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Coblation’ Surgical Pearls and Postoperative Guide

Patient Benefits

« Better patient outcomes with minimal pain and fast recovery
» Reduced post-op pain and less frequent use of narcotics? Surgical Pearls
« Less incidence of postoperative nausea and throat swelling 2

. . TP
* Quicker return to normal diet and activities Coblator® Il Settings: e Coblation = 6-7 e Coagulation = 3 (increase as necessary)
o Less thermal penetration to adjacent healthy tissue! . . . . . .

P J y Saline Flow: e Continuous saline flow is required for effective ablation and
« Faster healing of tonsillar fossae? coagulation and to minimize clogging.
« Less incidence of post-op neck pain* Active Electrodes: ¢ Position Wand tip towards tonsil and away from lateral

pharyngeal constrictor.
e Hover the tip over the tissue to allow for plasma layer formation

e Use the leading edge of the tip to make the intial incision or blunt
dissection at the superior pole in order to identify the tonsillar plane.

Surgeon Benefits

Traction: e Retract tonsil inferomedially at all times.
o One device for both tonsillectomy and adenoidectom
¥ y Coagulation: e Coagulation is optimized when the Wand tip is laid flat onto the
— Shorter operating time bleeder with direct pressure. Canting the tip from side-to-side may

also aid in achieving hemostasis.
» Ease of hemostasis throughout procedure

— Variable coagulation for optimal hemostasis

— Minimal intra-operative blood loss?

» Fewer post-op calls to physician’s office during the 14-day

follow-up period

Remember to leave a small interface between the tissue and tip of the
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Post-dissection Surgery Pearls

Tonsillar fossae following
Coblation Tonsillectomy

Patient Post-op Protocol

Days 1-14:

Oral Intake: Fluids, Fluids, Fluids!
Patients must drink throughout the
recovery process. Cool, sweet drinks
and soft solids work best. Water,

ice cream, apple juice, ice pops,
bananas, pudding, pasta, etc., all

tend to be well tolerated.

Hard foods, sharp foods, crunchy
foods, and spicy foods must be

avoided.

» Rough up tonsillar fossae (Yankhauer tip, 4x4 or index finger).

Coagulate inferior and superior poles and/or any other oozing areas to

ensure tonsillar fossae is dry.

— Use a laryngeal mirror for increased visualization of underlying vessels.

« Close mouth gag for 30 seconds, open mouth and confirm field is dry.

o If necessary, repeat coagulation of the inferior and superior poles as well as

in the middle of the tonsillar fossae.

It is common for patients who have undergone Coblation Tonsillectomy to
feel better than expected following their surgery, with most patients resuming

a normal diet and activities within just a few days.

Therefore, it is critical that the patient avoid vigorous activity e.g., sports,
running, hanging from the monkey bars, for 14 days after the procedure.
This will help to reduce the risk for post-op bleeding and/or

other complications.?

Potential Tonsillectomy Complications: For all tonsillectomy procedures,
in addition to general anesthesia risks, 2-3% of all patients can experience
post-op bleeding (up to 5-10 days after surgery). Fever may be present, and
dehydration and weight loss can occur, especially among children who

are reluctant to eat or drink.

Weighted Average of Literature Tonsillectomy Re-Bleed Rates
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The averages were computed for each patient group (adult, children,combined) and each of the treatment methods by weighting
each rate based on the study’s sample size.
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