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ABSTRACT
Introduction: Tonsillectomy is one of the most common interventions in children. The pain secondary to the procedure 
is intense and long lasting. It is often performed on daily inpatient care, leaving parents and those close to them to 
provide care at home. We conducted this study to audit pain management at home by parents for kids.

Patients and Methods: We conducted a prospective, single-center, qualitative study including families of children aged 
0 to 15 years undergoing tonsillectomy or adenotonsillectomy. Pain was assessed before discharge to the PACU and 
over the telephone on a questionnaire that the parents had to answer. The questionnaire was developed according to 
the FLACC scale. Home care according to discharge orders was also assessed.

Results: A total of 81 patients were collected, including 20 excluded due to call failed. The average age was 7 years (2 – 
15) with an average weight of 25.9 kg (12 – 72). The female gender was predominant and sex ratio 0.97. Tonsillectomy 
was indicated for recurrent angina in the majority at 44%. Intraoperative analgesia was administered with paracetamol, 
ketoprofen or diclofenac, and ketamine. Tonsillectomy was performed with an electrocautery in 77% following a mean 
operating time of 52.3 min (15 – 90). The discharge FLACC score was less than or equal to 2 in 92% of patients. On 
the telephone, the complaints collected were pain in 64% of cases, nausea and dizziness in 20% and no complaints in 
16%. The last analgesic intake within 6 hours at home was noted in 59% of children mainly with paracetamol only in 
85% of cases. The association with an NSAID was noted in 15% of cases. Compliant knowledge of home prescriptions 
by parents was 56%. The main reason for non-compliance with prescriptions was respect for the patient's sleep.

Conclusion: Pain after tonsillectomy is a reality at home. It is taken care of by parents or those around children who 
do not have the skills necessary for the evaluation and administration of treatments.
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Introduction
Tonsillectomy is one of the most common interventions in children 
[1]. In our structure it is the second intervention after hernia 
repair. Pain secondary to tons  illectomy is a real problem due to 
its psychosocial impact in children and its duration over several 

postoperative days of up to 14 days [2]. Despite everything, 
tonsillectomy is generally performed on an outpatient care, leaving 
the care to the parents or those close to them. This care is mainly 
focused on the management and control of postoperative pain 
which requires the administration of analgesics at an effective 
dose, at a regular taking. Pain assessment is delegated to patients 
or their entourage. In our country, no study has documented 
what happened at home when these children had a tonsillectomy 
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regarding the management of this pain by the parents. We 
conducted this work to audit the management of postoperative 
pain following tonsillectomy by parents at home.

Patients and Methods
This is a prospective and descriptive single-center cohort study 
running from January 19 to July 31, 2023 in the operating room 
at Albert Royer National Children hospital, a tertiary and teaching 
hospital in Dakar. Parental or legal tutor consent was obtained. 
We included in the study patients who underwent tonsillectomy 
or adenotonsillectomy whatever the indication aged 0 to 15 years. 
Patients who did not adhere to the study protocol and patients 
in whom good communication in Woll of (local language) or 
French could not be established were not included. Children who 
presented with a psychiatric disorder were also not included in the 
study. We excluded patients lost to follow-up, patients who had 
intra- or post-operative complications and patients who underwent 
surgical reintervention to fix bleeding.

Participants and Procedure
After general anesthesia on an inhalation induction with 
sevoflurane or intravenous propofol depending on the patient. 
Fentanyl was also administered during induction, sevoflurane 
provided maintenance. Intraoperative analgesia was administered 
as follows:
-	 Paracetamol intravenously at 15mg/kg,
-	 Ketoprofen at 1mg/kg or Diclofenac at 3mg/kg intravenously,
-	 Ketamine due to 0.2 mg/kg intravenously.

Tonsillectomy was performed either by cold scalpel dissection 
or electrocautery dissection. The administration of analgesics 
was carried out from the induction of anesthesia, 4 hours post-
operatively, the end of the intervention with paracetamol associated 
with NSAIDs was carried out in the outpatient unit before resuming 
food and discharge.

Exit Criteria
Surveillance for a minimum duration of 4 hours was mandatory. 
Control of bloodless tonsillar compartments, absence of persistent 
postoperative nausea or vomiting and resumption of food were 
also necessary. Instructions to be observed at home were explained 
to the patient's parents or companions before discharge.

Telephone Follow-up
Parents had to be available at all times by telephone, able to 
communicate in Wolof or French. A good understanding of the 
instructions was necessary regarding home monitoring as well as 
the parameters of the simplified FLACC scale in order to allow 
the caller to establish the correct score. The FLACC score could 
be established according to the clinical elements described by the 
parents. The availability of the discharge order was first checked. 
Those in charge of home treatment were asked to reestablish 
the prescriptions according to the discharge in order to assess 
understanding of the treatment. We also collected the painful or 
non-painful opinion based on the parents' own impression. Thus, 
a therapeutic adjustment could be recommended in the event of 

reported pain. The treatment adjustment was to combine an anti-
inflammatory and paracetamol at fixed times.

Data Collection
A survey sheet was established for this purpose taking into account 
variables relating to sociodemographic, clinical, paraclinical and 
surgical aspects. An effective ENT examination centered on the 
oropharyngeal sphere was performed in all our patients.

The following parameters were studied:
•	 Frequency, age, sex, weight
•	 Medical and surgical history
•	 Operative indications, mode of anesthesia, analgesics 

used intraoperatively, operative technique, duration and 
intraoperative complications

•	 Postoperative settings: clinical condition at discharge, 
assessment of pain with the FLAAC score (Table 5), telephone 
follow-up (simplified FLACC score, last analgesic intake, 
type of product, route of administration, complaints, parents' 
assessment of pain, need to adjust treatment, availability of a 
prescription).

Data was collected from:
•	 Operating protocol registers
•	 Anesthesia sheets
•	 On-site assessment
•	 Home monitoring

Data Analysis and Processing
Our data were entered and analyzed using software specialized 
in Sphinx plus² statistical processing. Qualitative variables were 
expressed as percentages and continuous variables as standard 
deviation and standard deviation.

Results
During the study period, 81 cases out of a total of 720 patients 
were operated on, representing a frequency of 8.8%. Of the 81 
cases collected, 20 were excluded from our study due to lack of 
response to telephone follow-up.

Table 1: Patient clinical parameters.
Age (years) 7 (2 - 15)
Sex ratio 0.96
Weight (kg) 25.9 (12 - 72)
Background
Medical

asthma 12 20%
sickle cell anemia 3 5%
atopy 11 18%
bronchitis 3 4.90%
epigastralgia 3 4.90%

Surgical
appendectomy 1 1.60%
laparotomy 1 1.60%
cholecystectomy 1 1.60%
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Table 2: Surgical Parameters.
Pathologies

recurrent angina 44%
Tonsillitis + adenoid syndrome 28%
tonsil hypertrophy + adenoid syndrome 14%
Recurrent angina + adenoid syndrome 9%
hypertrophy + recurrent angina 2%
Obstructive tonsil 3%

Adenotonsillectomy
electrocautery dissection 77%
cold scalpel dissection 23%

Duration (min) 52.3(1590)

Anesthetic and Analgesic Modalities
General anesthesia with orotracheal intubation was the anesthetic 
technique applied in all patients. The products used for general 
anesthesia were fentanyl in all patients combined with propofol. 
Ketamine was generally administered in 34 patients, a percentage 
of 56%. Intravenous paracetamol was the analgesic used in all 
patients. Other analgesic agents used in different proportions 
illustrated in Table 3.

Table 3: Distribution of analgesics used intraoperatively.
Nature of analgesics Effective Percentage
PARACETAMOL 61 100%

NSAIDs Ketoprofen 48 79%
Diclofenac 24 39%

NEFOPAM 1 2%

Home Discharge Settings
Consciousness, respiratory and hemodynamic states were correct 
in all patients. Food resumption as well as oral analgesics were 
effective. Pain assessment by FLACC score before discharge is 
shown in Table 4.

Table 4: Distribution of FLACC score at home discharge.
FLACC score Effective Percentage
1 23 38%
2 33 54%
3 5 8%
Total 61 100%

Home Monitoring
On the telephone, the complaints collected were pain in 64% of 
cases, nausea and dizziness in 20% and no complaints in 16%.

The last analgesic intake within 6 hours at home was noted in 59% 
of children mainly with paracetamol only in 85% of cases. The 
association with an NSAID was noted in 15% of cases. Compliant 
knowledge of home prescriptions by parents was 56%. The main 
reason for non-compliance with prescriptions was respect for the 
patient's sleep. 

Table 5 shows the subjective assessment of pain by the parents, 
19% of whom felt there was no pain.

Table 5: Assessment of pain by parents and those close to them.
Pain assessment /parents Effective Percentage
Low pain 15 25%
Severe pain 10 16%
Moderate pain 36 59%
Total 61 100%

A therapeutic adjustment was necessary in 18% of children.

Discussion
The audit of pain management after tonsillectomy at home by 
parents reveals in this work as a major problem. Pain scores on 
call assessment as well as parents' assessment of pain remain 
high. This study confirms several series of literature. Alm et al. 
in a prospective cohort study involving 299 children, patients and 
their entourage in charge of treatments report a difficult recovery 
inherent to pain [3]. As far as Lima et al. in Canada through a 
more recent study in 2022 demonstrated the difficulty of pain 
management by parents [4]. Their parental survey based on a 
questionnaire established postoperatively confirmed this difficulty.

The impact of pain after tonsillectomy is considerable on the 
postoperative outcome of these children. Behavioral and dietary 
disorders responsible for dehydration with weight loss are reported 
in this work. In fact, the pain after a tonsillectomy is intense and 
lasting pain over a week to ten days for a surgery often carried out 
on an outpatient care [5,6]. Postoperative care is therefore entrusted 
to the parents. Therapeutic education provided to those responsible 
for these children must be precise and complete for better 
postoperative comfort. This comfort essentially revolves around 
good control of postoperative analgesia, one of the imperatives 
of ambulatory anesthesia. Our results in this study demonstrate a 
defect in analgesia administered at home. Indeed 64% of parents 
expressed pain during the telephone interview even though the last 
time they took painkillers was at least 6 hours ago in 59% patients. 
Paracetamol was the product used in the majority as single therapy 
despite the nociceptive and inflammatory nature of pain secondary 
to tonsillectomy [7]. The data on the character, type and evolution 
of this pain are well known from the literature. The effectiveness 
of non-steroidal anti-inflammatory drugs in combination with 
paracetamol has been documented [8,9]. However, in this work 
which sought to audit the management of this pain at home while 
maintaining the observational aspect of the service's practices, 
we noted a lack of common analgesia protocol well established 
between actors. The ENT doctors at discharge offered the parents 
a discharge prescription after checking the tonsillar compartments 
without the agreement of the anesthetists authorized to manage 
this pain. This lack of collegiality in the approach certainly 
explains these high pain scores at home. On the prescription 
drawn up by ENT doctors, paracetamol is the analgesic often 
prescribed alone. Its use as monotherapy does not allow this type 
of pain to be controlled. Therefore, the main element identified as 
a maintenance factor for pain is the inadequacy of the prescription. 
This fact was reported in a Swedish study where the parents' ability 
to assess pain and the inadequacy of the prescription were factors 
in postoperative pain. The misunderstanding of the instructions 
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given to patients and those around them also constituted an 
important factor in the persistence of this pain. On the other hand, 
the telephone interview revealed that for some children, parents 
respected sleep rather than waking them up to follow the painkiller 
prescription. This therefore made it impossible to respect the 
analgesic administration times. Clearly, for postoperative 
analgesia to be effective, it must be administered at the right dose 
and at a fixed time using a multimodal approach. Precisely timed 
administration of analgesics seems most appropriate to encourage 
adherence, as suggested by the study by Sutters et al. [10] or 
children who received paracetamol-hydrocodone had reduced pain 
scores at rest and swallowing. For better care, there is a need to 
educate parents about their child's painful behaviors and to prohibit 
the administration of analgesics on demand. On-demand use will 
face the problem of parental subjective variability regarding their 
child's pain and their personal pain trajectory.

Hamers et al. in a study on pain at home after tonsillectomy 
demonstrates that approximately 50% of parents reduce and even 
interrupt paracetamol treatment while 81% describe their child as 
painful [11]. Accompaniment by a description of the intensity of 
the pain does not seem to improve analgesia or compliance with 
treatment. It can, however, constitute an aid to visual detection and 
parental assurance. Our study confirmed, among other things, the 
other pitfalls of outpatient tonsillectomy, namely the management 
of postoperative nausea and vomiting. The occurrence of PONV 
is a fairly common morbidity in this type of surgery [12]. In our 
series, 20% of children presented PONV compared to 15% in the 
study by Karling et al. [13]. These significant proportions should 
make it systematic through its pharmacological prevention using 
dexamethasone and ondansetron. Indeed, for many authors, 
the occurrence of PONV interferes with compliance with oral 
analgesic treatment on the one hand and increases the incidence 
of re-hospitalization. In the extreme case, there are hydration 
disorders leading to dehydration [14]. The strength of our study 
is based on the original nature of the audit of pain management 
after tonsillectomy by parents, which to our knowledge has 
never been investigated in Senegal. However, the weaknesses 
lie outside the observational nature of the study, the subjectivity 
of the parents in expressing pain and the absence of a reliable 
assessment at home.

Conclusion
Pain after tonsillectomy is a reality at home. It is taken care 
of by parents or those around them who do not have the skills 
necessary for the evaluation and administration of treatments. 
It is therefore essential to issue an adequate discharge order and 
therapeutic education of parents to limit the harmful effects of 
postoperative pain. Collegiality of analgesic prescriptions between 
ENT specialists and anesthesiologists in a multimodal approach 
will promote postoperative comfort for these children.
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