Facts on Tonsillectomy

•

In the United States, the number of tonsillectomies has actually declined
significantly and progressively since the 1970s. The frequency with
which tonsillectomy is performed varies from region to region. The
variation appears to be related to differences in the medical practice of
general practitioners, pediatricians, and otolaryngologists, in the
management of recurrent tonsillitis and other conditions affecting the
upper airway.

•

30 years ago, approximately 90% of tonsillectomies in children were done
for recurrent infection; now it is about 20% for infection and 80% for
obstructive sleep problems (OSA).

•

The “gold standard” for the diagnosis and quantification of OSA is full-night
polysomnography, or sleep study. However, polysomnography is
expensive, time-consuming, and often unavailable. Consequently,
most otolaryngologists will perform an adenotonsillectomy (T&A)
based on a strong clinical history and parental observation in a child
with chronically enlarged adenoids and tonsils.

•

Extensive data shows the negative effects of OSA in children on behavior,
school performance, and bed-wetting. Improvement for such behaviors
following tonsillectomy is very well documented.

•

Tonsillectomy for recurrent tonsillitis is effective at significantly reducing
the number and severity of sore throats in children who are severely
affected. There is also anecdotal evidence that some children’s quality
of life is transformed by the surgery. This may be caused by a
combination of factors that include the tendency of the frequency of
recurrent sore throats to resolve over time and the elimination of a
source of infection and of obstructive symptoms. These conclusions
were published in “TO TREAT: Tonsillitis Outcomes – Toward Reaching
Evidence in Adults and Tots,” a January 2008 supplement to the
journal Otolaryngology-Head and Neck Surgery.

•

Tonsillectomy alone is performed infrequently in children younger than 1
year old, whereas adenoidectomy alone is performed infrequently in
individuals older than 14. The rate of adenoidectomy is about 1.5
times as high in boys as in girls, while the rate of tonsillectomy is
almost twice as high in girls than in boys.

•

On financial incentives favoring surgical intervention: Tonsillectomy

reimbursement ranges from approximately $180-$300 across all
payers. For example: Medicaid reimbursement to the surgeon for
performing the procedure within the state of Virginia is currently $200,
and this includes all the follow-up care for 90 days following the
procedure. Some payers base their fee schedules on a percentage of
the Medicare payment. Out of this payment, the physician must pay
significant malpractice insurance costs, as well as overhead costs for
the practice, including staff salaries and benefits, and utilities.
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