
deafness and obstructive sleep apnea. Small adenoids reported
in 63 patients (21.2%) and were treated for their complaints by
their primary physician. Two hundred and thirty-four patients
(78.8%) with large adenoids were referred to the
otolaryngology department of these 33 patients lost follow up.
One hundred and nineteen referred (40.1%) patients were
treated conservatively, while 82 patients (27.6%) who showed
resistance to medical treatment under went adenoidectomy
with or without other related surgical procedures.

Conclusion: It was concluded that radiological examination
in the management of adenoidal hypertrophy had a limited
role, increased Radiological Department workload, wastage of
resources in addition to unnecessary radiation exposure. 
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denoids are normal lymphoidal tissue in the
postnasal space; they tend to reach its maximum size

in school-aged children1 that may cause snoring, mouth
breathing, runny nose and glue ears. However, small
adenoids can also be associated with some of these
symptoms, warranting treatment. It is a common practice
to request for a lateral naso pharyngeal x-ray when
adenoidal hypertrophy is suspected in a child. A number
of objectives investigating tools have been suggested to
diagnose adenoidal hypertrophy in children including
posterior rhinoscopy, transnasal fibro optic
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examination2,3 acoustical rhinometry4,5,6 rhinomanometry,
polysomnography studies and lateral cephalometric
radiograph.1,7-11 Although these investigations are
helpful, clinical assessment alone can be sufficient.

Methods. A retrospective study was carried out in
the North West Armed Forces Hospital, Tabuk,
Kingdom of Saudia Arabia (KSA) of pediatric patients
who underwent radiological examination to diagnose
adenoidal hypertrophy, during the period 1 January 2001

Objectives: The objective of this study is to evaluate the
role of radiological examination in the management of
adenoidal hypertrophy.

Method: A retrospective study was carried out in the North
West Armed Forces Hospital, Tabuk, Kingdom of Saudia
Arabia on pediatric patients who had x-ray of lateral naso
pharynx to exclude adenoidal hypertrophy, January 2001  to
December 2001. The study included; age of the patient, sex
and reason for radiology examination and the management
rendered.

Results: A total of two hundred and ninety-seven pediatric
patients were involved. Two hundred and thirteen males
(71.7%) and 84 (28.3%) females, age ranged between 2
months and 12 years. The reason given for radiological
examination was one or more of the following symptoms,
snoring, mouth breathing, recurrent tonsillitis, runny nose,
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to 31 December 2001. The study-included age of the
patient, sex and reason for radiological examination as
noted from the requisition forms, interpretation of the
x-ray reports and treatment rendered.

Results. A total number of 297 patients were
included in the study; 213 (71.7%) males and 84
(28.3%) were females. Age ranged between 2-months
and 12-years. The reasons given for radiological
examination as noted from the requisition forms were
one or more of the following symptoms: snoring, mouth
breathing, recurrent tonsillitis, runny nose, deafness, and
obstructive sleep apnea in that order. Sixty-three patients
(21.2%) were reported to have normal adenoidal size and
were treated for their symptoms by their primary
physician; 18 patients (6.1%) had to repeat the
radiological examination due to improper positioning of
the child or misplacement of the x-ray films. Two
hundred and thirty-four patients (78.8%) with reported
large adenoids causing narrowing or obstruction of the
naso pharynx were referred to the Otolaryngology
Department for further management; of these 33 (11.1%)
patients lost follow up, 119 (40.1%) were managed
conservatively, while 82 (27.6%) who showed resistance
to medical treatment, underwent adenoidectomy with or
with out other surgical procedures such as tonsillectomy,
grommets insertion, sub mucous diathermy of inferior
turbinates or antral wash out depending on the presence
of other otolaryngological manifestations.

Discussion. Adenoids are part of Weldeyer’s ring12

in the naso pharynx and considered to be an active
immunological organ.13 The increase in its size leading
to mechanical obstruction of the nose may cause many
otolaryngological symptoms in pediatric population such
as snoring, mouth breathing, hyponasal speech, runny
nose and sneezing.12 Further more, it may act as a nidus
for viral and bacterial pathogens, regardless of its size,
causing their migration to adjacent structures including
the paranasal sinuses and the middle ear. The cause of
adenoidal hypertrophy is not clear. Chronic infection and
allergy has been suggested as well as age, in which it is
largest in the 6-8-year olds14 followed by involution,
however, sometimes this may not occur leading to what
is termed adult adenoids.15 On the contrary, a new
concept now explains that large adenoids are likely to be
immunologically competent,16 whereas the small adenoid
may be the end result of lymphocyte depletion secondary
to chronic infection.17 Assessment of the adenoids size
clinically is sometimes difficult, owing to its awkward
anatomical position, especially in the uncooperative
child. Indeed, many objective investigating tools have
been suggested and are in practice with variable results
including roentgenography.

The large number of patients, who were assessed
radiologically for complaints of snoring, mouth
breathing, runny nose, deafness and recurrent tonsillitis
to exclude large adenoids, proved to add little or no

information that helped in the management.
Furthermore, 21.2% of these patients were reported to
have normal adenoids size. All the patients with reported
large adenoids were treated medically initially and the
resistant cases (27.6%) had operation.  In total, 35%
only with reported hypertrophied adenoids under went
surgical management, which is considered to be a
natural out come regardless of their size. The 33 patients
(11.1%), who lost follow-up, could have been due to
transfer of residency or symptoms were not severe
enough to compel his/her parents to seek further medical
attention. Whatever the reason, it is difficult to explain
how helpful was this investigation for these children?

The fact remains that radiation is a form of energy
and whenever energy encounters a biologic system,
there exists the potential for some type of biologic
effect.18 The absorbed radiation by the active bone
marrow and thyroid gland are 0.2 mGy and 0.4 mGy,19

this is considered to be a negligible dose and a low risk
level if it over weights the great benefits it derives from
an accurate medical diagnoses.18 This is equivocal for
adenoidal sizing in children; moreover, these figures
will double and the risks may rise due to repetition of
the investigation for the difficulty sometimes faced in
positioning the child during the procedure as seen here
in our study. Eighteen children (6.1%) had to repeat the
radiological examination twice or more. Moreover, the
lateral plain films for assessing adenoids size are
approximate, as the films are in one plane only and
cannot possibly take account of the very variable
horizontal curvature of the post-superior naso
pharyngeal wall.20 These are enough reasons to compel
us to review our practice and guidance towards
evidence-based medicine.

The estimated cost of a plain x-ray in our hospital is
30 Saudi Riyals not including the radiological
department set up, the specialist/consultant expertise as
well as technician and other staff expenses. Although it
seems to be a meager amount, we feel this could be one
of the many debatable issues when compulsory health
insurance bill is introduced.

Finally, this is not the first paper to discuss the issue,
Paradise et al21 stated that negative clinical findings can
suffice to rule out adenoidal hypertrophy with a high
degree of confidence, while Gates22 queried that as long
as there is evidence demonstrating the effectiveness of
adenoidectomy, regardless of its size, why are we still
interested in sizing up the adenoids?
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