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Introduction

The revised Dutch medical practice guidelines 
‘Diseases of Adenoids and Tonsils in Secondary 
Care’ (ZATT guidelines) suggest a very cautious 
approach to the referral and surgical treatment of 
patients with (adeno)tonsillitis (Table 1). However, 
patient satisfaction surveys administered to 
populations that have undergone tonsillectomy 
reveal an extremely high satisfaction rate of 95%.1,2 
Additional contradictory evidence, and suggestions 
that the revised ZATT guidelines should be adjusted 
prior to implementation, have been presented at the 
national level in the Journal of the Dutch Society 
for Otorhinolaryngology and on the forum of the 
website of the Dutch Society. We are concerned 
that the current revised guidelines will promote 
under-treatment and, consequently, a higher patient 
burden. To optimize patient care, we aim to widen 
this discussion to an international scale. 

Materials and methods

We thoroughly reviewed the national and 
international literature, particularly the same 
articles that were cited in the arguments on which 
the guidelines were based. We specifically examined 
the evidence regarding (adeno)tonsillec-tomy 
effectiveness, and compared our own con-clusions 
after reviewing the literature to the conclusions 
drawn in the Dutch guidelines. Our conclusions 
were based both on the results of trials comparing 
(adeno)tonsillectomy with conservative treatment, 
and on the results of the cohort studies cited in 
the guidelines. To reinforce our conclusions, we 
reference several additional articles that were not 
mentioned in the guidelines. To provide a clear 
overview of the various comments in the sections 
below, we integrate the study results and discussions 
in a point-by-point manner.
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(n = 9773), and success rates in Sweden and Scotland 
are likely similar to rates in the Netherlands and 
other Northern European countries.1,2 

Evidence-based medicine

In proposing our interpretation of the available data, 
we apply a definition of evidence-based medicine 
(EBM) that differs from the definition used by the 
guidelines committee. Smulders3 describes two 
interpretations of the concept of EBM: 

“One is that it represents a way of practicing 
medicine in which clinical decisions are based 
on epidemiological evidence as exclusively as 
possible. The alternative approach to EBM is that 
findings from epidemiological studies are never 
directly translated to individual patient care without 

Results and discussion 

Representativeness and generalizability

To obtain study results that can be extrapolated 
to the general population, the study population 
must be representative of that general population. 
However, the most important conclusions 
presented in the ZATT guidelines are based on the 
results of studies performed in population subsets 
having relatively mild symptoms, rather than on 
the results of larger cohort studies. Data from larger 
cohort studies show concomitant, representative, 
and reproducible proof that a tonsillectomy (TE) 
can be a highly beneficial surgical procedure.1,2 
Such results have been obtained in analyses of both 
Swedish (n = 54,696) and Scottish populations 

The Dutch national guidelines for referral to secondary care of both children and adults with diseases of adenoids and tonsils 
were initially developed by the Dutch Society of Ear, Nose, Throat and Head and Neck Surgery, and revised in 2012. These 
guidelines address important topics, such as epidemiology and aetiology, diagnosis, indications for referral and for surgery, and 
considerations regarding surgical treatment and anaesthesiology. The guidelines also contain chapters focusing on instructions 
to parents, complications and surgical risks, medical care organization, and suggestions regarding the guideline implementation. 
Below we list the translated statements that have provoked national and international discussion relating to referral to secondary 
care and surgical indications for (adeno)tonsillectomy.

1) When is referral to secondary care indicated in diseases of adenoids or tonsils?
A general practitioner should refer patients with recurrent complaints of a sore throat in the following circumstances: 	
- five or more episodes of tonsillitis in the past year, or three or more episodes in the past two years, or
- peritonsillar abscess (or suspected peritonsillar abscess), or
- less prevalent diseases (such as lymphadenitis colli with abscess, sepsis, agranulocytosis, or leukaemia) 
- or patients with nasal complaints that do not adequately respond to conservative therapy.

2) When is (adeno)tonsillectomy indicated in children with recurrent tonsillitis?
Level 2 evidence: It is assumed that children with seven or more episodes of tonsillitis in one year, or with five or more episodes in 
the last two years, have fewer upper airway and throat infections following (adeno)tonsillectomy.11 
Level 1 evidence: It has been shown that in cases with moderately severe complaints (four to six episodes of tonsillitis per year), 
(adeno)tonsillectomy only has mild benefit with regards to reducing throat and upper airway infections compared to a wait-and-see 
policy.13,23 

Guideline recommendations regarding children:
- (Adeno)tonsillectomy is indicated in children with frequently recurrent tonsillitis (seven or more episodes per year or five episodes 
in the last two years). 
- (Adeno)tonsillectomy can be considered in children with frequently recurring tonsillitis (four to six episodes per year) and severe 
co-morbidity. 
- A wait-and-see policy is indicated in children with less severe or less frequent complaints. 

3) When is (adeno)tonsillectomy in adults with recurrent tonsillitis indicated?
Level 2 evidence: It is assumed that the natural course of recurrent tonsillitis in adults can be favourable.16,24 
Level 3 evidence: It has been shown that in adults with recurrent episodes of tonsillitis (four or more episodes per year), tonsillectomy 
has a mild advantage over a wait-and-see policy with regards to efficacy.16 

Guideline recommendations regarding adults:
- Tonsillectomy can be considered in cases with frequent recurring episodes of tonsillitis (four or more a year) with severe co-
morbidity.
- A wait-and-see policy is indicated in patients with less severe or less frequent complaints.  

Table 1
Supplemental data: short summary of the Dutch National Guidelines
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these trends are 1) an increasing threshold for initial 
referral for tonsillectomy, and 2) ENT specialists 
taking a conservative/reluctant approach towards 
considering surgery.8 It is our opinion that general 
practitioners should make referrals at a relatively 
early stage to diminish patient burden and related 
costs, to prevent complicated or recurrent episodes 
of tonsillitis, and to avoid unnecessarily delaying 
surgical treatment.

The ZATT guidelines relating to secondary care 
suggest that “general practitioners should weigh 
whether or not to refer a patient based on the number 
of recurrent episodes of tonsillitis”. However, this 
can be challenging. Parents often don’t recall how 
many episodes their young child has experienced, 
and general practitioners may not be consulted for 
every episode and, thus, may also be unaware of 
the true number. Moreover, the distinction between 
pharyngitis and tonsillitis is often unclear in both 
clinical practice and the literature, as noted by 
Capper and Canter10 and referenced in the revised 
guidelines. These factors contribute to the difficulty 
of forming clear criteria for referral. Capper and 
Canter additionally state that parents will often 
ask general practitioners to refer their child to an 
ENT specialist because their children are suffering 
from “a recognized clinical problem”,10 which is in 
line with our own clinical experience. We therefore 
recommend that parents should be consulted 
when weighing treatment options, and should 
participate in the decision-making process from an 
early stage. Overall, it is more important to solve 
recognized clinical problems than to strictly adhere 
to ambiguous criteria.

Interpreting study results

The revised ZATT guidelines propose “to attribute 
the most value to those outcome criteria that 
are relevant for patients”. These criteria are 1) 
reduction in the numbers of throat and upper 
respiratory infections, 2) improvement in quality 
of life, 3) lower risk of complications that require 
a second procedure or hospital readmission, and 
4) lower risk of permanent damage. Relative to 
these criteria, data suggest that surgical treatment 
is indeed associated with significantly reduced 
numbers of throat infections11 and episodes of 
tonsillitis,12 and with a diminished disease burden 
defined as fewer days with complaints of a sore 
throat. These findings are true even among children 

explicitly taking into consideration: 1) knowledge 
from other domains (such as basic sciences and 
pathobiology), 2) clinical experience, and 3) the 
patient’s individual context. From this perspective 
on EBM, consideration or epidemiological 
evidence is just one of several elements of clinical 
decision making, and no hierarchy between these 
elements is defined.”3 

It seems that the guidelines committee attributed 
more value to the first statement, as they particularly 
drew from randomized controlled trials (RCTs). On 
the other hand, we feel that the second statement 
is at least equally important. This distinction is 
critical, since the guidelines committee suggests 
that the adjusted guidelines may be useful in 
negotiations with health insurance companies. In 
this respect, we agree with Smulders’ statement that 
“... the danger of more restrictive definitions taking 
over is evident. This happens in care institutions 
like hospitals, as well as in political and financial 
institutions, where the narrow definition of EBM is 
abused to regulate care and its associated costs”.3 
We find it to be at least questionable whether the 
current revised guidelines conclusions, which 
are based upon highly selective studies, can be 
extrapolated to everyday clinical practice.4-7

Criteria for referral

The stated aim of the revised ZATT guidelines 
is to “provide clear and unambiguous criteria 
for indications of whether or not to intervene 
surgically”. Although we understand this desire, we 
doubt that black-and-white criteria are a realistic 
goal. As is the case in many medical areas, many 
shades of grey must be considered to provide 
optimal patient care, and decision-making must 
include input from the patient(s) and/or parent(s). 

Over recent years in the UK, the absolute 
number of tonsillectomies has decreased, while 
the number of emergency visits for acute tonsillitis 
and peritonsillar abscess has dramatically risen.8 
The associated costs are also rising, with the 
National Health Service reporting an annual cost 
of over £ 120 million, including approximately 
£ 60 million for general practitioner consultations 
and medical therapy. From 2011 to 2012, 
secondary care costs included £10 million for bed 
usage related to over 37,000 emergency hospital 
admissions, and over £ 20 million for elective adult 
tonsillectomies.9 Two possible explanations for 
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that the children who changed from non-invasive 
to surgical treatment experienced an average of 8.2 
days of fever (calculated as follows: 149*5.93 – 
99*4.8)/50 = 8.2), whereas the remaining children 
in the watchful waiting group and the children in 
the intervention group had an average of 5 days of 
fever.14 While this calculation may not be absolutely 
accurate due to the use of person-years instead of 
persons, the results approximate the observations in 
clinical practice. 

The guidelines also refer to the study of 
Wilson et al.12 In the words of the study authors, 
the randomized population of children suffered 
from complaints of “middle-ground” severity, “as 
the most severely affected children – in terms of 
long-lasting sore throats or time off school – were 
elected to have surgery”. In contrast, the ZATT 
guidelines describe the studied population as 
comprising children with ‘severe’ recurrent throat 
infections. The guidelines correctly state that the 
number of sore throat episodes was “reduced to 
3.5 episodes in two years in the intention-to-treat 
analysis”. However, the guidelines fail to mention 
that the as-treated analysis shows a reduction of 8.5 
episodes over two years, which led Wilson et al. to 
conclude that “in eligible UK school-age children, 
tonsillectomy can save up to eight sore throats at a 
reasonable cost, if performed promptly”.12

The ZATT guidelines state that “the studies of 
Wilson et al.12 and Alho et al.15 support the study 
of Van Staaij et al.13” However, as cited above, the 
conclusion by Wilson et al. is a plea for prompt 
intervention when considered necessary. This does 
not at all support the conclusion of Van Staaij et 
al.13 that “adenotonsillectomy has no major clinical 
benefits over watchful waiting”. Moreover, Alho et 
al.15 also expressed pro-surgery arguments: “Adults 
with a history of documented recurrent episodes of 
streptococcal pharyngitis were less likely to have 
further streptococcal or other throat infections 
or days with throat pain if they had their tonsils 
removed”.15 Unfortunately, the conclusions in 
the revised ZATT guidelines do not reflect these 
authors’ findings. 

The ZATT guidelines refer to the large Swedish 
cohort study, stating that “more than 92% of the 
patients have reduced symptoms after six months”. 
However, the guidelines do not cite the remaining 
conclusions of that report, which state that 
“symptom relief was highest for patients operated 
on the indication peritonsillitis (>98%) and that 

with relatively minor complaints, as that group 
also reported some significant improvements in 
health-related quality of life.12 Thus, according to 
our interpretation of the literature, there is sufficient 
evidence supporting surgical intervention based 
on the exact outcome parameters proposed by the 
guidelines committee. 

Quotation and interpretation of studies

Although the guidelines refer to several studies, 
not all key results are explained thoroughly 
enough, nor are they always correctly interpreted 
in our opinion. For example, the NATAN study of 
adenotonsillectomy in the Netherlands excluded 
children with a relatively high disease burden.13 
Specifically, children were excluded if they were 
suspected to have sleep apnoea, and if they suffered 
seven or more throat infections in the preceding 
year, five or more infections in each of the previous 
two years, or three or more infections in each of 
the previous three years. Although the guidelines 
acknowledge that this study excluded children with 
suspected obstructive sleep apnoea, and children 
who met the Paradise criteria,11 they do not mention 
how these exclusions limit the generalizability of 
the results. According to its own title, the NATAN 
study only concerns children with mild symptoms 
and is therefore only valid for a selected population. 

Quality-of-life assessments revealed significant 
improvement at six months after surgery, 
although (as mentioned in the guidelines) there 
is no available evidence regarding long-term 
effectiveness. In evaluating the data, it is pivotal to 
note the substantial cross-over from the ‘watchful 
waiting’ group. Even in this study of children with 
relatively mild symptoms, 50 (34%) of the 149 
patients in the watchful waiting group changed 
to the surgically treated group and underwent 
adenotonsillectomy during the course of the study. 
The guidelines do not mention this occurrence, 
and rather only report that a total of 195 children 
underwent a surgical procedure. After six months, 
the children in the watchful waiting group also 
suffered few complaints and only mild symptoms. 
However, after six months, the children in the 
watchful waiting group comprised both children 
with less than average ‘mild complaints’ and 
children who had changed groups and undergone 
tonsillectomy. We requested additional data fol-
lowing previous commentary, and we calculated 
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ATE can be considered in children with recurrent 
upper respiratory tract infections. This is an 
especially important distinction in light of the fact 
that this systematic review was heavily influenced 
by studies in children with only mild and moderate 
complaints – i.e., only subgroups of the general 
population.

Recent research

Since the guidelines were revised, several other 
related studies have been published. Wiksten et al. 
evaluated outcome based on 15 dimensions, and 
reported the following:

“TE improved health-related quality of life on 6 of 
the 15 dimensions. The most marked improvements 
occurred in breathing, sleeping and discomfort ... 
Self-reported costs due to health service use and 
absence from work distinctly diminished... The 
operation would save approximately 3,000 euros 
per year based upon self-reported costs alone”.17 

In another report, Haighton et al.18 stated that 
study results are often hampered by the inclusion of 
children who are assigned to non-surgical treatment 
but ultimately undergo surgery, and that study 
quality is negatively impacted by the large number 
of children who are lost to follow-up after the first 
year, which is in line with our own observations. 
Nonetheless, the most recent update of the Cochrane 
systematic review in 2014 concludes that despite 
the modest effect size, “adeno-/tonsillectomy leads 
to a reduction in the number of (1) episodes of sore 
throat and (2) days with sore throat in children 
in the first year after surgery compared to non-
surgical treatment”.19 

In summary, the literature provides repetitive 
evidence of the potential benefits of (adeno)
tonsillectomy when performed based on the correct 
criteria. In our opinion, general practitioners 
should have a low threshold for consulting an ENT 
specialist to at least discuss the considerations of 
undergoing surgery. Overall, patients who feel that 
they experience recurrent or persistent complaints 
must be referred to secondary care. 

Conclusions 

The ZATT guidelines essentially conclude that there 
is insufficient evidence supporting the effectiveness 
of tonsillectomy. However, the results of large 

the indications obstruction, recurrent tonsillitis or 
chronic tonsillitis reported a high degree (>96%) 
of symptom relief”.1 Similarly, with regards to the 
study by Blair et al.,2 the guidelines state that 89% 
of patients were satisfied with the surgery, but 
neglect to mention that the study also concluded 
that “overall more than 97 per cent of patients 
were glad that the operation had been performed”.2 
Since the guidelines are primarily intended for use 
in everyday practice, it is not clear why the revised 
ZATT guidelines do not properly acknowledge 
these two large population-based studies that, in our 
opinion, have the highest degree of generalizability 
to everyday practice.

With regards to a study in an adult population, 
the ZATT guidelines mention the Stafford study,16 
seemingly under the assumption that the results 
indicate that watchful waiting is as successful as 
surgical intervention. The guidelines state ‘that 
there were no prophylactic antibiotics provided 
in this study’. Although this might be formally 
correct, the guidelines omit the fact that the control 
group received an eight-day course of penicillin 
for every episode of tonsillitis. Moreover, no 
additional adjuvant treatment was required in any 
of the 20 patients in the surgically treated group, 
whilst additional treatment was required in 6 of the 
20 patients in the control group. In contrast to the 
conclusion presented in the guidelines, our quick 
calculation shows that this difference is statistically 
significant. Furthermore, the six patients in the 
penicillin group who required additional therapy 
subsequently underwent TE, and Stafford concludes 
that “following surgery all these six patients had 
complete resolution of symptoms.”

Finally, the guidelines correctly state the 
following: 

‘Van Staaij et al. show in their systematic 
review that an adenotonsillectomy (ATE) results 
in an additional but small reduction in the number 
of 1) sore throat episodes, 2) number of days of 
sore throat associated school absence, and 3) 
upper respiratory infections compared to watchful 
waiting’.13 

However, in our opinion, the guidelines 
committee then goes astray by stating that 
“children with recurrent upper respiratory tract 
infections are not advised to be operated on”. In 
accordance with the positive results found in this 
review, it would be more prudent to state that an 
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studies from Sweden (n = 54,696) and Scotland 
(n = 9773) demonstrate that (adeno)tonsillectomy 
is associated with both high patient satisfaction 
rates and improvement of symptoms. Moreover, 
Wilson et al.12 and Wiksten et al.17 report that 
(adeno)tonsillectomy is a cost-effective operation. 
The effectiveness of (adeno)tonsillectomy is 
further supported by other studies.20,21,22 Based on 
the conclusions of our present review, we believe 
that the revised guidelines must be reevaluated in 
light of the above-mentioned evidence. Moreover, 
we propose the necessity of a low threshold for 
considering referral to secondary care, in order 
to prevent under-treatment and to reduce patient 
burden. 
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