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enucleation or THE faucial tonsil with the 
GUILLOTINE. 

By J. K. MILNE DICKIE, M.D., Ch.B.(Edin.), 
Late Senior Clinical Assistant in the Ear, Nose and Throat Department, 

Royal Infirmary, Edinburgh ; Demonstrator of Anatomy, University 
of Edinburgh. 

lC nat?rMj of the Tonsil.?The tonsil is a mass of lymphoid 

faiices S1^Ua^0t^ between the anterior and posterior pillars of the auces. It is an oyaj w^h an upper or buried pole and a 

j^ver projecting pole. It has a free or faucial surface and a 
la or Juried surface which is enclosed in a tough fibrous 

capsule. Its free surface is covered by stratified epithelium, which 
C :PS in here and there to form crypts. These are clefts which 
extend into the tonsil, usually as far as the capsule. One of the 
C1}pts at the upper pole of the tonsil is much larger than the 
others, and has been named the supratonsillar fossa. This name 
is misleading, as the fossa is entirely enclosed by the tonsil capsule 
and is thus intratonsillar and not supratonsillar. The mucous 
membrane of the anterior pillar is prolonged for a variable distance 
?ver the faucial surface of the tonsil under the name of the plica 
' langularis. The amount of tonsil hidden behind the anterior pillar 
and enclosed in capsule is very variable. It is frequently found 
that a tonsil, which at first sight appears to be normal, is really 
considerably enlarged, the enlargement being confined to the 

embedded part. This is spoken of as a submerged tonsil. Usually 
when a patient retches the tonsils are projected into the pharynx, 
but in the submerged type this does not occur. 

Between the capsule of the tonsil and the superior constrictor 
muscle of the pharynx there is a quantity of loose areolar 

tissue, which allows of a fair amount of manipulation of the 
tonsil without fear of injury to the constrictor or the vessels 
outside it. 

The blood-supply to the tonsil is large and is derived from various 
sources. The tonsillar branches of the lingual, facial, and ascending 
pharyngeal arteries reach the tonsil by piercing the capsule at its 
lower pole. The descending palatine artery also sends one or 

more branches to the tonsil, which pass downwards in the posterior 
faucial pillar. Another small vessel is often seen just under the 
plica at its upper end. 

The carotid vessels are situated at some distance from the 
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tonsil (Fig. 1). They lie much farther back and external to it, 
and under ordinary circumstances are not likely to be injured 
in operations on the tonsil. The writer has, however, seen an 

anatomical specimen in which the internal carotid artery formed 

a complete loop just before entering the base of the skull. The 

large vessel which lies nearest to the tonsil is the facial artery? 
a short distance from its origin from the external carotid. 

Certain of the bony points in the neighbourhood are of 

importance in removing the tonsil. 

The prominence 011 the inner side of the lower jaw caused by 
the socket of the last molar tooth (eminentia alveolaris of Sluder) 
lies a short distance above and in front of the tonsil, and affords a 

convenient point for counter-pressure in tonsillectomy (Fig. 2). It 

can be easily felt by passing the finger into the mouth between the 

tongue and the last molar tooth. 

The tuberosity of the superior maxilla and the hamular process 
of the internal pterygoid plate have an intimate relationship to 
the tonsil. These points can be easily felt by pressing outwards 
on the palate just above and behind the last upper molar tooth. 
The upper or submerged pole of the tonsil lies very constantly 
just below the hamular process, and after enucleation of the 

tonsil the latter can be felt lying practically uncovered in the 

upper part of the cavity. 
In 1910 Whillis and Pybus described a method of removing 

the tonsils with a guillotine, and gave the results of 150 cases, in 

which 42'3 per cent, of the tonsils were completely enucleated. 
A further 27 per cent, were removed almost entire but with a 

small defect in the capsule. In 1911 the same writers published 
the results of a further series of 100 cases, in which 74 per cent, 

of the tonsils were removed completely in one piece. In a 

further 13 per cent, there was a small defect 111 the capsule. 
The general principle of their method was that the tonsil was 

pulled upwards and forwards by the ring of the guillotine, which 
caused a bulging of the anterior faucial pillar and palate. The 

finger was placed on this bulging area and the tonsil pressed 
through the ring of the guillotine, the blade of which was then 

pushed home. 
Sluder in 1911 described a method in which advantage was 

taken of the prominence of the socket of the last lower molar 

tooth. The tonsil was pulled forwards and upwards with the ring 
of the guillotine and pressed firmly against this bony point, which 
forced the tonsil through the aperture. The blade was then slid 
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Fig. l.?Semidiagrammatic Drawing of Horizontal Section of Head of 

Child, seen from Below. Note the Position of the Internal 

Carotid Artery. 

?ig. ].?Semidiagrammatic Drawing of Horizontal Section of Head of 

Child, seen from Below. Note the Position of the Internal 

Carotid Artery. 

Pig. 2.?Drawing of Mesial Section of Head showing the Position oi< 

the Tonsil with Relation to the Bony Points. The 1 osition 

of the Submerged Part of the Tonsil is indicated by a 

Dotted Line. 
A indicates the harmilar process, 15 the tuberosity ol the maxilla. 

J- ?'? Drawing of Mesial Section of Head showing the Position of 
the Tonsil with Relation to the Bony Points. The Position 
of the Submerged Part of the Tonsil is indicated by a 
Dotted Line. 

A indicates the hamular process, 13 the tuberosity of the maxilla. 
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?ia. 3.?-Note the Position of the Guillotine and the 
Bulging of the Palate. 

Fia. 3.?Note the Position of the Guillotine and the 
Bulging of the Palate. 

Fig. 4.?The Tonsil has been Pushed through the Ring of 
the Guillotine and the Blade is partly Home, 

Fig. 4.?The Tonsil has been Pushed through the Ring of 
the Guillotine and the Blade is partly Home. 
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home. Occasionally the process had to be helped by the point of 
the finger. 

Technique.?The method I have employed is that of Whillis 
and Pybus with a slight modification. The instrument used was 
Whillis and Pybus's modification of the Mackenzie pattern, the 
essential features of which are as follows:?The shaft of the 

guillotine is greatly strengthened and the handle is attached to it 
at an obtuse angle. The ring is small, the diameter being about 
1*75 cm. The edge of the blade is blunted and has a blunt point. 
The only instruments required for the operation are a guillotine 
and a eras-. o o 

A good gag is an absolute essential to the success of the opera- 
tion. A modified form of the Doyen pattern is the best, as it is 
practically self-retaining. 

I have used ethyl chloride in all my cases and have found the 

anaesthesia quite long enough to permit of the removal not only 
of the tonsils but of adenoids as well. 

The patient lies 011 the table turned slightly on his right side, 
with the head and shoulders supported by pillows. The head is 

slightly extended. 
When the patient is properly under the amesthetic the gag is 

opened and the mask removed. It is advisable to attack the 

lower tonsil first, as it would otherwise be hidden by blood. 
The operator introduces the guillotine and depresses the tongue 

with it. By so doing the lower pole of the tonsil is exposed. 
The end of the instrument is hooked round the lower pole with 
the blade side next to the tonsil. The tonsil is now pressed 
upwards and forwards against the tuberosity of the superior 
maxilla and the hamular process. By this procedure the tonsil 
causes the palate to bulge forwards, giving an appearance some- 

thing like a peritonsillar abscess (Fig. o). 
A finger of the disengaged hand is put on this bulging of the 

palate and the tonsil pushed firmly through the ring of the guillo- 
tine (Fig. 4). As a rule it goes through with a distinct jerk, and 

with a little experience the operator can tell by the feel of it 

whether it is properly through or not. 
The blade of the guillotine is now pushed home. Consider- 

able force is required for this since the blade is blunt. 

With a twisting movement the tonsil is removed from the 

mouth 011 the under surface of the instrument. In cases in 

which the tonsil is large and hard it is sometimes impossible to 

press it through the ring of the guillotine. In such a case one 
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can remove it in two or more pieces. The removal of each tonsil 

occupies only a few seconds, after which adenoids can be removed 
in the usual way. 

On examination of the tonsils after removal it is seen that they 
are turned quite inside out. The capsule is seen as a small 

concave area on one side of the tonsil, while 011 the opposite side 
the crypts are burst open and at first sight look like cut surface. 
However, if the tonsil is turned right side out a large convex 
surface covered by capsule is seen. The free surface of the tonsil 

is as a rule comparatively small. If a probe is passed into the 

crypts it does not come out at the other side, whereas if part of 
the capsule is absent the probe will pass right through the tonsil. 

The degree of bluntness of the blade is of some importance, 
since a too sharp blade will cut right through the tonsil itself. 

O11 the other hand, if it is too blunt it will be impossible to drive 
the blade home. 

As already mentioned, it will be found advantageous to begin 
with the right or lowermost tonsil, since if the upper tonsil is 

taken first the lower one is rather obscured by blood. The left 

tonsil is better removed by using the guillotine in the left hand, 
by which one avoids the necessity of crossing the hands. 

The principle upon which the whole success of the operation 
depends is that the tonsil should be thoroughly pushed through 
the ring of the guillotine. If the tonsil is not properly through, 
the blade cuts into it instead of outside it, and great difficulty is 

experienced in pushing it home on account of its having to cut 

through the tough fibrous capsule instead of merely loose areolar 
tissue. When the blade is in the proper layer it goes home much 
more easily. 

In cases in which there have been repeated attacks of tonsillitis 
the tonsil may be tough and adherent to the surrounding parts, 
making it rather difficult to push it properly through. However, 
with care, this can usually be successfully accomplished. 

As already mentioned, tonsils which are too large to go through 
the ring of the guillotine can be removed in two pieces. 

A word of warning is necessary with regard to the uvula, which 
has a peculiar tendency in this operation to get in the way, and 
unless one is very careful it may be removed instead of or along 
with the tonsil. 

After the guillotine has been used in a large number of cases 
it may be found that even when the blade is pushed properly home 
the tonsil is not thoroughly severed from its connections and 
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cannot be removed without some separation with the finger. 
This is due to the two edges of the slot of the ring, into which 
the blade is driven home, becoming gradually separated, so that 
the tissues are not properly nipped and divided between the blade 
and the ring. This can be remedied by hammering or squeezing 
the two parts of the ring together again. 

Complications.?Hemorrhage gives very little trouble in this 

operation?indeed there is less bleeding at the time of the 

operation than with a slicing operation. There has been no 

reactionary nor secondary hemorrhage in any of my own cases 
nor in any of the cases operated 011 by my colleagues. 

liises of temperature 011 the second or third day following the 
operation, accompanied by a rather dirty-looking throat, occurred 
rather frequently at first. As one's technique improved these cases 
became fewer, as they were probably due to bruising of the tissues. 

In one case the operation was followed in a few days by acute 
suppurative otitis media, but I attribute this rather to the adenoid 
operation than to the removal of the tonsils. 

A temporary paresis of the palate occurred in one of my early 
cases, and was probably due to faulty technique. 

The uvula was removed accidentally in one case. 

Results in 50 Cases. Number of Patients, 50. 

^ases in which both tonsils were completely enucleated . 37 = 74 per cent, 

^ases in which only one tonsil was attempted and com- 

pletely enucleated . . . . 4 = 8 ? 

^ases in which one tonsil was complete and the other 

incomplete . . . . ? 3 = 6 ? 

ases in which both tonsils were incompletely removed . 5 = 10 
? 

ases in which the result was doubtful or had not been 

T 
noted . . . . . . . 1 = 2 ? 

0 al number of cases in which one or both tonsils were 

incompletely removed . . . 8 = 16 ? 

Ibis series represents my first 50 cases, and from the above it 

Av* seen that the percentage of double complete enucleations 

,.aj\ I expect that in my next 50 cases the proportion will be 

J lnctl)r higher. Those cases in which the tonsils were not 

ser^ e,tely amoved were nearly all at the beginning of the 

to le'^' )efore I had thoroughly mastered the technique and learned 

everVeiC?me the difficulties- Here it was found that in nearly 

remov T!6 the uPPer or submerged pole had been completely 

Result 
^ Jllk a piece of the lower pole had been left behind. The 
even these cases is distinctly preferable to that after 
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the older slicing guillotine operation, in which the upper pole is 
almost invariably left behind. 

In 4 cases only one tonsil was attempted and removed success- 

fully. In two of these cases there was no tonsil at all on the other 

side. In one case the other tonsil was present but not enlarged 
nor submerged. In the remaining case one tonsil had been re- 
moved by another operator some time previously. 

In the majority of the cases it was impossible to ascertain the 
ultimate result, as most of the patients upon whom this method 
was employed came from a distance, and it was thought better to 
limit the method to in-patients till one had seen what were the 

immediate after-effects in a sufficient number of cases. Some of 

the patients reported some weeks later, and in a large number 
of those both faucial pillars were distinct and the palate freely 
mobile. In others there were some adhesions between the pillars, 
but not sufficient to interfere with the movement of the palate. 

General Remarks.?In comparing this method with the older 

guillotine operations the question naturally arises whether it is 

desirable to enucleate the tonsil as a routine procedure. In many 
cases enucleation is the only efficient method of treatment, for 

example in cases of repeated peritonsillar abscess, where the septic 
focus is in the deepest part of the tonsil. In other cases, for 

example in tubercular tonsils, there may be no special tonsillar 

enlargement, but the glands in the neck are enlarged and hard. 
In such circumstances I think that it is desirable that the tonsil 

should be removed entire. In other cases there is simple enlarge- 
ment without any glandular involvement. Here there are differ- 

ences of opinion as to whether a slicing operation is sufficient. 
I have seen several cases in which the slicing operation witli 

the guillotine had been performed with a very satisfactory result 
at the time, but the patient had returned some years later com- 

plaining of repeated attacks of tonsillitis and peritonsillar abscess. 
The submerged part of the tonsil had been left behind and the 

cut surface had cicatrised over so that the mouths of the crypts 
were partly or completely closed up and the secretion retained. 

Here the patient's last state was worse than before the opera- 
tion. In those cases more radical procedures were required, and 
the remainder of the tonsil was removed by dissection, which, it 
need hardly be said, is not rendered more easy by the previous 
operatiou. Such a result would have been avoided if the tonsils 

had been enucleated at the beginning, when it might have been 
much more easily done. 
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The question has been asked, why remove an organ which lias 

probably some physiological function ? Xow, in a healthy adult 
throat there is practically no tonsil, there being only a few lymph 
nodules between the pillars. In a child a certain amount of tonsil 
is normally present, and it is sometimes rather difficult to say 
just whether a tonsil is enlarged or not. However, I think it 

may be said that a definitely enlarged tonsil is nearly always the 
result of disease, and fulfils no physiological function but acts as 
^ vulnerable point through which pathogenic organisms may gain 
an easy entrance. In any case the lingual tonsil contains a fair 
amount of lymphoid tissue, besides which there are numerous 

lymphoid nodules scattered over the posterior and lateral pharyn- 
geal walls. These are probably enough to supply the physiological 
needs of that, region. 

Again, surgeons using the older guillotine method or the 
knife and vulsellum usually try to remove as much of the tonsil 
as they can. If this is so, it is only logical to adopt a method 
which ensures the complete removal of the tonsil in almost every 
case. This is possible with Wliillis and Pybus's method, and 1 

would therefore advocate its more general adoption. 
In adults who have had repeated peritonsillar abscesses I have 

not used this method, as the tonsils are fixed by adhesions between 
the capsule and the surrounding parts, and it would probably be 

very difficult to press them through the ring of the guillotine, 
^n such cases it is preferable to enucleate the tonsils by dissection 
llncler local anaesthesia with scissors and snare. 

I he advantages of the method may be summarised as follows: 
Jt is thorough, quick, and causes less discomfort than enucleation 
V dissection. 

In conclusion, I wish to acknowledge my indebtedness to 

Logan Turner, through whose kindness I have been enabled 
to 

carry out this method of treatment, and to publish the results 
111 this paper. 
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