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TEXAS CHILDREN’S HOSPITAL 
EVIDENCE-BASED OUTCOMES CENTER 

Tonsillectomy & Adenoidectomy: Perioperative Medical Management 
Evidence-Based Guideline 

 
Definition: Tonsillectomy is a surgical procedure that removes 
all or part of the tonsil tissue, by dissecting the peritonsillar 
space with either extra-capsular or intra-capsular approaches. 
(1)  Adenoidectomy or removal of the adenoids is often 
performed at the same time as tonsillectomy. Indications for 
tonsillectomy include recurrent tonsillitis and sleep disordered 
breathing. 
 
Epidemiology: Tonsillectomy (with or without adenoidectomy) 
is one of the most common surgical procedures performed in 
children. (1) At TCH, over 2,500 tonsillectomies are performed 
each year.  
 

Inclusion Criteria 

 Children 0-18 years 

Exclusion Criteria 

 Sickle cell disease or known bleeding disorder 
 
 
 
 
 
 
 

 
Critical Points of Evidence* 

Evidence Supports 

 Consider dexmedetomidine or midazolam for children with documented severe OSA if premedication is needed. Use midazolam 
with caution in children with documented severe OSA, children with undocumented but suspected OSA, or other children at 
increased risk for OSA (i.e., those requiring admission). If dexmedetomidine is administered preoperatively, do not administer 
intraoperatively. (2,3) – Weak recommendation, low quality evidence 
Remarks: For many of the outcomes studied (i.e., satisfactory mask induction, SpO2, emergence agitation), dexmedetomidine and 
midazolam showed equivalence. Dexmedetomidine showed slightly favorable outcomes regarding ease of separation from parents, 
satisfactory IV cannulation, and the need for postoperative rescue analgesia.  

 Administer 0.5 mg/kg dexamethasone (max: 16 mg) intraoperatively to reduce pain and postoperative nausea and vomiting. Lower 
doses (to 0.15 mg/kg) may be equally effective if concerned for hypertension or hyperglycemia. (1,3-25) – Strong recommendation, 
moderate quality evidence 

 Consider intraoperative administration of acetaminophen. If given, acetaminophen toxicity should be considered prior to 
postoperative administration of acetaminophen or medications containing acetaminophen. (1,3,20-22,26-46) – Weak recommendation, 
moderate quality evidence 

 Administer dexmedetomidine intraoperatively to reduce opioid requirements. (1,3,20-22,26-46) – Strong recommendation, moderate 
quality evidence 

 Administer dexmedetomidine intraoperatively to reduce minor airway complications in high risk patients with documented severe 
OSA. (24,29,45,47-49) – Strong recommendation, moderate quality evidence 

 Utilize a reduced dose of opioids or eliminate the use of opioids altogether in children with documented severe OSA, children with 
undocumented but suspected OSA, or other children at increased risk for OSA (i.e., those requiring admission), as these children 
may have a heightened sensitivity to opioids. Codeine or codeine-containing products should not be given to tonsillectomy patients 
under 12 years of age.  (24,45,47,48,50) – Strong recommendation, low quality evidence 

 Administer 0.1 mg/kg ondansetron intraoperatively to reduce postoperative nausea and vomiting. Ondansetron may be given 
postoperatively as a rescue medication if the previous dose was given ≥6 hours prior; otherwise, metoclopramide should be given. 
(6,10,20,23,25,51,52) – Strong recommendation, high quality evidence 

 Utilize ibuprofen and acetaminophen for postoperative pain management. (1,3,20-22,31-33,36,41,53-65) – Strong recommendation, moderate 
quality evidence 
Remarks: The risk/benefit ratio for ibuprofen seems favorable, although a slightly increased risk of post-tonsillectomy bleeding 
cannot be ruled out.  

 Consider scheduled dosing of ibuprofen for 48-72 hours to ensure consistent administration of analgesia. Acetaminophen may be 
given PRN for breakthrough pain (up to 5 doses/day). (1,3,20-22,31-33,41,53-65) – Weak recommendation, low quality evidence 
Remarks: At this time, there is no evidence to support the utilization of opioids as a rescue pain mediation. A rescue dose of 
hydrocodone or oxycodone may be considered in the appropriate patient for uncontrolled pain. Opioid use is cautioned in the 
following populations: young age, severe OSA, severe obesity. Codeine or codeine-containing products should not be given to 
tonsillectomy patients under 12 years of age. Though widely embraced, scheduled dosing of pain medications has not been proven 
superior to PRN dosing; however, scheduled dosing ensures that children are not being undertreated.  

 Utilize ibuprofen ± acetaminophen for postoperative pain management in patients with documented severe OSA. (3,22,24,47,49,50,66) – 
Strong recommendation, moderate quality evidence 

 Consider administering 1 teaspoon of honey 3-4 times per day as an adjunct therapy for children ≥1 year. (67) – Weak 
recommendation, low quality evidence 

 Admit patients with the following: age <3 years OR >3 years with comorbid conditions (e.g., craniofacial anomaly, Down syndrome, 
neuromuscular disease, chronic lung disease, sickle cell disease, metabolic disease, obesity), BMI >99th percentile, or severe 
obstructive sleep apnea (AHI ≥20 obstructive events/hour, peak Co2 > 60 mmHg O2 saturation nadir <80%, or both). 
(1,21,22,24,47,49,65,68-91) – Strong recommendation, very low quality evidence 
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Remarks: This recommendation was adapted from the American Academy of Otolaryngology: Clinical Practice Guideline: 
Tonsillectomy in Children (2019 Update).  

 Consider a phone call on postoperative day 1. (21,22,92-93) – Weak recommendation, low quality evidence 
Remarks: If resources permit, a phone call on postoperative day 1 will likely improve patient experience.  

 Administer a single dose of intravenous steroids to reduce postoperative nausea and vomiting, along with pain and swelling. (22,94-97) 
– Strong recommendation, moderate quality evidence 

Evidence Against 

 Do not routinely administer ketamine intraoperatively. (1,3,20-22,26-46) – Strong recommendation, moderate quality evidence 

 Do not administer or prescribe perioperative antibiotics. (1,98-105) – Strong recommendation, moderate quality evidence 
Remarks: This recommendation was adopted from the American Academy of Otolaryngology: Clinical Practice Guideline: 
Tonsillectomy in Children (2019 Update). The potential benefit of administering prophylactic antibiotics (i.e., a possible reduction in 
postoperative fever) is outweighed by the risks of increasing bacterial resistance, allergic reactions and other side effects, cost, and 
patient burden of swallowing another medication. Exceptions to this recommendation include patients with cardiac conditions 
requiring perioperative antibiotics for prophylaxis and patients undergoing tonsillectomy with concurrent peritonsillar abscess.  

 Do not routinely administer opioids postoperatively for pain. Tramadol and acetaminophen/codeine are contraindicated in all children 
following tonsillectomy and/or adenoidectomy. (1,3,20-22,31-33,36,41,53-65) – Strong recommendation, low quality evidence 

 Do not administer opioids postoperatively to children with documented severe OSA. (3,22,24,47,49,50,66) – Strong recommendation, low 
quality evidence 

 Do not routinely admit patients to the PICU. (24,49,65,71,88,106) – Strong recommendation, very low quality evidence 

Evidence Lacking/Inconclusive 

 Utilization of ketorolac for postoperative pain management, dependent on provider preference. Current literature shows that 
ketorolac does not have an impact on hemorrhage rates and may reduce the use of opioid medication(107) – Consensus 
recommendation 

 Unable to make a recommendation regarding the use of local anesthetics due to conflicting evidence. (3,20-22,26-46) 

 Discharge patients at increased risk from OSA from the recovery area to an unmonitored setting (i.e., home or unmonitored hospital 
bed) only after they are no longer at risk of postoperative respiratory depression. (49) – Consensus recommendation 

 Consider a higher level of care for patients with the following: Need for noninvasive ventilation or nasopharyngeal airway, higher 
oxygen requirement, known difficult/critical airway, tracheostomy, baseline home ventilator or BiPAP/CPAP dependence. (65) – 
Consensus recommendation 

 Use continuous pulse oximetry monitoring after discharge from the recovery room for hospitalized patients who are at increased risk 
of respiratory compromise from OSA. (49,91) – Consensus recommendation 

 Educate practitioners caring for patients postoperatively on the management/expectations of postoperative pain and respiratory 
complications. (106) – Consensus recommendation 

 

*NOTE: The references cited represent the entire body of evidence reviewed to make each recommendation. 

Condition-Specific Elements of Clinical Management

Admission Criteria 

 Age <3 years 

 Comorbid conditions (e.g., craniofacial anomaly, Down 
syndrome, neuromuscular disease, chronic lung disease, 
sickle cell disease, metabolic disease, obesity) 

 BMI ≥99th percentile 

 Severe obstructive sleep apnea (AHI ≥20 obstructive 
events/hour, peak Co2 > 60 mmHg, O2 saturation nadir 
<80%, or both) 

 PICU/TICU admission criteria: severe OSA w impaired gas 
exchange (AHI ≥20 obstructive events/hour, peak Co2 > 60 
mmHg, O2 saturation nadir <80%, or both) 

 
 
 
 
 
 
 
 
 

 
 
Measures 
Process 

 Proportion of patients receiving antibiotics 
Outcome 

 EC visit within 30 days postoperatively for condition related 
to tonsillectomy/adenoidectomy 

 Proportion of patients experiencing postoperative 
respiratory compromise (O2 required on the floor, RRT or 
escalation of care required, reintubation) 

 Proportion of patients experiencing postoperative 
hemorrhage 

 Proportion of patients requiring return to OR for 
postoperative hemorrhage 

 Admission rate 

 Length of PACU stay 

 Proportion of postoperative phone calls from patients 
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Begin

Documented severe OSA, 
undocumented but suspected OSA, or 
increased risk for OSA (i.e., requiring 

admission*)

TCH Evidence-Based Outcomes Center

Clinical Algorithm for Tonsillectomy & Adenoidectomy: Perioperative Medical Management

Yes

Admission Criteria*
- Age <3 years
- Comorbid conditions (e.g., craniofacial 
  anomaly, Down syndrome, neuromuscular 
  disease, chronic lung disease, sickle cell 
  disease, metabolic disease, obesity)
- BMI >99th percentile
- Severe obstructive sleep apnea (AHI  20 
  obstructive events/hour, peak Co2>60 mm 
  hg, O2 saturation nadir <80%, or both)

Consider a higher level of care for patients 
with the following: impaired gas exchange,a 
need for noninvasive ventilation or 
nasopharyngeal airway, higher oxygen 
requirement, known difficult/critical airway, 
tracheostomy, baseline home ventilator or 
BiPAP/CPAP dependence.

No

- Postoperatively, consider scheduled dosing of 
  ibuprofen for 48-72 hours. Acetaminophen may be 
  given PRN for breakthrough pain (up to 5 doses per 
  day).
- Consider administering 1 teaspoon of honey 3-4 times 
  per day as an adjunct for children  1 year.

- Postoperatively, consider scheduled dosing of 
  ibuprofen for 48-72 hours. Acetaminophen may be 
  given PRN for breakthrough pain (up to 5 doses/day). 
- Consider administering 1 teaspoon of honey 3-4 times 
  per day as an adjunct for children  1 year.

- Monitor patients with OSA or high-risk patients until 
  they are no longer at risk of postoperative respiratory 
  depression.
- Utilize continuous pulse oximetry monitoring after 
  discharge from the recovery room for hospitalized 
  patients who are at increased risk of respiratory 
  compromise from OSA.

Breakthrough pain

Consider administering steroids to 
patients with uncontrolled pain after 24 

hours.

Yes

Patient to follow up 
as needed.

No

Breakthrough pain

- Consider administering steroids to 
  patients with uncontrolled pain after 24 
  hours.
- Consider a rescue dose of 
  hydrocodone or oxycodone for non-
  OSA patients  14 years.

Yes

Patient to follow up 
as needed.

No

Premedication 
required

No

Administer 
dexmedetomidine 

or midazolam.
Yes

- Perform tonsillectomy and adenoidectomy.
- Administer 0.15-0.5 mg/kg dexamethasone (max: 16 
  mg) intraoperatively.
- Administer dexmedetomidine intraoperatively, if not 
  given preoperatively.
- Consider intraoperative administration of 
  acetaminophen.
- Administer 0.1 mg/kg ondansetron intraoperatively.

Clinical standards are deve loped for 80% of the patient population with a particular  disease. Each practitioner must use his/her clinical judgment in the management of any specific patient .
 

 



  

© Evidence-Based Outcomes Center           4 
Texas Children’s Hospital 

References 

1. Mitchell, R. B., Archer, S. M., Ishman, S. L., Rosenfeld, R. M., Coles, S., Finestone, S. A., et al. (2019). [American Academy of Otolaryngology - 

Head and Neck Surgery] Clinical practice guideline: Tonsillectomy in children (update). Otolaryngology - Head and Neck Surgery, 160(1S), S1-S42.  

2. Peng, K., Wu, S. R., Ji, F. H., & Li, J. (2014). Premedication with dexmedetomidine in pediatric patients: A systematic review and meta-analysis. 

Clinics (Sao Paulo), 69(11), 777-786. 

3. Ericsson, E., Brattwall, M., & Lundeberg, S. (2015). Swedish guidelines for the treatment of pain in tonsil surgery in pediatric patients up to 18 

years. International Journal of Pediatric Otorhinolaryngology, 79, 443-450.  

4. Afman, C. E., Welge, J. A., & Steward, D. L. (2006). Steroids for post-tonsillectomy pain reduction: Meta-analysis of randomized controlled trials. 

Otolaryngology Head Neck Surgery, 134(2), 181-186. 

5. Bellis, J. R., Pirmohamed, M., Nunn, A. J., Loke, Y. K., De, S., Golder, S., & Kirkham, J. J. (2014). Dexamethasone and haemorrhage risk in 

paediatric tonsillectomy: A systematic review and meta-analysis. British Journal of Anaesthesia, 113(1), 23-42. 

6. Bolton, C. M., Myles, P. S., Nolan, T., & Sterne, J. A. (2006). Prophylaxis of postoperative vomiting in children undergoing tonsillectomy: A 

systematic review and meta-analysis. British Journal of Anaesthesia, 97(5), 593-604.  

7. Celiker, V., Celebi, N., Canbay, O., Basgul, E., & Aypar, U. (2004). Minimum effective dose of dexamethasone after tonsillectomy. Paediatric 

Anesthesia, 14(8), 666-669. 

8. Geva, A., & Brigger, M. T. (2011). Dexamethasone and tonsillectomy bleeding: A meta-analysis. Otolaryngology Head Neck Surgery, 144(6), 838-

843. 

9. Goldman, A. C., Govindaraj, S., & Rosenfeld, R. M. (2000). A meta-analysis of dexamethasone use with tonsillectomy. Otolaryngology Head Neck 

Surgery, 123(6), 682-686.  

10. Gunter, J. B., McAuliffe, J. J., Beckman, E. C., Wittkugel, E. P., Spaeth, J. P., & Varughese, A. M. (2006). A factorial study of ondansetron, 

metoclopramide, and dexamethasone for emesis prophylaxis after adenotonsillectomy in children. Paediatric Anaesthesia, 16(11), 1153-1165.  

11. Hermans, V., De Pooter, F., De Groote, F., De Hert, S., & Van der Linden, P. (2012). Effect of dexamethasone on nausea, vomiting, and pain in 

paediatric tonsillectomy. British Journal of Anaesthesia, 109(3), 427-431. 

12. Karaman, M., Ilhan, A. E., Dereci, G., & Tek, A. (2009). Determination of optimum dosage of intraoperative single dose dexamethasone in pediatric 

tonsillectomy and adenotonsillectomy. International Journal of Pediatric Otorhinolaryngology, 73(11), 1513-1515. 

13. Khalili, G., Sajedi, P., Shafa, A., Hosseini, B., & Seyyedyousefi, H. (2012). A randomized evaluation of intravenous dexamethasone versus oral 

acetaminophen codeine in pediatric adenotonsillectomy: Emergence agitation and analgesia. Middle East Journal of Anesthesiology, 21(4), 499-

504. 

14. Kim, M. S., Cote, C. J., Cristoloveanu, C., Roth, A. G., Vornov, P., Jennings, M. A., et al. (2007). There is no dose-escalation response to 

dexamethasone (0.0625-1.0 mg/kg) in pediatric tonsillectomy or adenotonsillectomy patients for preventing vomiting, reducing pain, shortening time 

to first liquid intake, or the incidence of voice change. Anesthesia & Analgesia, 104(5), 1052-1058. 

15. Mahant, S., Keren, R., Localio, R., Luan, X., Song, L., Shah, S. S., et al. (2014). Dexamethasone and risk of bleeding in children undergoing 

tonsillectomy. Otolaryngology Head Neck Surgery, 150(5), 872-879. 

16. Plante, J., Turgeon, A. F., Zarychanski, R., Lauzier, F., Vigneault, L., Moore, L. et al. (2012). Effect of systemic steroids on post-tonsillectomy 

bleeding and reinterventions: Systematic review and meta-analysis of randomised controlled trials. BMJ, 345, e5389. 

17. Shargorodsky, J., Hartnick, C. J., & Lee, G. S. (2012). Dexamethasone and postoperative bleeding after tonsillectomy and adenotonsillectomy in 

children: A meta-analysis of prospective studies. Laryngoscope, 122(5), 1158-1164. 

18. Steward, D. L., Grisel, J., & Meinzen-Derr, J. (2011). Steroids for improving recovery following tonsillectomy in children. Cochrane Database Syst 

Rev(8), CD003997. 

19. Suzuki, S., Yasunaga, H., Matsui, H., Horiguchi, H., Fushimi, K., & Yamasoba, T. (2014). Impact of systemic steroids on posttonsillectomy bleeding: 

analysis of 61 430 patients using a national inpatient database in Japan. Otolaryngology Head Neck Surgery, 140(10), 906-910. 

20. Scottish Intercollegiate Guidelines Network. (2010). Management of sore throat and indications for tonsillectomy. 

21. Lescanne, E., Chiron, B., Constant, I., Couloigner, V., Fauroux, B., Hassani, Y., et al. (2012). SFORL [French Oto-Rhino-Laryngology - Head and 

Neck Surgery Society] guidelines: Pediatric tonsillectomy. European Annals of Otorhinolaryngology, Head and Neck Diseases, 129, 264-271.  

22. Constant, I., Ayari Khalfallah, S., Brunaud, A., Deramoudt, V., Fayoux, P., Giovanni, A., et al. (2014). How to replace codeine after tonsillectomy in 

children under 12 years of age? Guidelines of the French Oto-Rhino-Laryngology - Head and Neck Surgery Society (SFORL). European Annals of 

Otorhinolaryngology, Head and Neck Diseases, 131, 233-238.    

23. Gan, T. J., Diemunsch, P., Habib, A. S., Kovac, A., Kranke, P., Meyer, T. A., et al. (2014). [Society for Ambulatory Anesthesiology] Consensus 

guidelines for the management of postoperative nausea and vomiting. Anesthesia & Analgesia, 118(1), 85-113. 

24. American Society of Anesthesiologists. (2014). Practice guidelines for the perioperative management of patients with obstructive sleep apnea: An 

updated report. Anesthesiology, 120(2), 1-19.  

25. Carr, A. S., Courtman, S., Holtby, H., Morton, N., Jacobson, S., Brennan, L., et al. (2009). [The Association of Paediatric Anaesthetists of Great 

Britain & Ireland] Guidelines on the prevention of post-operative vomiting in children.  

26. Alhashemi, J. A., & Daghistani, M. F. (2006). Effects of intraoperative i.v. acetaminophen vs i.m. meperidine on post-tonsillectomy pain in children. 

British Journal of Anaesthesia, 96(6), 790-795. 

27. Gemma, M., Piccioni, L. O., Gioia, L., Beretta, L., & Bussi, M. (2009). Ropivacaine peritonsillar infiltration for analgesia after adenotonsillectomy in 

children: a randomized, double-blind, placebo-controlled study. Annals of Otology, Rhinology & Laryngology, 118(3), 227-231. 

28. Hauber, J. A., Davis, P. J., Bendel, L. P., Martyn, S. V., McCarthy, D. L., Evans, M. C., et al. (2015). Dexmedetomidine as a rapid bolus for 

treatment and prophylactic prevention of emergence agitation in anesthetized children. Anesthesia & Analgesia, 121(5), 1308-1315. 

29. He, X. Y., Cao, J. P., Shi, X. Y., & Zhang, H. (2013). Dexmedetomidine versus morphine or fentanyl in the management of children after 

tonsillectomy and adenoidectomy: A meta-analysis of randomized controlled trials. Annals of Otology, Rhinology & Laryngology, 122(2), 114-120. 

30. Kocum, A. I., Sener, M., Caliskan, E., Bozdogan, N., Micozkadioglu, D., Yilmaz, I., & Aribogan, A. (2013). Intravenous paracetamol and dipyrone for 

postoperative analgesia after day-case tonsillectomy in children: A prospective, randomized, double blind, placebo controlled study. Brazilian 

Journal of Otorhinolaryngology, 79(1), 89-94. 

31. Krishna, S., Hughes, L. F., & Lin, S. Y. (2003). Postoperative hemorrhage with nonsteroidal anti-inflammatory drug use after tonsillectomy: A meta-

analysis. Archives of Otolaryngology--Head & Neck Surgery, 129(10), 1086-1089. 

32. Lewis, S. R., Nicholson, A., Cardwell, M. E., Siviter, G., & Smith, A. F. (2013). Nonsteroidal anti-inflammatory drugs and perioperative bleeding in 

paediatric tonsillectomy. Cochrane Database Syst Rev(7), CD003591.  

33. Marret, E., Flahault, A., Samama, C. M., & Bonnet, F. (2003). Effects of postoperative, nonsteroidal, antiinflammatory drugs on bleeding risk after 

tonsillectomy: Meta-analysis of randomized, controlled trials. Anesthesiology, 98(6), 1497-1502. 



  

© Evidence-Based Outcomes Center           5 
Texas Children’s Hospital 

34. Meng, Q. T., Xia, Z. Y., Luo, T., Wu, Y., Tang, L. H., Zhao, B., et al. (2012). Dexmedetomidine reduces emergence agitation after tonsillectomy in 

children by sevoflurane anesthesia: A case-control study. International Journal of Pediatric Otorhinolaryngology, 76(7), 1036-1041. 

35. Mizrak, A., Karatas, E., Saruhan, R., Kara, F., Oner, U., Saricicek, V., & Baysal, E. (2013). Does dexmedetomidine affect intraoperative blood loss 

and clotting tests in pediatric adenotonsillectomy patients? Journal of Surgical Research, 179(1), 94-98. 

36. Moiniche, S., Romsing, J., Dahl, J. B., & Tramer, M. R. (2003). Nonsteroidal antiinflammatory drugs and the risk of operative site bleeding after 

tonsillectomy: A quantitative systematic review. Anesthesia & Analgesia, 96(1), 68-77. 

37. Moss, J. R., Watcha, M. F., Bendel, L. P., McCarthy, D. L., Witham, S. L., & Glover, C. D. (2014). A multicenter, randomized, double-blind placebo-

controlled, single dose trial of the safety and efficacy of intravenous ibuprofen for treatment of pain in pediatric patients undergoing tonsillectomy. 

Pediatric Anaesthesia, 24(5), 483-489. 

38. Olutoye, O. A., Glover, C. D., Diefenderfer, J. W., McGilberry, M., Wyatt, M. M., Larrier, D. R., et al. (2010). The effect of intraoperative 

dexmedetomidine on postoperative analgesia and sedation in pediatric patients undergoing tonsillectomy and adenoidectomy. Anesthesia & 

Analgesia, 111(2), 490-495. 

39. Ozkiris, M., Kapusuz, Z., & Saydam, L. (2012). Comparison of ropivacaine, bupivacaine and lidocaine in the management of post-tonsillectomy 

pain. International Journal of Pediatric Otorhinolaryngology, 76(12), 1831-1834. 

40. Ramirez, L., Cros, J., Marin, B., Boulogne, P., Bergeron, A., de Lafont, G. E., et al. (2015). Analgesic interaction between ondansetron and 

acetaminophen after tonsillectomy in children: The Paratron randomized, controlled trial. European Journal of Pain, 19(5), 661-668. 

41. Riggin, L., Ramakrishna, J., Sommer, D. D., & Koren, G. (2013). A 2013 updated systematic review & meta-analysis of 36 randomized controlled 

trials; no apparent effects of non steroidal anti-inflammatory agents on the risk of bleeding after tonsillectomy. Clinical Otolaryngology, 38(2), 115-

129. 

42. Solanki, N., Goswami, M., & Thaker, N. (2012). Bupivacaine infiltration versus diclofenac suppository for post-tonsillectomy pain relief in paediatric 

patients. National Journal of Medical Research, 2(1), 5-7. 

43. Sun, J., Wu, X., Meng, Y., & Jin, L. (2010). Bupivacaine versus normal saline for relief of post-adenotonsillectomy pain in children: A meta-analysis. 

International Journal of Pediatric Otorhinolaryngology, 74(4), 369-373. 

44. Uysal, H. Y., Takmaz, S. A., Yaman, F., Baltaci, B., & Basar, H. (2011). The efficacy of intravenous paracetamol versus tramadol for postoperative 

analgesia after adenotonsillectomy in children. Journal of Clinical Anesthesia, 23(1), 53-57. 

45. Zhuang, P. J., Wang, X., Zhang, X. F., Zhou, Z. J., & Wang, Q. (2011). Postoperative respiratory and analgesic effects of dexmedetomidine or 

morphine for adenotonsillectomy in children with obstructive sleep apnoea. Anaesthesia, 66(11), 989-993.   

46. Texas Children’s Hospital. (2018). Ketamine for analgesia.  

47. Hack, H. (2014). An audit of the use of an opiate sparing, multimodal analgesic regime in children with sleep disordered breathing/obstructive sleep 

apnoea undergoing adenotonsillectomy. International Journal of Pediatric Otorhinolaryngology, 78(1), 119-123. 

48. Patel, A., Davidson, M., Tran, M. C., Quraishi, H., Schoenberg, C., Sant, M., et al. (2010). Dexmedetomidine infusion for analgesia and prevention 

of emergence agitation in children with obstructive sleep apnea syndrome undergoing tonsillectomy and adenoidectomy. Anesthesia & Analgesia, 

111(4), 1004-1010. 

49. American Society of Anesthesiologists. (2006). Practice guidelines for the perioperative management of patients with obstructive sleep apnea. 

Anesthesiology, 104, 1081-1093.  

50. Brown, K. A., Laferriere, A., Lakheeram, I., & Moss, I. R. (2006). Recurrent hypoxemia in children is associated with increased analgesic sensitivity 

to opiates. Anesthesiology, 105(4), 665-669. 

51. Davis, P. J., Fertal, K. M., Boretsky, K. R., Fedel, G. M., Ingram, M. D., Woelfel, S. K., et al. (2008). The effects of oral ondansetron disintegrating 

tablets for prevention of at-home emesis in pediatric patients after ear-nose-throat surgery. Anesthesia & Analgesia, 106(4), 1117-1121, table of 

contents. 

52. Apfelbaum, J. L., Silverstein, J. H., Chung, F. F., Connis, R. T., & Fillmore, R. B. (2013). [American Society of Anesthesiologists] Practice guidelines 

for the poastanesthetic care: An updated report. Anesthesiology, 118, 291-307. 

53. Bedwell, J. R., Pierce, M., Levy, M., & Shah, R. K. (2014). Ibuprofen with acetaminophen for postoperative pain control following tonsillectomy does 

not increase emergency department utilization. Otolaryngology Head Neck Surgery, 151(6), 963-966. 

54. Gazal, G., & Mackie, I. C. (2007). A comparison of paracetamol, ibuprofen or their combination for pain relief following extractions in children under 

general anaesthesia: A randomized controlled trial. International Journal of Paediatric Dentistry, 17(3), 169-177. 

55. Merry, A. F., Edwards, K. E., Ahmad, Z., Barber, C., Mahadevan, M., & Frampton, C. (2013). Randomized comparison between the combination of 

acetaminophen and ibuprofen and each constituent alone for analgesia following tonsillectomy in children. Canadian Journal of Anesthesia, 60(12), 

1180-1189. 

56. Michelet, D., Andreu-Gallien, J., Bensalah, T., Hilly, J., Wood, C., Nivoche, Y., et al. (2012). A meta-analysis of the use of nonsteroidal 

antiinflammatory drugs for pediatric postoperative pain. Anesthesia & Analgesia, 114(2), 393-406. 

57. Moir, M. S., Bair, E., Shinnick, P., & Messner, A. (2000). Acetaminophen versus acetaminophen with codeine after pediatric tonsillectomy. 

Laryngoscope, 110(11), 1824-1827. 

58. Oremule, B., Johnson, M., Sanderson, L., Lutz, J., Dodd, J., & Hans, P. (2015). Oral morphine for pain management in paediatric patients after 

tonsillectomy and adenotonsillectomy. International Journal of Pediatric Otorhinolaryngology, 79(12), 2166-2169. 

59. Pickering, A. E., Bridge, H. S., Nolan, J., & Stoddart, P. A. (2002). Double-blind, placebo-controlled analgesic study of ibuprofen or rofecoxib in 

combination with paracetamol for tonsillectomy in children. British Journal of Anaesthesia, 88(1), 72-77.  

60. Romsing, J., Hertel, S., Harder, A., & Rasmussen, M. (1998). Examination of acetaminophen for outpatient management of postoperative pain in 

children. Pediatric Anesthesia, 8(3), 235-239. 

61. St. Charles, C. S., Matt, B. H., Hamilton, M. M., & Katz, B. P. (1997). A comparison of ibuprofen versus acetaminophen with codeine in the young 

tonsillectomy patient. Otolaryngology Head Neck Surgery, 117(1), 76-82. 

62. Sutters, K. A., Miaskowski, C., Holdridge-Zeuner, D., Waite, S., Paul, S. M., Savedra, M. C., & Lanier, B. (2004). A randomized clinical trial of the 

effectiveness of a scheduled oral analgesic dosing regimen for the management of postoperative pain in children following tonsillectomy. Pain, 

110(1-2), 49-55. 

63. Sutters, K. A., Miaskowski, C., Holdridge-Zeuner, D., Waite, S., Paul, S. M., Savedra, M. C., et al. (2010). A randomized clinical trial of the efficacy 

of scheduled dosing of acetaminophen and hydrocodone for the management of postoperative pain in children after tonsillectomy. The Clinical 

Journal of Pain, 26(2), 95-103. 

64. Viitanen, H., Tuominen, N., Vaaraniemi, H., Nikanne, E., & Annila, P. (2003). Analgesic efficacy of rectal acetaminophen and ibuprofen alone or in 

combination for paediatric day-case adenoidectomy. British Journal of Anaesthesia, 91(3), 363-367. 



  

© Evidence-Based Outcomes Center           6 
Texas Children’s Hospital 

65. Children’s Hospital of Philadelphia. (2016). Tonsillectomy and/or adenotonsillectomy pathway to triage patients with or without preoperative 

polysomnography.  

66. Kelly, L. E., Sommer, D. D., Ramakrishna, J., Hoffbauer, S., Arbab-Tafti, S., Reid, D., et al.  (2015). Morphine or ibuprofen for post-tonsillectomy 

analgesia: A randomized trial. Pediatrics, 135(2), 307-313. 

67. Lal, A., Chohan, K., Chohan, A., & Chakravarti, A. (2017). Role of honey after tonsillectomy: A systematic review and meta-analysis of randomised 

controlled trials. Clinical Otolaryngology, 42(3), 651-660. 

68. Amolis, M., Chang, K. W., Saynina, O., Wise, P. H., & Honkanen, A. (2016). Postoperative complications in pediatric tonsillectomy and 

adenoidectomy in ambulatory vs inpatient settings. JAMA Otolaryngology Head Neck Surgery, 142(4), 344-350. 

69. Baguley, K. E., Cheng, A. T., Castro, C., Wainbergas, N., & Waters, K. A. (2014). Is day stay adenotonsillectomy safe in children with mild to 

moderate obstructive sleep apnoea? A retrospective review of 100 patients. International Journal of Pediatric Otorhinolaryngology, 78(1), 71-74. 

70. Belyea, J., Chang, Y., Rigby, M. H., Corsten, G., & Hong, P. (2014). Post-tonsillectomy complications in children less than three years of age: A 

case-control study. International Journal of Pediatric Otorhinolaryngology, 78(5), 871-874. 

71. del-Rio Camacho, G., Martinez Gonzalez, M., Sanabria Brossart, J., Gutierrez Moreno, E., Gomez Garcia, T., & Troncoso Acevedo, F. (2014). 

Post-operative complications following adenotonsillectomy in children with severe sleep apnea-hypopnea. Acta Otorrinolaringologica, 65(5), 302-

307. 

72. Fung, E., Cave, D., Witmans, M., Gan, K., & El-Hakim, H. (2010). Postoperative respiratory complications and recovery in obese children following 

adenotonsillectomy for sleep-disordered breathing: A case-control study. Otolaryngology Head Neck Surgery, 142(6), 898-905. 

73. Hill, C. A., Litvak, A., Canapari, C., Cummings, B., Collins, C., Keamy, D. G., et al.  (2011). A pilot study to identify pre- and peri-operative risk 

factors for airway complications following adenotonsillectomy for treatment of severe pediatric OSA. International Journal of Pediatric 

Otorhinolaryngology, 75(11), 1385-1390. 

74. Keamy, D. G., Chhabra, K. R., & Hartnick, C. J. (2015). Predictors of complications following adenotonsillectomy in children with severe obstructive 

sleep apnea. International Journal of Pediatric Otorhinolaryngology, 79(11), 1838-1841. 

75. Kieran, S., Gorman, C., Kirby, A., Oyemwense, N., Lander, L., Schwartz, M., & Roberson, D. (2013). Risk factors for desaturation after 

tonsillectomy: Analysis of 4092 consecutive pediatric cases. Laryngoscope, 123(10), 2554-2559. 

76. Konstantinopoulou, S., Gallagher, P., Elden, L., Garetz, S. L., Mitchell, R. B., Redline, S., et al.  (2015). Complications of adenotonsillectomy for 

obstructive sleep apnea in school-aged children. International Journal of Pediatric Otorhinolaryngology, 79(2), 240-245.  

77. Kshirsagar, R., Mahboubi, H., Moriyama, D., Ajose-Popoola, O., Pham, N. S., & Ahuja, G. S. (2016). Increased immediate postoperative 

hemorrhage in older and obese children after outpatient tonsillectomy. International Journal of Pediatric Otorhinolaryngology, 84, 119-123.  

78. Lavin, J. M., & Shah, R. K. (2015). Postoperative complications in obese children undergoing adenotonsillectomy. International Journal of Pediatric 

Otorhinolaryngology, 79(10), 1732-1735. 

79. Ma, A. L., Lam, Y. Y., Wong, S. F., Ng, D. K., & Chan, C. H. (2012). Risk factors for post-operative complications in Chinese children with 

tonsillectomy and adenoidectomy for obstructive sleep apnea syndrome. Sleep & Breathing, 16(3), 909-911. 

80. Martins, R. O., Castello-Branco, N., Barros, J. L., & Weber, S. A. (2015). Risk factors for respiratory complications after adenotonsillectomy in 

children with obstructive sleep apnea. Jornal Brasileiro de Pneumologia, 41(3), 238-245.  

81. McCormick, M. E., Sheyn, A., Haupert, M., Thomas, R., & Folbe, A. J. (2011). Predicting complications after adenotonsillectomy in children 3 years 

old and younger. International Journal of Pediatric Otorhinolaryngology, 75(11), 1391-1394.  

82. Nafiu, O. O., Green, G. E., Walton, S., Morris, M., Reddy, S., & Tremper, K. K. (2009). Obesity and risk of peri-operative complications in children 

presenting for adenotonsillectomy. International Journal of Pediatric Otorhinolaryngology, 73(1), 89-95. 

83. Riechelmann, H., Blassnigg, E. C., Profanter, C., Greier, K., Kral, F., & Bender, B. (2014). No association between obesity and post-tonsillectomy 

haemorrhage. Journal of Laryngology & Otology, 128(5), 463-467. 

84. Rohlfing, M. L., Wistermayer, P. R., Bungo, T. M., Mims, J. W., & Kirse, D. J. (2016). Investigation of postoperative oral fluid intake as a predictor of 

postoperative emergency department visits after pediatric tonsillectomy. JAMA Otolaryngology Head Neck Surgery, 142(4), 357-363. 

85. Sanders, J. C., King, M. A., Mitchell, R. B., & Kelly, J. P. (2006). Perioperative complications of adenotonsillectomy in children with obstructive 

sleep apnea syndrome. Anesthesia & Analgesia, 103(5), 1115-1121.  

86. Spektor, Z., Saint-Victor, S., Kay, D. J., & Mandell, D. L. (2016). Risk factors for pediatric post-tonsillectomy hemorrhage. International Journal of 

Pediatric Otorhinolaryngology, 84, 151-155. 

87. Statham, M. M., Elluru, R. G., Buncher, R., & Kalra, M. (2006). Adenotonsillectomy for obstructive sleep apnea syndrome in young children: 

prevalence of pulmonary complications. Archives of Otolaryngology--Head & Neck Surgery, 132(5), 476-480.  

88. Theilhaber, M., Arachchi, S., Armstrong, D. S., Davey, M. J., & Nixon, G. M. (2014). Routine post-operative intensive care is not necessary for 

children with obstructive sleep apnea at high risk after adenotonsillectomy. International Journal of Pediatric Otorhinolaryngology, 78(5), 744-747.  

89. Thongyam, A., Marcus, C. L., Lockman, J. L., Cornaglia, M. A., Caroff, A., Gallagher, P. R., et al. (2014). Predictors of perioperative complications 

in higher risk children after adenotonsillectomy for obstructive sleep apnea: A prospective study. Otolaryngology Head Neck Surgery, 151(6), 1046-

1054. 

90. Marcus, C. L., Brooks, L. J., Draper, K. A., Gozal, D., Halbower, A. C., Jones, J., et al. (2012). [American Academy of Pediatrics] Clinical practice 

guideline: Diagnosis and management of childhood obstructive sleep apnea syndrome.  

91. Roland, P. S., Rosenfeld, R. M., Brooks, L. J., Friedman, N. R., Jones, J., Kim, T. W., et al. (2011). [American Academy of Otolaryngology - Head 

and Neck Surgery] Clinical practice guideline: Polysomnography for sleep-disordered breathing prior to tonsillectomy in children.  

92. Le, T., Drolet, J., Parayno, E., Rosmus, C., & Castiglione, S. (2007). Follow-up phone calls after pediatric ambulatory surgery for tonsillectomy: 

What can we learn from families? Journal of Perianesthesia Nursing, 22(4), 256-264. 

93. Paquette, J., Le May, S., Lachance Fiola, J., Villeneuve, E., Lapointe, A., & Bourgault, P. (2013). A randomized clinical trial of a nurse telephone 

follow-up on paediatric tonsillectomy pain management and complications. Journal of Advanced Nursing, 69(9), 2054-2065. 

94. Aveline, C., Le Hetet, H., Le Roux, A., & Bonnet, F. (2015). A survey of the administration of prednisolone versus ibuprofen analgesic protocols 

after ambulatory tonsillectomy. Anaesthesia, Critical Care & Pain Medicine, 34(5), 281-287.  

95. Macassey, E., Dawes, P., Taylor, B., & Gray, A. (2012). The effect of a postoperative course of oral prednisone on postoperative morbidity 

following childhood tonsillectomy. Otolaryngology--Head and Neck Surgery, 147(3), 551-556. 

96. Palme, C. E., Tomasevic, P., & Pohl, D. V. (2000). Evaluating the effects of oral prednisolone on recovery after tonsillectomy: A prospective, 

double-blind, randomized trial. Laryngoscope, 110(12), 2000-2004.

97. Park, S. K., Kim, J., Kim, J. M., Yeon, J. Y., Shim, W. S., & Lee, D. W. (2015). Effects of oral prednisolone on recovery after tonsillectomy. 

Laryngoscope, 125(1), 111-117. 



  

© Evidence-Based Outcomes Center           7 
Texas Children’s Hospital 

98. Al-Layla, A., & Mahafza, T. M. (2013). Antibiotics do not reduce post-tonsillectomy morbidity in children. European Archives of Oto-Rhino-

Laryngology, 270(1), 367-370. 

99. Aljfout, Q., Alississ, A., Rashdan, H., Maita, A., & Saraireh, M. (2016). Antibiotics for post-tonsillectomy morbidity: Comparative analysis of a single 

institutional experience. Journal of Clinical Medicine Research, 8(5), 385-388. 

100. Burkart, C. M., & Steward, D. L. (2005). Antibiotics for reduction of posttonsillectomy morbidity: A meta-analysis. Laryngoscope, 115(6), 997-1002. 

101. Dhiwakar, M., Eng, C. Y., Selvaraj, S., & McKerrow, W. S. (2006). Antibiotics to improve recovery following tonsillectomy: A systematic review. 

Otolaryngology Head Neck Surgery, 134(3), 357-364. 

102. Dhiwakar, M., Clement, W. A., Supriya, M., & McKerrow, W. (2012). Antibiotics to reduce post-tonsillectomy morbidity. Cochrane Database Syst 

Rev, 12, CD005607.  

103. Guerra, M. M., Garcia, E., Pilan, R. R., Rapoport, P. B., Campanholo, C. B., & Martinelli, E. O. (2008). Antibiotic use in post-adenotonsillectomy 

morbidity: A randomized prospective study. Brazilian Journal of Otorhinolaryngology, 74(3), 337-341. 

104. Bratzler, D. W., Dellinger, E. P., Olsen, K. M., Perl, T. M., Auwaerter, P. G., Bolon, M. K., et al. (2013). [American Society of Health-System 

Pharmacists] Clinical practice guidelines for antimicrobial prophylaxis in surgery. American Journal of Health-System Pharmacy, 70, 195-283. 

105. Scottish Intercollegiate Guidelines Network. (2008, updated 2014). Antibiotic prophylaxis in surgery.  

106. Arachchi, S., Armstrong, D. S., Roberts, N., Baxter, M., McLeod, S., Davey, M. J., et al. (2016). Clinical outcomes in a high nursing ratio ward 

setting for children with obstructive sleep apnea at high risk after adenotonsillectomy. International Journal of Pediatric Otorhinolaryngology, 82, 54-  
107. Jensen, D. R. (2021). Pharmacologic management of post-tonsillectomy pain in children. World Journal of Otorhinolaryngology-Head and Neck 

Surgery, 7(03), 186-193. 57. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 



  

© Evidence-Based Outcomes Center           8 
Texas Children’s Hospital 
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This clinical standard was prepared by the Evidence-Based Outcomes 
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standards and outcomes that build a culture of quality and safety within 
the organization. 
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Development Process 
This clinical standard was developed using the process outlined in the 
EBOC Manual. The literature appraisal documents the following steps: 

1. Review Preparation 
- PICO questions established 
- Evidence search confirmed with content experts 

2. Review of Existing External Guidelines 
- American Academy of Otolaryngology - Head and Neck Surgery 

Tonsillectomy in Children (2019 Update), Scottish Intercollegiate 
Guidelines Network Management of Sore Throat and Indications for 
Tonsillectomy (2010), French Oto-Rhino-Laryngology - Head and 
Neck Surgery Society Pediatric Tonsillectomy (2012, 2016 update 
on pain), National Tonsil Register in Sweden Swedish Guidelines 
for the Treatment of Pain in Tonsil Surgery in Pediatric Patients up 
to 18 Years (2015), American Academy of Pediatrics Diagnosis and 
Management of Childhood Obstructive Sleep Apnea Syndrome 
(2012), American Academy of Anesthesiologists Practice 
Guidelines for the Perioperative Management of Patients with 
Obstructive Sleep Apnea (2006, 2014 update), American Academy 
of Otolaryngology - Head and Neck Surgery Polysomnography for 
Sleep-Disordered Breathing Prior to Tonsillectomy in Children 
(2011), Society for Ambulatory Anesthesiology Consensus 
Guidelines for the Management of Postoperative Nausea and 
Vomiting (2014), American Society of Anesthesiologists Practice 
Guidelines for Postanesthetic Care (2013), Association of Paediatric 
Anaesthetists of Great Britain & Ireland Guidelines on the 
Prevention of Postoperative Vomiting in Children (2009), American 
Society of Health-System Pharmacists Clinical Practice Guidelines 
for Antimicrobial Prophylaxis in Surgery (2013), Scottish 
Intercollegiate Guidelines Network Antibiotic Prophylaxis in Surgery 
(2008, 2014 update), Children’s Hospital of Philadelphia 
Tonsillectomy and/or Adenotonsillectomy Pathway to Triage 
Patients With or Without Preoperative Polysomnography (2016) 

3. Literature Review of Relevant Evidence 
- Searched: PubMed, Cochrane Library 

4. Critically Analyze the Evidence 
- 21 meta-analyses, 39 randomized controlled trials, and 31 

nonrandomized studies 

5. Summarize the Evidence 
- Materials used in the development of the clinical standard, literature 

appraisal, and any order sets are maintained in a Tonsillectomy & 
Adenoidectomy evidence-based review manual within EBOC. 

 
Evaluating the Quality of the Evidence 

Published clinical guidelines were evaluated for this review using the 
AGREE II criteria. The summary of these guidelines are included in the 
literature appraisal. AGREE II criteria evaluate Guideline Scope and 
Purpose, Stakeholder Involvement, Rigor of Development, Clarity and 
Presentation, Applicability, and Editorial Independence using a 4-point 
Likert scale. The higher the score, the more comprehensive the 
guideline.  

This clinical standard specifically summarizes the evidence in support of 
or against specific interventions and identifies where evidence is 
lacking/inconclusive. The following categories describe how research 
findings provide support for treatment interventions.  
“Evidence Supports” provides evidence to support an intervention 
“Evidence Against” provides evidence against an intervention. 
“Evidence Lacking/Inconclusive” indicates there is insufficient 
evidence to support or refute an intervention and no conclusion can be 
drawn from the evidence.  
The GRADE criteria were utilized to evaluate the body of evidence used 
to make practice recommendations. The table below defines how the 
quality of the evidence is rated and how a strong versus weak 
recommendation is established. The literature appraisal reflects the 
critical points of evidence. 

Recommendation 

STRONG 
Desirable effects clearly outweigh undesirable effects or 
vice versa 

WEAK Desirable effects closely balanced with undesirable effects 

Quality Type of Evidence 

High Consistent evidence from well-performed RCTs or 
exceptionally strong evidence from unbiased observational 
studies 

Moderate Evidence from RCTs with important limitations (e.g., 
inconsistent results, methodological flaws, indirect evidence, 
or imprecise results) or unusually strong evidence from 
unbiased observational studies 

Low Evidence for at least 1 critical outcome from observational 
studies, RCTs with serious flaws or indirect evidence 

Very Low Evidence for at least 1 critical outcome from unsystematic 
clinical observations or very indirect evidence 

 
Recommendations 

Practice recommendations were directed by the existing evidence and 
consensus amongst the content experts. Patient and family preferences 
were included when possible. The Content Expert Team and EBOC 
team remain aware of the controversies in the perioperative medical 
management of tonsillectomy and adenoidectomy in children. When 
evidence is lacking, options in care are provided in the clinical standard 
and the accompanying order sets (if applicable). 
 

Approval Process 
Clinical standards are reviewed and approved by hospital committees 
as deemed appropriate for its intended use. Clinical standards are 
reviewed as necessary within EBOC at Texas Children’s Hospital. 
Content Expert Teams are involved with every review and update. 

Disclaimer 
Practice recommendations are based upon the evidence available at 
the time the clinical standard was developed. Clinical standards 
(guidelines, summaries, or pathways) do not set out the standard of 
care and are not intended to be used to dictate a course of care. Each 
physician/practitioner must use his or her independent judgment in the 
management of any specific patient and is responsible, in consultation 
with the patient and/or the patient’s family, to make the ultimate 
judgment regarding care. 
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