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Letter 

Adenotonsillectomy in children with mild symptoms  

Authors' reply  

EDITOR—Although we excluded children with a Brouillette score of more than 3.5 from 
our trial, it is likely that some children with obstructive sleep apnoea participated.1 Of the 

37 children in our trial with a Brouillette score between -1 and 3.5, indicating possible 
obstructive sleep apnoea, 18 were allocated to adenotonsillectomy and 19 to watchful 
waiting. At three months' follow up, parents reported obstructive symptoms during sleep 
in 0.9 v 11.8% of children, respectively. At 12 and 24 months, these percentages were 
1.1% v 5.2% and 1.7% v 1.5%, indicating only a short term effect of surgery. In the 

absence of a long term effect on this outcome, an effect on behavioural and 
neurocognitive outcomes is unlikely. 

Moreover, a watchful waiting strategy includes not only educating parents about the 
favorable natural course of obstructive symptoms, but also ensuring follow up if 
symptoms persist or increase; in those cases adenotonsillectomy should be reconsidered. 

International practice varies with respect to adenotonsillectomy,2 and some children 
selected for surgery in Dutch practice would be managed non-surgically in the United 
Kingdom. Although most UK departments for ear, nose, and throat medicine use 1999 
guidelines of the Scottish Intercollegiate Guidelines Network (SIGN), the large variation 
in tonsillectomy rates across the health authorities shows that doctors still differ in their 
criteria for diagnosis of tonsillitis and indications for tonsillectomy and adenoidectomy. 

The SIGN guidelines acknowledge that there is a paucity of high quality evidence for 
surgical intervention. Our trial adds to this evidence and shows that in children with mild 
symptoms of throat infections or adenotonsillar hypertrophy adenotonsillectomy offers no 
major clinical benefits over watchful waiting. 
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