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Introduction and aim

Tonsillectomies/adenotonsillec-
tomies (TE/ATE) are among the
most frequently performed opera-
tions in the western world. They
are the operation performed most
often by ENT surgeons.1

Indications for TE/ATE have
always been the subject of discus-
sion. Until the early 1980s, recur-
rent acute tonsillitis was the major
indication. Since then, the upper
airway obstruction due to adeno-
tonsillar hyperplasia has become a
more widespread indication for
TE/ATE.2,3 Orthodontic problems,4

chronic tonsillitis and suspicion of
tonsillar malignancy5 are indica-
tions as well. Finally TE/ATE can

play a role in treatment of periton-
sillar abscesses,5 tonsillar crypt
debris,6 IgA nephropathy7 and
dysphagia and failure to thrive in
children.6

Prospective clinical trials have
definitively established the benefi-
cial role of tonsillectomy in the
management of recurrent tonsilli-
tis8,9 and upper airway obstruc-
tion.10,11 Many studies have found
a very high degree of patient
or parental satisfaction after
TE/ATE.12,13 Moreover, recent data
from insurance organisations in
Flanders show a significant reduc-
tion in the need for medical care
(median antibiotic use, number of
doctor visits) after the surgery.14

This all suggests that, despite the

lack of generally accepted clinical
guidelines, decision-making for
TE/ATE is effective. In previous
studies, we examined the role of
histopathology15 and the safety
aspects of day case surgery.16

The aim of this study was to
identify current practice patterns
relating to indications for
 tonsillectomy/adenotonsillectomy
among ENT specialists in
Belgium.

Study design and methods

An anonymous questionnaire was
sent to all Belgian ENT spe -
cialists.

The questionnaire was designed
after a thorough review of the
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 literature. The survey was pilot
tested by five otorhinolaryn -
gologists and ambiguities were
corrected.

The questionnaire had three
parts: part I included questions
about the ENT specialists them-
selves and their practice: the
physicians’ own experience-based
definitions of tonsillitis were
asked for as well. Part II com-
prised questions about indications
for TE/ATE in children up to
16 years of age. Part III included
questions about indications in
adults.

The aim of our survey was to
seek answers to the following
questions:
(1) Which patients listed for
TE/ATE are referred by general
practitioners and paediatricians?
(2) On what grounds do Belgian
ENT specialists make a diagnosis
of acute tonsillitis?
(3) To what extent is the referral
by a general practitioner or a
 paediatrician asking for TE/ATE
important in the decision to
 operate?
(4) How many episodes of acute
tonsillitis are required in children
and adults to advise surgery?

(5) What are the current practice
patterns concerning snoring
and/or obstructive sleep apnoea
and TE/ATE?
(6) Is a peritonsillary abscess
always considered a reason to
 perform a tonsillectomy and, if so,
what is considered the best timing
to operate?
(7) What is the policy towards less
clear indications for TE/ATE such
as dysphagia, listlessness, failure
to thrive, tonsillar crypt debris,
hallitosis, chronic tonsillitis?
(8) Are there differences in
 decision-making relating to
TE/ATE between different groups
of ENT specialists (according to
sex, years of ENT practice, work-
ing in a university hospital or not,
number of TE/ATE procedures
performed per year)?

Five hundred and twenty-eight
questionnaires were sent in May
2006 and the last answers were
received in July 2006. Data were
entered into a Microsoft Access
database and statistically analysed
using SPSS for Windows.

To compare readiness to
 perform a tonsillectomy/
adenotonsillectomy in different
groups of ENT physicians, we

created an artificial score. We
scored different answers on cer-
tain questions from 1 to 6, with 1
being the most conservative
answer, and 6 the least conserva-
tive. For example, if a physician
performs a tonsillectomy after
6 episodes of tonsillitis per year,
we give him 2 points for this ques-
tion. If he performs a tonsillecto-
my after 2 episodes per year, he
gets 5 points. The questions we
scored in this way are listed in
Table I. The sum of all points is
the score reflecting a physician’s
readiness to perform a TE/ATE.

Results

Two hundred and thirty-eight
questionnaires were anonymously
completed and returned, a
response rate of 45%.

General questions

Figure 1 shows the distribution of
physicians according to years of
ENT practice. Two hundred and
twenty-five of the doctors who
responded (94.5%) work in a
 hospital; 33 of them (15%) in a
university hospital, 47 (21%) in a

Table I

Questions used in the score to evaluate the readiness to perform TE/ATE

What is the minimum number of tonsillitis episodes per year a child has to suffer for you to propose surgery?

What is the minimum number of tonsillitis episodes per year during 2 consecutive years a child has to suffer for you to propose
 surgery?

What is your policy towards performing TE/ATE at the request of the family doctor?

What is your policy towards performing TE/ATE at the request of the paediatrician?

Is snoring/obstructive sleep apnoea in children a reason for you to perform TE/ATE?

What is the minimum number of tonsillitis episodes per year an adult has to suffer for you to propose surgery?

What is the minimum number of tonsillitis episodes per year during 2 consecutive years an adult has to suffer for you to propose
surgery?

Is hallitosis or tonsillar crypt débris a reason to propose TE?

Do you consider chronic tonsillitis as an indication for TE?

Is snoring/obstructive sleep apnoea a reason to perform TE with or without UPPP?
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non-university hospital with a
training centre for ENT, and 140
(62%) in a non-university hospital
without a training centre for ENT.
Of the total population of Belgian
ENT surgeons, 10% work in a
 university hospital and 10% in a
non-university hospital with a
training centre for ENT. The dis-
tribution of other characteristics
such as sex and years of ENT
practice in the group of answering
physicians is similar to the
 distribution in the total population
of Belgian ENT specialists.

The number of TE/ATE per-
formed per year (overall and in
children up to 16 years of age) is
shown in Figures 2a and 2b. The
question made no distinction
between the rate for ATE and the
rate for TE. Fifty-three percent of
physicians combine a tonsillecto-
my with an adenotomy in more
than 75% of cases. Most ENT sur-
geons (36.6%) perform between
50 and 100 TE/ATE per year.
Thirty-one per cent perform
between 25 and 50 TE/ATE per
year in children; the same percent-

age perform between 100 and
200 procedures a year.

When the number of patients
referred by a general practitioner
(GP) was asked for, almost the
same percentages of physicians
say that the number is less than
25% (27.7% of physicians), 25 to
50% (35.5% of physicians) and 50
to 75% (27%).

Figure 3 shows the importance
of certain signs and symptoms for
the diagnosis of tonsillitis from
the point of view of Belgian ENT
specialists. Sore throat, swallow-
ing difficulty and fever are con -
sidered the most important symp-
toms.

Questions relating to indications
for tonsillectomy in children up to
16 years

Most physicians (83.2%) believe
that tonsillectomy is indicated if
a child suffers at least 3 or
4 episodes of tonsillitis per year.
The majority (47.9 and 27.9%
respectively) perform tonsillec-
tomies after 3 or 4 episodes per
year in 2 consecutive years.

For 28.6% of the ENT spe -
cialists, snoring in combination
with clinically enlarged tonsils is
an indication for tonsillectomy in
children; 61.8% consider a history
suggestive of sleep apnoea to be

Figure 1
Distribution of responding physicians according to years of
ENT practice.

Figure2a
TE/ATE rate

Figure2b
TE/ATE rate in children up to 16 years
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necessary as well. A minority of
physicians (8%) consider a
 positive polysomnography to be
necessary and 1.3% never perform
a tonsillectomy for snoring or
obstructive sleep apnoea in chil-
dren (Figure 4).

The majority of physicians
(40.8%) consider diminished
appetite, listlessness and failure to
thrive to justify a tonsillectomy in

a child for tonsillectomy only if
there is also a history of dysphagia
in combination with enlarged
tonsils .

When asked about the propor-
tion of tonsillectomies performed
for infections compared to those
performed for airway obstruction,
72.7% of the ENT specialists
answer 75/25% for children older
than 5 years; in younger children

the proportions tend to be more
equal (Figure 5).

Ninety per cent of responders
say that they always check the
indication if a child is referred for
TE/ATE by the GP and that they
only perform surgery if an opera-
tion seems to be justified. In cases
of children referred by their paedi-
atrician, 78% check the indication.
Pursuant to the simple request of
the GP or paediatrician, 3.4% and
13% of ENT physicians respec-
tively perform surgery . The others
say that they check the indications
depending on the physician
making  the referral.

Questions about indications for
tonsillectomy in adults

Most physicians (75.3%) consider
a tonsillectomy to be indicated for
an adult if there are 3 or
4 episodes of tonsillitis per year.
The majority (20.2 and 44.1%
respectively) perform a tonsillec-
tomy after 2 or 3 episodes per year
in 2 consecutive years.

A peritonsillar abscess is a
straightforward indication for
 tonsillectomy for 48.7% of the
answering physicians. Others
think surgery is only necessary in
patients with a history of periton-
sillar abscess or recurrent tonsilli-
tis, or if there is no other way to
drain the abscess. Seventy seven
per cent of respondents prefer
operating for an abscess “à froid”
with a mean interval of 4.5 weeks
between the abscess and the sur-
gery. Eighteen per cent perform a
tonsillectomy “à chaud” and 5%
did not answer the question.

Hallitosis or tonsillar crypt
débris is considered an indication
for tonsillectomy by 95% of the
physicians albeit, for the majority
(68%), only in response to the
explicit demand of the patient and
if the tonsils are clearly cryptic.

Figure 3
Importance of signs and symptoms in diagnosis of tonsillitis
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The majority of physicians
(61%) usually consider a tonsil-
lectomy in patients with chronic
tonsillitis only at the explicit
demand of the patient. However,
24.9% of the ENT specialists say
that they do not consider chronic
tonsillitis to be a disease in itself.

Eighty-six per cent of the
physicians sometimes perform a
tonsillectomy with or without
UPPP for snoring and or obstruc-
tive apnoea in adults. The decision
to operate is usually based on
a combination of the assessment
of local anatomy, the Müller
manoeuvre and apnoea- hypo -
pnoea index.

Comparison of decision-making
for TE/ATE in different groups of
ENT specialists

The mean artificial score reflect-
ing a physician’s readiness to
 perform a TE/ATE in our study
was 28.2. We compared this score
for different groups of ENT
 specialists according to sex, years
of ENT practice, type of hospital
they work in (university or not)
and number of tonsillectomies
performed per year. We found no

statistically significant differences
in the score between the different
groups, except a significant
increase that is related to the num-
ber of years in ENT practice
(Figure 6).

Discussion

This study identified current
 practice relating to indications
for tonsillectomy/adenotonsillec-
tomy among ENT specialists in
Belgium by means of a question-
naire sent to all Belgian ENT
 specialists. We will compare the
most remarkable patterns we
found with the literature and the
available clinical guidelines.
Table II compares our findings
with the guidelines of the Union
Européenne des Médecins Spe -
cialistes (UEMS).17

Most Belgian ENT physicians
consider TE/ATE as a treatment
option for children and adults after
3 or 4 episodes of tonsillitis per

year or 3 episodes in 2 consecutive
years. This conforms with the
UEMS guidelines17 stating that
tonsillectomy is indicated in
 children and adults with 3 or more
bacterial infections per year. The
American Academy of Oto -
laryngology-Head and Neck
Surgery (AAO-HNS) provides
comparable criteria: its guidelines
state that TE/ATE should be per-
formed after 3 or more infections
of tonsils and/or adenoids per year
despite adequate medical thera-
py.18 Earlier AAO-HNS guidelines
were much more stringent, requir-
ing 7 episodes of tonsillitis in
12 months, 5 episodes a year for
2 years, or 3 episodes a year for
3 years despite medical therapy
before considering surgery. Later
guidelines were adapted when
studies showed that patients who
did not meet these stringent crite-
ria also benefited from TE/ATE.19

In our study, as well as in the
 literature, opinions about the

Figure 4
Tonsillectomy for snoring/obstructive sleep apnoea in
 children.

Figure 5
Number of tonsillectomies performed for infection versus
upper airway obstruction in children.
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 definition of tonsillitis differ
 strikingly. However, sore throat,
swallowing difficulty and raised
temperature are considered to be
the most important factors for the
majority of our respondents. In the
literature, no studies relating to
the indications or effectiveness of

TE/ATE for recurrent throat
 infections start from a clear,
 uniform definition of tonsillitis.9 It
is legitimate to wonder how
important such a uniform defini-
tion will be as long as the number
of episodes suffered per year falls
after surgery.5,14 There is one

 criterion about which Belgian
ENT physicians almost all agree
and which is supported by the
UEMS guidelines: a positive
smear for group A (beta)hemolyt-
ic streptococcus is of no
 importance for the diagnosis of
tonsillitis.

The majority of Belgian physi-
cians consider TE/ATE for upper
airway obstruction to be indicated
in children with snoring, clinically
enlarged tonsils and a history sug-
gestive of sleep apnoea. This
matches the UEMS guidelines.17

Only 8% of our respondents con-
sider positive polysomnography
(PSG) to be necessary in the deci-
sion to operate. However, PSG is
still recommended by the guide-
lines of the American Academy of
Pediatrics20 and the American
Thoracic Society.21 In the latter
document, there is an additional
recommendation stating that, in
children with significant airway
obstruction, PSG may be deferred
to proceed with therapy expedi-
tiously. A systematic review con-
cluded that clinical and physical
examination are not reliable for
diagnosing OSAHS compared
with overnight PSG.22 Never -
theless, the absence of a validated
PSG threshold for clinically sig-
nificant disease and poor feasi -
bility in clinical practice leads
to a policy different from that
recommended  in most guide-
lines: a survey of the members
of the American Society of Pedi -
atric Otolaryngologists (ASPO)
showed that – as in our study – a
majority of respondents (75%)
rely on a clinical diagnosis rather
than PSG to recommend TE/ATE
for sleep disordered breathing in
children.23 By contrast with the
situation  regarding children, the
decision to perform surgery (ton-
sillectomy with or without UPPP)

Table II

Comparison of survey results with UEMS guidelines

Figure 6
Readiness to perform a TE/ATE

Survey results UEMS guidelines

Infection indications:
83.2%: 3 or 4 infections per year; strep
test considered necessary by 1.3%
48.7%: every peritonsillar abscess; 36.6%:
peritonsillar abscess if certain conditions
are present

Infection indications:
3 or more bacterial infections per year;
strep test not mandatory
peritonsillar abscess

Hypertrophy indications:
90.5%: decision-making based on history
(snoring, apnoea, dysphagia) and clinical
findings (enlarged tonsils)

Hypertrophy indications:
Hypertrophy causing deglutition problems
Hypertrophy causing airway obstruction
(SAS)
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for obstructive sleep apnoea in
adults is usually less easily made
and only after PSG. The back-
ground to this difference is that
the pathophysiology of obstruc-
tive sleep apnoea is different in
children and adults: in children,
the airway obstruction is caused
by tonsillar/adenotonsillar hyper-
trophy and in adults it is caused by
failing or insufficient pharyngeal
muscle tone during sleep, result-
ing in inspiratory pharyngeal
 collapse.5

Turning to peritonsillar
abscesses (PTA), the opinions of
our respondents differ: 48.7% of
them think this is a straightfor-
ward indication for tonsillectomy.
This matches UEMS guidelines.17

Others think surgery is only
 necessary in patients with a
history  of peritonsillar abscess or
recurrent tonsillitis, or if there is
no other way to drain the abscess.
A literature review shows compa-
rable, good success rates (up to
96%) for needle aspiration, inci-
sion and drainage and quinsy ton-
sillectomy in the initial treatment
of PTA.24 Since the recurrence rate
for PTA after successful initial
treatment (excluding tonsillecto-
my) is only 10-13%, it is question-
able whether a tonsillectomy
should be performed for each
PTA.24 It is not clear whether a
history  of recurrent tonsillitis is
associated with a higher risk of
developing a recurrent abscess.24

However, in this situation, a
tonsillectomy  can be seen as a
treatment for the abscess as well
as for the recurrent tonsillitis. This
could be an additional argument
in favour of operating. Seventy-
seven per cent of Belgian ENT
specialists prefer interval tonsil-
lectomy to quinsy tonsillectomy.
Although one article reports less
blood loss in quinsy tonsillectomy

compared to interval tonsillecto-
my,25 the main difference in out-
come between the two strategies
seems to be the total duration of
hospital stay and the number of
days lost from work, with both
outcomes favouring quinsy tonsil-
lectomy.24

To our knowledge, there have
been no studies looking at dif -
ferences in decision-making in
different groups of ENT special-
ists. In our study, the only signifi-
cant difference is related to the
increasing age of the surgeon,
with the stringency of indications
for TE/ATE apparently decreasing
with age. The reason for this find-
ing is still unclear. It is possible
that it is partially due to dif -
ferences in the shared policy
towards surgery at the beginning
of their careers.2 However, it can
be assumed that older physicians
follow the literature as well as
younger colleagues. They may be
guided in part by their own clini-
cal experience, which should
always be kept in mind when
interpreting literature treatment
recommendations and guide-
lines.24

Conclusion

This study was based on a ques-
tionnaire completed anonymously
by 238 Belgian ENT specialists.
The majority of respondents con-
sider tonsillectomy/adenotonsil-
lectomy to be indicated after 3 to
4 episodes of tonsillitis per year in
children and after 2 to 3 episodes
in adults. In the case of upper air-
way obstruction in children, the
surgical indication is mainly based
on clinical and anamnestic find-
ings rather than on polysomnogra-
phy results. Policies about the
treatment of peritonsillar abscess
are controversial. Surgical deci-

sion-making in TE/ATE seems to
differ depending on the number of
years of experience of the sur-
geon: the stringency of indications
for TE/ATE seems to decrease
with advancing age.
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