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Abstract

Background and Objectives: The middle ear inflammatory disease known as otitis media with
effusion is characterized by the presence of endotympanic fluid in the absence of any acute ear
infection symptoms or indicators. The purpose of this research was to find out how adenoidectomy
affected middle ear function in kids with persistent adenoiditis and to see if there was a correlation
between the degree of adenoid hypertrophy in these kids and hearing loss.

Methods: This cross-sectional study was conducted on 50 patients of both sexes with chronic
adenoiditis who were attending the ENT outpatient department by sequential sampling technique.
Results: The study's findings indicate that an adenoidectomy successfully treats middle ear effusion
and greatly enhances postoperative hearing. Adenoidectomy is the established therapy for conditions
such as obstructive sleep apnea syndrome and the cardio-respiratory implications of severe chronic
adenoid hypertrophy. On the other hand, milder cases of chronic adenoiditis may not necessitate
surgical intervention. Multiple randomized controlled trials have shown the efficacy of nasal steroid
spray in treating allergic rhinitis and chronic adenoiditis.

Conclusion: Without a doubt, adenoidectomy effectively drains middle ear effusions and results in a
notable improvement in postoperative hearing.
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Introduction

Recent studies have yielded fresh information regarding the efficacy of adenoidectomy in
treating children with otitis media with effusion (OME) that has not improved with
appropriate medical treatment. Before the widespread adoption of tympanostomy tubes in the
late 1950s, adenoidectomy was the primary surgical intervention for chronic otitis media
with effusion. Starting from the 1960s, the frequency of adenoidectomies in the United
States gradually declined, while remaining unchanged in other countries [*-¥l. This trend was
likely influenced by a number of erroneous studies that indicated the ineffectiveness of
adenoidectomy. Each year in the United States, more than 500,000 children suffering with
chronic OME (i.e., OME that has not responded to medical treatment) have treatment with
tympanostomy tubes. It seems that adenoidectomy is increasingly being utilized in
conjunction with tube insertion. Advocates have put up arguments in favor of utilizing
adenoidectomy as the main course of treatment for older children who have secretory OME.
Otitis medium (OM) refers to any inflammation that occurs in the middle-ear cavity located
behind an intact tympanic membrane (TM) ©8. OME can be directly influenced or
predisposed by certain disorders, such as dysfunction of the eustachian tube (ET), ongoing or
prior inflammation in the middle ear, nasal inflammation resulting from upper respiratory
tract infection, and allergic rhinitis. There are two primary categories of OM, namely Acute
OM and chronic OME. Studies have been conducted to investigate the involvement of
adenoids in causing OME. Adenoidectomy is now being more commonly used as a treatment
for OME due to recent studies that have shown its effectiveness [ €1,

Materials and Methods

This cross-sectional study was carried out in Department of ENT, Sambhram Institute of
Medical Sciences, Kolar, Karnataka, India on patients with chronic adenoiditis from
November 2018 to October 2019 who were attending the ENT outpatient department. The
method of successive sampling was applied.
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Inclusion criteria

» Male and female patients between the ages of 5 and 12

years.

» Exhibiting grade 3, 4, and adenoid hypertrophy upon
presentation to the Ear, Nose, and Throat Outpatient

Department (ENT OPD).

Exclusion criteria
e Individuals with coagulation disorders.

Table 1: Age group distribution of the site

e Individuals suffering from cleft palates and other
craniofacial deformities.

e Patients suffering from upper respiratory infections,
systemic ailments, and neuromuscular problems, as
well as those with tubotympanic and atticoantral kinds
of chronic suppurative otitis media (CSOM), are
included.

Results
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Site
Age group Choana Multiple site Peritubaric region The superior part of the nasopharynx
<7 2 7 1
>7 11 8 18 3
Table 2: The distribution of endoscopic grading according to age groups is being analyzed.
Endoscopic grading
Age group Grade 3 Grade 4 Total
<7 9 6 15
>7 26 9 35
Total 35 15 50
Table 3: The distribution of radiological grading according to age groups.
Radiological grading
Age group Mild Moderate Severe Total
<7 3 4 1 8
>7 15 25 2 42
Total 18 29 3 50
Table 4: Comparative analysis of hearing improvement before and after surgery in different age groups
Hearing improvement difference Age group N Mean + SD
Preoperative - 1 month <7 6 12.00+ 5.00
postoperative difference >7 44 11.10+4.24
Preoperative - 3 months <7 6 11.90+4.89
postoperative difference >7 44 12.01+5.47
Table 5: A comparison of the improvement in hearing before and after surgery at a specific location.
Hearing improvement difference Site N Mean + SD
Choana 8 10.55+2.63
. . . Multiple site 13 12.73+3.74
Preoperative - 1-month postoperative difference Peritubaric region 03 07.35+4.53
The superior part of the nasopharynx 05 05.61+7.53
Choana 03 05.68+4.23
Preoperative - 3 months postoperative difference Multiple sites 15 15.74+ 3.74
The superior part of the nasopharynx 03 05.80+5.82
Table 6: Evaluating the enhancement in hearing before and after surgery using endoscopic grading.

Hearing improvement difference Endoscopic grading Mean + SD
Preoperative - 1-month Grade Il 9.54+4.52
postoperative difference Grade IV 10.35+3.96
Preoperative - 3 months Grade Il 10.54+4.12
Postoperative difference Grade IV 9.57+4.52

Table 7: Assessment of hearing improvement before and after surgery based on radiological grading
Hearing improvement difference Radiological grading N Mean + SD
Preoperative - 1-month Mild 11 10.56+4.99
Mild 12 12.43+4.53
Preoperative - 3 months postoperative difference Moderate 23 11.76+4.98
Severe 04 11.83+4.09

Discussion

Adenoidectomy is the established treatment for conditions
including obstructive sleep apnea syndrome and cardio-

respiratory
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linked to severe chronic adenoid
hypertrophy. In less severe cases of chronic adenoiditis,
non-surgical therapies may be considered as an alternative.
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Several randomized control trials have demonstrated the
effectiveness of nasal steroid spray in the treatment of
allergic rhinitis and chronic adenoiditis.

According to Brooks' research, 50% of the patients were
between the ages of 5 and 7 [, Analyzed is the study
conducted by Reddy, which produced similar results. The
age range of children aged seven and older is when the
adenoid is most noticeable.

Our survey revealed a moderate male predominance in
comparison to female participants. Tos and Stangerup have
demonstrated that male children exhibit a greater incidence
of SOM (Serous Otitis Media) in comparison to female
children, most likely as a result of the higher representation
of males in childhood ailments. Paradise et al. have
discovered that there is no noticeable difference between
genders in the occurrence of SOM. Male teenagers are more
susceptible to childhood contamination compared to female
children, mostly because they have greater exposure to
allergens and pathogenic pathogens (13251,

According to Di Francesco, OME mainly affects children in
the preschool age group due to a disturbance in the
Eustachian tube, which may be caused by the enlargement
of the adenoids. Regarding gender distribution, our study
found a small male majority, with 25 individuals (55.55%)
being male and 20 participants (44.44%) being female. This
data is consistent with the results obtained by Yassan et al.,
who said that 62% of their participants were male.

Adenoid hypertrophy in children with OME led to a range
of symptoms. The symptoms observed in the study were as
follows: nasal obstruction/snoring in all 45 patients (100%),
mouth breathing in 41 cases (91.11%), sleep apnoea in 27
cases (60.0%), and aural fullness in 28 cases (62.22%) [16-
18]. The results of this study align with the findings of a
research conducted by Yeldirin et al., where they reported
comparable symptoms in 23 children with adenoid
hypertrophy and OME. More precisely, they discovered that
all 23 cases (100%) had nasal blockage, 12 cases (52%)
experienced snoring, 2 cases (8.7%) had rhinolalia, and 1
case (4.3%) had obstructive sleep apnoea. Egeli et al.
conducted a study on a sample of 64 youngsters in order to
investigate the symptoms of AH. The symptoms that were
identified include nasal congestion, breathing via the mouth,
and speech that lacks nasal resonance. The investigation
revealed that every subject encountered nasal obstruction or
snoring. In addition, 91.11% of patients reported the act of
breathing through their mouth, 60.0% of patients had the
condition of sleep apnoea, and 62.22% of patients
experienced a sensation of fullness in their ears 1201,
Retraction of the tympanic membrane was observed in
66.66% of instances, although the presence of air bubbles
was only found in 15.55% of cases. In 13.33% of cases, a
cone of light was not detected.

All patients underwent routine postoperative follow-up.
Further evaluation demonstrated a significant improvement
in hearing ability and tympanogram, with statistical
significance.

The average audiometry measurements before surgery, one
month after surgery, and three months after surgery are
24.2,13.28, and 12.2, respectively. The p-value is extremely
important, as it is below 0.0001. The study concluded that
there was no significant improvement in hearing at one
month and three months after the operation, regardless of
age, gender, site, adenoid grading, or radiological grading.
According to the study conducted by Fria et al., the mean
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degree of hearing impairment resulting from conductive
factors is 27 decibels (dB). However, OM's research
indicates that the average level of conductive hearing loss is
24,5 dB. The investigation conducted by Dempster and
Mackenzie in Glasgow has revealed a hearing impairment
of 26 Db [2-23],

Conclusion

Adenoid hypertrophy can make children more susceptible to
middle ear problems, which can have a detrimental impact
on their hearing. Adenoid hypertrophy in children can be
efficiently treated by performing an adenoidectomy, which
helps alleviate eustachian tube congestion and eliminate the
source of infection. The study's findings indicate that an
adenoidectomy is an effective treatment for middle ear
effusion and has a considerable positive impact on
postoperative hearing.
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