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Tonsillectomies: in dollars and cents
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Summary: Over the last quarter of a

century, much controversy has been
generated on the indications for
tonsillectomy and adenoidectomy.
The economic aspects of this operation
have received comparatively little
attention. The rate per 10,000 children
0 to 19 years of age for the whole
province of Ontario for the year 1971
was 174 and ranged from a high
of 307 in one county to a low of 59
in another. The total cost of these
operations to the health insurance
plan was 11.4 million dollars. National
studies on the indications for these
operations, their benefits and hazards
are urgently required.

Resume: L'amygdalectomie: ses

r4percussions financieres

Depuis un quart de siecle, sevit
une apre polemique sur les indications
de l'amygdalectomie et de
I'adenoidectomie. Pourtant, les
retentissements pecuniaires de cette
operation ont ete relativement negliges.
La frequence de cette operation durant
I'annee 1971, dans toute la province
d'Ontario, a ete de 174 sur 10,000
patients d'age variant de 0 a 19 ans.
Les deux extremes geographiques
ont ete de 307 cas dans un comte
et de 59 dans un autre. Ces operations
ont coute au regime de I'assurance
maladie un total de 11.6 millions de
dollars. II nous parait urgent
d'entreprendre a I'echelle nationale
une etude sur les indications de
ces operations, leurs avantages et
leurs risques.
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Both popular and medical literature
abound with debates over the necessity
for tonsillectomy with or without ade¬
noidectomy to which we shall apply
the term TONSAiD. The frequency of
these debates is almost matched by the
frequency of critiques on professional
experience and experimental method¬
ology to date. Several very serious
questions remain concerning the mor¬

bidity,1"4 the recommended age for
operation4'5 and the indications for and
results of operation.3"9 While answers

to these questions are vague or con¬

flicting, physicians continue to invoke
subjective considerations to determine
their policy.
The economic aspect of the TON-

SAD question has received little at¬
tention in the literature. The wide varia¬

tions of clinical practice in this area

indicate that the whole subject requires
serious and accurate investigation. In
this article we propose to examine the
economic significance of TONSAD
surgery.

Source of information

Information on TONSAD opera¬
tions, for individual counties in On¬
tario, supplying patient age and the
number of days spent in hospital for
this purpose in 1971, was provided by
the Ontario Ministry of Health.10 The
county populations were taken from
the 1971 Census of Canada, Advance
Bulletin.11 From this itwas possible to
calculate the operation rate per 10,000
individuals for the age groups 0 to

FIG. 1.Tonsillectomy with/without adenoidectomy rate per 10,000 children
0 to 19 years by county. Ontario, 1971.
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Tablets

(methyidopa. MSO Std.)
Indications: Sustained moderate through severe hypertension.
Dosage Summary: Start usually with 250 mg two or three times
daily during the tirst 48 hours; thereafter adjust at intervals ot not
less than two days according to the patient's response. Maximal
daily dosage is 3.0 g ot methyldopa. In the presence of impaired re-
nal function smaller doses may be needed.
Syncope in older patients has been related to an increased sensi-
tivity in those patients with advanced arteriosclerotic vascular dis-
ease and may be avoided by reducing the dose.
Tolerance may occur occasionally between the second and third
month after initiating therapy. Effectiveness can frequently be re-
stored by increasing the dose or adding a thiazide.
Contraindcations: Active hepatic disease such as acute hepatitis
and active cirrhosis; known sensitivity to methyidopa; unsuitable in
mild or labile hypertension responsiveto mild sedation or thiazides
alone; pheochromocytoma; pregnancy. Use cautiously it there is a
history of liver disease or dysfunction.
Precautions: Acquired hemolytic anemia has occurred rarely. He-
moglobin and/or hematocrit determinations should be performed
when anemia is suspected. It anemia is present, determine if he-
molysis is present. Discontinue methyldopa on evidence of hemoly-
tic anemia. Prompt remission usually results on discontinuation
alone or the initiation of adrenocortical steroids. Rarely, however,
fatalities have occurred.
A positive direct Coombs test has been reported in some patients
on continued therapy with methyldopa, the exact mechanism and
significance of which is not established. Incidence has varied from
10 to 20%. If a positive test is to develop it usually does within 12
months following start of therapy. Reversal of positive test occurs
within weeks to months after discontinuation of the drug. Prior
knowledge of this reaction will aid in cross matching blood for
transfusion. This may result in incompatible minor cross match. If
the indirect Coombs test is negative, transfusion with otherwise
compatible blood may be carried out. If positive, advisability of
transfusion should be determined by a hematologist or expert in
transfusion problems.
Reversible leukopenia with primary effect on granulocytes has
been seen rarely. Rare cases of clinical agranulocytosis have been
reported. Granulocyte and leukocyte counts returned promptly to
.normal on discontinuance of drug.
Occasionally fever has occurred within the first three weeks of
therapy, sometimes associated with eosinophilia or abnormalities
in one or more liver function tests. Jaundice, with or without fever,
may occur also, with onset usually within first 2 or 3 months of ther-
apy. Rare cases 6f fatal hepatic necrosis have been reported. Liver
biopsies in several patients with liver dysfunction showed a micro-
scopic focal necrosis compatible with drug hypersensitivity. Deter-
mine liver function, leukocyte and differential blood counts at inter-
vals during the first six to eight weeks of therapy or whenever
unexplained fever may occur. Discontinue if fever, abnormalities in
liver function tests, or jaundice occur.
Methyidopa may potentiate action of other antihypertensive drugs.
Follow patients carefully to detect side reactions or unusual mani-
festations of drug idiosyncrasy.
Patients may require reduced doses of anesthetics when on
ALDOMET'*. If hypotension does occur during anesthesia, it usu-
ally can be controlled by vasopressors. The adrenergic receptors
remain sensitive during treatment with methyldopa.
Hypertension occasionally noted alter dialysis in patients treated
with 'ALDOMET'* may occur because the drug is removed by this
procedure.
Rarely involuntary choreoathetotic movements have been ob-
served during therapy with methyidopa in patients with severe bi-
lateral cerebrovascular disease. Should these movements occur,
discontinue therapy.
Fluorescence in urine samples at same wave lengths as cate-
cholamines may be reported as urinary catecholamines. This will
interfere with the diagnosis of pheochromocytoma. Methyidopa will
not serve as a diagnostic test for pheochromocytoma.
Usage in Pregnancy: Because clinical experience and follow-up
studies in pregnancy have been limited, the use of methyidopa
when pregnancy is present or suspected requires that the benefits
of the drug be weighed against the possible hazards to the fetus.
Adverse Roactions: Cardiovascular: Angina pectoris may be aggra-
vated; reduce dosage if symptoms of orthostatic hypotension oc-
cur; bradycardia occurs occasionally. Neurological: Symptoms as-
sociated with effective lowering of blood pressure occasionally
seen include dizziness, lightheadedness, and symptoms of ce-
rebrovascular insufficiency. Sedation, usually transient, seen dur-
ing initial therapy or when dose is increased. Similarly, headache,
asthenia, or weakness may be noted as early, but transient symp-
toms. Rarely reported: paresthesias, parkinsonism, psychic disturb-
ances including nightmares, reversible mild psychoses or depres-
sion, and a single case of bilateral Bell's palsy. Gastrointestinal:
Occasional reactions generally relieved by decrease in dosage:
mild dryness of the mouth and gastrointestinal symptoms including
distention, constipation, flatus, and diarrhea; rarely, nausea and
vomiting. Pancreatitis and inflammation of the salivary glands may
occur during therapy. Hematological: Positive direct Coombs test,
acquired hemolytic anemia, leukopenia and rare cases of throm-
bocytopenia. Toxic and Allergic: Occasional drug related fever and
abnormal liver function studies with jaundice and hepatocellular
damage, (see PRECAUTIONS) and a rise in BUN. Rarely, skin rash,
sore tongue or black tongue". Endocrine and Metabolic: Rarely,
breast enlargement, lactation, impotence, decreased libido; weight
gain and edema which may be relieved by administering a thiazide
diuretic. If edema progresses or signs of pulmonary congestion ap-
pear, discontinue drug. Miscellaneous: Occasionally nasal stuffi-
ness, mild arthralgia and myalgia; rarely, darkening of urine after
voiding.
Full information on dosage, contraindications, precautions, ad-
verse reactions and references is available on request.
How Supplied: Film Coated Tablets 'ALDOMET'* are yellow, film-
coated, biconvex-shaped tablets, with the MSD symbol engraved
on one side, and are supplied as follows:
Ca 8737-each tablet containing 125 mg of methyldopa, supplied in
bottles of1100 and 500 tablets.
Ca 3290-each tablet containing 250 mg of methyldopa, supplied in
bottles of150 and 500 tablets.
Ca 8733-each tablet containing 500 mg of methyldopa, supplied in
bottles of150 and 250 tablets. 5Trademark

I SHARP [PA
I& DOHME CANADA LIMITED/LIMITrEE
A Leader in Cardiovascular Medicine

19 years, as well as for the whole
population of each county and for the
entire province of Ontario.
The percentage of TONSADs per-

formed by specialists and the percent-
age of anesthetics for the operations
administered by specialists were cal-
culated from a typical Ontario Health
Insurance Plan (OHIP) billing for one
month. These ratios were applied to
the data for the whole year. The On-
tario physicians' fee schedule"2 was
employed in calculating the cost per
TONSAD, and the average per diem
charge for hospital stay allowed the
approximate estimation of the total ex-
penditure for the operation in Ontario
for 1971.

Findings

In Ontario the age group 0 to 19
years constitutes 39% of the popula-
tion. Eighty-eight percent of TON-
SADs in 1971 were performed on pa-
tients in this age group, a rate of 174
per 10,000 children 0 to 19 years, and
77 per 10,000 of the total population.
The distribution of TONSAD rates

within the province ranged from a high
of 307 (Elgin) to a low of 59 (Kenora),
with no observable geographic pattern
(Fig. 1). These numbers represent the
operation rate for each county's res-
idents regardless of where the opera-
tion was performed.
Of 59,413 TONSADs approximately

61% were performed by general prac-
titioners and 54% of anesthetics were
administered by general practitioners.
The total amount paid by OHIP for
physicians' services for TONSADs in
one year amounted to 4.1 million dol-
lars. The total number of bed days
used by TONSAD patients in one year
was 122,422, and calculated at the
average cost per diem of hospital beds
($59.88), the hospitalization cost of
TONSADs was 7.3 million dollars. The
total cost of physicians' services and
hospitalization amounted to 11.4 mil-
lion dollars in 1971.

Discussion

The TONSAD question has many
aspects, both medical and economic.
The TONSAD rates around the world
and within countries vary so greatly
that one must conclude that more than
medical necessity determines the fre-
quency of the procedure. The rate per
10,000 children under 15 years in Upp-
sala, Sweden is 17; in Liverpool, Eng-
land the rate is 26; and in the New
England states, 70.13 In Ontario the
rate for the same age group is 200 and
in British Columbia it is 107.14
When we consider this variation in

practice and calculate the enormous

cost of the program, the TONSAD
question merits comprehensive atten-
tion. Eleven and a half million dollars
was spent in Ontario on this operation
in 1971. The amount for the whole of
Canada in 1971 was 25.6 million dol-
lars for 161,301 TONSADs (using the
average Ontario cost of $159 per TON-
SAD).15
The time has come when we should

weigh the practice against the results.
Too often physicians schedule TON-
SADs out of habit or in response to
parental pressure. The feasibility of
doing these operations in outpatient
departments"6 and family-participation
units has been demonstrated. There is
a need for committees to conduct care-
fully controlled national studies on the
indications for the operation, and to
determine both the short- and long-
term benefits and the hazards. The
many uncertainties besetting TON-
SADs should be resolved once and for
all so that we may get more for our
health dollars spent for this purpose.
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