allowed to thaw. 

Two applications, each of 3-4 minutes, are applied. The tonsillar tissue will then undergo 

necrosis and leaves behind  granulating surface. In this method bleeding is found to be less. It is 

due to thrombosis of vessels caused by freezing at -82 degrees C by carbondioxide and -196 

degrees C by liquid nitrogen. It is also one of the cold methods.  

PLASMA-MEDIATED ABLATION TECHNIQUE  

In this method, the protons are energized to break the molecular bonds between tissues and thus 

help in the dissection of tissues. It is a one of the cold methods. It has not demonstrated any 

thermal damage. 

CAPSULOTOMY TECHNIQUES  

In this technique a part of the tonsil is ablated, leaving the tonsillar capsule intact. It is also 

known as tonsillotomy technique. In this method the thermal dissection of tissue is done by 

radiofrequency volumetric reduction (RFVR) by using a customized probe and surface laser 28 . 
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They are widely used but lacks randomized controlled trials. This technique may be considered 

in the younger population where it is necessary to leave some lymphoid tissue back. 

COBLATION TONSILLECTOMY  

Coblation, also known as  controlled abalation  is a technique that is widely popular from 1997 

after it was  first used commercially  in arthoscopy. Coblation is a method in which there is  

controlled removal of the tissue at relatively low temperatures usually 40º to70º celsius while 

integrity of surrounding tissue is maintained.  Using this radio frequency energy in a bipolar 

fashion with a conductive solution such as saline can energize the ions in the saline medium to 

form a plasma field . This field that is created contains high energy particles like ionized vapour 

layers  free radicals 30 and electron. It creates the energy that is necessary to break the tissue's 

molecular bonds and create an ablative path. These particles then get sufficient energy to break 

the molecular bond, causing tissue to dissolve at relatively low temperatures. Bleeding may be 

encountered which reflects the lack of familiarity with the technique. In some studies it has been 

reported that the bleeding rates are comparable with cold-steel dissection method. Few studies 

have demonstrated less postoperative pain when compared with other methods including 

conventional dissection.  
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Fig 7: ArthroCare coblator 

 

Fig 8: Coblator wand 



23 
 

 

 

Fig 9: Dissection with coblator wand 

 

 

RADIO FREQUENCY ABALATION  

The radiofrequency technique is a popular one. It is used for treating conditions like trigeminal 

neuralgia, tongue base reduction for OSA, turbinectomy for turbinate hypertrophy and palatal 

reduction for snoring. This technique is  used  to demonstrate  tonsillar reduction in children with 
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chronic tonsillitis 31. This technique operates in a temperature controlled manner by heating the 

target tissue through the probe and the dissection proceeds submucosally. The radiofrequency 

generator or the wand channelizes energy flow to a precise location thereby preventing damage 

to the surrounding tissue. The affected area then gets reabsorbed and shrinks the volume of the 

tissue while leaving the overlying mucous membrane intact with no damage. There is also an 

electrode available for tonsillar reduction. This is seen  in patients undergoing tonsillotomy 

procedure than the complete removal of the tonsil or tonsillectomy procedure. 

 

Fig 10: Ellman Radiofrequency machine 
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ANESTHESIA  

Usually done under general anaesthesia with endotracheal intubation or can also be done under 

local anesthesia as an office procedure 32. 

 The position used is the ROSE'S POSITION. Here the patient lies in supine position with head 

slightly extended by placing a pillow or a sand bag under the shoulders. Regardless of the 

technique of tonsillectomy used, positioning of the patient is of utmost importance. During 

positioning the patient care is to be taken to ensure that the head is not hanging. This is done to 

avoid injury to the cervical spine and postoperative neck pain especially in children. Children 

with Down’s syndrome should be evaluated  for C1-C2 subluxation preoperatively by the means 

of X rays of the cervical spine. These children usually  may have unusual laxity of the ligaments 

33 . Hyperextension of the neck during positioning should be avoided whenever possible in such 

cases. A Crowe-Davis  mouth gag 34 with a ring blade is placed taking care not to disturb the 

endotracheal tube anteriorly in the midline . This  blade has got a groove in the midline which is 

used to accommodate the endotracheal tube and to avoid its displacement during the procedure. 

The mouth gag is then fixed to a Draffins’s bipod stand. The mouth gag is then opened and 

examination of the upper lip is done and made sure that it is not trapped in the gag , most of the 

tongue base must be covered by the blade, and the tonsils should be  made visible fully from the 

superior to the inferior pole. The complications that usually occur during this procedure is 

dislodgement of teeth specially if they were loose. There can also be dislocation of the 

temporomandibular joint due to the position. Other complications can be related to the 

endotracheal tube such as its kinking  or its accidental dislodgement and should be immediately 

attended to.  
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STEPS OF OPERATION (DISSECTION AND SNARE METHOD): 

After applying the mouth gag, the tonsillar dissection is proceeded. Before starting the dissection 

the tonsils need to be fully exposed from the superior to the inferior pole. The tonsil is then held 

with a Dennis Brown tonsil holding forceps and pulled slightly medially. A mucosal incision is 

then placed at the junction of the anterior pillar. Care is taken not to include the uvula or injure it. 

The tonsillar dissection is then proceeded in the same plane by gently peeling the tonsillar tissue 

from its underlying structures. This can be done with the help of a tonsillar dissector. In this step 

of dissection radiofrequency or a coblator wand can also be used. Care must be taken not to go 

very deep into the fossa as it may injure the underlying tonsillar bed and can cause torrential 

bleed. The dissection is proceeded until the lower pole of the tonsil is reached. Once the lower 

pole is reached the tonsillar tissue is held within the tonsillar snare. The tonsil is then crushed 

within the snare and removed. This method reduces the chances of bleeding. Whenever snare is 

used it is advised to make sure that the surrounding structures like the pillars, uvula or the part of 

posterior pharyngeal tissue is not included in it. After the entire tonsillar tissue has been 

removed, bleeding points are noted. Saline soaked cotton balls or gauze can placed in the fossa to 

provide adequate pressure. After the dissection, the fossa is then thoroughly examined for 

presence of any remnant tonsillar tissue. The remnant tissue can be ligated or cauterized 

adequately else it can be a source of secondary hemorrhage. After the tonsil has been removed, it 

should be labeled properly with respect to the side before sending the specimen to 

histopathological examination. This is especially necessary if malignancy or lymphoma is 

suspected. To achieve hemostasis ligature can be applied to the bleeding points. Electrocautery 

can also be used for the same. In some instances a radiofrequency wand can also be used to 

control bleeding points. Despite all these measures if bleeding continues and the bleeding point 
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is not easily identifiable, a gelatin sponge or a gauze may be placed for several minutes to control 

the bleeding and identify the bleeding site. In cases of intractable bleeding suturing of the pillars 

is usually performed with non absorbable material. The needle should not be passed  deep into 

the fossa because of the fear of  large vessels getting  punctured which can further exacerbating 

the bleeding.  

 

 

Fig 11: Exposure of the tonsils on both the sides with the mouth gag insitu 
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Fig 12: Boyle Davis mouth gag in place secured with Draffin’s bipods 

 

Fig 13: Dissection and Snare method 
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POST OPERATIVE CARE : 

Patient should be placed in left lateral position after surgery. There should be no  suction 

apparatus used near the tonsillar fossa.  Use of blunt Yankauers aspirator is preferred since it can 

be less traumatic. Once the patient is conscious and alert oral fluids are started. Oral hygiene is 

ensured with diluted cold saline or hydrogen peroxide solution gargle. Mild analgesics and 

sedation can be used. The use of steroids has recently become popular. Dexamethasone is 

commonly used as it has shown to decrease nausea and vomiting and also lessens pain. Few 

studies show that in the early postoperative period, patients who receive dexamethasone seem to 

have less morbidity along with an added benefit of antiemetic effect. After 24 hours however 

there is no difference observed so a single perioperative dose may be justified in such cases. The 

ligatures applied during surgery can also slip causing reactionary haemorrhage.  In immediate 

postoperative period oral intake of liquids should be encouraged to prevent dehydration. Most 

patients can be discharged the next day. However normal activities tend to return in 2 weeks 

period. First follow up can be planned 1 week after surgery and subsequently after 1 month 

interval is advised. Patients are advised oral soft diet preferably ice creams. Smoking is  

prohibited as it causes inflammation of the tissues & prolongs healing. After 24 hrs of surgery or 

usually within this time tonsillar fossa is seemed to be covered with slough. Peripheral mucosa 

then gradually lines the wound and the healing is completed within three weeks of surgery 35. 

Despite adequate antibiotic the fossa can get infected and cause secondary haemorrhage. 
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COMPLICATIONS: 

1. BLEEDING- It is one of the most common and serious complications. It can be seen 

during the procedure, immediately after or can be delayed. Intra op hemorrhage can be 

due to coagulation disorders or damage to major vessels. Methods used to control 

bleeding includes applying pressure, cauterization of bleeder points and applying ligature. 

If the  bleeding control is not achieved by these methods, a biocompatible material like 

absorbable gelfoam is placed in tonsillar fossa. Tonsillar pillars can be sutured to provide 

constant pressure. In case of severe uncontrollable bleeding, ligation of major arteries 

may be needed. Thorough rexploration can reveal persistent hemorrhage can be seen 

from remnant tissue which is completely removed. Delayed bleeding is usually seen 

between 5th and 7th post operative days. Sometimes  small surface vessels could have 

reopened and produce clots  which prevents vessel retraction and can cause bleeding. The  

management includes evacuation of clot to control bleeding. If the above techniques of 

controlling bleeding fails, ligation of the External carotid artery & its branches is needed.  

 

2. INFECTIONS- Sometimes the postoperative fossa can get infected. Hence it is advised 

antibiotics atleast till the fossa is healed. Inflammation responds well to topical diluted 

hydrogen peroxide gargles. Significant infections require antibiotics for control after 

routine culture and sensitivity.  

 

 

3. POST OPERATIVE PAIN- It is one of the commonest complication of tonsillectomy. 

Many techniques have been devised to reduce the pain during the surgery. Use of laser, 
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radiofrequency and coblation methods have shown to be associated with less pain. The 

post operative pain is measured by visual analog scale. Adequate analgesics are provided 

to the patients with ibuprofen or paracetamol. 

 

4. INJURY TO ADJACENT STRUCTURES- can be seen like uvula, upper lips, tonsillar 

pillars, pharyngeal wall, base of tongue, soft palate, teeth and gingiva  

.  

5. HYPER NASALITY- Velopharyngeal insufficiency, is a relatively unusual 

complication of adenoidectomy than tonsillectomy. Patients in whom VPI develops 

should be evaluated and managed  by a speech language pathologist. Most of the  cases 

are usually transient and will resolves on its own. Some of them may require surgical 

intervention. 
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Fig 14: Tonsillar fossa at 6 hours 

 

Fig 15: Tonsillar fossa at 7 days 
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MATERIALS AND METHODS 

All eligible patients of either sex who fit the inclusion criteria will be enrolled and informed 

consent for participation will be taken. Assessment of patients would be done in outpatient 

department including history, general physical examination and examination of ear, nose and 

throat. On examination, grading of tonsillar enlargement would be done. Patients included in the 

study would be subjected to routine blood tests. 

PROCEDURE: 

All surgeries will be performed under general anaesthesia. Intraoperative bleeding would be 

assessed and graded as: 

Grade I – Less than 20ml 

Grade II – 20-50ml 

Grade III – More than 50ml 

Pain assessment would be done using FACES pain scale and Visual Analog Scale For each 

patient at 6 hours and  24 hours post-operatively. A combination of paracetamol and ibuprofen 

with appropriate dosage would be administered for a week. 

Assessment of tonsillar fossa on both sides after 24 hours and 7 days post operatively for slough. 

A combination of dilute betadine and hydrogen peroxide mouth gargles would be given to all 

patients postoperatively for 1 week.  

 



34 
 

The tonsillar fossa would be graded based on the amount of slough covering the fossa into: 

Mild <25% 

Moderate- 25-50% 

Severe- >50% 

Assessment of swallowing ability at 6 hours, 24 hours and 7 days post operatively with 

regards to return to normal diet. 

At 6 hours whether the patient is able to consume  ice-creams and liquid diet, at 24 hours for 

semisolid diet and at 7 days postoperatively for return to normal diet  

 

      SOURCE OF DATA: 

All the study subjects who meet the following criteria are included in the study:     

INCLUSION CRITERIA: 

1. Age more than 5 years and less than 40 years 

 

2. History of chronic recurrent tonsillitis : defined as recurrent throat infection of 7 or 

more attacks in the past year,or 5 or more attacks per year in the last 2 years, or 3 or 

more attacks per year for 3 years  despite adequate medical therapy. 

 

 

3. Hypertrophy – Causing upper airway obstruction 
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EXCLUSION CRITERIA: 

1. Age less than 5 years and more than 40 years 

 

2. Known case of bleeding disorder or hematological malignancies 

 

 

3. Unilateral tonsillar hypertrophy 

 

4. Presence of acute infection 

 

 

5. Refusal for surgery 

 

STUDY AREA:  Patients getting admitted in the inpatient Department of ENT section in 

SDM MEDICAL COLLEGE AND HOSPITAL, SATTUR, DHARWAD. 

STUDY PERIOD: NOVEMBER 2019 TO NOVEMBER 2020 

 

METHODS OF COLLECTION OF DATA: 

STUDY DESIGN:  Prospective, interventional study 

     SAMPLE: All the patients who fit the inclusion criteria during the study period would be                

divided into three groups based on their choice. 

           Group A : 30 patients undergoing conventional tonsillectomy 

    Group B : 30 patients undergoing radiofrequency tonsillectomy 
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    Group C :  30 patients undergoing coblation tonsillectomy 

SAMPLING PROCEDURE:  

The proposed study is a hospital based study centered in tertiary care hospital, Dharwad 

during the period from November 2019 to November 2020. Patients attending the 

Department of ENT in tertiary care hospital, Dharwad, who are diagnosed with recurrent 

chronic tonsillitis and fulfilling the said criteria and willing for the surgery and study will be 

included in the study. 

 

DATA COLLECTION: 

The study would be conducted in the Department of ENT, SDM College of Medical 

Sciences, Dharwad during the period from November 2019 to November 2020. 

 

METHODS: 

Data is analysed using R software version 4.1.2 and Excel. Categorical variables are given in the 

form of frequency table. Continuous variables are given in Mean ± SD/ Median (Min, Max) 

form. Chi-square test is used to check the dependency between categorical variables. One Way 

ANOVA is used to compare mean of different variables over types of Tonsillectomy. Kruskal 

Wallis test is used to compare the distributions of different variables over types of 

Tonsillectomy. To compare the pain score between 3 types of tonsillectomy along 2 time points, 
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repeated measures of ANOVA (autocorrelation structure) is used. Pairwise t test is used as post 

hoc. P-value less than or equal to 0.05 indicates significance.  

RESULTS: 

Data contains measurements on 70 subjects whose age ranges from 4 - 41 years with mean age 

13.3 ± 9.06 years. The following table gives the distribution of different variables.  

Table 1: Distribution of different variables. 

Variables Sub Category Number of Subjects (%) 

Age (years) 

0-9 36 (51.43%) 

10-19 18 (25.71%) 

20-29 10 (14.29%) 

30-39 5 (7.14%) 

40-49 1 (1.43%) 

Mean ± SD 

Median (Min, Max) 

13.3 ± 9.06 

9 (4, 41) 

Gender 

Female 35 (50%) 

Male 35 (50%) 

Types of 

Tonsillectomy 

Conventional Tonsillectomy 30 (42.86%) 

Radiofrequency Tonsillectomy 20 (28.57%) 

Coblation Tonsillectomy 20 (28.57%) 
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Majority (51.43%) subjects were aged less than 10 years. Out of 70 subjects, 50% were males 

and 50% were females. 30 (42.86%) had Conventional Tonsillectomy, 20 (28.57%) had 

Radiofrequency Tonsillectomy and 20 (28.57%) had Coblation Tonsillectomy. 

Below plot depict the same. 

 

Figure 16: Age wise distribution of subjects. 

 

Figure 17: Distribution of subjects according to types of Tonsillectomy. 
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The following table gives the comparison of age and gender with types of Tonsillectomy. 

Table 2: Comparison of age and gender with types of Tonsillectomy. 

Variables Sub Category 

Conventional 

Tonsillectomy 

Radiofrequency 

Tonsillectomy 

Coblation 

Tonsillectomy 

p-value 

Age (years) 

0-9 14 (46.67%) 9 (45%) 13 (65%) 

0.063MC 

10-19 5 (16.67%) 8 (40%) 5 (25%) 

20-29 6 (20%) 2 (10%) 2 (10%) 

30-39 5 (16.67%) 0 0 

40-49 0 1 (5%) 0 

Mean ± SD 

Median (Min, Max) 

15.73 ± 10.31    

10.5 (4, 36) 

13 ± 8.53      

11 (5, 41) 

9.95 ± 6.47       

7 (4, 27) 

0.0839A 

Gender 

Female 16 (53.33%) 9 (45%) 10 (50%) 

0.8465C 

Male 14 (46.67%) 11 (55%) 10 (50%) 

Abbreviation: C – Chi square test, MC – Chi square test with Monte Carlo Simulation, A – One-

Way ANOVA. 

From Chi square test, we observe that there is no significant association of age and gender with 

types of Tonsillectomy. 

From one-way ANOVA, we observe that, there is no significant difference in mean age over the 

types of Tonsillectomy.  
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Below plot depict the same. 

 

Figure 18: Distribution of subjects according to age and types of Tonsillectomy. 

 

Figure 19: Distribution of subjects according to gender and types of Tonsillectomy. 
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The following table gives the comparison of Intra Operative Bleeding in different  types of 

Tonsillectomy. 

Table 3: Comparison of Intra Operative Bleeding in different types of Tonsillectomy. 

Types of Tonsillectomy 

Intra Operative Bleeding 

p-value 

Mean ± SD Median (Min, Max) 

Conventional Tonsillectomy 51.67 ± 11.17 50 (30, 80) 

< 0.001K* Radiofrequency Tonsillectomy 27 ± 8.01 30 (20, 50) 

Coblation Tonsillectomy 7.5 ± 2.56 7.5 (5, 10) 

Abbreviation: K – Kruskal Wallis test, * indicates statistical significance. 

From Kruskal Wallis test, we observe that, there is significant difference in the distribution of 

intra operative bleeding and types of Tonsillectomy. From post hoc analysis (Dunn test), we 

observe that intra operative bleeding is significantly different between all possible pairs of types 

of Tonsillectomy (p-value < 0.001). 
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Below plot depict the same. 

 

Figure 20: Mean plot of intra operative bleeding and types of Tonsillectomy. 

The following table gives the comparison of pain score at different time intervals and types of 

Tonsillectomy. 
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Table 4: Comparison of pain score at different time intervals in different  types of Tonsillectomy. 

Types of Tonsillectomy 

Time intervals 

p-value 

6 hours 24 hours 

Conventional  

7.13 ± 0.57 

7 (6, 8) 

5.6 ± 0.72 

6 (4, 7) 
< 0.001T* 

< 0.001G* 

0.7965 T: G 

Radiofrequency 

4.45 ± 0.51 

4 (4, 5) 

3.15 ± 0.37 

3 (3, 4) 

Coblation  

5.6 ± 0.68 

5.5 (5, 7) 

4.45 ± 0.51 

4 (4, 5) 

Abbreviation: T – Time, G – Group (Types of Tonsillectomy), T: G- Interaction, * indicates 

statistical significance. 

From repeated measures of ANOVA, we observe that, there is no significant interaction effect of 

time and types of Tonsillectomy on pain score. From post hoc test, it is observed that, there is 

significant difference in pain score at 6 hours and 24 hours (p-values < 0.001) and there is 

significant difference in pain score between all the pairs of types of Tonsillectomy (p-values < 

0.001). 

 

 



44 
 

 

      Below plot depict the same. 

 

Figure 21: Mean plot of pain score at different time intervals and types of Tonsillectomy. 

The following table gives the comparison of slough in Tonsillar Fossa  at different time intervals 

in different   types of Tonsillectomy. 

Table 5: Comparison of Tonsillar Fossa for slough at different time intervals and types of 

Tonsillectomy. 

Variables  

Conventional 

Tonsillectomy 

Radiofrequency 

Tonsillectomy 

Coblation 

Tonsillectomy 

p-value 
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Tonsillar Fossa 

slough at 6 hours 

25%-50% 14 (46.67%) 20 (100%) 8 (40%) 

< 0.001MC* 50%-75% 16 (53.33%) 0 0 

>75% 0 0 12 (60%) 

Tonsillar Fossa 

slough at 7 days 

0%-25% 17 (56.67%) 20 (100%) 0 

< 0.001MC* 25%-50% 13 (43.33%) 0 9 (45%) 

50-75% 0 0 11 (55%) 

Abbreviation: MC – Chi square test with Monte Carlo simulation, * indicates statistical 

significance. 

From Chi square test, we observe that, Tonsillar Fossa slough at 6 hours and 7th day are 

significantly associated with types of Tonsillectomy. 

Further, from Wilcoxon test, it is observed that, there is significant difference in the distribution 

of tonsillar fossa slough at 6 hours and at 7th day. 
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Figure 22: Distribution of slough in Tonsillar Fossa  at 6 hours in different   types of 

Tonsillectomy. 

 

Figure 23: Distribution of Tonsillar Fossa slough at 7th day in different   types of Tonsillectomy. 

The following table gives the comparison of swallowing at different time points over types of 
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Table 6: Comparison of swallowing at different time points over types of Tonsillectomy. 

Time 

intervals 
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Radiofrequency 
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Tonsillectomy 

6 hours Liquids/semisolids 30 (100%) 20 (100%) 20 (100%) 

24 hours solids 30 (100%) 20 (100%) 20 (100%) 

7 days Regular diet 30 (100%) 20 (100%) 20 (100%) 

We observe that, all patients had similar swallowing capacity at 6 hours, 24 hours and 7th day 

irrespective of types of Tonsillectomy. 
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DISCUSSION 

In our study there were 30 patients included in the conventional tonsillectomy group, 20 patients 

in the radiofrequency tonsillectomy group and 20 patients in the coblation tonsillectomy group. 

The earlier decided sample size for radiofrequency and the coblation group were also 30 each but 

the sample size could not be reached due to lesser surgeries performed during the COVID-19 

pandemic. 

Majority of the patients in this study were in the age group of less than 10 years who met the 

above criteria for tonsillectomy which mainly included repeated tonsillar infections and airway 

obstruction. This was also demonstrated in a study conducted by Noah Parker et al 36. It was also 

observed in another study conducted by Paramasivam et al 37  

In our study there was maximum blood loss seen in conventional tonsillectomy. Paramasivam 

VK 38 also described conventional tonsillectomy associated with greater blood loss. The mean 

intraoperative blood loss in the Conventional tonsillectomy group was found to be more than 

double that of the Coblation group in a study conducted by Desmond Nunez et al 39 

In our study there was minimal bleeding noted in coblation tonsillectomy. 

 Vangelin.G 40  demonstarted in a meta analysis report that intra operative bleeding was 

significantly less in the  coblation method. Hong SM et al 41performed a study in patients 

undergoing tonsillectomy and demonstrated coblation tonsillectomy had lesser blood loss in 

pediatric patients. 
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In a meta analysis of published trials “ Hemorrhage rate after coblation tonsillectomy” by Ralph 

Mosges et al prospective, randomized and controlled studies  were included and data collected 

from 796 patients concluded that coblation is a safe and effective method for tonsillectomy 

compared to other   radiofrequency based techniques in terms of haemorrhage 42 

However there was one case in our study that presented with post tonsillectomy hemorrhage after 

1 week in the coblation group which was managed conservatively with IV antibiotics and 

tranexamic acid. Similarly a study conducted by Christian H.Heidemann et al “Post 

tonsillectomy hemorrhage: assessment of risk factors with special attention to the  introduction 

of coblation technique” concluded that the use of coblation significantly affects  the occurrence 

of post tonsillectomy hemorrhage when coblation procedures are performed by non experienced 

surgeons43 

O’Leary and Vorrath 44 reported higher blood loss with the traditional method than that obtained 

with coblation method. 

Belloso et al 45 claimed that coblation tonsillectomy was associated with a lesser incidence of 

secondary hemorrhage, more significantly in the pediatric population 

More recently a study of coblation versus diathermy dissection in a study group of 64 patients 

demonstrated a significantly higher haemorrhage rate in the coblation group (22.2% versus 

3.4%)  46 
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In this study there was less postoperative pain in the radiofrequency group when compared with 

other two groups. A study conducted by Stefan Konsulov et al “Comparison between Coblation 

assisted tonsillectomy versus Conventional tonsillectomy regarding the postoperative pain and 

bleeding on 60 children, 30 conventional and 30 coblation tonsillectomy concluded that 

coblation assisted tonsillectomy is less harmful and effective alternative method to the traditional 

dissection tonsillectomy. Coblation assisted tonsillectomy compared to the other methods does 

not lead to deep burning or damaging of surrounding tissues and is not predisposing factor for 

postoperative infection and bleeding. Thus it significantly lessens the post-operative pain, 

leading to better post operative quality of life, faster recovery and healing of postoperative 

wound47 

 A study conducted by Mehmet Ali Babademez et al “ Comparison of radiofrequency ablation, 

laser and   coblator techniques in reduction of tonsil size “ included 79 children concluded that 

the severity of pain    was not significantly different in the coblation and the radiofrequency  

group in the short term follow up, although the number of pain free days experienced was 

significantly lesser in radiofrequency 

group48                                                                                                                                                

A pilot study conducted by Leif Back et al concluded that  bipolar  radiofrequency thermal 

ablation and  Traditional tonsillectomy were associated with similar postoperative morbidity49 

A study conducted by AbdulkareemRidaFida et al “ Assesment of postoperative pain scores in 

thermal welding and conventional tonsillectomy techniques: A randomized control study” 

concluded that  thermal welding is superior to the conventional technique , with less 

postoperative pain scores, compared to  conventional tonsillectomy technique50 
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According to Wong-Baker Faces Pain Rating Scale 51 the pain score in the postoperative week is 

significantly lower in the radiofrequency group than coblation group followed by the 

conventional group. 

 Few of the beginning studies on coblation showed a significant lessening in post operative pain 

scores. However some studies reported no remarkable reduction in pain with coblation method. 

Nastasha Polites et al 52demonstarted that coblation tonsillectomy was  significantly less painful 

method and also found that coblation method caused less pain  post operatively. 

Timms MS 53 et al  conducted a study and suggested maximum improvement in post operative 

pain levels in coblation method.  

In our study tonsillar fossa had maximum slough postoperatively in the coblation group followed 

by conventional and then the radiofrequency group. This was done by series of clinical 

examinations of the oral cavity. The fossa is not sutured routinely and hence donot contribute to 

the risk of bleeding postoperatively as was demonstrated by Bruce Matt et al 54  

Throat pain is considered to be the most common post operative complication which delays the 

early intake of food within the first twent four hour post operative period 55. It is insignificant in 

our study and patients could take  adequately orally with adequate analgesics in all the three 

comparison groups.   

Temple RH et al 56 described in their study that coblation has advantages in post operative period 

& promotes rapid return to normal diet in patients. 
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CONCLUSION 

This study was conducted to compare the three types of tonsillectomies in 70 patients. There 

were equal number of males and females included in the study. In the conventional group, the 

average intraoperative bleeding was noted to be 51.67 ± 11.17 which was the maximum in all the 

groups. The pain score in this group was 7.13 ± 0.57 and 5.6 ± 0.72 after 6 hours and 24 hours. 

Patients in this group did not have any postoperative complications and could return back to their 

normal diet with minimal morbidity. In the radiofrequency group, the intraoperative bleeding 

was about 27 ± 8.01. the pain score was the least in this group 4.45 ± 0.51 and 3.15 ± 0.37 after 6 

hours and 24 hours which was significant. In the coblation group however the intraoperative 

bleeding was noted to be the least 7.5 ± 2.56. This shows that coblation method can cause 

minimal blood loss however there was one reported case of secondary hemorrhage in this group.  

In all the three types of tonsillectomies, conventional group had the maximum amount of 

intraoperative bleeding and least in the coblation group. The postoperative pain was least in case 

of radiofrequency group, however the patients in all the three groups could return to their normal 

diet irrespective of the pain. The tonsillar fossa was covered with maximum slough in the 

coblation group. 

To conclude, conventional tonsillectomy is easier to perform but can be associated with more 

intraoperative bleeding. In terms of postoperative pain, radiofrequency method is preferred 

followed by the coblation method. Coblation method is associated with minimal bleeding 

intraoperatively but can be associated with more slough on tonsillar fossa and can also cause 

secondary hemorrhage. 
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SUMMARY: 

 The interventional study was conducted in the Department of Otorhinolaryngology, SDM 

college of medical sciences and Hospital, Sattur, Dharwad, Karnataka from November 2019 to 

June 2021. 

• This study was conducted to compare the three types i.e., conventional, radiofrequency and 

coblation method of tonsillectomies in 70 patients.  

• There were about 35 males and 35 females included in the study.  

• All of the patients who met the inclusion criteria and were willing to undergo surgical 

method of their choice were included in the study. 

• The conventional method was tonsillectomy was performed by the dissection and snare 

method. Radiofrequency tonsillectomy was performed using the radiofrequency wand and 

the coblator wand was used for dissection in the coblator method. 

• In the conventional group, the average intraoperative bleeding was noted to be 51.67 ± 11.17 

which was the maximum when compared to all  the groups. The pain score in this group was 

7.13 ± 0.57 and 5.6 ± 0.72 after 6 hours and 24 hours. Patients in this group did not have any 

postoperative complications and could return back to their normal diet with minimal 

morbidity.  

• In the radiofrequency group, the intraoperative bleeding was about 27 ± 8.01. the pain score 

was the least in this group 4.45 ± 0.51 and 3.15 ± 0.37 after 6 hours and 24 hours which was 

significant. In the coblation group however the intraoperative bleeding was noted to be the 

least 7.5 ± 2.56. However there was one reported case of secondary hemorrhage in this 

group.  
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ANNEXURE 1 

PROFORMA 

PRE- OPERATIVE ASSESSMENT 

Name:                                                                           OP no:    

Age:                                                                              IP no: 

Sex:                                                                               DOA: 

Occupation:                                                                   DOD: 

Address: 

Chief complaints: 

History of present illness 

Recurrent episodes of throat pain Difficulty swallowing: 

Difficulty breathing: 

Snoring: 

Others:  

History of past illness(comorbidities): 

Family history: 

Personal history: 
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General physical examination: 

 Pulse:                     

Pallor:                                 

Clubbing: 

 BP:                                         

  Icterus :                       

Lymphadenopathy: 

   Temp:                                      

Cyanosis:                                        

Edema: 

Systemic Examination: 

CVS :                                R/S                                        P/A                            CNS 

 

ENT and Head & Neck Examination: 

Throat : 

ORAL CAVITY 

 Lips: Buccal mucosa: 

 Gums and teeth:  Tongue: 

 Floor of mouth:   Hard palate:  

OROPHARYNX 

Soft palate 

Post. Pharyngeal wall: 

 

Uvula 

Tonsils and pillars 

  IDL: 
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Neck examination: 

 

Ear:                                              Right                                      Left 

Pre auricular area: 

Pinna: 

Post auricular area: 

Ext. auditory canal: 

Tympanic membrane: 

Tuning fork tests: 

• Rinnes test 

• Weber test: 

• ABC: 

Mastoid: 

Facial nerve: 

Fistula test: 
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Nose:                                            Right                                        Left 

External framework                                        

Vestibule: 

 Anterior rhinoscopy: 

Posterior rhinoscopy: 

Cold spatula test: 

Paranasal  sinuses: 

Investigations: 

HB BT/CT 

TLC PLATELET COUNT 

RBS HIV, HbsAg, HCV 

 
PT/APTT/INR BLOOD GROUP 

 

 

 

 

 

ANNEXURE 2 
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INFORMED CONSENT FORM  

 

I _____________________________________________  declare that I have been informed  in 

detail about the dissertation- “A COMPARATIVE STUDY OF CONVENTIONAL, 

RADIOFREQUENCY AND COBLATION METHODS OF TONSILLECTOMY” and I  hereby 

give consent to be included as a subject in it. 

       I have  been informed to my satisfaction by the attending doctor, Dr.POOJA G Y, the 

purpose of the study, That the study  consists of  3 groups , the first group, would  be subjected to 

Conventional tonsillectomy,the second group undergoing radiofrequency tonsillectomy and the 

other group would be undergoing coblation tonsillectomy and I would be part of either of the 3 

groups based on my choice.  

        I have also been informed about the routine investigations, treatment options, involved cost 

of all the three different surgeries and complications like bleeding, infection, injury to 

surrounding structures and loss of teeth. This has been explained to me in the language I 

understand and I fully consent for the same. 

 

 

I also give full consent to use the data obtained during the study for the purpose of publication in 

professional journals.  
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Signature of the doctor (investigator)                  Signature of the patient / relative 

                                                                                          Name: 

                                                                                          Relationship: 

  Name of the doctor (investigator)                                    Address: 

                                                                              Signature of the  witness:            

                                                                                            Name: 

                                                                                             Address: 

Date: 

          

  

 

           

                                                                                                                                                                                            

 

 

 

 

                           

ಎಸ್ಡಿಎಂ ಕಾಲ ೇಜ್ ಆಫ್ ಮೆಡಿಕಲ್ ಸ ೈನ್ಸಸ & ಹಾಸ್ಪಿಟಲ್ 
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ಸತ್ತೂರು, ಧಾರವಾಡ 580009 

 

ನನಗೆ/ನಮಗೆ_____________________________________________________________, 

“ಟಾನ್ಸಿಲೆಕೆಟೊಮಿ ಸಾಾಂಪ್ರದಾಯಿಕ,ರೆೇಡಿಯೊಫ್ರೇಕೆೆನ್ಸಿ ಮತ್ತು ಕೆಟೇಬೆಲೇಷನ್ಸೆಧಾನಗಳ ತ್ತಲನಾತ್ಮಕ 

ಅಧ್ಯಯನ”ಪ್ರಬಾಂಧ್ದ ಬಗೆೆ ನನಗೆ ವಿವರವಾಗಿ ತಿಳಿಸಲಾಗಿದೆ ಎಾಂದತ ಘಟೇಷಿಸಿ ಮತ್ತು ಅದರಲ್ಲಲ ಒಾಂದತ ವಿಷಯವಾಗಿ 

ಸೆೇರಿಸಲತ ನಾನತ ಈ ಮಟಲಕ ಒಪ್ಪಿಗೆ ನ್ಸೇಡತತೆುೇನೆ. 

ಹಾಜರಾದ ವೆೈದಯರಿಾಂದ ನನನ ತ್ೃಪ್ಪುಗೆ ನನಗೆ ತಿಳಿಸಲಾಗಿದೆ, ವೆೈದಯ ಪ್ೂಜಾ ಜಿ ವೆೈ ಇವರಿಾಂದ, ಅಧ್ಯಯನದ ಉದೆದೇಶ. 

ಅಧ್ಯಯನವು 3 ಗತಾಂಪ್ುಗಳನತನ ಒಳಗೆಟಾಂಡಿದೆ. ಮೊದಲ ಗತಾಂಪ್ಪನಲ್ಲಲ, ಸಾಾಂಪ್ರದಾಯಿಕ ಟಾನ್ಸಿಲೆಕೆಟೊಮಿಗೆ 

ಒಳಪ್ಟ್ಟೊರತತ್ುದೆ, ಎರಡನೆೇ ಗತಾಂಪ್ು ರೆೇಡಿಯೊಫ್ರೇಕೆೆನ್ಸಿ ಟಾನ್ಸಿಲೆಕೆಟೊಮಿಗೆ ಒಳಗಾಗತತ್ುದೆ ಮತ್ತು ಮಟರನೆಯ ಗತಾಂಪ್ು 

ಕೆಟೇಬೆಲೇಷನಾೊನ್ಸಿಲೆಕೆಟೊಮಿಗೆ ಒಳಗಾಗತತ್ುದೆ .ನನನ ಆಯ್ಕೆಯ ಆಧಾರದ ಮೇಲೆ ನಾನತ 3 ಗತಾಂಪ್ುಗಳಲ್ಲಲ 

ಒಾಂದಾಗತತೆುೇನೆ. 

ವಾಡಿಕೆಯ ತ್ನ್ಸಖೆ, ಚಿಕಿತೆಿಯ ಆಯ್ಕೆಗಳು, ಒಳಗೆಟಾಂಡಿರತವ ವೆಚ್ಚ ಮತ್ತು ತೆಟಡಕತಗಳ ಬಗೆೆಯಟ ನನಗೆ 

ತಿಳಿಸಲಾಗಿದೆ.ರಕುಸಾರವ, ಸೆಟೇಾಂಕತ, ಸತತ್ುಮತತ್ುಲ್ಲನ ರಚ್ನೆಗಳಿಗೆ ಗಾಯ ಮತ್ತು ಹಲತಲಗಳ ನಷೊ ದಾಂತ್ಹ 

ತೆಟಾಂದರೆಗಳು ಅದರ ಬಗೆೆ ತಿಳಿಸಲಾಗಿದೆ. ನಾನತ ಅರ್ಥ ಮಾಡಿಕೆಟಳುುವ ಭಾಷೆಯಲ್ಲಲ ಇದನತನ ನನಗೆ ವಿವರಿಸಲಾಗಿದೆ 

ಮತ್ತು ಅದಕಾೆಗಿ ನಾನತ ಸಾಂಪ್ೂರ್ಥವಾಗಿ ಒಪ್ುಿತೆುೇನೆ. 
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ವೃತಿುಪ್ರ ನ್ಸಯತ್ಕಾಲ್ಲಕಗಳಲ್ಲಲ ಪ್ರಕಟಣೆಯ ಉದೆದೇಶಕಾೆಗಿ ಅಧ್ಯಯನದ ಸಮಯದಲ್ಲಲ ಪ್ಡೆದ ಡೆೇಟಾವನತನ ಬಳಸಲತ 

ನಾನತ ಸಾಂಪ್ೂರ್ಥ ಒಪ್ಪಿಗೆ ನ್ಸೇಡತತೆುೇನೆ. 

 

ವೆೈದಯರಸಹಿ(ತ್ನ್ಸಖಾಧಿಕಾರಿ)                                                         ರೆಟೇಗಿಯ /ಸಾಂಬಾಂಧಿಕರಸಹಿ 

 

ವೆೈದಯರ ಹೆಸರತ (ತ್ನ್ಸಖಾಧಿಕಾರಿ)                                                         ಹೆಸರತ 

 

                                                                                                     ಸಾಂಬಾಂಧ್ 

ವಿಳಾಸ 

ದಿನಾಾಂಕ 

ಸಥಳ                                                                                               ಸಾಕ್ಷಿಯ ಸಹ  

                                                                                                     ಸಾಕ್ಷಿಯ ಹೆಸರತ    
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ANNEXURE 5 

MASTER CHART 
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ANNEXURE 6 

 


