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ABSTRACT

Introduction: Coblation, a form of radiofrequency surgery,
involves using radiofrequency energy to create a plasma field
through a conductive medium. This technique dissociates the
medium into high-energy ions that break intercellular bonds,
leading to tissue dissociation. Coblation is performed at low
temperatures, making it less painful and conducive to healing
in airway surgeries.

Aim: To evaluate the indications, advantages, and outcomes of
coblation-assisted airway surgeries.

Materials and Methods: A prospective cohort study was
conducted from November 2019 to May 2021 at the Department
of Ear, Nose and Throat (ENT), Seth GS Medical College and KEM
Hospital, Mumbai, Maharashtra, India. Patients with breathing
difficulties, voice changes, or airway obstruction symptoms
were included. A detailed history, physical examination, and
diagnostic procedures were carried out. Coblation was employed
under general anaesthesia for laryngeal or tracheal pathology.
Data on intraoperative findings, blood loss, hospital stay, and
postoperative improvements were recorded in a worksheet-
based program, Numbers version 13.1 for macOS. Deductions

Original Article

Application of Coblation for Airway Disorder
Management in ENT Practice:
A Prospective Cohort Study

based on the data were presented using bar charts and diagrams.
Continuous variables were summarised using summary statistics,
while categorical values were estimated using frequencies and
percentages.

Results: A total of 15 patients underwent coblation-assisted
surgeries. Breathlessness was the most common symptom 11
(73.33%), followed by stridor in 10 (66.67%) and decreased
oxygen levels in 8 (53.3%) were observed. Indirect laryngoscopy
showed no findings compared to 70-degree scopy in detecting
subglottic stenosis. Intraoperatively, 40% had Grade-Il, and 27 %
had Grade-lll subglottic stenosis. The average postoperative
stay was five days. At one month, 73% showed improvement,
particularly those with subglottic stenosis, while no improvement
was seen in 27% of cases.

Conclusion: Coblation-assisted airway surgeries offer benefits like
minimal collateral damage and reduced blood loss. In this study,
73% of patients showed improvement, suggesting coblation’s
potential advantages over other modalities. Although cost remains
a concern, coblation’s ability to reduce postoperative morbidity
and improve healing time makes it a promising tool in airway
surgeries.
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INTRODUCTION

Coblation (Controlled Ablation) technology has emerged as a
revolutionary tool in the field of airway surgeries within ENT medicine,
revolutionising the way delicate procedures are performed with
enhanced precision and minimal tissue damage [1]. This innovative
technique harnesses the principles of controlled plasma-mediated
ablation, offering a superior alternative to traditional methods.

At the heart of coblation technology lies its intricate mechanism,
which involves the application of radiofrequency energy to a
conductive medium, often a saline solution. The energy excites
the ions within the medium, forming a precisely controlled plasma
field due to the dissociation of saline into high-energy ions (sodium
and chloride ions). This plasma, while maintaining a relatively low
temperature (between 60°C and 70°C), efficiently breaks down
tissue on a molecular level. As a result, tissue is gently disintegrated
without the undesirable collateral damage associated with high-
temperature cautery techniques. This finely tuned process ensures
that surrounding healthy tissue remains largely unaffected, leading
to reduced postoperative pain, faster recovery times, and improved
patient outcomes [2].

The most compelling benefit of coblation is its ability to operate at
lower temperatures, thereby mitigating the risks of thermal injury to
adjacent tissues. This translates to reduced scarring, less disruption
of delicate structures, and minimised complications during airway
surgeries. Moreover, the precision of coblation technology allows
for intricate procedures in challenging anatomical areas, such as
the vocal cords, trachea, nasal passages, tonsils, and adenoids,
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where the preservation of healthy tissue is paramount for optimal
functionality [3].

The present study was conducted at the tertiary care centre to
evaluate the indications, advantages, and outcomes of coblation-
assisted airway surgeries. During the course of the study, the
importance of thorough clinical and radiological evaluations was
highlighted to accurately diagnose various airway pathologies
presenting at the centre.

MATERIALS AND METHODS

A single-centre prospective cohort study was conducted at the
Department of ENT of Seth GS Medical College and KEM Hospital,
Mumbai, Maharashtra, India from November 2019 to May 2021.
The study was conducted in accordance with ethical standards
and received approval from the Institutional Ethics Committee (IEC)
(IEC(I)YOUT/679/2020) on December 31, 2020, for project number
EC/141/2019. Consents were obtained from the patients using the
approved format provided by the ethics committee.

Inclusion criteria: Patients who presented to the ENT-Outpatient
Department (OPD) with symptoms indicating airway pathology. These
symptoms included stridor, breathlessness, fall in oxygen saturation,
changes in voice, nasal obstruction, and other miscellaneous
symptoms.

Exclusion criteria: Patients with tonsillar-adenoid hypertrophy or
those deemed unfit for surgery were excluded from the study.

Due to the COVID-19 pandemic and the resulting lockdown in India,
the number of elective procedures performed was significantly
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reduced as our hospital served as a COVID-19 care centre.
Additionally, the lack of public transportation during the lockdown
prevented patients from seeking medical care. Therefore, the study
included patients who presented to the department during the
pandemic after proper screening for COVID-19 infection.

Before surgery, a detailed history of presenting complaints, present
illness, past medical history, and personal history was recorded.
Special attention was given to rule out any previous surgeries or past
traumas. Physical examinations were conducted, including anterior
rhinoscopy, diagnostic nasal endoscopy, indirect laryngoscopy, and
70-degree scopy. All patients underwent Computed Tomography
(CT) scans from the skull base to the mediastinum with contrast,
including the paranasal sinuses, to assess the level of obstruction
before planning for surgery.

Patients with tracheal/laryngeal stenosis were graded preoperatively
based on severity and compared with postoperative grading. The
Cotton-Myer grading system was used for the paediatric age group,
with Grade 1 indicating 0-50% obstruction, Grade 2 indicating 51-
70% obstruction, Grade 3 indicating 71-99% obstruction, and
Grade 4 indicating no detectable lumen [4].

The McCaffery classification was utilised for grading laryngotracheal
stenosis in adults based on the subsites and length of the stenosis.
Stage 1 encompassed subglottic or tracheal lesions less than 1 cm
in length, Stage 2 involved subglottic lesions longer than 1 cm
without tracheal involvement, Stage 3 included subglottic lesions
with tracheal involvement but not affecting the glottis, and Stage 4
consisted of subglottic, tracheal, and glottic lesions with fixed vocal
cords [5].

Patients received counseling regarding the nature of the disease,
available treatment options, benefits and limitations of surgery,
postoperative care, postoperative medical treatment, and the
potential for success or complications. Prior to surgery, all patients
were started on prophylactic broad-spectrum antibiotics (@amoxicillin-
clavulanic acid) with the dosage adjusted based on their weight.
Patients with laryngotracheal pathologies underwent preoperative
nebulisation with budesonide. In cases of Juvenile Nasopharyngeal
Angiofibroma (JNAF), preoperative embolisation was performed to
reduce tumour vascularity. The goal of these interventions was to
minimise airway secretions, oedema, and facilitate bronchodilation
in lower airway procedures. Nebulisation using budecort and
levosalbutamol was administered. For upper airway procedures,
nasal decongestion was achieved by applying a patty dipped in a
solution of 4% lignocaine plus 4cc adrenaline.

In cases of laryngeal or tracheal pathology, the procedure was
performed under general anaesthesia with the patient in a supine
position. Orotracheal intubation or intermittent apnoea was used
for tracheal pathology. The patient was placed in Boyce’s position,
and a micro-laryngoscope with chest suspension was used to open
their mouth wide [6]. After positioning the direct laryngoscope, the
laryngeal lesions or tracheal pathology were fully visualised, and the
micro-laryngoscope tube was pushed posteriorly.

The Laryngeal Coblation Wand was then introduced transorally,
set to 5 for coblation and 3 for coagulation. Saline irrigation and
a suction apparatus were connected via tubing. The tissue was
gently coblated and separated from the laryngeal lesions using
the coblator. A laser endotracheal tube was unnecessary since the
risk of fire was not present. The base of the laryngeal lesion was
completely coblated, ensuring no gross remnant lesions remained.
Any bleeding points were immediately cauterised, with minimal
damage to the adjacent healthy mucosa.

For nasal pathology, coblation system for sinonasal tumours were
utilised. The mass was dissected using the coblator wand and
removed in its entirety. Any bleeding points were cauterised using
the coagulation mode. Hemostasis was achieved with minimal
blood loss.
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Postoperatively, patients with laryngotracheal stenosis who underwent
coblation-assisted surgery were admitted to the postoperative ward.
They were given a course of steroids and antibiotics (dexamethasone
in tapering doses and broad-spectrum antibiotics, such as amoxicillin-
clavulanic acid, as per departmental protocol) to prevent postoperative
oedema and infection. Patients who underwent glottic procedures
were advised complete voice rest for 10 days to facilitate proper
wound healing. In the case of nasopharyngeal mass removal, nasal
packs were removed on postoperative day 2.

All patients were followed-up at intervals of one month, three months,
and six months after surgery for assessment. Assessment included
findings from the 70-degree examination and airway assessment
under general anaesthesia for laryngotracheal pathologies. Stenosis
grade was determined in cases of stenosis. For nasal and palatal
pathologies, endoscopy was performed to check for recurrence or
new pathology.

STATISTICAL ANALYSIS

All the data obtained were recorded in a predesigned case record
form. The data obtained from all patient case records were entered
into a worksheet-based program, specifically Numbers version 13.1
for macOS. Relevant deductions based on the data were presented
using bar charts and diagrams. Summary statistics were used to
summarise continuous variables, while frequencies and percentages
were calculated for categorical values.

RESULTS

The present study included 15 cases in which coblation-assisted
surgery was performed, out of which 9 (60%) were males and
6 (40%) were females.

Among the 15 patients, breathlessness was the most prevalent
symptom 11 (73.3%), followed closely by stridor 10 (66.67%). Nasal
obstruction and miscellaneous symptoms, including epistaxis and
oral mass, were less common, each affecting 6.67% of the patients
[Table/Fig-1,2].

Age (years) n (%)
0-10 3 (20)
11-20 3(20)
21-30 2 (13)
31-40 4 (27)
41-50 2 (13)
51-60 1(7)

[Table/Fig-1]: Age distribution of study participants (n=15).

Symptoms n (%)
Breathlessness 11 (73.3)
Stridor 10 (66.67)
Fall in oxygen saturation 8 (53.3)
Change in voice 2 (18.3)
Nasal obstruction 1(6.67)
Miscellaneous

Epistaxis 1(6.67)
Oral mass 1(6.67)

[Table/Fig-2]: Frequency of symptoms.

In the present study, indirect laryngoscopy and 70-degree scopy
were conducted in all patients, except for the patient with a palatal
cyst where it was not possible due to complete obstruction of the
oral cavity and oropharynx. Out of 14 patients [Table/Fig-3], vocal
cord in a paramedian position and polypoidal masses on the anterior
commissure were each identified in one patient through indirect
laryngoscopy and the 70-degree examination. Glottic stenosis was
found in two patients using both methods. Subglottic stenosis was
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exclusively detected in four (28.57%) patients via the 70-degree
examination. In the majority of cases, no significant findings were
observed, with 10 patients identified through indirect laryngoscopy
and six through the 70-degree examination.

Number of patients
where clinical finding
was identified on indirect

Number of patients
where clinical finding
was identified on

Clinical findings (n=14)* laryngoscopy 70 degree scopy
Vocgl cord in paramedian 1(7.14%) 1(7.14%)
position

Polypmdal masses on 1(7.14%) 1(7.14%)
anterior commissure

Glottic stenosis 2 (14.28%) 2 (14.28%)
Subglottic stenosis none 4 (28.57%)
No significant finding 10 (71.42%) 6 (42.85%)

[Table/Fig-3]: Comparison between indirect laryngoscopy and 70-degree findings

in patients.
*Indirect laryngoscopy or 70 degree scopy was not possible in the patient of palatal cyst

The aetiologies identified in the study were classified based on
anatomical site into the laryngo-tracheal region, nasopharyngeal
and sinuses, and oral and oropharyngeal region [Table/Fig-4].

Anatomical site Aetiology Percentage (%)
Subglottic stenosis 8 (563.33)
Glottic stenosis 2(138.33)
Granulations over the posterior wall of
. 1(6.67)
Laryngo- subglottis
tracheal region - -
Small polypoidal mass over anterior
" ) . 1(6.67)
commissure of vocal cord and in subglottis
Bilateral abductor vocal cord palsy with
e . 1(6.67)
minimal chink
Nasopharyngeal . -
and Sinuses Juvenile Nasopharyngeal Angiofibroma (JNAF) 1(6.67)
Oral and Palatal cyst 1(6.67)
oropharyngeal

[Table/Fig-4]: Classification of the aetiologies identified in the present study.

In the present study, subglottic narrowing was observed in 8 (53.3%)
cases on CT scan [Table/Fig-5,6]. Radiological investigation was
not conducted for the patient with a palatal mass.

CT findings n (%)
Subglottic narrowing 8 (563.3)
Glottic narrowing* 3(20)
Mass over glottis 1(6.67)
Nasopharyngeal mass extending into paranasal sinuses 1)

[Table/Fig-5]: Aetiologies identified on CT scan in the present study.
*On CT scan, glottic stenosis and bilateral vocal cord palsy was reported as narrowed glottis

[Table/Fig-6]: CT scan skull base to mediastinum with contrast: (a) Sagittal section
representing Grade-Il subglottic stenosis; (b) Axial section representing Grade-II glottic
stenosis.

Among the 15 patients, the most common intraoperative finding
[Table/Fig-7] was adult Grade-Il subglottic stenosis (five patients)
[Table/Fig-8], followed by adult Grade-lll subglottic stenosis (two

patients) and adult Grade-lll glottic stenosis (two patients). Other

findings included granulations [Table/Fig-9], small polypoidal masses
(laryngeal papillomatosis), bilateral abductor vocal cord palsy with a
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minimal chink, a pinkish globular mass in the left nasal cavity [Table/
Fig-10], and a large palatal mass in one patient each.

Intraoperative findings (n=15)

Number of patients

Paediatric Grade-Il Subglottic stenosis™

1

Adult Grade-Il Subglottic stenosis*

Adult Grade-Ill Subglottic stenosis*

Adult Grade-Ill Glottic stenosis*

5
2
2

Granulations over posterior wall of subglottis

Small polypoidal masses over anterior commissure of
vocal cord and in subglottis (laryngeal papillomatosis)

Bilateral abductor vocal cord palsy with minimal chink

Pinkish globular mass in left nasal cavity

Large palatal mass

[Table/Fig-7]: Classification of intraoperative findings in the present study.
*McCaffery classification [5] for laryngotracheal stenosis used for adults (>18 years); **Cotton-Myer

classification [4] for subglottic stenosis used for paediatric age group

a b

[Table/Fig-8]: (a) Grade-Il sub-glottic stenosis intraoperatively; (b) Endoscope

assisted (intraoral) release of stenosis using coblation wand.

[Table/Fig-9]: Endoscope assisted posterior subglottic granulations (white arrow)
removal using coblation. Black arrow representing the normal trachea underneath.

[Table/Fig-10]: (a) Endoscopic image of right-sided JNAF in a 14-year-old male
child; (b) Coblation assisted removal of nasal mass (using Evac 70 coblator wand).

Intraoperative blood loss was less than 10 mL in 13 patients
who underwent coblation-assisted surgeries for laryngotracheal
pathologies. It was approximately 15 mL for the patient with palatal
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mass excision and approximately 600 mL in the patient who
underwent JNAF excision.

The majority of the patients (60%) in the present study had a hospital
stay of approximately five days after coblation-assisted surgeries
[Table/Fig-11].

No. of days n (%)
4 2(13)
5 9 (60)
6 3(20)
7 1(7)

[Table/Fig-11]: Hospital stay (n=15).

At the end of one month, five patients improved from Grade-Il to
Grade-| subglottic stenosis, followed by two patients who improved
from Grade-lll subglottic stenosis to Grade-Il subglottic stenosis. No
improvement was found in three patients, out of which two patients
had Grade-lll subglottic stenosis and one patient had Grade-ll
subglottic stenosis. One patient had minimal scar tissue over the
posterior subglottis. The patient with laryngeal papillomatosis had
minimal scarring in the subglottis in the postoperative period. The
patient with bilateral vocal cord palsy showed no improvement on
follow-up. The remaining two patients (patients with JNAF and
palatal cyst) showed good results in the postoperative period.
Postoperative changes seen in the first month remained almost the

same at the end of the third and sixth months [Table/Fig-12].

The majority of the patients, showed improvement, while no
improvement was noticed in 4 (27%) of the cases [Table/Fig-13].

Intraoperative
findings (N=15)

Follow-up
findings at one
month

Follow-up
findings at
three months
follow-up

Follow-up
findings at
six months
follow-up

Grade-Ill subglottic
stenosis (N=2)*

Grade-I subglottic
stenosis* (N=2)

Grade-Il subglottic
stenosis* (N=2)

Grade-Il subglottic
stenosis* (N=2)

Grade-I subglottic
stenosis (N=5)*
Grade-I subglottic
stenosis (N=1)**

Grade-| subglottic
stenosis™ (N=5)

Grade-| subglottic
stenosis* (N=5)

Grade-I subglottic
stenosis™ (N=5)

Grade-Il subglottic
stenosis™ (N=1)

Grade-Il subglottic
stenosis™ (N=1)

Grade-Il subglottic
stenosis™ (N=1)

Grade-lll Glottic
stenosis (N=2)*

Grade-lll Glottic
stenosis (N=2)*

Grade-lll Glottic
stenosis (N=2)*

Grade-lll Glottic
stenosis (N=2)*

Granulations over
posterior wall of
subglottis (N=1)

Minimal scar tissue
over posterior wall
of subglottic (N=1)

Minimal scar
tissue over
posterior wall of
subglottic (N=1)

Minimal scar
tissue over
posterior wall of
subglottic (N=1)

Small polypoidal
masses over anterior
commissure of
vocal cord and in
subglottis (laryngeal
papilomatosis) (N=1)

Glottis is normal
with minimal scar
tissue present in
subglottis (N=1)

Glottis is normal
with minimal scar
tissue present in
subglottis (N=1)

Glottis is normal
with minimal scar
tissue present in
subglottis (N=1)

Bilateral abductor
vocal cord palsy
with minimal chink
(N=1)

Bilateral vocal cord
palsy with minimal
chink (N=1)

Bilateral vocal cord
palsy with minimal
chink (N=1)

Bilateral vocal cord
palsy with minimal
chink (N=1)

Pinkish globular
mass in left nasal
cavity (N=1)

Postoperative
fibrotic changes
(N=1)

Postoperative
fibrotic changes
(N=1)

Postoperative
fibrotic changes
(N=1)

Large palatal mass
(N=1)

Postoperative
fibrotic changes
(N=1)

Postoperative
fibrotic changes
(N=1)

Postoperative
fibrotic changes
(N=1)

[Table/Fig-12]: Comparison of intraoperative clinical findings with postoperative
1st, 39 and 6" month follow-up visits.

*McCaffery classification [5] for laryngotracheal stenosis used for adults (>18 years); **Cotton-Myer
classification [4] for subglottic stenosis used for paediatric age group

Observation (N=15) n (%)
Improvement 11(79)
No improvement 4(27)

[Table/Fig-13]: Overall improvement of cases in the present study (based upon
postoperative follow-up at 1, 3 and 6 months).
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DISCUSSION

Airways refer to the passages through which air travels in and out of
the respiratory system. They are divided into two main sections: the
upper airways, which include the nose, mouth, pharynx, and larynx,
and the lower airways, comprising the trachea beyond the carina,
bronchi, and lungs. These divisions play a crucial role in maintaining
proper airflow and filtering and conditioning the inhaled air [7].

The present study was conducted in the Department of ENT at
a tertiary care hospital in Mumbai to highlight the importance of
coblation in various airway procedures.

Study comprised 15 patients, with the majority (60%) being males
and 40% being females. In the present study, the majority of cases
were in the age group between 31 to 40 years, followed by the
younger age groups. Comparing different age groups with affected
airway aetiologies is not significant as it depends on the availability of
cases at a particular centre. Several studies have been undertaken
that highlight the importance of coblation in different age groups [8,9].

With the development of the healthcare sector, more patients are
presenting at an earlier stage of the disease, enabling us to operate
on them at a younger age. Coblation used in these patients leads to
a rapid improvement in symptoms and shorter hospital stays [10,11].

The majority of the patients in present study had laryngeal or tracheal
pathology, and hence breathlessness was one of the most common
symptoms among them. It was present in 11 patients, out of which
10 had stridor, and decreased oxygen levels were observed in
eight of them. Al-Bazzaz F et al., and Geffin B have reported that
a laryngo-tracheal narrowing that reduces the airway diameter to
8 mm produces symptoms during exertion, while a stenosis that
reduces the airway to 5 mm causes inspiratory obstruction and
stridor at rest [12,13].

Most of the patients presented with respiratory distress (73.33%)
and a fall in oxygen saturation, along with stridor (53.33%). Chan
CL et al., conducted a study on 10 patients, where all of them
presented with a certain degree of respiratory distress and two had
marked stridor [9]. Respiratory distress and/or stridor are not seen
unless there is an obstruction in the central airway, which can lead to
acute airway obstruction, often a dire medical emergency. A drop in
oxygen saturation is an alarming sign and indicates an acute airway
obstruction, which is more commonly seen in glottic and subglottic
pathologies [14,15].

During 70-degree scopy, airway obstruction was found in eight
patients, whereas indirect laryngoscopy detected airway pathology
in only four cases. Indirect laryngoscopy showed no findings
compared to 70-degree scopy in detecting subglottic stenosis. It
can be concluded that 70-degree scopy provides an enhanced
view, better clarity, and improved visualisation of hidden areas
compared to indirect laryngoscopy. Therefore, subglottic stenosis
was evident on 70-degree scopy, which was not visulised on
indirect laryngoscopy.

Using a 70-degree scope to visualise laryngeal lesions provides a
better understanding of the pathology as it offers a clearer field of
vision and reduces the chance of fogging, enabling visualisation of
hidden areas on indirect laryngoscopy [16,17].

However, CT scan has become the investigation of choice before
surgery to determine the exact site and extent of the lesion. Virtual
bronchoscopy, in particular, is noteworthy as it provides a 3D
reconstruction of the airway, aiding in better understanding of the
location and extent of the lesion [18,19]. As part of our protocol, CT
scan was performed on all the patients, which revealed subglottic
stenosis in 53.3% and glottic stenosis in 20% of cases. Therefore, a
CT scan may be the best tool for diagnosing airway compromise.

CT is a valuable and sensitive imaging modality for detecting airway
pathologies [20]. All patients underwent coblation-assisted airway
surgery under general anaesthesia. Intraoperative findings were
noted, revealing Grade-Il subglottic stenosis in 40% of patients and
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Grade-ll subglottic stenosis in 27% of cases. The remaining 33%
of cases had other causes of upper airway obstruction.

Coblation was used to release laryngeal obstructions, and in the
majority of cases (87%), blood loss was less than 10 mL. There
was minimal collateral damage and limited scar tissue formation,
consistent with other studies [4,9,21,22].

The average hospital stay observed in the majority of the patients
was five days, with no significant postoperative complications.

In present study, five patients showed improvement from Grade-ll
to Grade-| subglottic stenosis, while two patients improved from
Grade-lll to Grade-Il subglottic stenosis. However, three cases did
not show any improvement. Similar results have been reported
in studies on coblation-assisted subglottic stenosis release [23].
Huang J et al., have also emphasised the precise and rapid ablation
integrated with suction and coagulation functions of this technique
compared to traditional surgical resection and anastomosis [24].

One case of laryngeal papillomatosis that was successfully removed
using coblation. On follow-up, the patient did not show any recurrence.
She CP et al., studied 21 cases of laryngeal papillomatosis treated
with coblation and reported four cases of recurrence [25]. Few long-
term follow-up studies have shown a reduction in the frequency
of disease recurrence per year per patient with increasing age,
suggesting that the disease may improve as immunity improves [26].
However, in the present study, the presence of a single patient and a
shorter follow-up period can be confounding factors.

In this study, a patient with bilateral abductor vocal cord palsy was
treated using Dennis Kashima’s surgery with coblation. However,
the patient did not showed significant improvement on follow-up.
This finding was not in line with the study conducted by Benninger
MS et al., which demonstrated a 100% improvement in cases of
bilateral vocal cord palsy without postoperative stenosis, concluding
that this technique was a safe and effective approach for treating
bilateral abductor vocal cord palsy [27]. The non concordance in
present study may be attributed to the presence of a single case
compared to other studies. Moreover, it has been postulated that
under-correction of the airway is better than over-correction, as
it allows for simpler revision surgery if needed. Over-correction
during the initial airway procedure often results in a poorer voice
outcome and can make revision surgery more challenging [28]. In
our patient, fibrosis had developed, which is considered a common
phenomenon [29], and it can be reduced by preserving the inter-
arytenoid mucosa.

JNAF is a benign, locally invasive vascular tumour that typically
affects young males and is located in the sinonasal region. Due
to the absence of a tunica media layer, this tumour is prone to
intraoperative bleeding, which can limit resection and increase the
risk of complications. In present study, endoscopic JNAF excision
using the coblation technique resulted in minimal intraoperative
blood loss and only postoperative fibrotic changes on follow-up
was observed, with no evidence of recurrence in the patient [30].

A similar study conducted by Cannon DE et al., on a series of four
patients who underwent coblation-assisted endoscopic resection
also suggested that coblation is a relatively safe and efficient modality
[31]. It reduces bleeding, decreases the need for instrumentation,
and improves visualisation during surgery.

In present study, on subsequent follow-up at one month, three
months, and six months, 73% of the patients showed improvement,
while no improvement was seen in 27% of the cases. Coblation
reduces postoperative morbidity, and direct endoscopic visualisation
ensures complete excision of the pathology. The use of small tips for
dissection allows access to all areas, resulting in a significant reduction
in residual tissue. Additionally, minimal damage to surrounding tissue
is an added advantage, leading to shorter hospital stays. However,
the high cost of the coblator wand limits its use, particularly in patients
from lower socio-economic backgrounds.
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This study highlights the potential of coblation technology to
revolutionise airway surgeries, but further research and larger-scale
studies are necessary to establish its efficacy across a broader
patient population.

Limitation(s)

The study is limited by a small sample size, which consisted of
only 15 patients. This sample size was chosen due to the limited
availability of patients at the tertiary care centre during the COVID-19
pandemic. The pandemic resulted in a reduced number of patients
seeking medical care, as well as our hospital being designated as
a COVID-19 referral centre during the study period. Additionally,
our hospital primarily serves the economically disadvantaged
population, which further limited patient recruitment due to the lack
of financial support for acquiring the expensive wands required for
coblation surgeries.

Another limitation was that the study was conducted at a single
tertiary care centre, which limits the diversity of patient demographics
and clinical presentations. This may affect the generalisability of the
findings to a broader population.

It is important to acknowledge these limitations and consider them
when interpreting the results of the study. Further research with
larger sample sizes and multicentre studies are needed to overcome
these limitations and provide more robust evidence regarding the
efficacy of coblation in airway surgeries.

CONCLUSION(S)
Coblation-assisted surgeries offer precise treatment for various
pathologies, leading to positive outcomes in conditions such as
subglottic stenosis and laryngeal papillomatosis. The study showed
that 73% of patients demonstrated improvement after undergoing
coblation-assisted procedures, highlighting the potential benefits of
this technique compared to traditional methods. Additionally, the study
revealed that patients who underwent coblation-assisted surgeries
experienced shorter hospital stays, with the majority requiring only
five days of hospitalisation. Furthermore, these patients also showed
improved healing.
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