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Dr Alison Glover’s article reminds us—if we need
reminding—that tonsillectomy has long been a con-
troversial operation.1 It remains so today and recently,
when calls were made in the UK to ‘stop doing
unnecessary operations’, tonsillectomy was quickly
cited as one of these. In 1936, Alison Glover clearly
thought that many tonsillectomies being undertaken
were unnecessary. Both then and now, this lack of
necessity presumably refers to the belief that patients
are no better off after tonsillectomy than they
would have been had they not had the surgery. The
wide variation in rates of tonsillectomy between and
within countries seen 70 years ago, continues to the
present day.2

It is difficult to work out from Dr Alison Glover’s
article what the contemporary indications for tonsil-
lectomy were. Mention is made several times of
‘enlargement’ and of sore throats and colds. When I
rescued the 1937 edition of St Clair Thomson’s classic
ENT text book ‘Diseases of the Throat and Nose’ from
a library’s discard pile I felt sure it would be useful
one day; it has proved so now.3 Contemporary
indications included:

1. ‘Any interference with respiration, night or day.
2. Threatened alteration of voice or articulation.
3. Eustachian catarrh, or the presence of inflamma-

tory middle-ear disease.
4. Chronic enlargement of the cervical glands

5. Chronic lacunar tonsillitis with recurrent
exacerbations.

6. If adenoids [are going to be removed] the
opportunity should be utilized for removing
tonsils if also the cause of symptoms.

7. Attacks due to septic absorption through the
tonsils, or a chronic condition of ill-health which
can be attributed to infection through the
tonsillar area.

8. Frequent attacks of tonsillar inflammation, or of
peri-tonsillar abscess.’

The authors also comment (perhaps hinting at the
increased frequency of tonsillectomy noted by
Dr Alison Glover):

‘Recently ‘‘sepsis of the tonsils’’ has been claimed as the
cause of a large variety of disorders, and tonsil
enucleation, at all ages, has become more frequent.’

It is axiomatic that removing the tonsils (more
specifically the palatine tonsils—those ovoid lumps
of lymphoid tissue located between the faucial pillars
in the oropharynx) will prevent an individual devel-
oping palatine tonsillitis. This is as true as the
inevitability of a patient who has undergone appen-
dicectomy being unable thereafter to develop appen-
dicitis. But just as appendicectomy is not a panacea
for all gastrointestinal disease, removing the tonsils is
not a measure that will permanently rid the patient of
sore throats or pharyngitis. And herein lies the key
issue relating to tonsillectomy today.

By its nature, tonsillectomy is a prophylactic
procedure, undertaken to prevent future episodes of
infection. In which case, how certain can one be that
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without surgery a patient will continue to have
infected episodes? If a patient keeps their tonsils
and does continue to have troublesome infections,
will they be due to the continued presence of the
palatine tonsils?

I have been careful in my choice of words here,
using the term ‘infections’ in a purposefully rather
vague way. It is sometimes said that tonsillectomy is
only performed in patients with tonsillitis, to prevent
tonsillitis. But clinical situations are rarely this simple.
It is difficult to be sure that all of the episodes
comprising malaise, fever and sore throat, accompa-
nied by redness and swelling of the palatine tonsils
are due primarily (let alone solely) to infection of
those tonsils. Conversely, when the palatine tonsils
are removed, the other lymphoid aggregates that
comprise Waldeyer’s ring of lymphoid tissue remain,
as do all the soft tissues of the pharynx. All these are
susceptible to infection and inflammation and the
associated clinical features of sore throat, dysphagia,
with malaise and fever.

There is some information available from rando-
mized controlled trials (RCTs) to suggest that—rather
like in the financial markets—the past does not
always predict the future. Just because an individual
has been suffering from repeated severe episodes of
‘tonsillitis’ in the past, this pattern may not con-
tinue.4–6 In the ‘bad old days’ of long waiting lists in
the British National Health Service, patients could be
put on the waiting list for tonsillectomy with severe
problems, only to remark when called for surgery
12–18 months later that they no longer had any
trouble at all, some not even having a single episode
since they were put on the waiting list.

There have been a number of RCTs looking at
tonsillectomy and adeno-tonsillectomy in children4–6

and one at tonsillectomy in adults.7 Data on follow-up
beyond the first year after randomization/surgery are
so limited that no conclusions can be drawn about
the effect of surgery beyond that first year. Within
that year, surgery results in a very modest reduction
in the number of days with a throat infection or sore
throat; 17 days in the surgical group rather than 21 in
the un-operated controls. Of the 17 days of pain
however between 7 and 14 of those days comprised
the immediate post-operative period and are entirely
predictable. This issue of predictability is likely to be
important to patients and their families and contrasts
with the unpredictable nature of the other days with
sore throats. The vast majority of patients who
respond to questionnaires about their or their child’s
tonsillectomy (about half of all patients), profess to be
very pleased that it was done.8

I have observed that most patients arriving for a
consultation about their tonsils have made up their
mind what they want to have done beforehand. Many
are determined to have them out and are rarely
dissuaded by explanations about the natural history
of sore throats and tonsillitis as described above,

combined with a detailed description of the operation,
the convalescence required and the risks of primary
and secondary haemorrhage. These individuals
often have a family member or friend who has had
their tonsils out or have been referred by their GP ‘for
tonsillectomy’ and are keen to follow their advice.
A second, smaller group desperately don’t want
surgery unless absolutely necessary. Once the same
explanation has been given, and the elective nature of
the procedure emphasized, they seem to relax in the
knowledge that they may legitimately decline surgery;
‘the doctor said I didn’t have to have them out’.

Is their consensus amongst otolaryngologists on those
patients in whom it is appropriate to consider tonsil-
lectomy? Criteria based on those proposed by Dr
Paradise and his team from Pittsburgh and used in
their RCT are widely used for children.4 The ‘Paradise
criteria’ require a standard to be met in terms of
frequency of infection, a child needing to have had
seven or more episodes in the preceding year, five or
more in each of the preceding 2 years, or three or more
in each of the preceding 3 years. The original criteria for
the RCT required specific clinical features, including at
least one of the following: temperature of 538.38C,
cervical lymphadenopathy, tonsillar or pharyngeal
exudates or positive culture for group A beta-haemolytic
streptococcus. In contemporary practice in the UK,
accurate information about these clinical features are
not always available to otolaryngologists, and a judge-
ment is often made about the severity of the episodes of
sore throat/tonsillitis based solely on the history.
In adults, one or two episodes a year necessitating
time off work, or two quinsies (peri-tonsillar abscesses)
are usually deemed ‘sufficient’ to consider surgery.
As I have noted above, armed with a full explanation of
the pertinent facts about natural history (that the past
does not necessarily predict the future and that
tonsillectomy does not prevent all sore throats) and
a clear description of the nature and risks of surgery, a
significant number of individuals still choose to have
a tonsillectomy.

The discussion which followed Dr Alison Glover’s
presentation is as illuminating as the paper itself,
particularly because the speakers in 1938 mentioned a
number of things with resonate with current practice.
Sir Arthur MacNalty, President of the Section of
Epidemiology and State Medicine at the Royal Society
of Medicine, before whom the paper was read, noted
that the need for children to have their tonsils
removed was the ‘honest belief of many practitioners’
and that ‘this belief had spread to the laity and the
influence of parental pressure could not be ignored’.
One Dr Layton commented that the decision about
whether or not to recommend tonsillectomy was a
‘very hard one’ and he felt that ‘at least as much time
should be given to deciding whether any operation
should be done, as to the doing of it’. Mr E D D David
spoke in similar vein, emphasising the need for
careful selection of patients. In more recent times,
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the patient presenting for tonsillectomy has often
been seen by the most junior member of the surgical
team. I agree with Dr Layton that the process of
assessment and counselling of patients is less
straightforward than might first appear and demands
the attention of a senior surgeon.

It is still the honest belief of many otolaryngologists,
including myself, that tonsillectomy is a useful
procedure in some patients, reducing the number
and severity of episodes of throat infection in
individuals who, without surgery, would have con-
tinued to have problems. The difficulty comes in
identifying those patients in whom this is most likely
to be the case. Until such time as we identify specific
biomarkers for, or develop better predictive models of,
recurrent throat infections, there will always be
uncertainty about the necessity or effectiveness of
tonsillectomy in an individual patient.

Iain Chalmers has written extensively about uncer-
tainty and comments that:

‘A prerequisite for constructive debate about
uncertainties about the effects of treatments is a
greater willingness among professionals and the
public to admit and discuss them, combined with
the humility to acknowledge that good intentions
alone have not protected patients from the
unintended harmful effects of treatments.’9

Nearly 70 years after Dr Alison Glover’s presentation,
my colleagues in the thriving Section of Laryngology &
Rhinology at the Royal Society of Medicine are more
aware than ever of the uncertainty surrounding the
effectiveness of tonsillectomy and the importance of
sharing that uncertainty with patients. But, like their
forebears they have witnessed dramatic evidence of
improvements in health following tonsillectomy in
some patients and see any proposal to ‘ban’ tonsillecto-
my as depriving patients of that potential benefit. They
recognize the absence of evidence for the long-term
effects of surgery, but rightly do not accept this as
evidence of the absence of a positive, beneficial effect
in some. When the uncertainty is openly and trans-
parently shared with patients, the possible benefits

being weighed with the risks and potential harms of
surgery, all patients will exercise their right to choose
and some will elect to undergo surgery. Others will not.
Whether or not those who fund healthcare will
continue to give this choice to patients is a different
question; how much uncertainty are commissioners of
healthcare provision prepared to pay for?
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