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Abstract
Purpose To establish if day case superficial parotidectomy is feasible, safe and does not result in excess readmissions.
Method A retrospective review was carried out of all patients listed for superficial parotidectomy with day case intent by a 
single surgeon between January 2016 and December 2019 inclusively. The reasons for failure of same day discharge were 
established. Postoperative complications and readmissions were recorded. Our approach for a superficial parotidectomy 
typically includes the use of a 10Fr suction drain which is removed at 4 h postoperatively if the output is less than 30 ml.
Results Ninety-one consecutive superficial parotidectomies listed for day case surgery were eligible for inclusion. Seventeen 
patients failed to be discharged on the same day and were admitted giving a day case success rate of 81%. Most of these 
(n = 9) occurred in the first year of adopting day case surgery. The most common reason to admit patients was a late finish 
(n = 8, 47%). Six patients (25%) were admitted due to anaesthetic complications. One patient had a surgical complication 
requiring admission.
Conclusion Our series demonstrates that day case superficial parotidectomy using a surgical drain is feasible, safe and does 
not result in an unacceptable readmission rate. In our experience, surgical complications are an uncommon cause for day 
case failure. The most common cause for day case failure was a late finish. Postoperative complications including bleeding, 
seroma/salivary collection and facial nerve palsy were in keeping with or better than those quoted in the literature.
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Introduction

It is the practice of most Head and Neck units in the UK 
to perform superficial parotidectomy as an inpatient pro-
cedure, generally with the use of a surgical drain and an 
inpatient stay of 1–2 days [1]. There is a longstanding trend 
for surgeons to increase the number of procedures per-
formed as day case or outpatient, whilst maintaining the 
highest standards of patient safety and good outcomes [2]. 
The operational difficulties and service pressures faced by 

the NHS in recent times are well documented. In the Winter 
of 2017–2018, NHS England recommended that all elec-
tive surgery be cancelled for the month of January to free 
up bed capacity for emergency admissions [3]. These pres-
sures have been amplified by the worldwide Coronavirus 
pandemic which has reduced inpatient capacity and led to 
thousands of cancelled procedures. NHS waiting times are at 
record highs [4]. Superficial parotidectomies are especially 
at risk of cancellation on the day of surgery as they are gen-
erally listed outside of cancer pathways; approximately 80% 
of all parotid lumps are benign [5]. In our unit in 2015, 1 in 
5 superficial parotidectomies were cancelled on the day of 
surgery due to bed shortages.

On-the-day cancellations negatively impact on patient 
experience, outcomes and hospital flow [6]. When coupled 
with diagnostic uncertainty, the risk of malignant transfor-
mation over time, and patient preference, there is a clear 
need to evaluate the feasibility of day case superficial paro-
tidectomy in the UK. We present 4 years of experience of 
performing day case superficial parotidectomies in a UK 
district general hospital.
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Background

Day case superficial parotidectomy has been described in the 
literature for over 25 years with Steckler et al. (Texas, USA) 
publishing their series of 56 outpatient parotidectomies in 
1991 [7]. However, there is a paucity of data from the UK 
and this is reflected in a recent meta-analysis comparing 
day case vs inpatient parotidectomy in which no UK studies 
were deemed appropriate for inclusion [8]. We present the 
experience of a Head and Neck surgeon in the South West 
of England, whose practice is to perform superficial parot-
idectomy as a day case procedure in patients preoperatively 
assessed as appropriate for day case surgery.

Objectives

1. What was the rate of same day discharges?
2. What were the causes for failure of same day discharge?
3. What were the complications?
4. What was the readmission rate?

Materials and methods

Following registration and approval by our local Clinical 
Effectiveness and Quality Improvement department, we 
performed a retrospective service evaluation by review-
ing the electronic patient record (EPR) of all patients who 
underwent a superficial parotidectomy under the care of the 
senior author between January 2016 and December 2019 
inclusively. January 2016 represents the date from which 
the senior author changed practice to performing day case 
superficial parotidectomy. The study was stopped prior to the 
period of significant disruption to elective surgery caused 
by the Coronavirus pandemic. Patients were identified from 
handwritten theatre logbooks, and correlated with electronic 
theatre logbooks and handwritten theatre booking diaries. 
This identified 121 patients. Patients were excluded if they 
were planned as an inpatient for surgical reasons (i.e. if they 
were undergoing a neck dissection, lymph node sampling, or 
radical parotidectomy). Patients who were pre-assessed as 
not appropriate for day case surgery (due to comorbidities 
or social circumstances) were excluded. This left a total of 
91 patients eligible for inclusion (Fig. 1).

The time stamped “care episode” section of the EPR 
was subsequently interrogated to ensure the date of dis-
charge and the date of admission were the same. This was 
corroborated by reviewing the electronic discharge sum-
mary. If the patient had not been successfully discharged 
the same day, their physical case notes including opera-
tive record, anaesthetic record, clinical notes and nursing 

notes were then analysed to identify the cause for day case 
failure. All patients had their EPR scrutinised for the fol-
lowing: Emergency Department attendances, GP attend-
ances, ENT treatment room attendances and if available, 
their follow-up ENT clinic letter. Documentation from the 
above was used to identify postoperative complications 
and re-admission to hospital. Strengthening The Report-
ing of Observational Studies in Epidemiology (STROBE) 
reporting guidelines were followed [9].

Superficial partial parotidectomy is the method typi-
cally employed by our department. A modified Blair inci-
sion is planned with a skin marker and local anaesthetic 
infiltration is performed with 10ml of 0.5% bupivacaine 
with 1 in 200,000 adrenaline (25 mg of bupivacaine and 
0.05 mg of adrenaline). The Inomed C2™ (Inomed Medz-
intechnik GmbH, Emmendingen, Germany) four-channel 
facial nerve monitor is employed. The skin flap is raised 
and the trunk of the facial nerve is identified. The nerve 
branches are typically followed in an antegrade fashion to 
excise the lesion with a cuff of normal parotid where pos-
sible. Harmonic Scalpel™ (Ethicon Inc., Somerville, New 
Jersey) is used for mobilising and dissecting the parotid. 
A 10Fr Blakes suction drain is placed underneath the 
superficial musculoaponeurotic (SMAS) layer. Closure is 
performed with 3-0 Vicryl Rapide™ (Ethicon Inc., Somer-
ville, New Jersey) to the SMAS layer and 4-0 Monocryl™ 
(Ethicon Inc., Somerville, New Jersey) to skin. No dress-
ings are used, and chloramphenicol ointment is applied to 
the wound twice a day until the tube runs out. The drain 
is removed at 4-h post-op if the output is less than 30ml. 
Patients are discharged if they meet the Hospital’s stand-
ard day case discharge criteria (Appendix A) and follow-
ing review by the surgical team. All patients receive a 
detailed discharge summary with information (Appendix 

121 superficial 
paro�dectomies Jan 2016 -

Jan 2019

91 pa�ents eligible for 
analysis

13 pa�ents were listed for 
inpa�ent admission for surgical 

reasons 

17 pa�ents failed pre 
opera�ve assessment for day 

case surgery for 
anaesthe�c/social reasons

Fig. 1  Flow chart to demonstrate patient selection
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B) regarding their postoperative recovery and actions to 
take in the event of complications.

Results

Ninety-one consecutive superficial parotidectomies listed 
for day case surgery were eligible for inclusion. Seventeen 
patients failed to be discharged on the same day and were 
admitted. Table 1 documents the causes identified for day 
case failure in these 17 patients.

An overall day case success rate of 81% was observed. 
Progressive yearly improvement was also noted (Fig. 2), 
ranging from 63% in year one to 95% in year four of the 
analysis period.

Of the 17 patients who failed to be managed as day cases, 
2 patients were readmitted within 30 days of their proce-
dure. Both were for postoperative wound infections requiring 
IV antibiotics and in one case, incision and drainage of an 
abscess. One failed same day discharge due to a late finish 
and the other because of anaesthetic complications. There 
were no readmissions from the group of patients who were 

successfully managed as day cases. Surgical complications 
for all patients are summarised in Table 2. We have sub-
classified wound infection in those diagnosed and managed 
by GPs and those that required ENT input.

Discussion

We report an overall day case success rate of 81% with 
year on year improvement (Fig.  2.), ranging from 63% 
in the first year to 95% in the fourth year since day case 
parotidectomy was introduced. Success rates quoted in the 
literature range from 47—95.8% [10, 11]. Large data sets 
for other procedures converted to day case in recent times 
report similar rates; thyroid lobectomy (80%), laparoscopic 
cholecystectomy (75.8%) and laparoscopic fundoplication 
(81.6%) [12–14]. The majority (53%) of our day case fail-
ures occurred within a year of changing practice to a day 
case model. As with all changes in practice, there is often a 
time lag before optimal performance is achieved [15].

Table 1  Causes for failure of 
same day discharge

a Defined as finishing after 17:30 and no other obvious cause documented for admission
b Social issues not picked up at pre-assessment e.g. patient did not have a competent adult at home with 
them for 24 h following their operation

Cause for day case failure Number of patients (total = 17)

Late  finisha 8 (47%)
Anaesthetic 6 (35%)

Two developed urinary retention requiring catheterization
Four with cardiorespiratory instability intraoperatively or in recovery

Inappropriate for day  caseb 2 (12%)
Two patients with inadequate home support

Surgical 1 (6%)
One patient with a CN VII palsy and pharmacy unable to provide 

appropriate eye drops, therefore admitted
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Fig. 2  Day case success rate by year 2016—2019 inclusive

Table 2  Surgical complications for all patients

a Percentages quoted represent that complication as a proportion of 
the whole cohort (91 patients)
b The vast majority of authors do not differentiate between these com-
plications as they are generally managed in the same manner[7]

Complication Number 
of patients 
(n = 27)a

Postoperative wound infections managed by GPs 8 (9%)
Postoperative wound infections managed by ENT 3 (3%)
Transient facial nerve palsy resolved at follow-up 9 (10%)
Facial nerve palsy not resolved at time of follow-up 1 (1%)
Seroma/sialocele/salivary  fistulab 3 (3%)
Frey’s Syndrome 2 (2%)
Chronic pain 1 (1%)
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The most common cause that we identified for day case 
failure was a late finish. Our day case surgery and recovery 
unit closes at 22:00. As a consequence, any case which fin-
ished after 17:30 with our standard postoperative instruc-
tions would require their drain to be assessed for removal 
after the day case unit closed. In this scenario, the day case 
staff arrange for the patient to be admitted to an inpatient 
ward. It is difficult to interpret the exact sequence of events 
from retrospective analysis of patients’ notes. However, 
anecdotally, it would seem that the impetus for same day 
discharge rapidly diminishes once a patient reaches an inpa-
tient bed. This is likely due to the work load of nursing staff 
and the social norm to avoid discharging patients late in the 
evening.

In our experience, excessive drain output or excessive 
bleeding in the 4-h period following surgery is not a com-
mon occurrence. No patients required admission for exces-
sive drain output. This would raise the question as to whether 
our patients experienced problems later in their postopera-
tive course due to haematoma or seroma/salivary collection/
fistula or infection. We report a collection rate of 3% which 
is in keeping with the rates quoted in the literature, as shown 
in Table 3. As with many authors, it is not our practice to 
send any non-purulent aspirate fluid from collections for 
amylase, hence “collection” encompasses sialocele/salivary 
fistula as well as seroma [8]. Our cumulative postoperative 
wound infection rate is higher (12%) than other data sets. 
However, as highlighted in Table 2, the majority of these (8 
out of 11) were diagnosed and managed in primary care by 
GPs. This high incidence of GP diagnosed infections may 
explain our slightly higher rate, given that mild erythema 
and swelling caused by normal wound healing can be mis-
diagnosed as infection. Equally, seroma/salivary collection/
salivary fistula can present in similar ways to wound infec-
tion. Consequently, it may be that our true postoperative 
collection rate is slightly higher, and our surgical site infec-
tion rate slightly lower than quoted. The three remaining 
wound infections required ENT input, with two requiring 
re-admission as discussed later.

Despite our low rate of postoperative collection, some 
may argue that the time interval of 4 h between operation 
and removal of drain (if the output is less than 30 ml) is 
too short. There is little definitive evidence regarding drain 
removal timing, and practice varies widely. Mofle et al. per-
haps provide the best evidence and report a median total 
drainage of 35ml in their series of 96 superficial parotidecto-
mies [16]. Equally, some authors advocate a drainless parot-
idectomy as a method to promote day case success, generally 
using tissue sealant or topical haemostatic agent [1]. Our 
feeling is that if bleeding is going to occur, it is likely to 
occur within the first 4 h following surgery. We see the func-
tion of the suction drain as twofold; to alert us to bleeding 
and to encourage the skin flap to adhere to the deeper tissues. Ta
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Other complications such as facial nerve weakness, both 
temporary and permanent, is in line with the literature [17, 
18]. Frey’s Syndrome is an uncommon complication and we 
report two cases. Two patients (2%) were readmitted for sur-
gical site infections. Both required IV antibiotics, with one 
patient requiring incision and drainage of an abscess under 
local anaesthetic. Both patients had comorbidities predispos-
ing them to wound infections (type 2 diabetes and obesity) and 
were from the group that failed same day discharge. Siddiqui 
et al. quote a readmission rate of 1.3% [19]. For comparison 
with other Head and Neck day case procedures, the readmis-
sion rates quoted from studies used in the American Thyroid 
Association statement supporting outpatient thyroidectomy 
ranges 0–3.9% [20].

A health economics analysis is beyond the scope of this 
study; however, the UK National tariff payment system 
estimates the cost of an inpatient bed on a surgical ward in 
2018–2019 to be £241/night [23]. Over the course of 4 years, 
this would represent a total saving of £17,834 based on bed 
costs alone. This is before even considering more efficient 
theatre utilisation and flow of admissions through the wider 
hospital. If we extrapolate our 2015 cancellation rate of 20% 
for inpatient parotidectomy, we have prevented 18 patients 
from having their operation cancelled on the day of surgery. 
Patient centred benefits for day case surgery include allowing 
recovery in a familiar environment, less separation from fam-
ily, greater convenience for workers or patients with childcare 
commitments and reduced risk of hospital acquired infections 
[24]. All of these factors are more pertinent in the context of 
the worldwide Coronavirus pandemic.

Conclusions

The most significant barrier to successful day case discharges 
is a late finish and the subsequent difficulties in discharging 
patients from inpatient wards late at night. Surgical problems 
such as excessive bleeding or drain output were uncommon 
causes for day case failure. Our series would appear to have a 
higher rate of postoperative infections; however, this includes 
infections diagnosed by non-ENT clinicians. All other com-
plications including that of postoperative collections were in 
keeping with, or better than those quoted in the literature. Our 
series demonstrates that day case superficial parotidectomy is 
feasible, safe and does not result in excessive re-admission and 
allows patients to benefit from the already established patient 
centred benefits of day case surgery.

Appendix A

Standard hospital day case discharge criteria

Patients are considered as fit for discharge from our day 
case unit if the following criteria have been met.

• Observations are taken on the arrival of the patient to 
the day case ward and then every hour, for 4 h. Obser-
vations need to be within normal limits at 4 h.

• Passed urine
• Tolerate fluids and light diet
• Wound has no significant ooze
• Drain removed as per postoperative instructions

Additionally, patients are asked to confirm that they will 
adhere to the following:

• There is a responsible adult who is able to care for them 
for 24 h following their operation

• Will not drive or ride a bike or motorcycle
• Will not operate machinery or appliances such as cookers
• Will not drink alcohol
• Will not lock the bathroom or lavatory door in case they 

need assistance
• Will drink plenty of fluids and eat a light diet
• Will not make important decisions, sign a cheque or 

other documents

Appendix B

Soluble sutures used so they do not need to be removed. 
If facial weakness develops following surgery, it usually 
settles over a few months, but can take up to 12 months. If 
the weakness persists beyond that, it may be permanent. 
Numbness around the side of the head is normal, it usu-
ally decreases in size to affect only the lower ear over a 
couple of months. Rarely, the wound may break down and 
open up—please contact the ward so that we can arrange 
to see you in this situation. Rarely, there may be signifi-
cant bleeding after surgery. If you develop a progressively 
enlarging swelling that is bigger than a golf ball, please 
contact the ward so we can arrange to see you. The wound 
will usually swell in the first few weeks as it heals.

Apply choloramphenicol ointment twice a day with a 
clean finger until the tube runs out. You should otherwise 
keep the wound dry for the first 4 days, then it should 
be fine to wash gently with soap and warm water. After 
7 days, use BioOil or E45 (or equivalent) to massage the 
wound to reduce the swelling.
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Some patients will have complications following surgery 
such as wound infection, where the wound may become red 
and pus may exude—please see your GP to assess and man-
age this in the first instance—they will contact us if they feel 
we need to take a look at it.

Some may experience a leaky wound—this usually dries 
up over a few months, a dressing can be applied to soak up 
the discharge until it stops. Some may experience a collec-
tion of fluid under the skin which will need to be drawn off 
with a needle, this usually recurs until stopping over the 
course of a few months. Please contact the ward so that we 
can arrange to see you in this situation.

I will contact you with the results of the histology when 
available and arrange any follow-up required thereafter. This 
may just be in the form of a phone conversation.

Ward contact details:
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