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Otolaryngology

Tonsillectomy is one of the most commonly performed 
otolaryngology operations and is one of the most ancient 
surgical operations. The Scottish tonsillectomy audit1 showed 
that recurrent tonsillitis was the most frequent reason for 
performing a tonsillectomy. The patients on our waiting list 
for tonsillectomy are those who have met our institutional 
criterion of 4 or more episodes of tonsillitis per year for more 
than 2 years.  
   The question of whether or not recurrent tonsillitis is a self-
limiting disease has been addressed extensively in children. 
Studies have yielded conflicting reports. Earlier studies 
gave the impression that tonsillitis is self-limiting. The most 
notable studies in this regard are those by Paradise et al.2 
and Freeland and Curley.3 Recently Woolford et al.4 showed 
that in a sizeable minority of cases, tonsillitis would resolve. 
Prim et al.5 concluded that there was insufficient evidence 
to support the belief that long surgical waiting lists for 
tonsillectomy are associated with high rates of spontaneous 
resolution of recurrent acute tonsillitis. In a recent study,6 

only 7% of parents felt that their child had improved with 
regard to symptom resolution.

Little is known about the outcome of adult patients on 
tonsillectomy waiting lists. Laing and McKerrow7 argued 
that tonsillectomy in young adults was cost-effective and a 
valid measure. In a developing world setting there are unique 
problems such as limited access to primary health care for 
recurrent acute tonsillitis. 

The adult tonsillectomy waiting list for recurrent tonsil-
litis at Groote Schuur Hospital has increased in recent years 
because of the burden of head and neck cancer surgery 
coupled with reduced operating time. Some patients have 
therefore been on the waiting list for up to 5 years.

Objective
The aim of this study was to assess the morbidity associated 
with long waiting lists for adult tonsillectomy in a developing 
world setting.

Materials and methods
A telephonic survey was conducted of patients on the adult 
tonsillectomy waiting list at Groote Schuur Hospital. The 
patients had been booked for surgery between January 2000 
and December 2003. Only those patients who had been 
waiting for at least 1½ years were included in the study. 
   Patients were questioned on the following: (i) the number of 
episodes of tonsillitis per year at time of booking; (ii) number 
of episodes of tonsillitis per year at time of interview; (iii) 
antibiotic history; (iv) complications, e.g. quinsy; (v) number 
of days lost at work; (vi) whether or not they had undergone 
tonsillectomy elsewhere in the interim; and (vii) whether or 
not they still wanted to undergo tonsillectomy. 
   The study was approved by the Health Research and Ethics 
Committee of the University of Cape Town. Data were 
analysed using Excel and SPSS statistical packages.

Results
Despite attempts to call all 350 patients on the waiting list, 
only 55 patients (15.7%) were contactable. Reasons for not 
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Summary
There is a paucity of data on morbidity associated with 
long waiting lists for adult tonsillectomy. The aim of this 
study was to assess the morbidity associated with long 
waiting lists for adult tonsillectomy in a developing world 
setting. Of 350 patients on the waiting list at Groote 
Schuur Hospital for 18 months or more, only 55 were 
contactable. This low yield (15.7%) from the telephonic 
survey highlighted the difficulty of managing long waiting 
lists efficiently in a developing world setting. As only 1/55 
patients on the waiting list had a complication (quinsy), 
it appears to be safe to delay tonsillectomy in adult 
patients. Only half of patients ultimately required tonsil-
lectomy because of a natural reduction in the number of 
episodes of tonsillitis with time. In order to avoid unnec-
essary tonsillectomy we need to find better prognostica-
tors to identify the subgroup of adult patients likely to 
have continued recurrent tonsillitis.
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being able to contact the patients ranged from phones not 
working to patients having changed their physical addresses 
and telephone numbers. Data were therefore analysed for 55 
patients.

Patients’ ages ranged between 12 and 68 years (average 
age 26.9 years). The male-to-female ratio was 1:4. To find 
out if this was a representative sample we compared the aver-
age age and the sex ratio with those of all patients on the 
waiting list (average age 29.22 years, sex ratio 1:4) and found 
the differences not to be statistically significant (p = 0.09 and 
p = 0.8 respectively).

The number of episodes of tonsillitis per year at the time 
of booking compared with at the time of the interview is 
shown in Table I.  The average number of episodes of tonsil-
litis per annum decreased significantly from 5.83 episodes at 
the time of booking (Cornfield’s 95% confidence interval: 
4.99 - 6.67) to 2.31 episodes at the time of the interview 
(Cornfield’s 95% confidence interval: 1.49 - 3.13). The 
mean number of times patients took antibiotics was 2.40 
times per year.

Only 1 patient developed a complication (peritonsillar 
abscess) as a consequence of delayed surgery. She required 
drainage of the abscess and admission to hospital and under-
went interval tonsillectomy. 

Only 32 of the 55 patients still wished to undergo ton-
sillectomy. This did not differ significantly from those not 
wanting to undergo tonsillectomy (N = 22, p = 0.33). One 
patient was undecided.

Table II compares the mean number of days lost at work 
for patients on the waiting list. Note that there is a statisti-
cally significant difference (p = 0.0005) in the number of 
working days lost in the group that still wanted to undergo 
tonsillectomy (6.59 days), compared with the group that did 
not wish to undergo tonsillectomy (0.27 days).

Discussion
The low yield of patients (15.7%) from the telephonic survey 
highlights one of the difficulties of managing long waiting 
lists efficiently in a developing world practice. It is difficult 
to confirm theatre bookings and to call patients for surgery 
at short notice. 

Our study found that the male-to-female ratio for recurrent 
tonsillitis in adults requiring tonsillectomy was 1:4. This 
concurs with a previous report8 from Cape Town in which 
the male-to-female ratio was 1:3. The reason for this 
female preponderance is not known. Spicker and Schultz-
Coulon9 showed that, despite the small sample size, in 
some young females in the postadolescent age group an 
abnormal personality structure influenced the indications for 
tonsillectomy.

Only 1 of 55 patients surveyed had a significant complica-
tion (quinsy) as a result of delayed tonsillectomy. It therefore 
appears to be safe to delay tonsillectomy in adult patients.

Our study found that there was a statistically significant 
reduction in the number of episodes of tonsillitis per year in 
patients on the waiting list. Lildholt et al.10 reported that only 
45% of patients awaiting tonsillectomy developed acute ton-
sillitis when they were randomised to weekly medication with 
500 mg azithromycin or placebo for 6 months. They also 
noted that azithromycin was not efficacious in the treatment 
of recurrent acute tonsillitis. The use of antibiotics is unlikely 
to explain the reduction in acute tonsillitis in our study as the 
mean number of times that patients used antibiotics was only 
2.4 times per year. Therefore factors other than antibiotics 
must be responsible for this reduction. There might simply 
be a natural decline with time in the number of episodes of 
tonsillitis in adult patients with recurrent tonsillitis.

There was not a statistically significant difference between 
the number of patients on the waiting list still wanting to 
undergo tonsillectomy, compared with those not wanting 
to, do so. This means that had there not been a tonsillec-
tomy waiting list, half of the patients would have undergone 
‘unnecessary’ tonsillectomy. This brings into question wheth-
er recurrent acute tonsillitis is a good enough sole criterion 
for tonsillectomy in adult patients.

Those still wanting surgery lost more days of work as a 
consequence of more frequent, and/or severe, recurrent ton-
sillitis. The loss of days at work for those patients needing to 
have tonsillectomy has been highlighted in a number of stud-
ies11,12 and needs to be considered as a major factor in mak-
ing a case for tonsillectomy in the adult population.

Other reasons put forward as a justification for tonsil-
lectomy apart from the widely accepted indication of a cer-

Table I. Episodes of tonsillitis per annum at time of booking compared with at time of 
interview (N = 55)

Episodes				    95% CI of the  
of tonsillitis	 Mean	SD	SE  M	 difference
At booking 	 5.83	 3.06	 0.42	 4.99 - 6.67
At interview 	 2.31	 3.04	 0.41	 1.49 - 3.13
SD = standard deviation; SEM = standard error of mean; CI = confidence interval.

Table II. Mean number of days lost at work for patients wanting tonsillectomy (N = 32) 
compared with those not wanting it (N = 22) (1 patient undecided)* 

	N o. of 	 Mean work
Tonsillectomy	 patients	 days lost	SD	SE  M
Yes	 32	 6.59	 0.88	 0.19
No	 22	 0.27	 7.67	 1.39

*p = 0.0005.
SD = standard deviation; SEM = standard error of mean.
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tain number of episodes of acute tonsillitis per year, include 
reduction in antibiotic use after tonsillectomy, improved 
patient satisfaction and better health. 

Conclusions
The conclusions of this study are that: (i) it is relatively 
safe clinical practice to have a long waiting lists for adult 
tonsillectomy; (ii) managing long  waiting lists in a developing 
world practice is problematic; and (iii) about half of adult 
patients booked for tonsillectomy according to the number 
of episodes of tonsillitis, will ultimately not require surgery 
because of a natural reduction in the number of episodes of 
tonsillitis.

Recommendations
Recommendations are as follows: (i) long waiting lists should 
be avoided in a developing world practice as the majority 
of patients become uncontactable, and the waiting lists are 
difficult to manage efficiently; (ii) patients on long adult 
tonsillectomy waiting lists should be called/recalled before 
surgery to confirm the need for tonsillectomy; (iii) in order to 
avoid unnecessary tonsillectomy, we need to find better means 
of identifying the subgroup of adult patients likely to have 
continued recurrent tonsillitis; and (iv) the number of days 
lost at work needs to be a consideration for tonsillectomy.
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NEW
ESSENTIAL READING FOR ALL GPs

Systemic Disease and The Kidney
a handbook for clinicians

In this book, author Professor Roal van Zyl-Smit, shares his vast
knowledge of the kidney, and its associated complexities, gained dur-
ing his many years as a nephrologist and general physician.

Systemic Disease and The Kidney offers GPs a practical guide to renal problems encountered in
general medical practice. The single author text maintains a consistent level of complexity
throughout the book and provides a quick and easy to understand reference to renal complications
in patients suffering from conditions such as: 

•  Diabetes mellitus •  Hypertension and renovascular disease
•  Collagen vascular diseases •  Myeloma and amyloidosis
•  Tuberculosis and AIDS •  Genetically determined kidney disease 

In addition it provides an approach to situations such as: 
•  The clinical assessment of the patient with kidney disease
•  Fluid and electrolyte and acid base disorders 
•  Acute and chronic renal failure
•  Glomerulonephritis and interstitial nephritis 
•  Urinary tract infections and renal stone disease. 
•  Lipid disorders encountered in patients with renal disease
•  An approach to dialysis and transplantation.

Clinicians will value the book for its practical clinical information as it demystifies the perception
that renal disease is ‘difficult’.

Systemic Disease and the Kidney – a handbook for clinicians – is available only through the SAMA – HMPG
Bookshop, where SAMA members enjoy special discounts on all purchases.

To order: Tel: (021) 530 6520 / 6551  •  Fax: (021) 531 4126 / 3359  •  E-mail: books@samedical.org

SAMA member price: R 269,00 
Non-members: R 289,00

All prices include VAT and Postage

kidney book advert  8/29/05  4:12 PM  Page 1

Health & Medical Books

To order contact Carmen or Avril:
Tel: (021) 530-6520      Fax: (021) 531-4126

email: carmena@hmpg.co.za or avrilm@hmpg.co.za
The  South African Medical Association,  

Health & Medical Publishing Group  
1-2 Lonsdale Building, Gardener Way,  

Pinelands, 7405.

Netter’s Atlas of Human Anatomy
The world’s leading atlas, artistically created over a number of

decades by the late Frank Netter.

This book remains the favourite atlas for students the world over, 
and it is now available from SAMA HMPG at a special price for

South African students and SAMA members.

Price: R515.00
Members: R465.00

This is all inclusive!

Ph: 021-530-6520
Fax: 021-531-3539

books@samedical.org
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