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Introduction 

Tonsillectomy is one of the most common procedures 

performed by Ear, Nose and Throat (ENT) surgeons, 

with over 40,000 cases performed annually in Australia (1). 

Indications for tonsillectomy include recurrent tonsillitis, 
peritonsillar abscess and obstructive sleep apnoea (OSA) (2).  
In Australia and New Zealand, ENT surgeons are 
faced with the challenge of providing care across a vast 
geographical area, with disparity between the number of 
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practicing otolaryngologists in rural and remote areas as 
compared to major metropolitan areas (3,4). As per the 
most recent National Health Workforce Survey published 
in 2017, 85.0% of Australian ENT surgeons primarily 
practice in a major city (4). For many clinicians, concerns 
for postoperative haemorrhage influence recommendations 
in regard to disposition. 

Surgeons who operate on patients in regional and rural 
areas in Australia and New Zealand must acknowledge 
an adjusted risk profile in regard to timing of discharge 
and disposition. This is in view of reduced access to 
emergency and/or otolaryngology care for post-operative 
complications (1). Anecdotally, there is a lack of consensus 
regarding patient selection and optimal timing of 
disposition (discharge from hospital and/or return to place 
of residence). There is no consensus statement or guideline 
that dictates proximity to the provider or emergency 
service in order to address catastrophic haemorrhage and/
or death. It is unclear if a change to surgical technique or 
post-operative care is warranted in patients who reside a 
significant distance from ENT care. Additionally, there 
is limited data regarding postoperative tonsillectomy 
outcomes in relation to geographical distribution. 

A survey of Australian Society of Otolaryngology Head 
and Neck Surgery (ASOHNS) and New Zealand Society 
of Otolaryngology Head and Neck Surgery (NZSOHNS) 
members was performed. The primary outcome was to 
ascertain opinion amongst ENT surgeons as to whether 
patients should stay in close proximity to an ENT serviced 
hospital following tonsillectomy. Secondary outcomes 
captured current trends in practice, operative technique and 
management preferences. Further opinions from surgeons 
were sought to determine if the age of the patient or 
intended disposition instigated a change in usual practice. 
We present the following article in accordance with the 
STROBE reporting checklist (available at https://dx.doi.
org/10.21037/ajo-21-9).

Methods

Participants were invited to complete a 29-item, structured 
questionnaire if they were registered ordinary members 
of ASOHNS and NZSOHNS (Appendix 1). The survey 
was disseminated to members via email from ASOHNS 
and NZSOHNS respectively using Survey MonkeyTM. 
One reminder email was sent 4 weeks later. Completed 
questionnaires were returned to ASOHNS. The study was 

conducted in accordance with the Declaration of Helsinki (as 
revised in 2013). Surgeons participated voluntarily in this 
survey without personal or financial incentive.

Statistical analysis 

The collated data from returned surveys was analysed using 
Microsoft ExcelTM to produce comparable data between 
cohorts from Australia and New Zealand. 

Results 

Demographics

A survey response rate of 162 of 490 members (33.1%) in 
Australia and 32 of 131 members (24.4%) in New Zealand 
was achieved. In Australia, the primary place of practice 
was identified as “Capital/major city” (77.8%), with “Large 
regional city” (17.5%) and “Small rural/regional” following 
(4.9%). In New Zealand, the primary place of practice was 
predominantly “Large regional city” (46.9%), followed by 
Capital/major city” (43.8%) and “Small rural/regional” 
(9.4%) (demographic details can be observed in Table 1). 

Surgical technique 

In Australia, the preferred technique of tonsillectomy was 
reported as “Monopolar with electrocautery haemostasis” 
(41.3%), followed by “Coblation” (21.3%), “BiZactTM” 
(13.1%), “Cold steel” (11.3%) and “Tonsillotomy” (1.3%), 
whilst 11.9% of surgeons employ “Other” methods 
including bipolar diathermy and dissection scissors (see 
Table 2). By comparison, surgeons within New Zealand 
reported “Cold steel” as the most popular technique 
(40.5%) followed by “Other” (22.0%), “BiZactTM” (19.0%), 
“Coblation” (15.5%) and “Monopolar with electrocautery 
haemostasis” (3.0%). The majority of surgeons from both 
countries reported that they did not change their surgical 
technique when operating on paediatric patients (85.0% of 
Australians, 90.1% of New Zealand surgeons). 

Acceptable postoperative proximity 

The most acceptable postoperative proximity from an ENT-
serviced hospital following tonsillectomy was less than 1 
hour in both New Zealand and Australia (50.0% and 36.9% 
respectively), though a range of responses was noted (Table 3). 

https://dx.doi.org/10.21037/ajo-21-9
https://dx.doi.org/10.21037/ajo-21-9
https://cdn.amegroups.cn/static/public/AJO-21-9-supplementary.pdf
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Care preferences in view of geographical proximity

Regarding the primary objective, which may be noted in 
Table 4, 61.7% of the total Australian cohort would not 
offer a tonsillectomy if the patient resided beyond 1 hour 
from an ENT serviced hospital. This can be compared 
to 25.0% of New Zealand surgeons who would not offer 
tonsillectomy to patients if they resided over an hour away 
from an ENT serviced hospital. Most Australian surgeons 
would only offer a tonsillectomy to these patients if they 
remained within proximity to an ENT serviced hospital 
for 10–14 days (52.6%). This may be compared to 9.4% 
of surgeons in New Zealand who would mandate the same 
action. Surgeons in New Zealand were more likely to 
counsel patients to remain in proximity to an Emergency 
Department that could provide support/resuscitation 
measures (46.9%) or operate regardless of proximity 
(40.6%). A further subgroup analysis by primary place of 
practice was performed as per Table 5. 

Sub-group analysis—capital/major city 
Of the 126 Australian surgeons primarily based in a capital/
major city, 18.0% performed tonsillectomy additionally in 
a large regional city and 13.5% in a small rural/regional 
centre. 64.5% of surgeons would not offer tonsillectomy 
to patients if they lived more than one hour from an ENT-
serviced hospital if the patient was planning on returning 
home day 1 postoperatively. For these patients, 49.2% 
of surgeons would offer tonsillectomy only if the patient 
remained within proximity to an ENT-serviced hospital for 
10–14 days postoperatively. 

These findings can be compared to surgeons located in 

Table 1 Demographic details of respondents (total n=194) 

Variables
Australia (%), 

n=162
New Zealand 

(%), n=32

Primary location of practice

Capital/major city 77.8 43.8

Large regional city 17.3 46.9

Small rural/regional city 4.9 9.4

Additional place of practice 
(select multiple)

Capital/major city 5.0 0.0

Large regional city 16.7 9.4

Small rural/regional city 16.1 6.3

Nil additional 67.3 84.4

Level of experience 

New consultant <1 year 1.2 3.1

Consultant >1 and <10 years 30.9 18.7

Consultant >10 years 67.9 78.1

Training 

Australian or New Zealand, under 
OHNS RACS SET program 

83.3 75.0

Overseas 16.7 25.0

Work 

Public 4.3 21.9

Private 12.4 9.4

Both 83.3 68.8

Table 2 Comparison of surgical technique by country

Preferred tonsillectomy  
technique

Australia (%), 
n=162

New Zealand (%), 
n=32

Monopolar with  
electrocautery haemostasis

41.3 3.0

Coblation 21.3 15.5

BizactTM 13.1 19.0

Cold steel dissection 11.5 40.5

Tonsillotomy 1.3 0.0

Other 11.9 22.0

Table 3 Acceptable proximity from an ENT-serviced hospital 

Response Australian (%), (n=162) New Zealand (%), n=32

<30 minutes 25.6 37.5

<45 minutes 18.1 6.3

<1 hour 36.9 50.0

<90 minutes 13.8 3.1

>90 minutes 5.6 3.1

ENT, Ear, Nose and Throat.
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Table 4 Surgical preferences in view of patient’s disposition (by country)

Question Response
Australia, 
n=162 (%)

New Zealand, 
n=32 (%)

Do you offer tonsillectomy for patient 
that live further than 1 hour from an 
ENT-serviced hospital, if the patient 
was planning to go home on day 1  
postoperatively?

“Yes” 38.3 75.0

Regarding tonsillectomy for a patient 
that lives >1 hour from an  
ENT-serviced hospital, do you: 

“Offer the operation if the patient remains within proximity to an ENT  
serviced hospital for 10–14 days?”

52.6 9.4

“Offer the operation only if the patient remains within proximity to an 
Emergency Department (no ENT support) with ability to support/ 
resuscitate post-tonsillectomy haemorrhage patients for 10–14 days?”

33.1 46.9

“Offer the operation regardless of the above?” 11.0 40.6

“Impose other restrictions during the patient’s recovery?” 3.3 3.1

ENT, Ear, Nose and Throat.

Table 5 Surgical preferences in view of patient’s disposition (by geographical Subgroup)

Question Response

Australian subgroup (%) New Zealand subgroup (%)

Capital/
major city 
(n=126)

Large  
regional city 

(n=28)

Small rural/
regional 

(n=8)

Capital/
major city 

(n=14)

Large 
 regional city 

(n=15)

Small rural/ 
regional 
 (n=3)

Do you offer tonsillectomy for 
patient that live further than 
1 hour from an ENT-serviced 
hospital, if the patient was 
planning to go home on day 1 
postoperatively?

“Yes” 35.5 39.3 62.5 64.3 86.7 66.7

Regarding tonsillectomy for a 
patient that lives >1 hour 
from an ENT-serviced  
hospital, do you: 

“Offer the operation if the  
patient remains within proximity 
to an ENT serviced hospital for  
10–14 days?”

49.2 57.1 37.5 14.3 6.7 33.3

“Offer the operation only if the 
patient remains within proximity 
to an Emergency Department 
(no ENT support) with ability to 
support/resuscitate  
post-tonsillectomy haemorrhage 
patients for 10–14 days?”

31.7 32.1 25.0 50.0 46.7 0.0

“Offer the operation regardless 
of the above?”

11.1 3.6 25.0 28.6 46.7 66.7

ENT, Ear, Nose and Throat.
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major cities in New Zealand. Of the 14 surgeons that were 
based primarily in a capital/major city, none performed 
tonsillectomy in a large regional city and 5.5% additionally 
did so in a small rural/regional centre. Surgeons were more 
likely to provide tonsillectomy to distant patients, with only 
35.7% not offering tonsillectomy to patients if they lived 
more than one hour from an ENT-serviced hospital and 
were planning on returning home day 1 postoperatively. For 
the group of patients living more than 1 hour from an ENT-
serviced hospital, 14.3% of surgeons would require patients 
to remain within proximity to an ENT-serviced hospital for 
10-14 days postoperatively. We note 50.0% of these surgeons 
would however prefer patients to remain in proximity to an 
Emergency Department during the recovery period. 

Sub-group analysis—large regional city
Of the 28 Australian surgeons that were based primarily 
in a large regional city, 25.0% additionally performed 
tonsillectomy in other large regional cities or small rural/
regional centres. The Australian group were again observed 
to practice more conservatively, with 60.7% of respondents 
stating they did not offer tonsillectomy to patients if they 
lived more than one hour from an ENT-serviced hospital 
and were planning on returning home day 1 postoperatively. 
For the group of patients living more than 1 hour from 
an ENT-serviced hospital, 57.0% of surgeons would offer 
tonsillectomy only if the patient remained within proximity 
to an ENT-serviced hospital for 10–14 days postoperatively.

In New Zealand, of the 15 surgeons that were based 
primarily in a large regional city or small rural/regional 
centre, 20.0% performed tonsillectomy in other large 
regional cities or small rural/regional centres; 13.3% of 

surgeons would not offer tonsillectomy to patients if they 
lived more than one hour from an ENT-serviced hospital 
and were planning on returning home day 1 postoperatively. 
For the group of patients living more than 1 hour from an 
ENT-serviced hospital, 6.7% of surgeons would only offer 
tonsillectomy if the patient remained within proximity to an 
ENT-serviced hospital for 10–14 days postoperatively. 

Sub-group analysis—small rural/regional centre
Of the 8 Australian surgeons that were based primarily in a 
small rural/regional centre, 62.5% performed tonsillectomy 
in other large regional cities or small rural/regional centres. 
37.5% of surgeons would not offer tonsillectomy to patients 
if they lived more than one hour from an ENT-serviced 
hospital and were planning on returning home day 1 
postoperatively. For the group of patients living more than 
1 hour from an ENT-serviced hospital, 37.5% of surgeons 
would offer tonsillectomy only if the patient remained within 
proximity to an ENT-serviced hospital for 10–14 days  
postoperatively.

In New Zealand, of the 3 surgeons that were based 
primarily in a small rural/regional centre, none performed 
tonsillectomy in other large regional cities or small rural/
regional centres. 33.3% of surgeons would not offer 
tonsillectomy to patients if they lived more than one hour 
from an ENT-serviced hospital and were planning on 
returning home day 1 postoperatively. For the group of 
patients living more than 1 hour from an ENT-serviced 
hospital, 33.3% of surgeons would offer tonsillectomy 
only if the patient remained within proximity to an ENT-
serviced hospital for 10–14 days postoperatively. 

Analgesia 

Regarding analgesic regimes, surgeons in Australia 
reported that their discharge plans included paracetamol 
(96.5%), opioids (86.0%), non-selective NSAIDS (56.0%), 
selective COX-2 inhibitors (42.7%), steroids (20.7%) and 
neuropathics (1.5%) (see Table 6). In New Zealand, all 
surgeons utilized paracetamol on discharge and appeared 
more comfortable with use of non-selective NSAID than 
their Australian colleagues, with 78.1% of respondents 
including the class routinely. Conversely, only 15.6% of 
surgeons in New Zealand stated they would routinely 
utilize opioid medications on discharge compared to 86.0% 
of Australians reported above. In New Zealand, other 
analgesic options included selective COX-2 inhibitors 
(37.5%), steroids (9.4%) and neuropathics (3.1%). For 

Table 6 Comparison of postoperative analgesia by country (pooled 
adult and paediatric data)

Analgesic preference
Australia (%), 

n=162
New Zealand (%), 

n=32

Paracetamol 96.7 100

Non-selective NSAID (e.g.,  
ibuprofen) 

53.0 78.1

Selective COX-2 inhibitors 
(e.g., celecoxib)

42.7 37.5

Opioids 86.0 15.6

Steroids 20.7 9.4

Neuropathics 1.3 3.1
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patients residing greater than 1 hour from an ENT-serviced 
hospital, 96.0% of Australian and 93.5% of surgeons from 
New Zealand would not alter their standard analgesic 
regimes or restrict any medications on discharge (92.6% of 
Australian and 96.9% of New Zealand surgeons). 

Discharge plan 

Regarding discharge, 21.5% of Australian surgeons 
routinely discharged their patients from hospital on 
the day of surgery, whilst 78.5% preferred to discharge 
patients on day 1 postoperatively. In comparison, 38.5% of 
respondents from New Zealand routinely discharged their 
patients on the day of surgery, whilst 61.5% discharged on 
postoperative day 1. Most surgeons maintained the same 
discharge protocol between adult and paediatric patients 
(90.6% and 90.0% of New Zealand and Australian surgeons 
respectively). For patients who resided greater than an 
hour away, 77.9% of Australian surgeons and 62.5% of 
New Zealand based surgeons did not change their usual 
discharge practice. For those who did report a shift, 19.9% 
of Australians and 34.4% of New Zealand reported keeping 
patients until day 1 postoperative. No surgeons from New 
Zealand and only 1.9% of Australian surgeons reported 
keeping patients as an inpatient for more than 1 day if 
they lived greater than 1 hour away from an ENT-serviced 
hospital. 

Conclusions

According to the ASOHNS administration, the Australian 
response rate of 33.1% met the expected result for email 
surveys. The New Zealand response rate was however 
slightly lower than expected at 24.4%. This has introduced 
a potential for sample bias and limited generalisability of 
findings. A study scrutinizing survey methods however, has 
demonstrated an acceptable response rate may vary between 
25.0–33.3% when delivered via email (5). Whilst the 
advantages of email surveys include immediate, widespread 
distribution and low expenditure, it is a modality that has 
been shown to have consistently poorer response rates than 
paper or face-to-face methods (6). 

The demographic results are largely representative of the 
known ENT community and parallel the distribution noted 
in the most recent surgical workforce data published in  
2017 (4). The majority of ENT surgeons (85.0%) undertake 
their primary practice in a major city, with occasional 
work in more isolated settings. ENT services in both 

Australia and New Zealand are primarily provided via major 
hospitals, though a more even distribution of surgeons was 
noted between major cities and large regional centres in New 
Zealand (4). The smaller geographical size of New Zealand 
may contribute to this finding, as there are fewer peripheral 
towns and hospitals than in Australia (7). Despite its smaller 
size, healthcare in New Zealand is challenged by unique 
regions of tortuous roadways and landscapes that pose 
considerable effort to traverse (8). A 2002 study indicated  
1.5 million people in New Zealand (38.5% of the 
population at this time) resided an average of 89.5 minutes 
from a major hospital, when considering the sinuosity of 
roadways (8). Interestingly, few respondents from New 
Zealand indicated that an appropriate destination following 
tonsillectomy was greater than 90 minutes, however this is 
likely to represent a significant proportion of the population. 
Similar challenges also exist in Australia, with significant 
distance affecting the accessibility of specialist services (9). 
Approximately 7 million people live outside major cities 
(representing 29% of the population) (10). Access for these 
patients can be diverse, as specialist care differs amongst 
the states and territories. There is a greater proportion of 
regional ENT health services in more populated states, such 
as New South Wales, Queensland and Victoria. In Western 
and South Australia, access to ENT care is largely confined 
to the capital city and so patients must travel in order to 
seek surgical care (10). Despite the challenges posed by this 
distance, there is no geographically based data to suggest 
that patients living in these regions suffer worse surgical 
outcomes than their peers in major cities post tonsillectomy.

This study indicated that Australian surgeons are more 
likely to be conservative in their delivery of tonsillectomy 
care than their peers in New Zealand. Additionally, the 
data showed that surgeons in major cities practice more 
conservatively than their colleagues in smaller regional 
and rural settings, who may be more comfortable with 
the concept of reduced access to care, or have greater 
experience dealing with medical emergencies in a lesser 
resourced setting. Despite this, few surgeons from either 
country indicated that a patient’s proximity to surgical 
care, nor the age of the patient, instigated a change 
in preferred operative technique or analgesic routine, 
indicating a generally high degree of confidence in their 
standard practice. Counselling patients to remain in 
close proximity following surgery can be associated with 
significant financial cost; when travel expense, time off work 
for recovery or caring roles, accommodation fees and cost 
for families with more than one child are considered. As 
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retrieval and readmission data is not available for patients 
post tonsillectomy, it is difficult to compare the personal 
cost of remaining close to care postoperatively to the public 
health cost of managing complications when they arise. 
This is a significant gap identified in this study, and would 
be a valuable area of future study in the face of a growing 
population and growth in regional and rural populations, 
to ensure service provision and care is evidence based. The 
introduction of The Australian Otolaryngology Outcome 
and Quality Assurance Network (AOQAN) in 2018 may 
assist in resolving this in time, as a national database which 
is able to log outcome data securely (11). Further, it would 
be of value to clarify the instructions provided to patients 
on disposition to examine the degree of consensus. In this 
study, there was scope for surgeons to enter free text to 
the questions regarding their preferred mode of practice, 
however these were inconsistently utilised and in too low a 
number to provide meaningful insight on this occasion. 

Ultimately, we assume the main reason to counsel 
patients to remain close to an Emergency or ENT-serviced 
hospital is the perceived risk of catastrophic haemorrhage 
postoperatively. Primary haemorrhage, defined as bleeding 
within 24 hours of the operation, carries a prevalence 
of 0.2–2.2%, whist the rate of secondary haemorrhage, 
defined as occurring after 24 hours from surgery, ranges 
from 0.1–3.0% (3). In other terms, approximately 97.0% of 
patients will not experience a bleed in the subsequent two 
weeks post discharge. There has been a significant amount 
of research dedicated to identifying adjustable factors within 
routine surgical care, which may contribute to postoperative 
complications. The choice of tonsillectomy technique 
is based upon a perceived risk versus benefit assessment 
with regard to reduced intraoperative or postoperative 
bleeding and pain (2). The data in this study revealed that 
Australian surgeons are more likely to prefer “Monopolar 
with electrocautery haemostasis” technique. This trend is 
similarly reported amongst other retrospective studies such 
as the article published by Macfarlane et al. in 2008 (1).  
This is in contrast to colleagues in New Zealand, who 
describe a preference for “cold steel” dissection technique. 
Given that less surgeons in Australia report cold steel 
technique as their preferred method, it is similarly likely 
that less trainees are exposed to this technique and thus, it 
is not a technique commonly used in Australia. Monopolar 
diathermy has lost favour in the United Kingdom following 
a large systematic review of the safety of electrosurgery in 
tonsillectomy published in 2006 (12). This study, which 
also examined the data from a large national audit of 

tonsillectomy practice (13), concluded that electrosurgical 
dissection and haemostasis held a causal relationship with 
a higher rate of secondary haemorrhage than the cold steel 
alternative, which required operative intervention (12). 
Conversely, it also indicated that cold steel techniques 
may be associated with an increased prevalence of primary 
haemorrhage (12). This preference for avoiding “hot” 
surgical techniques has been similarly reported in an 
observational longitudinal cohort study in Sweden, which 
observed the outcomes of 98,979 tonsil surgeries (14). This 
outcome of this study similarly supported evidence that cold 
surgical techniques were related to a significantly lower risk 
of late bleeding complications. In keeping with this, the 
study also reported an associated moderate shift in practice 
amongst large Swedish ENT centres to adopt more cold 
techniques as the results became apparent, with two quality 
improvement projects over which the data was collated (14). 
Indeed, secondary haemorrhage in patient cohorts in 
Australia and New Zealand may be considered more 
important, as they occur in the timeframe that patients may 
return home and beyond the proximity of an ENT-serviced 
hospital. A challenging aspect of post-operative care 
following tonsillectomy, is that a secondary haemorrhage 
can occur up to 2–3 weeks after the procedure (2).  
Surprisingly, there is limited data available for when post 
tonsillectomy haemorrhage occurs most frequently in 
Australia, though data published in the International Journal 
of Otolaryngology reported that bleeds most commonly 
occur at a mean of 6.1 days following surgery (15).  
In regard to surgical outcomes, technique remains an 
area of controversy—particularly in view of postoperative 
disposition and access to emergency care. 

Analgesic regimes have also come under scrutiny, 
particularly in view of NSAID and opioids, which have 
been associated with an array of complications, including 
increased severity of post tonsillectomy haemorrhage 
and respiratory depression (16). In this study, Australian 
surgeons were less likely than their peers in New Zealand to 
incorporate NSAIDs into their treatment plan. The routine 
use of NSAIDs post tonsillectomy remains controversial in 
view of potential platelet dysfunction and the impact that 
this has on the frequency and severity of post-tonsillectomy 
haemorrhage. A Cochrane review suggested insufficient 
evidence to exclude an increased risk of bleeding with the 
use of NSAIDs in paediatric cohorts (16). In the same 
review, the authors found a decrease in post-operative 
emesis when NSAIDs have been incorporated into the 
analgesic regime, which may enable increased oral intake 
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and reduced pain (16). Conversely, a systematic review and 
meta-analysis of 36 randomized controlled trials in 2013 
has determined no apparent association between NSAID 
use and increased bleeding, need for readmission and—
importantly for the outcomes of this study, no increased 
rate of secondary haemorrhage nor return to theatre (17).  
One revealing study however has noted that whilst the 
frequency of post tonsillectomy haemorrhage may not 
increase, the severity and thus need for transfusion is  
3 times higher when ibuprofen is utilised (18). Given the 
spectrum of controversy amongst the literature, it is not 
surprising to observe disparity amongst the surgeons we 
surveyed. Australian surgeons are, however, more likely 
to incorporate opioids routinely on discharge. Care 
must be advised in regard to the use of opioids in the 
subgroup of children who have undergone tonsillectomy 
for OSA, given the risk of respiratory depression (19). 
Children with OSA symptoms and blood oxygen levels 
of <85% are more sensitive to opioid medications and 
are at risk of opioid-related respiratory depression 
and death (19). Our study did not examine the change in 
tonsillectomy practice as per indication for tonsillectomy, 
and so may not have captured relevant changes in this 
practice. The use of steroids postoperatively similarly remains 
controversial in regard to the actual benefit they convey, 
with ongoing variation in routine use between New Zealand 
and Australia noted in this study. One retrospective study of  
1,200 children undergoing tonsillectomy has demonstrated 
an improvement in both pain and haemorrhage rates with a 
short course of 3 doses of dexamethasone postoperatively (20).  
This trend has been similarly identified in adults in a 
study from Saudi Arabia, with lower rates of pain (21). 
A concern has been raised however following a meta-
analysis of 29 randomized controlled trials, that there is an 
increased incidence of bleeding episodes which require an 
intervention (22). This is perhaps of greater significance 
when considering our outcomes, with a focus on reducing 
the chance of secondary haemorrhage after patients return 
to their home. Ultimately, the postoperative analgesic 
regime is largely formulated based on surgeons training and 
experiences and requires ongoing evaluation. 

Same day discharge post tonsillectomy is popular in 
Europe and the UK (1). An audit of Australian practice 
revealed that only 1 in 4 surgeons in Australia routinely 
practiced same-day discharges in 2008 (1). The data 
obtained in this study indicates the same trend continues 
in Australia. Colleagues in New Zealand were slightly 
more likely to support same-day discharge. This practice 

carries benefits for improved health care cost efficiency (1).  
It also however requires careful patient selection to ensure 
adequate analgesia, recovery from anaesthetic and oral 
hydration. A retrospective study examining paediatric short 
stay tonsillectomy found that indeed, a short 3 hour stay for 
observation, following tonsillectomy was safe and was not 
associated with significant variation in complication rates (23).  
Further research may be warranted to better identify 
patients who are likely to benefit from a more prolonged 
outpatient observation than those who may be discharged 
home following surgery. 

A limitation of this study includes the response rate 
outlined above. “Survey fatigue” defined as the sense of 
over-exposure to the survey process, has been suggested 
as an emerging challenge in obtaining feedback from 
participants (24). This may be, particularly relevant, as this 
study was conducted during the COVID-19 pandemic, 
when obtaining face-to-face insights has not been possible. 
As a result, the method utilized bears potential for selection 
and non-response bias and may be poorly representative 
of the total New Zealand Otolaryngology workforce, 
however this is inherent in any open survey. There were 
no individual financial or personal incentives offered for 
the completion of this survey. Additionally, the survey 
did not investigate the availability of retrieval services 
and how this may affect decision making. This may be an 
area of future research that could be strengthened by data 
from the AOQAN in regard to retrieval and readmission 
rates. Finally, we note that some clinicians are directed by 
hospital-led guidelines with protocolise timing of discharge 
and geographic disposition, particularly for paediatric 
cohorts. It is studies such as the one reported that may 
influence future guidelines development and shifts in such 
hospital mandates—particularly when strengthened by 
future available outcome data. 

The results obtained in this study indicate that Australian 
surgeons are more likely to counsel patients to stay in close 
proximity to an ENT-serviced hospital than their colleagues 
in New Zealand despite a lack of clinical evidence for or 
against. Postoperative proximity to ENT services does 
not result in changes to preferred operative technique or 
analgesia routine for children or adults. Data indicates that 
surgeons in major cities practice more conservatively than 
their peers in smaller regional and rural settings. This study 
has highlighted several areas of beneficial future research 
to guide evidence-based practice, particularly in regard to 
adverse surgical outcomes in regional centres and retrieval 
rates post tonsillectomy. 
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Appendix 1

Questionnaire

Q1 (AUSTRALIA) In which state is your practice based?
a. ACT
b. NSW
c. NT
d. QLD
e. SA
f. TAS
g. VIC
h. WA

Q2 Is your primary practice based in: (select one)
a. Capital/major city
b. Large regional city
c. Small rural/region

Q3 Do you perform tonsillectomies outside of the city in 
whichyour practice is based? (select multiple)

a. Yes - in a capital/major city
b. Yes - in a large regional town/city
c. Yes - in a small rural/regional location 
d. No 

Q4 What stage post - Fellowship are you?
a. New Consultant <1 year 
b. Consultant >1 year and < 10 years
c. Consultant >10 years

Q5 Did you train in Australia or New Zealand under the 
OHNS RACS SET program or did you train overseas?

a. Australia/New Zealand SET training
b. Overseas trained

Q6 Do you work in:
a. Public
b. Private
c. Both

Q7 Do you supervise RACS accredited ENT trainees
a. Yes
b. No 

Q8 What is your preferred tonsillectomy technique? (Select 
one)

a. Monopolar tonsillectomy with electrocautery 
haemostasis

b. Coblation tonsillectomy/haemostasis

c. Bizact tonsillectomy
d. Cold steel tonsillectomy
e. Tonsillotomy
f. Other (please specify)

Q9 Does your tonsillectomy technique change when 
treating paediatric populations?

a. No change
b. Yes, change to Monopolar tonsillectomy with 

electrocautery haemostasis
c. Yes, change to Coblation tonsillectomy/haemostasis
d. Yes, change to Bizact tonsillectomy
e. Yes, change to Cold steel tonsillectomy
f. Yes, change to Tonsillotomy
g. Yes, change to other (please specify)

Q10 How would you define appropriate postoperative 
proximity to an ENT - serviced hospital (select one)

a. < 30 minutes
b. < 45 minutes
c. < 1 hour
d. < 90 minutes
e. > 90 minutes

Q11 Does your tonsillectomy practice for Q10 change 
when treating paediatric populations?

a. No change
b. Yes, change to < 30 minutes
c. Yes, change to <45 minutes
d. Yes, change to < 1 hour
e. Yes, change to < 90 minutes
f. Yes, change to > 90 minutes

Q12 Do you offer tonsillectomy for patients that live 
further than 1 hour from an ENT- serviced hospital if the 
patient was planning to go home D1 postoperatively? (select 
one)

a. Yes 
b. No

Q13 Does your tonsillectomy practice change for Q12 
when treating paediatric populations?

a. No change
b. Yes, I offer tonsillectomy for patients that live 

further than 1 hour from an ENT serviced 
hospital if the patient is planning to go home D1 
postoperatively

c. No I do not offer tonsillectomy for patients that 
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live further than 1 hour from an ENT serviced 
hospital if the patient is planning to go home D1 
postoperatively.

Q14 If Yes to Q12, do you change your operative 
technique? (select one)

a. No change
b. Yes, change to Monopolar tonsillectomy with 

electrocautery haemostasis
c. Yes, change to Coblation tonsillectomy/haemostasis
d. Yes, change to Bizact tonsillectomy
e. Yes, change to Cold steel tonsillectomy
f. Yes, change to Tonsillotomy

Q15 If Yes to Q 13, do you change your operative 
technique? (select one)

a. No change
b. Yes, change to Monopolar tonsillectomy with 

electrocautery haemostasis
c. Yes, change to Coblation tonsillectomy/haemostasis
d. Yes, change to Bizact tonsillectomy
e. Yes, change to Cold steel tonsillectomy
f. Yes, change to Tonsillotomy
g. Yes, change to Other

Q16 Regarding tonsillectomy for a patient that lives >1 
hour from an ENT serviced hospital, do you: (select one)

a. Offer the operation only if the patient remains 
within proximity to an ENT-serviced hospital for 
10-14 days?

b. Offer the operation only if the patient remains 
within proximity to an Emergency Department (no 
ENT support) with

c. ability to support/resuscitate post-tonsillectomy 
haemorrhage patients for 10-14 days?

d. Offer the operation regardless of the above?
e. Impose other restrictions during the patient 

recovery?

Q17 Does your tonsillectomy practice change when treating 
paediatric populations, for a patient that lives >1 hour from 
an ENT – serviced hospital?

a. No change - same approach as adult population
b. Offer the operation only if the patient remains 

within proximity to an ENT-serviced hospital for 
10-14 days?

c. Offer the operation only if the patient remains 
within proximity to an Emergency Department (no 

ENT support) with
d. ability to support/resuscitate post-tonsillectomy 

haemorrhage patients for 10-14 days?
e. Offer the operation regardless of the above?
f. Impose other restrictions during the patient 

recovery? Please list:
g. Please list:

Q18 When do you routinely discharge your postoperative 
routine
tonsillectomy patients> (Select one)

a. Day of surgery
b. Day 1 postoperative
c. > Day 1 postoperative

Q19 Does your Tonsillectomy practice change when 
treating paediatric populations?

a. No Change
b. Yes, Day of surgery
c. Yes, Day 1 postoperative
d. Yes > Day 1 postoperative

Q20 Do you change your normal discharge timing for 
patients that live >1h from an ENT-serviced hospital? (select 
one)

a. Yes, day of surgery
b. Yes, Day 1 postoperative
c. Yes, > Day 1 postoperative
d. No

Q21 Does your tonsillectomy practice change when treating 
paediatric populations, relating to post operative discharge 
for paediatric patients that live >1 hour from an ENT-
serviced hospital?

a. No change
b. Yes, Day of Surgery
c. Yes, Day 1 postoperative
d. Yes, > Day 1 postoperative

Q22 What medications do you routinely prescribe for post-
tonsillectomy analgesia (select multiple)

a. Paracetamol
b. Non-selective NSAIDs (eg. Ibuprofen)
c. Selective COX 2 inhibitors (eg. Celecoxib)
d. Opioids
e. Steroids
f. Neuropathics
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Q23 Does your tonsillectomy practice change when 
treating paediatric populations, relating to routine post-
tonsillectomy analgesia?

a. No change
b. Yes, routinely prescribe Paracetamol
c. Yes, routinely prescribe Non-selective NSAIDS (eg. 

Ibuprofen)
d. Yes, routinely prescribe Selective COX 2 inhibitors 

(eg. Celcoxib)
e. Yes, routinely prescribe Opiods
f. Yes, routinely prescribe Steroids
g. Yes, routinely prescribe Neuropathics
h. Other (please specify)

Q24 Do you restrict any post-operative analgesia for 
patients living > 1 hour from an ENT - serviced hospital? 
(select multiple)

a. No
b. Yes, I omit: i. Paracetamol
c. Yes, I omit: ii. Non-selective NSAIDs (eg. 

Ibuprofen)
d. Yes, I omit: iii. Selective COX 2 inhibitors (eg. 

Celecoxib)
e. Yes, I omit: iv. Opioids
f. Yes, I omit: v. Steroids
g. Yes, I omit: vi. Neuropathics
h. Yes, I reduce the dose of Paracetamol
i. Yes, I reduce Non-selective NSAIDs (eg. 

Ibuprofen)
j. Yes, I reduce Selective COX 2 inhibitors (eg. 

Celecoxib)
k. Yes, I reduce Opioids
l. Yes, I reduce Steroids
m. Yes, I reduce Neuropathics
n. Other (please specify)

Q25 Do you change your practice when treating paediatric 
populations relating to restrict any post-operative analgesia 
for patients living >1 hour from an ENT - serviced hospital? 
(select multiple)

a. No change
b. Yes, I omit: i. Paracetamol
c. Yes, I omit: ii. Non-selective NSAIDS (eg. 

Ibuprofen)
d. Yes, I omit: iii. Selective COX 2 inhibitors (eg. 

Celecoxib)
e. Yes, I omit: iv. Opioids
f. Yes, I omit: v. Steroids

g. Yes, I omit: vi. Neuropathics
h. Yes, I reduce the dose of Paracetamol
i. Yes, I reduce Non-selective NSAIDs (eg. 

Ibuprofen)
j. Yes, I reduce Selective COX 2 inhibitors (eg. 

Celecoxib)
k. Yes, I reduce Opioids
l. Yes, I reduce Steroids
m. Yes, I reduce Neuropathics
n. Other (please specify)

Q26 Do you follow up on your routine post-tonsillectomy 
patients? (select one)

a. Yes: face-to-face
b. Yes: phone call
c. Yes: telehealth
d. No: GP follow up
e. Other (please specify)

Q27 Does your tonsillectomy practice change when treating 
paediatric population, relating to Q26?

a. No change
b. Yes, face-to-face
c. Yes, phone call
d. Yes, telehealth
e. No: GP follow up
f. Other (please specify)

Q28 Do you change your routine follow up for patients 
living >1h from ENT -serviced hospital> (select one)

a. Yes: face-to-face
b. Yes: phone call
c. Yes: telehealth
d. No: GP follow up
e. Other (please specify)

Q29 Does your tonsillectomy practice change when treating 
paediatric populations, relating to Q28?

a. No change
b. Yes, face-to-face
c. Yes, phone call
d. Yes, telehealth
e. No: GP follow up
f. Other (please specify)


