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Abstract 

 

Objective 

Day case tonsillectomy is standard practice in many international centres, and is widespread across 

the UK. In Ireland, implementation has been slow for multiple reasons. Our unit aimed to introduce 

day case tonsillectomy, following a pilot programme. Following a year of implementation we have 

reaudited our practice. We hypothesised that day case tonsillectomy is a practical and favourable 

solution to facilitate access to surgery in the context of long waiting times for ENT surgery.  

 

Methods 

This was a prospective audit collecting data on day case tonsillectomy. All patients for day case 

tonsillectomy were selected in OPD according to our inclusion criteria. We recorded demographical 

data, surgical technique, length of stay, failed discharges, bleeding rate and readmission rate. 

 

Results 

There was one primary haemorrhage within 24 hours of surgery (0.08%). There were 16 secondary 

bleeds, giving a rate of 13.9%. Of these, four patients required a return to theatre for the cessation 

of bleeding (3.5%). There was no statistical significance in bleed rate between surgical technique. 

Failed discharge rate was 6%. The average time from extubation to discharge was 6 hours and 53 

minutes. 

 

Conclusions  

Our experience of day case tonsillectomy is that it is safe, feasible and efficient in a selected group 

of patients. This can expedite long waiting times for tonsillectomy, and improve access to overnight 

beds for other cases. Our numbers represent the first unit in Ireland to have 2 year of experience 

with data showing successful implementation.  

 



Introduction  

Tonsillectomy is one of the most common surgeries performed in Ireland. In 2017 alone, 3,690 

tonsillectomies were performed, and 75% of these were in paediatric patients1. Day case 

tonsillectomy was first suggested as an alternative in the late 1980s. In the early 1990s, several 

studies were performed which demonstrated the safety and practicality of performing 

tonsillectomy as a day case2. However, it was not until many years later that it was successfully 

implemented in the UK and it is still not routine practise in Ireland. There are multiple factors cited 

for this. The time to hospital is often considered a significant barrier, specifically for patients from 

rural areas 3. There is also concern regarding the risk of a post-operative primary haemorrhage, or 

parental unwillingness to have surgery done as a day case. However, it would appear, in the 

international literature, that parents are mostly satisfied with day case surgery4 and with 

appropriate patient selection, preoperative counselling and aftercare this service can be 

successfully implemented.  

 

In the paediatric age group, the indication for tonsillectomy falls into two categories – recurrent 

infections and obstructive sleep apnoea. In the United Kingdom and Ireland, the SIGN ( Scottish 

Intercollegiate Guidelines Network) criteria for tonsillectomy in recurrent tonsillitis are followed 5 

and these are based on the criteria set by Paradise et al. in 1984 6.  

Historically most patients had a tonsillectomy performed for recurrent tonsillitis; however, over the 

last 20 years, the predominant indication has changed to obstructive sleep apnoea 7. 

Paediatric patients with obstructive sleep apnoea are traditionally not considered suitable for day 

case surgery due to the post-operative anaesthetic risks. Indeed, based on the severity of OSA, some 

patients may require post-operative observation in a High Dependency Unit due to the risk of 

respiratory complications 8. Therefore, few studies exist that describe day-case tonsillectomy in this 

cohort of patients. There is, however, increasing evidence that ambulatory surgery may be 

considered in patients with OSA without any other medical comorbidities 9 10. This has not been 

brought into everyday practice and remains an area of debate.   

The majority of healthy children will recover better in their own home following surgery. Still, 

patients must be carefully selected to prevent post-operative readmissions and to provide optimal 

patient care.  

 

The most common post-tonsillectomy complication is pain, and virtually all patients experience it. 

Poorly managed analgesia may lead to decreased oral intake, dehydration and the need for 

admission for rehydration and pain management. This can usually be avoided by providing 

appropriate analgesia information and aftercare 11. 

 

Post tonsillectomy haemorrhage is classified as primary or secondary. Primary bleeds occur within 

the first 24 hours following surgery. The accepted incidence of primary bleeding is 0.5- 1%1213. 

Secondary haemorrhage occurs following the first 24 hours after surgery, and typically occurs 

between post-operative day 5- 10, and reported rates vary between 5-15% 14. For successful day 

case surgery, primary haemorrhage rates must be low, and parents must be counselled on the 

possibility of this occurring and the need to return to the hospital.  

 



 

A tonsillectomy is one of the most common procedures performed in any health care unit, and so 

reducing the overnight admission rate will be associated with a considerable cost reduction. The 

cost of an overnight bed in our tertiary care paediatric hospital is €1,800 per night and the cost of a 

day ward bed is €662. Therefore this would be related to a potential decrease in the cost of 

approximately 63%.  

 

Methods 

The institutional ethics committee granted ethical approval. We carried out a retrospective chart 

review of all-day case paediatric tonsillectomies carried out between August 2018- August 2020. 

Patients were identified by examination of theatre lists—all patients who were booked as day-case 

tonsillectomy were included. Data was collected through chart review. Statistical analysis was 

performed using Stata 15.1. 

 

Patients were required to meet a list of criteria for day-case tonsillectomy, which was discussed with 

their parents at their outpatient visit. In some cases, where long waiters were identified from their 

clinical notes as being suitable for day-case tonsillectomy, parents were contacted over the phone 

and offered surgery as a day case. This was again discussed with the parents on the morning of 

surgery to confirm that the child was suitable and that their parents were happy to proceed.   

 

 

Day Case Tonsillectomy Criteria  

Age > 5 years 

Weight >15kg  

No history of obstructive sleep apnoea 

No medical comorbidities (except well-controlled asthma)  

The patient must live within 30 mins of the hospital  

Two adults must be in the house on the first night of surgery (if other children at home)  

Parents must be happy to give post-operative analgesia  

 

 

The patients spent a minimum of 6 hours post extubation on the ward prior to discharge, to ensure 

adequate pain control, oral intake and observation post anaesthesia. They were reviewed by the 

ENT Consultant or Registrar prior to discharge. Parents were given contact details of the ENT 

department and advised to return to ED if any signs of bleeding. Discharge prescription was 

provided, which included paracetamol and ibuprofen. Antibiotics were not given as standard post 

operatively. Parents were advised to attend Temple Street Emergency Department if they had any 

evidence of bleeding. On review in the ED, the ENT registrar on call was contacted directly to review 

the patient.  

 



 

Before August 2018, in our institution, tonsillectomy required an overnight admission. The ENT 

department identified this as an area of potential service improvement. An implementation plan 

was drawn up between ENT, the surgical day ward, the anaesthetic team and the pain team to 

identify an optimised care pathway for patients. The stakeholders drew up an agreed list of criteria, 

which were based on UK experience as well as local knowledge of our patient cohort. Initially, a pilot 

study was performed, and the practice was then fully implemented.  

 

Patient charts were reviewed two weeks after their surgery. The data collected included surgical 

technique used, length of hospital stay, failed same-day discharge and the reason for admission, 

post-operative bleeding, and whether this required theatre for haemorrhage arrest.  

 

Results  

 
Between August 2018 and August 2020 there were 115 tonsillectomies performed as a day case.  
 

Demographics  

The average age was 9 years +/- 3.4 years, range 5-18. Male to female ratio was 1.1: 1.  

 

Surgical Technique 

Surgical technique was based on the surgeons’ preference. Coblation tonsillectomy was performed 

in 60 patients (52.2%), and cold steel dissection with bipolar haemostasis performed in 55 (47.8%). 

 

Failed Discharges 

In total, there were five overnight admissions on the day of surgery (4.3%). Two of these were due 

to inadequate oral intake and one due to post-operative pain. One child was admitted post-

operatively due to anaesthetic concerns regarding possible obstructive sleep apnoea. One child was 

discharged home but readmitted later that evening due to bleeding. All five children were 

discharged home on the first post-operative day.  

 

Post Tonsillectomy Haemorrhage Rate 

There was one primary haemorrhage within 24 hours of surgery (0.08%). There were 16 secondary 

bleeds, giving a rate of 13.9%. Of these, four patients required a return to theatre for the cessation 

of bleeding (3.5%).  

 

Surgical Technique and Haemorrhage/ Admission Rate 

The rate of post-tonsillectomy haemorrhage in the coblation group was 15%, and 14.2% in the cold 

steel/ bipolar group. There was no statistical significance between the different surgical techniques 

x2 (1,n= 115)=0.0047, p= .945.  



 

Of the coblation group, one patient required a return to theatre (1.6%) compared to 3 of the cold 

steel/ bipolar group (5.4%). This difference did not reach statistical significance x2 (1,n=17)=1.6392, 

p= .2.  

 

Of note, all of the children who failed to be discharged home on the day of surgery due to pain or 

inadequate oral intake (n=3) had surgery performed with cold steel dissection. There was no day of 

surgery admissions in the coblation group.  

 

Financial Impact  

Of 115 patients included in this programme, 111 (95%) were discharged on the day of surgery. Based 

on the cost of a day case bed compared to an overnight stay, this initiative has results in a cost 

saving of €126,318 for the hospital.  

 

Discussion  

These results demonstrate a low rate of failed discharges and the successful implementation of day-

case surgery.  

The overall rate of bleeding post-operatively is at the upper limit of quoted ranges. There are several 

possible explanations for this. All children were required to live within 30 minutes of the hospital to 

be suitable for surgery, and therefore all bleeds would represent directly to our unit, which would 

provide us with an accurate reflection of our bleed rate.  It is the policy of our department to 

carefully counsel parents to return if there is any bleeding and to admit the child for observation. 

This may result in an overall higher quoted bleeding rate, relative to the rate of return to theatre 

due to bleeding.  

 

These results demonstrate a successful post-operative pain management protocol as there were a 

low failed discharge rate and no readmissions for post-operative pain or inadequate oral intake. This 

would indicate that pain is well managed intraoperatively and post-operatively, and discharge 

prescriptions are adequate.  

 

The surgical technique did not appear to impact bleeding rates and demonstrates a similar bleeding 

rate, with cold steel dissection/ bipolar having a slightly higher but not significant return to theatre 

rate. All of the patients who failed to be discharged home due to inadequate oral intake or pain 

control had cold steel tonsillectomy performed. This may suggest that early post-operative pain 

management is essential in this group going forward.  

 

Comparison of overnight and day case bed costs is a crude measure of the financial impact but does 

indicate a significant saving. It also allows overnight beds in the hospital to be used for other patients 

which are not suitable for ambulatory surgery or for emergency department patients, therefore 

having a knock-on positive effect to other areas of the hospital.  

 



 

This study demonstrates the first successful implementation of day-case tonsillectomy in Ireland, 

and an audit of our results. These figures suggest that day-case tonsillectomy can be implemented 

successfully, but does require a multidisciplinary approach from nursing, anaesthesia and the ENT 

department. In the context of an overstretched public health service, where bed shortages are 

common, and waiting lists are long, ambulatory surgery is a practical solution. We suggest that 

careful patient selection, appropriate infrastructure and clear post-operative instructions are 

necessary to implement this successfully. Multidisciplinary collaboration from anaesthesia, ENT and 

nursing was essential in establishing this process in our unit.  
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