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 Abstract: 

Introduction: Adeno-tonsillectomy is a surgical procedure that consists of the removal of the 

palatine tonsils initially associated with the removal of the enlarged pharyngeal tonsil, called 

adenoids.  

Material and method: We conducted a retrospective study of 262 patients who underwent 

tonsillectomy in the pediatric ORL department of the Albert Royer Children's Hospital over a 

period of 37 months.  

Results: Adeno-tondalectomy is the first surgical procedure of the service in terms of frequency 

(40% or 262/656). The mean age of our patients was 6.46 years ± 3.3 years with extremes ranging 

from 1 year to 16 years. We noted a male predominance at 54.19%. Indications for tonsillectomy 

were dominated by recurrent tonsillitis (63%), followed by obstructive tonsillar hypertrophies 

(18.75%) and finally chronic tonsillitis (18.25%). The main indication for adenoidectomy was 

adenoid syndrome (96.74%). General anesthesia combined with orotracheal intubation was the 

technique adopted in all our patients. The surgical technique of tonsillectomy by Jost's comb 

dissection associated with the electric scalpel also called foam dissection was the rule in our 

series. Indeed, this technique offering more security has currently become the reference technique 

compared to the Slűder technique. For adenoidectomies, Moore's adenotoma curette with finger 

dissection was the option. The evolution was favorable with simple postoperative follow-up in 

261 of our patients (99.61%). Only 1 of our patients had early post-operative bleeding that was 

controlled in the operating room. The mortality rate was zero.  

Conclusion: General anesthesia combined with orotracheal intubation is the "gold standard" for 

the protection of the upper airway against inhalation of blood and tonsillar debris. The surgical 

technique of tonsillectomy by foam dissection has been the rule in our series because it offers 

more security. For adenoidectomies, Moore's adenotoma curette with finger dissection is the ideal 

option. 
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Introduction: 

Tonsillectomy or tonsillectomy (TE) is a surgical procedure that involves removing the tonsils 

(or palatine tonsilles). It may be associated in children with adenoidectomy (or removal of the 

enlarged pharyngeal tonsil, called adenoids) [1]  

Tonsil surgeries can be performed by completely removing the tonsils (extracapsular 

dissections) or simply reducing their volume (intratonsil dissections). In this case, it is either 

partial tonsillectomy (only the protruding parts of the tonsils are removed) or subtotal 

tonsillectomy (each of the tonsils is extracted at about 90%) [2]. Two techniques are currently 

the most used: foam dissection and tonsillectomy with Slűder.  [1]  

Tonsillectomy (TE) is a surgical procedure that has been performed for over a century.  

Tonsillectomy is one of the most common procedures in the world [1, 3, 4] with more than 

500,000 tonsillectomies per year in the United States [1]. An incidence of 19/10,000 

inhabitants in France, mainly in children, since it represents the 2nd most regularly performed 

intervention in pediatrics (nearly 50,000 acts per year). [1, 3]. 

In Senegal, a study conducted at the Diamniadio Children's Hospital in 2016 showed that 

tonsillectomy and adenoidectomy accounted for 67.90% of the surgical activity of the ORL 

department. [5]. 

Its indications are diverse, mainly symptomatic tonsillar hypertrophy with or without sleep 

apnea, recurrent tonsillitis (more than 7 episodes in the year or more than 5 episodes over 2 

consecutive years or 3 episodes per year in the last 3 years) and unilateral swelling of tonsils 

suspected of malignancy [1,3,6].  

After tonsillectomy in children, a distinction is made between primary or immediate 

postoperative complications, occurring within the first 24 hours, and secondary or delayed 

postoperative complications, occurring beyond the first day.  

Adenoidectomy consists of the removal of adenoids. It is one of the most common procedures 

in oto-rhino-laryngology (ORL) after tonsillectomy. 

Adeno-tonsillectomy is responsible for significant morbidity and mortality, and especially for 

significant postoperative pain [3]. 

The general objective ofour work was to report the  experience of the pediatric ORL 

department of HEAR located in the National University Hospital of Fann (CHNUF) in 

Adeno-tonsillectomy through its activity report from April 2014 to May 2017. 
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I. Material and methods 

I.1. Study framework 

The pediatric ORL department is a unit of the Albert Royer Children's Hospital (HEAR), a 

public institution whose mission is the research, diagnosis and medical-surgical treatment of 

otorhinolaryngological pathologies. It is housed in the Centre Hospitalier National 

Universitaire de Fann (Dakar, Senegal). HEAR's paediatric ORL department has been 

operational since 2013.  

I.2. Type of study 

This was a retrospective study carried out in the HEAR ORL department, spanning a period 

of 37 months from 17 April 2014 to 09 May 2017.  

I.3. Patients 

 Inclusion criteria 

Patients who had received adeno-tonsillectomy during the above period and whose age did 

not exceed 16 years were included in the study. 

 

 Non-inclusion criteria 

Patientswho received adenoidectomy alone, tonsillectomy alone, cystectomy, brakeectomies 

among other interventions were not included in the study. 

Also patients for whom the parameters to be explored were not found in their records or in the 

registry. 

 

II. Methods 

 The following parameters were studied: 

- Age, sex, 

- Operative indications, 

- Type of anesthesia and type of intubation 

- The operating technique, 

- Post-operative evolution. 

 Data were collected from patient records andoperating protocol registries. 
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 We considered children aged zero to sixteen divided into the following age groups:  

[0- 5years], [6-10 years], [11-15 years]. 

 We havegrouped under the term of: 

- Adenoid syndrome: Adenoids, subacute or chronic rhinosinusitis with adenoiditis. 

- Tonsillar hypertrophies (TH): Recurrent tonsillitis, obstructive tonsillar 

hypertrophies and chronic tonsillitis for a better standardization of our data processed 

on the Excel basis. 

- Adenotonsillectomy: Patients who have undergone tonsillectomy and adenoidectomy 

at the same time operatively. 

 

 Statistical data analysis: Data entry was done on Windows Excel 2013. Data processing 

and analysis were done with SPSS Statistic 20 software. 

The statistical analyses used were:  

- Tabular representation of qualitative variables. 

- Graphical representation of qualitative variables 

- Description of statistical parameters such as: mean, minimum, maximum and standard 

deviation for quantitative variables. 

 

III.  Results 

III.1. Epidemiology 

III.1.1. Frequencies 

Our study focused only on adéno-tonsillectomy, which is the most frequent surgical 

procedure in the department. Indeed, we counted 262 cases spread over a period of 37 months 

(April 2014 - May 2017), followed by adenoidectomies alone (235 cases), brakeectomies (71 

cases), tonsillectomy alone (68 cases), and cystectomies (20 cases) (Table I). 

Table I : Distribution of different surgical procedures from 2014 to 2017 

ACTS 2014 2015 2016 2017 TOTAL 

adenoidectomies 49 69 82 35 235 

tonsillectomy alone 4 16 35 13 68 
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Age groups 

adéno-tonsillectomies 46 80 95 41 262 

Kystectomie 1 15 4 0 20 

brakeectomies - - 18 53 71 

Total 100 180 234 142 656 

 
III.1.2. Age 

The mean age of patients was 6.46 years ± 3.3 with extremes of 1 year and 16 years.  Note 

that in 15 files, the age of patients was not reported.  

Children under 5 years of age were themost represented, at 47.36% (Figure 1). 

 

 

 

Figure 1: Age distribution of patients in % (N=247) 

 

III.1.3. Genre 

In our series, the predominance was male with a rate of 54.20% (142/262). The sex ratio was 

1.18. 

 

III.1.4.The type of anesthesia and the surgical technique 

 The type of anesthesia 

General anaesthesia combined with orotracheal intubation was performed in all cases of 

adenotonsillectomy, i.e. 100% of the study population. 
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 The type of surgery 

In our study series, adenotonsillectomy was the type of surgical procedure performed in all 

patients. 

 

 Surgical technique 

For all our patients tonsillectomy was performed byJost's comb dissection associated with the 

monopolar electric scalpel to ensure hemostasis. 

The adenoidectomy was performed with Moore's adenotome with curette combined with 

finger dissection. 

 

III.1.5. Indications for adenotonsillectomy 

 Indications for adeno-tonsillectomy throughout the study period 

The indications for adeno-tonsillectomy were respectively in descending order: tonsillar 

hypertrophies associated with adenoids (TH + AV) (57.08%), tonsillar hypertrophies alone 

(TH) (36.48%), adenoids alone (AV) (4.72%), obstructive sleep apnea syndrome (OSA) 

(0.85%), adenoids associated with parotitis (AV + P) (0.43%) and tonsillar hypertrophy 

associated with articular rheumatism (AR) (TH + RA) (0.43%) (Table II). 

Table II : Indications for adenotonsillectomy (N = 233) 

INDICATIONS Number of staff 
(N=233) 

Percentage (%) 

OSA 2 0,85 

TH 85 36,48 
AV 11 4,72 
TH + AV 133 57,08 
AV + P 01 0,43 
TH + AR 01 0,43 
Total 233 100 
The overall distribution of indications for tonsillectomy over the period from April 2014 to 

May 2017 shows a predominance of recurrent tonsillitis (63%), followed by obstructive 

tonsillar hypertrophies 18.75%, finally chronic tonsillitis 18.25% (Figure 2). 

This overall finding has been observed almost separately or annually. 
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Figure 2: Overall distribution of tonsillectomy indications from 2014 to 2017 

 

 This global finding was almost made annuallyfor recurrent tonsillitis except in 2017 when 

obstructive tonsillar hypertrophies came first (43%). 

In 2015 and 2016, chronic tonsillitis was the second indication after recurrent tonsillitis. 

Over the same period, the indications for adenoidectomies were clearly dominated by adenoid 

syndrome (96.74%), followed by recurrent nasopharyngitis (2.65%) and seromucosal otitis 

(0.61% or 1 case) (Figure 3).  This overall finding has been observed almost separately or 

annually. 

 

 

 

 

 

 

 

Figure 3: Overall distribution of adenoidectomy from 2014 to 2017  
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 Indications for adenotonsillectomy by year 

 Indications for tonsillectomy and adenoidectomies in 2014 

The indications for tonsillectomy were dominated by recurrent tonsillitis (82%), followed by 

obstructive tonsillar hypertrophies (14%) and finally chronic tonsillitis (5%). 

Indications for adenoidectomies were dominated by adenoid syndrome (91%) followed by 

recurrent nasopharyngitis. 

 Indications for tonsillectomy and adenoidectomies in 2015 

The indications for tonsillectomy were dominated by recurrent tonsillitis (75%), followed 

bychronic tonsillitis (16%) and finally tonsillar hypertrophies (9%). 

Indications for adenoidectomies were dominated by adenoid syndrome (98.70%) followed by 

recurrent nasopharyngitis (1.3%). 

 Indications for tonsillectomy and adenoidectomies in 2016 

Indications for tonsillectomy were dominated by recurrent tonsillitis (64%), followed by 

chronic tonsillitis (27%) and finally tonsillar hypertrophies (9%). 

 

The indications for adenoidectomies were all adenoid syndromes. 

 Indications for tonsillectomy and adenoidectomies in 2017 

Indications for tonsillectomy were dominated by tonsillar hypertrophies (43%), followed by 

recurrent tonsillitis (31%) and finally chronic tonsillitis (26%). 

Indications for adenoidectomies were dominated by adenoid syndromes (97.56%) followed 

by seromucosal otitis (2.44% or 1 case). 

III.1.6. Evolution and monitoring 

All patients who underwent tonsillectomy had received antibiotic therapy and parenteral 

analgesic therapy during their hospital stay and then an oral relay was established to 

compensate for parenteral treatment. For the first few days, the diet excluded solid or hot 

foods and gradually returned to normal beyond the 10th day. 

For adenoidectomy nasal cavity washings were prescribed, also associated with analgesics 

and antibiotic therapy. 

All interventions were done on an outpatient basis. Discharge was allowed after a clinical 
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examination for active bleeding. Patients were seen in control on Day 7 and then on Day 21 

postoperatively. 

The evolution was favorable with simple postoperative follow-up in 261 of our patients or 

99.61%. Only 1 of our patients or 0.38% had postoperative bleeding (epistaxis of great 

abundance). The hemostasis was done in the operating room. Mortality was zero (Table III). 

Table III : Postoperative follow-up and complications 

Post-operative follow-up Staff (N) Percentage (%) 

Favorable 261 99,61 

Haemorrhage 1 0,38 

Death 0 0 

Total 262 100 

 

 

IV. DISCUSSION 

IV.1. Epidemiology 

IV.1.1. Frequencies 

Adeno-tonsillectomyis themain surgical procedure of our department with 262 cases (40%) 

out of the 656 surgical procedures performed over the period from April 2014 to May 2017. 

Our results weresimilar to those of Rama Diouf, who in his study reported 43.3% (190 

patients) of adeno-tonsillectomy out of 438 cases collected in the ORL department of the 

Children's Hospital of Diamniadio (HED). 

Arnaud LAMONZIE stated that in 82% of cases, tonsillectomy was associated with 

adenoidectomy in children [3]. 

SARR. B [7] in his series conducted at the Regional Hospital of Kolda (Senegal) found that 

tonsillectomy and adenoidectomy occupied most of the surgical activity, or 60.59% (306 

cases out of 505 patients operated in the ORL department during the duration of the study). 

 However, tonsillectomy alone was more representative with 193 patients (63%), followed by 

adenoidectomy alone with 69 patients (23%) and finally adeno-tonsillectomy with 44 patients 

(14%). 

Tonsillectomy is one of the most common procedures performed by otolaryngologists, it is 
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the third most common operation in children.  

In the United States, despite a massive reduction in the last twenty years, tonsillectomy 

remains one of the most common procedures in children [8, 9, 10]. In France, the rate of 

completion of tonsillectomy has been decreasing for about ten years. It was about 15 per 

10000 inhabitants in 2001 and 12.8 per 10000 inhabitants in 2003 [11.12]. By way of 

comparison, this rate was 8 per 10000 inhabitants in Great Britain, 10.6 per 10000 inhabitants 

in Italy, and 23 per 10000 inhabitants in Belgium [13, 14]. 

Its indications must beconsidered in order to reduce the number of excessive tonsillectomy 

[10, 15]. 

IV.1.2. Age 

The average age was 6.46 years 3.3 with±extremes ranging from 1 to 16 years.The most 

representative age group was 0 to 5 years, accounting for 47.36% of cases. 

Our results werecomparable to those of R Diouf who reported an average age of 4.53 years (1 

month to 15 years) and a predominance of the age group [0-5 years], (69.2%). Hanss J.  

reported in his series an average age of children undergoing outpatient tonsillectomy surgery 

of 5.28 ± 2.41 years with extremes of 3 and 14 years [16]. 

This predominance of children under 05 years of age is also reported by N'gattia [17] 63.1%, 

Téa et al. 68% [18] and Joanelle [19] 63.24% among children.  

G Orliaguet describesin his series an average age of 4 years with extremes of 2 and 10 years. 

The authors I. Barhmi and Tarik FARID [1] reporthaveage limits of 2-16 years and 3-16 

years respectively, with a lower limit higher than ours. 

Authors such as GRENET and GALLET [20], as well as LASCOMBE [21] recommend 

tonsillectomy in children from 4 years of age. Before this age, tonsillectomy should be 

advised in front of huge tonsils that can cause respiratory discomfort with an impact on the 

development of staturo-weight [21-22]. 

However, D. BAKHOS et al [23] advises to be conservative, given the indisputable role of 

tonsils on the immune level [1]. 

IV.1.3. Genre 

In our series, we noted amale predominance (54%) with a sex ratio of 1.18. 

Diouf R [24] and J. Hanss [16] had observed in their studies a male predominance of 57.3% 

(sex ratio of 1.3) and 55.63% (sex ratio of 1.2) respectively.    

However, other authors report a female predominance, at 58% with a sex ratio of 0.72 by 

SARR [7] and  62% by Téa et al. [18] and Joanelle [19].  
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Sex has no value when it comes to the indication of adeno-tonsillectomy reports TARIK 

FARID; No studies have reported on the value of sex as an indicator of adenotonsillectomy 

[1]. 

IV.1.4. Type of anaesthesia and surgical technique 

The type of anesthesia 

General anesthesia combined with orotracheal intubation was performed in all of our 

adenotonsillectomy cases, representing 100% of the study population.  

This type of anesthesia is widely described as the reference method.  

According to the French Society of Oto-Rhino-Laryngology and Surgery of the Face and 

Neck and the French Society of Anesthesia Resuscitation, general anesthesia during 

tonsillectomy aims to ensure a sufficient hypnotic component to avoid intraoperative 

memorization and an effective analgesic component. This balanced general anesthesia 

involves airway protection, optimally provided by a tracheal balloon intubation tube [25, 26]. 

I. Barhmi inhis series of 500 cases reported that this type of anesthesia was chosen in 100% 

of cases. The same is true for Tarik FARID [1] for his series of 520 cases. 

General anesthesia with orotracheal intubation remains the "gold standard" for the protection 

of the airways against inhalation of blood and tonsillar debris. It is performed orally or nasally 

with a probe equipped with a balloon. Otherwise, blood inhalation can occur in 10% of cases 

[27]. The balloon can cause compression of the tracheal mucosa in often very young subjects, 

and subglottic edema in 1% of cases [27]. 

This anesthesia with tracheal intubation allows the use of analgesics, fairly deep anesthesia, 

normoxia and normocapnia. The advantage of the nasal route is to free the operating field, but 

it complicates the performance of an adenoidectomy. It is indispensable to Slűder's technique. 

Anesthesia induction for tonsillectomy with intubation can be done [28]: 

- Under inhalatory anesthesia with a safety venous approach. 

- Under pure intravenous anesthesia or associated with inhalation. [29] 

In Senegal, Diouf Rama [24] reported in his study that general anesthesia with orotracheal 

intubation was the rule. Indeed, we believe that general anesthesia with orotracheal intubation 

offers great safety to the patient and the surgeon. 

This view is shared by many authors [30, 31, 32]. It protects the tracheobronchial tree and 

allows a thorough hemostasis before the awakening of the patient. Thus immediate 

postoperative hemorrhages can be minimized. SARR [7] also reported in its series that 

general anesthesia combined with orotracheal intubation was performed in all cases of 
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tonsillectomy alone and adeno-amygdalectomy. This same observation wasmade with the 

series reported by Mangane S [33], as well as in the study by Arnaud LAMONZIE [34].  

 

 

Surgical technique 

For all our patients tonsillectomy was performed by comb dissection of JOST associated with 

the monopolar electric scalpel to ensure hemostasis.  

Tarik FARID [1] in his series of 520 cases, the dissection associated with the electric scalpel 

to ensure hemostasis was used in all patients. 

MOHAMED A AG and BABY M [35], reporting their Bamako series that it was the only 

technique used in their service. 

In Senegal, it has become the reference technique, i.e. 100% in the series of Diouf R [24], 

Mangane S [33] and Sarr B [7].  

The dissection technique, performed on an intubated patient with hemostasis control, tends to 

become the reference technique on a global scale to the detriment of the Slűder technique 

which is practically no longer performed [34]. 

In France, tonsillectomy or tonsillectomy by dissection is one of the most frequently used 

interventions in children, both in the public and private sectors, with about 50,000 

tonsillectomies associated or not with an adenoidectomy in 2008 or 17% of ORL procedures 

[36, 37]. 

With this technique, we have all the time necessary to perform a regulated intervention, a 

perfect hemostasis in conditions of safety, which are those of any operation conducted under 

general anesthesia [38].  This technique was once reserved for difficult cases such as the 

sequelae of peritonsillar phlegmons, medical indications for tonsillectomy (rheumatic fever) 

and children whose general condition is deficient. The patient is in the ROSE position (in the 

supine position, head in hyper extension with a ball under the shoulders) or in a simple supine 

position [1, 38]. 

With this technique, we have all the time necessary to perform a regulated intervention with 

the following advantages: 

- Perfect hemostasis under safe conditions, which are those of any operation conducted 

under general anesthesia [38]. 

- Preservation of respiratory functions. 

- Protection of the airway against any bleeding flooding thanks to the tightness of the 
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probe balloon. 

However, it is not without drawbacks: 

- The duration of the intervention is long for a quick gesture. 

- Need for further anesthesia and late awakening. 

- The congestion induced by the probe hinders the operator. 

- The imperfect tightness of the probe in children can act as a conductor of blood to the 

lower airway. 

- Risk of resumption or increase of the hemorrhage related to a cough reflex triggered by 

the presence of the tube at the time of awakening. 

- Dental trauma or tooth dislocations. 

- Accidents and complications related to intubation: Edema of the glottis, glottic spasm, 

endo-laryngeal trauma, laryngotracheal strictures, caustic burns by sterilized probes 

with aggressive products improperly rinsed (rare) [1, 39]. 

For adenoidectomy, the classic technique corresponding to Moore's adenotoma with curette 

associated with finger dissection was performed in all our patients. In the series reported by 

SOW-DRAME T [40], MANGANE S [33] and Diouf R [24], it was the technique used in 

100% of cases.   

However, some authors [41, 42, 43, 44] support the superiority of the endoscopic technique 

over the classical [45, 46].  On the other hand, others such as INANCLIN [47] insist on the 

disadvantages of the endoscopic technique which would require more time [40]. 

 

IV.1.5. Indications for adenotonsillectomy 

The indications for adenotonsillectomy were tonsillar hypertrophies associated with adenoids 

(57.08%), tonsillar hypertrophies alone (36.48%), adenoids alone (4.72%), obstructive sleep 

apnea syndrome (0.85%), adenoid vegetation associated with parotitis (0.43%) and tonsillar 

hypertrophy associated with rheumatic fever (RA) (0.43%). 

The overall distribution of tonsillectomy indications over the period from 2014 to 2017 shows 

a predominance of recurrent tonsillitis (63%), followed by obstructive tonsillar hypertrophies 

and chronic tonsillitis respectively 18.75% and 18.25%.  This global finding was found 

almost annually for recurrent angina except in 2017 when obstructive tonsillar hypertrophies 

came first. In 2015 and 2016, chronic tonsillitis was the second indication after recurrent 

tonsillitis. 

Our results wereconsistent with those of Tarik FARID [1], who in his series found for 
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recurrent tonsillitis  51.60%, for obstructive tonsillar hypertrophies 34.40%, for chronic 

tonsillitis 9% and for post-streptococcal manifestations, peritonsillar phlegmon and tumor 

tonsils respectively 2.7%, 1.9% and 0.4%.  I. Barhmi found 256 cases for recurrent tonsillitis, 

or 51.2%, and for obstructive tonsils 177 cases, or 35.4%. 

In Senegal MANGANE S [33] reported in its series for recurrent tonsillitis 90.51%, for 

obstructive tonsillar hypertrophies 8.03%, for chronic tonsillitis 1.46%. The Sarr B study [7] 

also in Senegal found for recurrent tonsillitis 91.7%, followed by chronic tonsillitis 5.2% and 

obstructive tonsillar hypertrophies 3.1%. 

In 2017, recurrent tonsillitis came second after obstructive tonsillar hypertrophies, this 

observation may be related to the fact that during this year the serviceonly worked for 5 

months. 

The indications for adenoidectomies were clearly dominated in our study by adenoid 

syndrome (96.74%), followed by recurrent nasopharyngitis (2.65%) and seromucosal otitis 

(0.61% or 1 case).  This overall finding has been observed almost separately or annually. 

Our results were similar to those of SOW-DRAME T [40], which reported in its 

adenoidectomy series a predominance of adenoid syndrome in the indications or 63.4% of 

cases. 

On the other hand, SARR B [7] in its series, the main indication for adenoidectomy alone was 

recurrent nasopharyngitis (66 cases) followed by seromucosal otitis (3 cases). For adeno-

tonsillectomy the indications were respectively adenoid syndrome associated with recurrent 

tonsillitis in 14 patients (31.8%), recurrent nasopharyngitis associated with HOAP in 10 

patients (22.7%), recurrent angina associated with recurrent nasopharyngitis in 20 patients 

(45.5%). 

IV.1.6. Evolution and monitoring 

All our interventions were done on an outpatient basis and discharge was allowed after a 

clinical examination in search of active bleeding. Patients were seen in control on Day 7 and 

then on Day 21 postoperatively. 

Tonsillectomy on an outpatient or inpatient basis is always a subject of debate. Day 

hospitalization may be offered. Tonsillectomy should be performed early in the morning, 

allowing sufficient post-operative monitoring time (8-10 hours). However, the family should 

be warned of the possibility of prolonged hospitalization in case of complications [1]. 

After the surgical procedure, the child is immediately placed in lateral decubitus where he 

continues to be sucked without traumatizing the tonsillar compartments until waking up. 
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Rapid screaming contributes to a contraction of the pharyngeal muscles thus promoting 

hemostasis. 

The child is then kept in the recovery room for 15 to 30 minutes, then returns to his room. 

During the hours following the procedure, the child must remain fasting, is allowed to suck a 

few ice cubes or drink small amounts of fresh water. The child's discharge is conventionally 

allowed 6 hours after anesthesia, but some surgeons prefer to postpone the child's discharge to 

the next day, especially when he lives outside the agglomeration [34]. 

In our study, the evolution was favorable with simple postoperative follow-up in 261 of our 

patients or 99.61%. Only 1 of our patients or 0.38% had postoperative bleeding (epistaxis of 

great abundance). The hemostasis was done in the operating room. Mortality was zero. This 

assessment testifies to a good mastery of the operative and anesthetic technique. Our bleeding 

rate is essentially below the values reported in the literature. 

I. Barhmi found in his series of 500 cases a hemorrhagic complication in just 11 patients, or 

2.2%. Six cases of haemorrhage occurred in the first 24 hours, requiring simple tamponing, 3 

cases after 72 hours requiring surgical revision while for 2 cases the haemorrhage occurred 

around the eighth day, benefiting from simple monitoring. The evolution was good for all the 

patients in his series with no deaths. 

Tarik FARID [1] out of a series of 520 cases of tonsillectomy, found 4 cases of postoperative 

hemorrhage (two adults and two children) or 0.8%. A case of hemorrhage occurred on the 8th 

day of the postoperative, the 2nd case occurred on the 9th day, the 3rd case occurred on the 

10th day, so the 4th case occurred on the 13th day of the postoperative. The conduct was 

hospitalization for revision surgery and hemostasis in the operating room under general 

anesthesia. The evolution in the other cases was favorable, no deaths were found. 

In Diouf R's study [24], the evolution was favorable in 99.32% of patients. However, 

bleeding was recorded which was curbed in the operating room in 3 patients.  

MANGANE S [33] reported in its series of 137 patients, 3 cases (2.18%) of complications 

such as postoperative hemorrhage on Day 7 by bleeding from the tonsillar compartments, 2 of 

which were resumed under AG in the block for hemostasis and the other just needed 

monitoring by making him suck ice cubes. On the 8th day, after tonsillectomy, the evolution 

was generally favorable. 

For the study of SARR B [7], the evolution was favorable with simple postoperative follow-

up in 303 of our patients or 99%. Only 3 of our patients or 1% experienced postoperative 

bleeding. The hemostasis was done in the operating room and the mortality was zero. 
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Our rate is lower than that reported by Dao et al. [48] which is 2.12% [9] and by  Téa et al. 

[18] which is 3% and substantially also than that  of YEHOUENASSI et al. [49] which is 

0.27%.   

Tonsillectomy is a hemorrhagic risk procedure, the tonsils being richly vascularized, and no 

pharyngeal wound cover or closure is possible. Immediate bleeding is the most common and 

occurs while the child is still in the operating room, either on the operating table or in the 

recovery room. They most often come from the vascular pedicles of the amygdala. They are 

usually revealed by jet bleeding that requires immediate surgical revision. It can also be a 

bleeding in a pool from the mucous section slices and its persistence after a few minutes also 

requires a surgical revision under general anesthesia with intubation [50].  This low 

complication rate in our series is related to the use of the electric scalpel dissection technique 

under general anesthesia with orotracheal intubation in all our patients which gave 

convenience and visibility for better control of hemostasis.  

In our series, no patient had experienced bleeding after adenoidectomy with adenotomy with 

finger dissection. These are rare complications with a frequency of less than 1%. The 

occurrence of bleeding complications is early, that is, within hours of the procedure, in 80% 

of cases, otherwise they occur within the first six days. 

Conclusion: 

Adeno-tonsillectomy is a surgical procedure that consists of the removal of the palatine tonsils 

initially associated with the removal of the enlarged pharyngeal tonsil, called adenoids. It is a 

common, internationally common procedure that has been practiced for centuries, primarily in 

pediatrics. Its indications are diverse, and relatively rare complications are dominated by 

hemorrhage, which is the main primary complication. 

General anesthesia combined with orotracheal intubation is the "gold standard" for the 

protection of the upper airway against inhalation of blood and tonsillar debris.  

The surgical technique of tonsillectomy by foam dissection has been the rule in our series 

because it offers more security.  

For adenoidectomies, Moore's adenotoma curette with finger dissection is the ideal option. 
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