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Abstract

Objectives. The global pandemic of coronavirus disease 2019 has necessitated changes to
‘usual’ ways of practice in otolaryngology, with a view towards out-patient or ambulatory
management of appropriate conditions. This paper reviews the available evidence for out-
patient management of three of the most common causes for emergency referral to the oto-
laryngology team: tonsillitis, peri-tonsillar abscess and epistaxis.
Methods. A literature review was performed, searching all available online databases and
resources. The Medical Subject Headings ‘tonsillitis’, ‘pharyngotonsillitis’, ‘quinsy’, ‘peritonsil-
lar abscess’ and ‘epistaxis’ were used. Papers discussing out-patient management were
reviewed by the authors.
Results. Out-patient and ambulatory pathways for tonsillitis and peritonsillar abscess are well
described for patients meeting appropriate criteria. Safe discharge of select patients is safe and
should be encouraged in the current clinical climate. Safe discharge of patients with epistaxis
who have bleeding controlled is also well described.
Conclusion. In select cases, tonsillitis, quinsy and epistaxis patients can be safely managed out
of hospital, with low re-admission rates.

Introduction

The global pandemic of coronavirus disease 2019 (Covid-19) has placed unprecedented
pressures on the National Health Service (NHS) and all professionals working within
it. What was previously considered ‘usual’ care and ‘normal’ ways of working have chan-
ged in light of these extraordinary circumstances, and our professional bodies are encour-
aging us to consider alternative ways of caring for patients.1,2 Minimising unnecessary
in-patient admission has always been best practice3 to minimise risks to patients (e.g. ven-
ous thromboembolism, infection, falls) and costs. The balance of risk versus benefit for
hospital admission is even further skewed towards admission avoidance in the present
pandemic environment.

We wanted to take this opportunity to review the evidence for out-patient manage-
ment of three common causes for in-patient referral to the ENT team: tonsillitis, periton-
sillar abscess (quinsy) and epistaxis.

Materials and methods

A literature review was performed, searching all available online databases and resources.
The Medical Subject Headings ‘tonsillitis’, ‘pharyngotonsillitis’, ‘quinsy’, ‘peritonsillar
abscess’ and ‘epistaxis’ were used. Further keywords for each condition were ‘ambulatory’
and ‘daycase management’. Only English language articles were assessed.

This search revealed 61 potentially relevant articles. Papers discussing out-patient or
ambulatory management of the relevant conditions were reviewed by the authors.
Articles were discounted if they did not discuss emergency management of the relevant
conditions. This left us with 22 relevant articles meeting the inclusion criteria.

Results and discussion

Tonsillitis

Tonsillitis is often managed in the primary care setting, but up to 60 000 patients are
admitted to UK hospitals each year with swallowing difficulties or systemic upset that
cannot be managed by general practitioners.4

The Portsmouth tonsillitis protocol, first published in 2013,5 suggests a treatment algo-
rithm for patients presenting to hospitals with tonsillitis (Figure 1). Their results showed a
reduction by more than half of their admission rate and more than half the length of
in-patient stay for admitted patients. The protocol advocates aggressive, early treatment
with intravenous antibiotics, steroids, analgesics and fluids, followed by prompt (at 2
hours) review to re-assess the patient and consider sending them home.

This approach has been validated by Harris and Ashman6 who demonstrated a 42 per
cent early discharge rate in patients treated with a similar protocol, with zero
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re-admissions. Perkins et al.7 also showed similar results with
their protocol, halving the length of admission and more than
halving the admission rate. Larger studies have similarly
demonstrated a decrease in admission rate with the introduc-
tion of an ambulant management pathway.8

One of the benefits of the Portsmouth tonsillitis protocol is
that it does not require any specialist procedures or interven-
tions, and could possibly be offered in an ambulatory care set-
ting if resources allowed. This would be particularly beneficial
in the current environment where we are trying to limit the

mixing of patients potentially at risk of Covid-19 with those
not at risk. Tonsillitis patients could potentially be kept in sep-
arate (out-patient or ambulatory) parts of the hospital, and
away from ENT wards. ENT wards, with nurses experienced
in tracheostomy management, may soon become a critical
resource that needs to be managed appropriately.

Current ENT UK guidance in the context of Covid-19
advocates starting treatment based on history alone (as rele-
vant examination is potentially aerosol-generating). Should
examination be necessary, personal protective equipment,

Fig. 1. The Portsmouth tonsillitis protocol. Reproduced with permission.5 IV = intravenous; PO = per oral; PR = per rectum; BP = blood pressure; bpm = beats per
minute; QDS = four times daily; BD = twice daily; TDS = three times daily
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including a filtering facepiece code 3 (FFP3) or equivalent
mask, should be worn.9 A similar treatment strategy to the
Portsmouth tonsillitis protocol is suggested, with intravenous
antibiotics, intravenous steroids and fluid resuscitation, but
they also advise testing these patients for Covid-19, as is
now standard practice across the UK for all potential hospital
admissions. After 3–4 hours of observation, if the patient is
able to tolerate oral intake, discharge home is advised.

Peritonsillar abscess

These patients are more usually managed as in-patients in the
UK, as they can be more unwell than those with ‘uncompli-
cated’ tonsillitis (e.g. significant odynophagia, trismus and
high temperatures).6,10 However, out-patient management
pathways exist for these patients; these were initially developed
overseas,11,12 but later applied to UK populations.13,14 Some
evidence suggests that as few as 12 per cent of patients who
have successful needle aspiration of pus require in-patient
admission.15

Peritonsillar abscess patients present more challenges than
patients with uncomplicated tonsillitis for many reasons.
The former patients are often more unwell and more in
need of resuscitation because of dehydration. However, once
a diagnosis of quinsy is made, and pus has been released by
whatever method (discussed below), treatment is essentially
the same as for tonsillitis: intravenous antibiotics, steroids,
analgesics and fluid resuscitation. The above studies all dem-
onstrate that if patients are able to swallow after aspiration,
then discharging them with oral antibiotics and appropriate
safety-netting advice is a robust, evidence-based management
plan.

The critical difference in management is the need for a
more specialist intervention (i.e. drainage of pus). Most centres
advocate the use of needle aspiration of any collection,
although an incision and drainage procedure has comparable
results.13 Most junior ENT team members are more comfort-
able with needle aspiration, and it is a more commonly per-
formed technique that is well tolerated by patients.10 This is
something that could easily be performed in an ambulatory
setting, away from emergency departments. The individuals
can then be managed as out-patients with careful safety net-
ting, on the proviso that they are more likely to require admis-
sion because of swallowing difficulties than uncomplicated
tonsillitis patients.

These pathways universally recommend confirming the
diagnosis of quinsy with the aspiration of pus. If attempted
aspiration is unsuccessful, further attempts are possible, or
incision and drainage can be considered. Naturally, imaging
should be contemplated for recalcitrant cases, or if an alterna-
tive diagnosis such as a parapharyngeal abscess or malignancy
is suspected.

Epistaxis

Epistaxis is the most common reason for referral to ENT spe-
cialists in the UK, with about 25 000 acute presentations to
NHS hospitals a year.16 Over 90 per cent of bleeding is from
the anterior part of the nose (most commonly Little’s area),
with the remaining 10 per cent being posterior bleeds, which
are more likely to require hospitalisation.17

Epistaxis patients should not be underestimated by ENT
teams – patients with significant epistaxis are often elderly,
frail, co-morbid and taking one or more antiplatelet or

anticoagulant medications, and can be a challenge to manage
effectively. The UK national epistaxis audit suggests that 51
per cent of patients presenting to hospital with epistaxis are on
anticoagulants or antiplatelet medications, and the median age
of epistaxis patients is 73 years (interquartile range, 62–82).16

Patients on anti-thrombotic medication also take longer to
achieve successful haemostasis and to safely discharge than
those not on medication.

First-line treatment for epistaxis remains ‘gold standard’
first aid.18 This involves sitting the patient upright and applying
firmpressure on the fleshypart of thenose forat least 20minutes,
while keeping the patient calm (to minimise hypertension).
Patients are advised to spit out any blood (as it is emetogenic
and vomiting would increase blood pressure).18

If first aid measures fail, topical treatment such as cautery
(e.g. with silver nitrate) or application of topical vasoconstrictors
(e.g. adrenaline-soaked cotton wool) is second-line treatment.
Cautery is effective and safe, but it requires relative haemostasis,
as active bleedingwill wash the silver nitrate away. The cauterisa-
tion of large areas or bilateral parts of the septum is not advised
given the risk of necrosis and perforation.

Rapid Rhino™ nasal tamponades have altered the manage-
ment of epistaxis since their introduction.19,20 They are com-
paratively well tolerated by patients, and easier to apply than
previous methods of anterior and posterior nasal packing.
Their ease of use has some drawbacks though; notably, non-
specialists can pack a nose prior to referral to the ENT depart-
ment. This makes discharging patients more difficult, as the
pack traumatises the nasal mucosa, and makes identification
of a bleeding point more complex. Many ENT units advocate
leaving packs in situ for 24–48 hours after insertion, to allow
the mucosa to heal and ensure haemostasis is secure. Some
centres commence the patient on prophylactic antibiotics to
mitigate the risk of toxic shock syndrome in these patients,
although evidence is lacking.21

Evidence suggests that the majority of re-bleeding occurs
less than 4 hours after pack removal.16 Therefore, for select
patients (e.g. presenting in the morning, with appropriate
home support), there may be a role for ambulatory observation
of these patients after pack removal and topical treatment by
an ENT specialist. This does not necessarily have to be on a
ward; a ‘short stay’ unit or other ambulatory care setting
would be appropriate for some of these patients. Depending
on local provision and service requirements, direct or early
referral to ENT by the emergency department for patients
with epistaxis could be considered, allowing early specialist
topical intervention and hopefully, with that, a lower admis-
sion rate.

Some groups of patients may not be suitable for packing
because of absolute or relative contraindications. These
might include patients with very low platelet counts, base of
skull fractures or hereditary haemorrhagic telangiectasia, or
patient refusal. Floseal® may be useful in such cases.

Floseal is a haemostatic agent (thrombin and a gelatine
matrix). It has been used in the primary management of epi-
staxis patients when conservative measures such as direct pres-
sure and cautery have failed.22 These researchers demonstrated
a success rate of Floseal of 90 per cent, and the mean length of
hospital stay for these patients was 2.75 hours. They also
reported high levels of patient satisfaction with Floseal over
packing. The researchers reported treatment success after
pack removal in patients who had been packed prior to spe-
cialist review. In the haemorrhagic telangiectasia population,
Floseal has been used in the domiciliary setting, with success
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at reducing admissions and high patient satisfaction.23 In that
study, Floseal was applied by patients or family members after
receiving appropriate training, suggesting that high levels of
expertise are not required for it to be effective. Floseal does
come with cost implications (approximately £100 per unit),22

but this compares favourably with the cost of an overnight
admission to hospital (approximately £220 per night at
least).24

Adjuncts and alternatives to packing other than Floseal are
also available. For example, topical and systemic tranexamic
acid is used in select patient groups.16 The national epistaxis
audit found that tranexamic acid use was associated with
longer haemostasis times and high re-bleeding rates, but it
was being used in patients who were more unwell, and this
may represent a confounding factor.16 Use of topical tranex-
amic acid has been shown to reduce length of stay in emer-
gency departments and decrease re-presentation rates, and it
gives higher patient satisfaction rates than standard care.25–27

Support for systemic tranexamic acid in epistaxis cases is
more equivocal, but there is some evidence to support its
use in select cases to reduce re-bleeding rates (e.g. in haemor-
rhagic telangiectasia), and there is no convincing evidence of
adverse events when used for epistaxis.27,28

Other topical haemostatic agents, such as microporous poly-
saccharide hemospheres (e.g. Arista™ absorbable haemostatic
powder), are licensed to control bleeding in certain surgical set-
tings.29 However, good quality randomised, controlled trials
have not been conducted for these products in the context of epi-
staxis, and any use in this context would be ‘off licence’. It is not-
able that their use is not described in the national epistaxis
audit,16 and the British Rhinological Society multidisciplinary
consensus document describes a paucity of quality evidence
for these products at this time.30 As such, we cannot make any
recommendations as to their use.

Current ENT UK guidance in the context of Covid-19
advocates the stepwise approach described above,31 but only
favours admission if the patient has required bilateral packing,
has significant medical co-morbidities or if surgical interven-
tion may be required. Patients whose bleeding is controlled
with unilateral packing and without significant co-morbidities
can be safely discharged and reviewed by the ENT department
the following day.

The authors are unaware of any published protocols for
out-patient epistaxis management prior to the Covid-19 pan-
demic. This is probably because these patients can be complex
with co-morbidities, and are often older and lack support at
home to facilitate discharge. If epistaxis is appropriately con-
trolled with topical methods, then discharge home should
clearly be the goal.

The pros and cons of packing are discussed above. Once a
patient was packed, a period of observation in a ward setting
was the current standard of care in the UK.16 The national epi-
staxis audit concluded that removing packs at the initial ENT
review was a reasonable strategy in selected patients,16 and did
not significantly increase the length of hospital stay or
re-admission rates.

While the British Rhinological Society acknowledge that
there are no nationally agreed guidelines on the management
of epistaxis, their multidisciplinary consensus recommenda-
tions are supportive of the stepwise approach to epistaxis man-
agement detailed above.30 The British Rhinological Society
document also accepts that many of its recommendations
are made with weak evidence, and innovative approaches gen-
erating new evidence should be encouraged.

Now is an excellent opportunity for innovation in the
health system, with most ENT departments working in
entirely different ways to before the Covid-19 pandemic. The
management of acute epistaxis is one example of a condition
where safe discharge is possible, but new protocols and evi-
dence would be welcomed.

Conclusion

The NHS is under significant burden in light of the impact of
Covid-19. Appropriate admission avoidance with low
re-admission rates is ideal in the current climate. Not only is
it potentially cost-saving, it also minimises patient and
clinician exposure. In select cases (as discussed above),
tonsillitis, quinsy and epistaxis patients can be safely managed
out of hospital, with low re-admission rates. While the
Covid-19 pandemic has emphasised the benefits of appropri-
ate admission avoidance, clearly the benefits will not stop
once the burden has passed. The challenges currently facing
the healthcare service can potentially be an opportunity to
embrace new ways of working that still have a good evidence
base to support them.
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