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Codeine Use in Certain Children After Tonsillectomy and/or Adenoidectomy:
Drug Safety Communication - Risk of Rare, But Life-Threatening Adverse
Events or Death
[Posted 08/15/2012]
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[Posted 08/15/2012]

AUDIENCE: Pediatricians, Surgery, Consumer

ISSUE: The FDA is reviewing reports of children who developed serious adverse
effects or died after taking codeine for pain relief after tonsillectomy and/or
adenoidectomy for obstructive sleep apnea syndrome. Recently, three pediatric deaths
and one non-fatal but life-threatening case of respiratory depression were documented
in the medical literature.

These children (ages two to five) had evidence of an inherited (genetic) ability to
convert codeine into life-threatening or fatal amounts of morphine in the body. All
children had received doses of codeine that were within the typical dose range.
RECOMMENDATION: Health care professionals should be aware of the risks of
using codeine in children, particularly in those who have undergone tonsillectomy
and/or adenoidectomy for obstructive sleep apnea syndrome. If prescribing
codeine-containing drugs, the lowest effective dose for the shortest period of time
should be used on an as-needed basis (i.e., not scheduled around the clock).

Parents and caregivers who observe unusual sleepiness, confusion, or difficult or
noisy breathing in their child should seek medical attention immediately, as these are

signs of overdose.



