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Paediatric ENT day surgery
Is it safe practice?
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Abstract
Day-case surgery is convenient and safe allowing patients to have the appropriate medical service without long waits. The issue of safety has
been extensively studied and presented in the literature. In this paper, the Security Forces Hospital experience with otolaryngology day-surgery
cases is presented.
Objective: To evaluate the rate of complications and their timing and to assess the safety of day-surgery procedures.
Methods: A total of 300 children undergoing tonsillectomy, adenotonsillectomy, adenoidectomy, myringotomy, and other minor surgeries
(e.g. reduction of fracture nasal bone, foreign body removal, etc.) were observed. Post-operatively after recovery from anaesthesia, a number
of parameters were recorded at intervals of 15 min for the first 4 h, 30 min for the following 3 h, and hourly until discharge. Bleeding was
considered to have occurred only if medical attention was required.
Results: In the evaluation of haemorrhage as an important complication, nine cases (3%) bled in the first 6 h (six following adenoidectomy
and three following tonsillectomies) after day-surgery procedures, while six cases bled after 3 days (2%). Results were compared with postoperative haemorrhage after operations done in the main OR and there it was reported in 11 out of 101 cases in whom adenotonsillectomy
was performed: only one patient (1%) needed control in the OR.
Conclusion: Post-operative complications after day-surgery procedures are comparable to that after main OR procedures. The common paediatric ENT procedures, e.g. adenoidectomy, tonsillectomy, adenotonsillectomy, and myringotomy, can be done safely as day-case procedures
in a busy hospital.
© 2006 Published by Elsevier B.V.
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1. Introduction
Elective day surgery has become an integral part of otolaryngology practice because it is less disruptive to the life
of the patient and requires less psychological preparation
which is particularly important for the paediatric population.
The paediatric ENT procedures, i.e. adenotonsillectomies,
are becoming the commonest procedure performed either as
an in-patient or as a day case. Studies have shown that after

the first 6–8 h, morbidity is very low allowing the patient to
be discharged home [1–3].
In fact, there is a trend to discharge patients even sooner
than 6 h [4,5].
Most of these studies are North American and mainly
focus on the risk of reactionary haemorrhage.
As the vast majority of complications occurred in the first
few hours after operation, the potential for undertaking daycase adenotonsillectomy is therefore clear.
2. The aims of this study
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To evaluate the rate of complications and their timing and
to assess the safety of day-surgery procedures in relation to
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Table 2
ENT procedures in day surgery and main OR, numbers, and percentages

Table 1
Age and number of children entered into the study
Age

Number (%)

<12 months
12–24 months
2–6 years
6–13 years

8 (2.6%)
22 (7.4%)
180 (61%)
90 (30%)

Total

300 (100%)

the occurrence of haemorrhage, fever, and emesis in the early
post-operative period.

3. Materials and methods
This is a prospective study carried out for 8 months from
April to October 2001.
A total of 300 children undergoing tonsillectomy, adenotonsillectomy, adenoidectomy, myringotomy, and other
minor surgeries (e.g. reduction of fracture nasal bone, foreign body removal, etc.) were observed.
All operations were performed under general anaesthesia. The duration of operation ranged from 15 to 75 min.
Post-operatively after recovery from anaesthesia, a number
of parameters were recorded. These included pulse rate, vomiting, temperature, analgesia given, and signs of bleeding
(i.e. increased pulse and hypotension). Observations were
undertaken at intervals of 15 min for the first 4 h, 30 min
for the following 3 h, and hourly until discharge. Bleeding
was considered to have occurred only if medical attention
was required and was classified as minor “no surgical action
taken”, or severe “patient returned to the operating room”.
All patients were discharged home 3–6 h post-operatively
except tonsillectomy patients who were kept in the hospital
overnight and discharged home the following morning.

4. Results
The number of children operated on was 300 [122 boys
(40.7%) and 178 girls (59.3%)]. Their ages ranged from 11
months to 13 years (Table 1). The most common paediatric
ENT procedures encountered are shown in Table 2.
Twenty-eight children with medically controlled diseases,
e.g. asthma (16), sickle cell trait (11), and coagulopathies (1),
were included.

Type of operation

Day
surgery

%

Main
OR

Adenoidectomy
Tonsillectomy
Adenotonsillectomy
Myringotomy + tubes
Minor surgery (e.g. foreign body
removal, microlaryngoscopy,
reduction of fracture nasal
bone, limited septoplasty, etc.)
Total

52
70
106
45
27

18
23
35
15
9

33
34
34
29
11

300

100

141

%
23.40
24.11
24.11
20.57
7.80

100

Table 3
Complications in day-surgery cases and time observed with number and
percentage
Complications

6h

12 h

24 h

3 days

>3 days

Number (%)

Haemorrhage
Fever
Vomiting

9
32
87

0
14
14

0
0
2

0
0
0

6
0
0

15 (5%)
46(15.33%)
103(34.33%)

adenoidectomy and three following tonsillectomies). The
bleeding was minor in all cases except for one tonsillectomy that needed re-admission from the recovery room and
haemostasis performed under general anaesthetic. In addition to the above, six cases bled after 3 days (2%) but the
bleeding was minimal and a conservative approach (bed rest,
analgesics, antibiotics, and fluids) was enough to manage
them (Table 4).
Fever was recorded in 46 children (15.3%), and in most
of these cases, it subsided within 24 h. Fever was generally
low grade. Only in 2.8% of the adenotonsillectomy group
and in 1.3% of the adenoidectomy group the temperature
was around 38 ◦ C. All children were afebrile on discharge.
Vomiting was observed in 103 children (34.3%) (Table 3).
Results were compared with post-operative haemorrhage
following 141 of the same procedures done in the main OR
during the same period. The reason for operating in the
main OR was general medical problems (e.g. asthma, cardiac, etc). Operation types are shown in Table 2. Eighteen
cases underwent adenoidectomy, 15 adenoidectomy and ventilation tubes, 20 cases adenotonsillectomy, 14 cases adenotonsillectomy with ventilation tube insertion, 6 cases microlaryngoscopy, 2 cases limited septoplasty, and 3 cases foreign
body removal. Forty-eight cases had bronchial asthma, 6 had
epilepsy, and 24 cases had other/unknown medical problems.
Haemorrhage was reported in 11 cases. In four cases (3.96%),
bleeding occurred within 6 h. One out of 101 cases (1%)

5. Post-operative complications

Table 4
Comparison between cases of haemorrhage in main OR and day surgery

Table 3 demonstrates the overall complications which
included haemorrhage, fever, vomiting, and the period of
observation.
In the evaluation of haemorrhage as an important complication, nine cases (3%) bled in the first 6 h (six following

Complications

Day-surgery unit

Main OR

Haemorrhage
Early
Late

9 (3%)a
6 (2%)

4 (3.960%)a
7 (6.930%)

a

One case only taken to OR for control of bleeding.
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in which adenotonsillectomy was performed needed to be
returned to the OR to stop the bleeding. This was a 3 21 -yearold child 1 h post-tonsillectomy. The other three cases were
managed conservatively. Bleeding occurred in seven cases
(6.930%) beyond 3 days and was also managed conservatively.

6. Discussion
Day surgery for common paediatric ENT procedures is
increasingly being practiced in light of the low complication
rate in the published literature. We recorded nine cases (3%)
of post-operative bleeding that was considered reactionary
haemorrhage occurring during the first 6 h. The management
was conservative in all but one case which needed active interference. This compares with an early post-operative bleeding
rate in procedures done in the main OR, of 3.96% (four cases).
Out of these four cases, only one patient (1%) was taken back
to the OR for haemostasis. This is comparable to the postoperative bleeding rate after day-case operations. Panarese
et al. [9] studied 392 cases, found six cases (1.53%) developed bleeding a few hours post-operatively, of which only
two cases needed active management. It should be emphasized that bleeding can occur after discharge from the hospital
whether these cases are undertaken as day cases of in patients.
In our study, six cases (2%) developed secondary haemorrhage after the third day post-operatively.
Tewary and Curry [6] in a retrospective study of day-case
tonsillectomy in children, reported that 4 out of 363 children had to be re-admitted in the first 24 h and 2 (1%) were
returned to the operating theatre for hemostasis. Kendrick and
Gibbin [7], in a retrospective study of 413 patients, reported
that post-operative haemorrhage occurred in 16 cases (3.9%).
Three children with severe bleeding (0.7%) required a return
to theatre.
Fraser and Johstone [8] stated that early pyrexia after any
surgical procedure is common in most cases. It is of low grade
and does not indicate or predict the presence of an infection.
In our study 46 cases (15.3%) developed low grade fever
less than 38 C within the first 24 h. They were afebrile on
discharge.
Panarese et al. [9] reported the incidence of fever in 43%
depending on the type of surgery and the duration of anaesthesia.
The incidence of vomiting in the post-operative period in
our study was 34.3% (103 cases). Litman et al. [10] reported
the highest incidence in their review (73%) while Panarese
et al. [9] observed vomiting in 41% of their cases. Vomiting is one of the most common reasons for unscheduled
re-admission in day-case centres [11]. The aetiology appears
to be multifactorial (swallowed blood, pain, opiate, and/or
direct oropharyngeal irritation). All these factors seem to
contribute to post-operative nausea and vomiting. The use of
propofol as the anaesthetic agent [12] and the prophylactic
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administration of metoclopramide have been reported to
reduce the incidence of post-operative nausea and vomiting
[13].

7. Conclusion
In view of the low incidence of post-operative complications, the common paediatric ENT procedures, e.g.
adenoidectomy, tonsillectomy, adenotonsillectomy, and
myringotomy, can be done safely as day case provided certain conditions are considered, i.e. proper patient selection,
patient education pre-operatively and post-operatively, and
the assurance of early access to hospital when any complications emerge.
A suitable day-case anaesthesia protocol including the
routine use of an anti-emetic is likely to reduce the incidence
of post-operative nausea and vomiting and make day-case
ENT procedures more acceptable to patients and parents
alike.
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