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Dilemmas in Approaching the Tonsils

Tonsillectomy remains among the most commonly performed major surgeries in the 
world. When performed for the proper indications, this procedure unquestionably 
improves quality of life, and in some cases may be life-saving. However, while 
studies from the last three decades have helped defi ne the candidate populations 
for tonsillectomy, many clinicians remain unfamiliar or uncomfortable with their 
results. Such individuals continue to make recommendations for surgery based on 
emotion and tradition rather than the preponderance of evidence, resulting in the 
loss of immunocompetent tissue and the assumption of surgical risk. This chapter 
serves as a brief review of the indications for tonsillectomy and the dilemmas that 
should be considered when making a recommendation for the procedure. 
Indications for tonsillectomy may be divided into absolute indications and 
relative indications (Table 1). 

Table 1. Indications for tonsillectomy

We define absolute indications as those posing the greatest risk of mortality or 
significant morbidity. Relative indications are those that interfere with quality 
of life or, in severe cases, carry a risk of moderate morbidity. This classification 
is intended as a guideline only and should interpreted within the context of each 
patient’s needs.
Recommendations for surgery must be considered in the context of the associated 
risks. Combined major and minor risks of tonsillectomy are less than 5%. Common 
complications of tonsillectomy are immediate hemorrhage, post-operative 
hemorrhage (1-2%), dehydration, post-operative airway edema (affecting the 

Absolute indications

Adenotonsillar hyperplasia with:
Obstructive sleep apnea
Failure to thrive
Abnormal dentofacial growth

Suspicion of malignancy
Hemorrhagic tonsillitis

Relative indications

Adenotonsillar hyperplasia with: 
Upper airway obstruction
Dysphagia
Speech impairment

Recurrent or chronic pharyngotonsillitis
Peritonsillar abscess
Streptococcal carriage
Halitosis
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upper airway and/or the lungs), anesthetic complications and scarring, stenosis 
or adhesions in the upper airway. No defi nitive increase in immunomodulated 
disease has been demonstrated among tonsillectomized individuals. Mortality of 
tonsillectomy is estimated at 1 in 30.000.
Airway obstruction
A relative excess of pharyngeal lymphoid tissue may be an indication for 
tonsillectomy. In most cases, the tissue is hyperplastic (not hypertrophic) and 
occupies a disproportionate amount of space in the upper airway, especially in 
pre-school aged children. The condition is exacerbated by anatomic narrowing 
of the pharynx, such as that seen in achondroplasia or craniofacial syndromes. 
Obstruction due to hyperplastic tonsil and adenoid tissue also has a dynamic 
component, with symptoms increased in the supine position and under conditions 
of diminished neuromuscular tone such as sleep and cerebral palsy. Obese 
individuals are also at greater risk for obstruction due to inward collapse of bulky 
soft tissue during sleep.
Airway obstruction due to adenotonsillar hyperplasia is most apparent during sleep 
and is the primary cause of sleep-related breathing disorder (SRBD). In its mildest 
form, SRBD is recognized as upper airway resistance syndrome (UARS). Affected 
patients demonstrate symptoms of heroic snoring, mouth breathing, sleep pauses 
or breathholding, gasping, enuresis, and restless sleep. Daytime manifestations 
of sleep disturbance include hypersomnolence, behavioral disorders, morning 
headache, dry mouth, and halitosis. Other signs and symptoms include audible 
breathing with open mouth posture, hyponasal speech, and chronic nasal obstruction 
with or without rhinorrhea.
Patients with more signifi cant degrees of obstruction may have obstructive 
hypopnea syndrome (OHS) or obstructive sleep apnea syndrome (OSAS). Apnea 
is defi ned in adults as cessation of airfl ow at the nostrils and mouth for 10 seconds 
or more, and hypopnea as a decrease in tidal volume of at least 50% accompanied 
by a drop in paO2 of at least 4%. Polysomnographic evidence of at least 5-10 
apneas or hypopneas per hour meets the criteria for OSAS in adults. There is no 
consensus regarding the criteria for OSAS in children. The most severely affected 
patients may develop cor pulmonale, right ventricular hypertrophy, congestive 
heart failure, alveolar hypoventilation, pulmonary hypertension, pulmonary 
edema, or failure to thrive, and are at risk for permanent neurological damage 
and even death. However, there are no studies that correlate polysomnographic 
abnormalities with adverse outcomes in SRBD. 
The dilemma in considering tonsillectomy or adenotonsillectomy for airway 
obstruction is in establishing the diagnosis. In most cases, candidacy for surgery 
cannot be established solely on the basis of a history and physical examination.1 
SRBD occurs primarily during REM sleep when children are less likely to be 
observed by their parents and in many cases of UARS and OHS parents may 
misinterpret the symptoms only as snoring in the absence of obstruction. In 
addition, while hyperplasia of the tonsils and adenoid likely predispose to 
airway obstruction, airway dynamics during sleep cannot be determined by static 
examination in the offi ce setting. Furthermore, fi beroptic assessment of the adenoid 
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is useful in determining choanal obstruction but offers a distorted wide-angle view 
and will not demonstrate the dynamics of the nasopharynx during sleep. Similarly, 
radiographic assessment of the adenoid tissue may be diffi cult to interpret. 
Polysomnography (PSG) remains the gold standard for objective correlation of 
ventilatory abnormalities with sleep-disordered breathing.1 However, the expense 
and scheduling diffi culties associated with PSG make this a cumbersome method 
of assessment in many otolaryngology practices. Other techniques of assessment 
including audiotaping, videotaping, and home PSG have demonstrated favorable 
results, but require further study. Abbreviated PSG (i.e. overnight oximetry or 
nap PSG) has demonstrated a high positive predictive value and a low positive 
predictive value, suggesting that patients with negative results may still require 
additional studies.
In practice, when the history is consistent with the physical fi ndings, it is likely 
that the patient will benefi t from surgery. When the history does not match the 
physical exam, additional evaluation including some combination of audio- or 
videotaping of the child sleeping at night and radiographs of the adenoid pad 
may further elucidate the severity and cause of the symptoms. In most cases, pre-
operative polysomnography may be reserved for the evaluation of patients who 
are at surgical risk, including those who are obese or neurologically-impaired; 
those in whom the history is not consistent with the physical examination; and 
those whose parents or physician does not believe the results of a tape recording 
of the obstruction. Polysomnography is also indicated when sleep apnea persists 
post-operatively.
Adenotonsillectomy is generally considered fi rst line therapy for SRBD providing 
the patient has at least mild adenotonsillar hyperplasia. Both symptomatic and 
polysomnographic improvement may be anticipated in such patients.2,3 Obese 
patients usually require weight loss in addition to surgery. Adults commonly 
require additional surgery for redundancy of the pharyngeal soft tissues.
Dysphagia and speech impairment
Sufficient enlargement of the tonsils and/or adenoid may cause dysphagia. 
Obstructive tonsils occasionally interfere with the pharyngeal phase of swallowing. 
Such cases will usually have greater difficulty swallowing solids than liquids. 
Rarely, severe tonsil hyperplasia may interfere with velopharyngeal closure, 
causing dysphagia for liquids characterized by and nasal regurgitation. Similarly, 
large obstructive tonsils and/or adenoid frequently result in decreased nasal airflow 
causing hyponasal or muffled speech, while hypernasal speech may result in rare 
cases of VPI due to tonsil enlargement. Dysphagia associated with failure to thrive 
and speech impairment due to unintelligible speech are considered indications 
for adenotonsillectomy; however, the surgeon must consider the consequences of 
creating excessive space in the pharynx as a result of the procedure.
Abnormal dentofacial growth
It has been postulated that chronic nasal obstruction from tonsil or adenotonsillar 
hyperplasia may predispose some children to abnormalities of dentofacial growth. 
In such individuals, it is theorized that a downward growth of the mandible and 
repositioning of the tongue compensates for the absence of nasal airflow by 
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creating a larger oral airway. This results, in turn, in an increased vertical facial 
dimension and increased gonial angle. Absence of contact between the tongue 
and palate causes a high and narrow palatal vault and a secondary posterior dental 
crossbite. 
The medical and dental literature in this area has been extensively reviewed 
by Klein and by Smith and Gonzalez.4,5 Though there is clearly a correlation 
between chronic nasal obstruction and “long face syndrome,” a cause-and-
effect relationship has never been established in humans. Differences in study 
outcomes, both in animal models and in humans, are the result of inadequate 
means of determining the ratio of nasal breathing to mouth breathing; absence 
of normative data regarding nasal volume and resistance by age, sex, and body 
weight; and inadequate length of follow-up. Although some data do suggest that 
abnormalities of dentofacial growth in patients with adenotonsillar hyperplasia 
may be reversible, the alterations may be minimal. Additional studies looking at 
more variables over a longer period of follow-up are necessary. In the interim, it 
behooves the otolaryngologist to evaluate children referred for adenotonsillectomy 
for orthodontic indications on a case-by-case basis, and to consider the procedure 
only for those with signifi cant adenotonsillar hyperplasia.
Halitosis
Halitosis may result from food debris and bacteria retained within the crypts of the 
tonsils and adenoids. However, although bad breath is often cited as an indication 
for tonsillectomy, a wide variety of other causes including periodontal disease, 
debris within the tongue or lingual tonsils, sinonasal infection or foreign body, and 
gastroesophageal refl ux should also be entertained. There are no clinical trials to 
support tonsillectomy for this indication.
Recurrent pharyngotonsillitis
Recurrent tonsillitis has been a controversial indication for tonsillectomy for 
over a century. The dilemma in considering surgery for this indication is that 
the tonsils serve as a source of B-cell precursors in the upper respiratory tract 
and, as a result, they participate in both local immunocompetence and systemic 
immunologic homeostasis. Conversely, however, tonsils that have been diseased 
by recurrent tonsillitis may no longer be serving their normal immunologic 
function. Unfortunately, it is difficult to determine the point at which the tonsils 
have been irreparably diseased. Justification for surgery is further complicated 
by the fact that tonsillitis results from a diverse etiology, involving both viruses 
and bacteria. Furthermore, although the pathogens are not harbored in the tonsils 
between the infections, the tonsils have the highest yield of pathogens during 
periods of infection. 
Although a number of clinical trials from the early 1900s suggested efficacy of 
tonsillectomy in reduction of recurrent throat infection, most were of questionable 
validity due to nonrandom selection of operated subjects, reliance on parents for 
post-operative data collection, and inappropriate statistical analysis. A series of 
trials by Paradise and colleagues at the University of Pittsburgh in the 1970s and 
1980s sought to avoid these methodological flaws.
The first two trials6 were parallel studies with identical design, except that 
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assignment to surgical or nonsurgical treatment was random in one and according 
to parental preference in the other. Throat infection was defined to include one 
of the following features: temperature greater than 38.5 ºC, cervical adenopathy 
greater than 2 cm, tonsillar exudate, or positive culture for GABHS. No other 
attempt was made to determine the etiology of the infection. Patients were entered 
into the study only if they had physician documentation of seven episodes in one 
year, five episodes a year for two years, or three episodes a year for three years. 
Ninety-one patients completed the randomized trial and 96 completed the non-
random trial. Tonsillectomized patients in the trial with random assignment had 
1.85, 1.05, and 0.43 fewer episodes of throat infection than control patients for 
each of the first three postoperative years, respectively, while those in the parallel 
nonrandom trial had 1.32, 1.32, and 1.58 fewer episodes; these differences were 
statistically significant in the first two years. However, in both trials, the majority 
of patients in the non-tonsillectomized group were enrolled on the basis of three 
episodes per year while the majority of tonsillectomized patients were in the five 
or seven episodes per year groups. As a result, it is difficult to conclude that the 
lower post-operative frequency of infection in the tonsillectomy group is due to the 
surgical intervention rather than to spontaneous improvement of patients affected 
for a shorter period of time. Furthermore, there was no statistical difference in total 
days spent with sore throat between the surgical and non-surgical groups. On the 
other hand, the effect of tonsillectomy may have been understated due to transfer 
of severely affected patients from the non-surgical to the surgical groups.
Based on these studies, tonsillectomy may offer a small advantage in the treatment 
of children in whom a pattern of severe recurrent pharyngotonsillitis has been well 
documented. The authors themselves state, however, that a decision whether or not 
to perform tonsillectomy should consider risks, preferences and anxieties of parent 
and child, school absences due to illness, accessibility to health care services, cost, 
and availability of surgical facilities.
In a third trial published in 1992, Paradise and colleagues established three 
arms, in which the entrance criteria from the first two studies were relaxed for 
frequency, severity, or documentation, respectively. In this study, control subjects 
developed less than one episode of moderate or severe pharyngitis per year. The 
authors concluded that surgery was not justifiable under these circumstances.
Chronic tonsillitis
Chronic tonsillitis is poorly defined in the literature but may be the appropriate 
terminology for sore throat of at least three months’ duration accompanied by 
physical findings of tonsillar inflammation. Such cases are unusual, and diagnoses 
such as allergic rhinitis with accompanying pharyngitis and gastroesophageal 
reflux should be considered in the differential diagnosis. There are no clinical 
trials supporting the efficacy of tonsillectomy among such individuals, however 
surgery is a reasonable consideration for those patients who do not respond to 
medical management of allergy and reflux or to aggressive antibiotic therapy.
Peritonsillar abscess
Treatment of an individual episode of peritonsillar abscess (PTA) can be managed 
effectively by needle aspiration, incision and drainage, or quinsy tonsillectomy. 
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However, in very young or poorly cooperative patients, or in those in whom an 
abscess has been inadequately drained, tonsillectomy is curative and essentially 
eliminates any chance of recurrence.
While the effi cacy of tonsillectomy in the prevention of recurrent PTA has not been 
compared to that of watchful waiting in a prospective, controlled trial, the subject 
has been addressed retrospectively and summarized.7 PTA recurs at a rate of 10-
15%, suggesting tonsillectomy is not indicated in most cases following aspiration 
or incision and drainage. However, recurrence may be predicted based on a history 
of 2-3 episodes of acute tonsillitis in the year prior to the initial episode. Such a 
history has been elicited in 20-30% of patients with PTA; it is recommended that 
these individuals be considered for tonsillectomy following management of PTA.
Streptococcal carriage
Patients who have been exposed to Group A beta-hemolytic streptococcus 
(GABHS) or Group A Streptococcus pyogenes (GAS) may continue to carry the 
organism asymptomatically even after adequate antimicrobial therapy. Carriage 
rates in the literature vary from 5 to 40%, thereby complicating the distinction 
between bacterial and viral pharyngitis. However, James et al.8 demonstrated 
infection of family members by carriers only 9% of the time, and only 40% of 
those infected developed clinical disease. Thus, only 3.5% of carriers in a family 
produce clinical disease within that family. In addition, the carrier of GAS is at 
risk to develop clinical disease.
 Treatment of the asymptomatic carrier is desirable in the following situations:
1. Carriers in families with a history of rheumatic fever
2. Carriers with a history of acute glomerulonephritis
3. Carriers in families experiencing ping-pong spread of disease
4. Carriers in schools experiencing GAS epidemics
5. Carriers who are food handlers
6. Carriers who are hospital workers
In such cases, additional antibiotics, especially clindamycin and rifampin, 
have demonstrated some effi cacy. In refractory cases, tonsillectomy should be 
considered.
Hemorrhagic tonsillitis
Recurrent bleeding from prominent tonsil vessels may be controlled by cautery in 
most cooperative patients. However, patients who experience recurrence or cannot 
cooperate in the office setting may require tonsillectomy if bleeding becomes a 
nuisance or causes a significant reduction in hemoglobin/hematocrit.
Tonsil asymmetry and suspicion of malignancy
Pharyngeal malignancy, most notably lymphoma, may present as asymmetric 
tonsil hyperplasia. However, the vast majority of children with apparent tonsil 
asymmetry more commonly have asymmetric effacement of the tonsils by the 
tonsillar pillars or benign asymmetry of the tonsils. In a series of children with 
unilateral tonsil enlargement, Berkowitz and Mahadevan9 observed that all patients 
with lymphoma experienced enlargement of the tonsil within a six week period 
prior to diagnosis, and most had additional signs and symptoms distinguishing 
their disease from benign tonsil hyperplasia such as adenopathy greater than 3 
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cm, dysphagia, night sweats, and fevers. Syms et al. (2000) reported two cases of 
malignancy among 49 patients (44 adults) with tonsil asymmetry, normal mucosa, 
and no adenopathy. As a result, tonsillectomy for tonsil asymmetry should no 
longer be considered a dilemma; surgery should be reserved only for those 
patients who present with other symptoms suggestive of a malignant process.
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