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Abstract

In several publicly funded health care systems, including Ontario, Canada, adult tonsillectomies and septoplasties have been
suggested to be removed or “delisted” from the government health insurance plan. Thus, the objective of this study was
to explore patient perspectives regarding out of pocket (OOP) payment for these procedures. An anonymous survey was
administered to patients consented to undergo a tonsillectomy or septoplasty at a community otolaryngology—head and
neck surgery (OHNS) practice. The survey asked patients if they would pay the projected cost for their surgery OOP and the
maximum amount of time they would wait for their surgery. The survey also contained questions on socioeconomic status
and disease severity. Seventy-one patients were included. Overall, 21% of patients were willing to pay OOP for their surgery.
Forty-nine percent of patients reported that the maximum amount of time they would be willing to wait for their surgery
was 2 to 6 months. There was no significant correlation found between any of the demographic variables or disease severity
and willingness to pay OOP for these surgeries. In this study, a small percentage of patients who met the clinical indications
for a tonsillectomy or a septoplasty would pay for their surgery in the event that it was not covered by the government
health insurance plan. These surgeries are common operations and delisting them could potentially decrease the provision
of these services and have a significant impact on Canadian OHNS practices.
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What do we already know about this topic?
There is limited evidence on patient perspectives regarding paying out of pocket for their tonsillectomy or septoplasty in
the event that they are no longer covered by the government health insurance plan.

How does your research contribute to the field?
This study showed that a small percentage of patients who met the clinical indications for a tonsillectomy or a septo-
plasty would pay for their surgery if it was not covered by the government health insurance plan.

What are your research’s implications toward theory, practice, or policy?

Septoplasties and tonsillectomies are common operations performed by otolaryngology—head and neck surgeons and
removing them from the government health insurance plan could lead to a decrease in the provision of these services and
a drastic shift for Canadian OHNS practices.

Introduction care delivery is regulated on a provincial level.! Within

In 1984, the Canadian Health Act was established to pro- every publicly funded health care jurisdiction, judiciously
vide comprehensive, universal, and publicly funded health deciding which services to publicly fund is paramount.
services to the residents of Canada. While the federal gov- The Ontario government reviews all health services to
ernment sets standards of care and provides funding, health assess whether they improve patient outcomes in order to
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determine which health care services they can remove from
the government health insurance plan or “delist.” For exam-
ple, the Ontario government partially delisted services such
as physiotherapy and completely delisted chiropractic ser-
vices.? Within the field of otolaryngology—head and neck
surgery (OHNS), earwax removal has already been delisted
for certain indications.®> It was recently suggested by the
Ontario Medical Association Section on OHNS that adult
tonsillectomies and septoplasties could be considered for
delisting in the upcoming years. Both of these surgeries
have been under consideration for being removed from
other national health care services such as the National
Health Services (NHS) in the United Kingdom (UK).*?
Arguments justifying this decision include the controversy
surrounding both the medical necessity and cost effective-
ness of these surgeries. Despite this, tonsillectomies and
septoplasties are the most common and the third most com-
mon surgeries performed by otolaryngology—head and
neck surgeons, respectively and delisting them could have a
significant impact on the access to these surgeries and
Canadian OHNS practices.®

The most common indications for adult tonsillectomy are
chronic and recurrent tonsillitis.” It is well established that
adult tonsillectomy is a surgery that improves patients’ qual-
ity of life.*!! However, a 2014 Cochrane review concluded
that it is not clear whether tonsillectomy reduces sore throat
events in adult patients.!! Tonsillectomy is also a resource
intensive procedure and is associated with post-operative
pain, dehydration, and hemorrhage. These complications can
occur in up to 20% of adult patients leading to additional
health care expenditures per patient.!>!* Despite this, there
have been several evaluations of the cost effectiveness of ton-
sillectomy that have reported substantial decreases in health
care utilization and work-related absences post-tonsillec-
tomy.%!1%!15 Furthermore, there is scarce and inconclusive evi-
dence on the clinical effectiveness of septoplasty, which is
usually performed for correction of anatomical nasal obstruc-
tion.!® Although some studies have demonstrated improve-
ments in both overall and disease specific quality of life after
septoplasty, there has been conflicting evidence regarding if
straightening the septum provides benefit to patients, and if
so, which patients benefit the most.'*!® Moreover, not all
patients demonstrate improvement after septoplasty as patient
satisfaction rates range from 65% to 80%.!°

Limited evidence exists regarding patient perspectives
about these surgeries being delisted and if patients would pay
out of pocket (OOP) for them in the event that this occurs.
Given the possibility of these common OHNS surgeries being
delisted from the Ontario Health Insurance Plan (OHIP), the
aim of this study is to better understand patient attitudes and
willingness to proceed with surgery despite a potential lack of
financial coverage from the Ontario government.

Methods

An anonymous survey was administered to patients at a com-
munity OHNS practice in Toronto, Ontario between October
2019 to January 2020. The patients included in this study
were those who were consented and scheduled to undergo
either a septoplasty or tonsillectomy by either of 2 practicing
otolaryngology—head and neck surgeons. The survey took
patients approximately 10minutes to complete. Patients
were eligible to participate in the study if they were 18 years
or older, were able to complete survey questions in English,
and able to provide informed consent. This study was
approved by the local institutional review board (REB # 795-
1906-Mis-335). A copy of the survey is included in the
Supplemental Material.

Survey Development

Survey questions addressed basic patient demographic infor-
mation including socioeconomic status, disease severity,
patient expectations from public health care and if patients
would pay OOP for their surgeries. Questions regarding
socioeconomic status (SES) were developed using validated
measures of SES including income, education, and employ-
ment status.?*?! Questions regarding patients’ views on what
types of treatments should be funded by OHIP and their
views on wait times in a publicly funded system were also
included. They were asked to indicate their level of agree-
ment with the statements listed in Figure 1 using a 0-4 (0
meaning strongly disagree and 4 meaning strongly agree)
Likert scale. The rationale behind including patient percep-
tions on OHIP inclusions and views on wait times was to
help interpret the results in context of patients’ overall expec-
tations of the Canadian universal health care system.
Validated self-administered disease severity questionnaires
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Table I. Patient Demographics.

Characteristic

All patients (%) N=71

Septoplasty (%) N=45 Tonsillectomy (%) N=26

Gender

Male 40 (56)
Female 30 (42)
Prefer not to identify I (1.4)
Median age (IQR) 31 (24-37)
Highest level of education

Did not complete post-secondary education 29 (41)
Completed post-secondary education 42 (59)
Income

<$25000 15 (21)
$25000-49 999 9 (13)
$50000-74999 13 (18)
$75000-99 999 6 (8.5)
$100000-149999 5(7.0)
>$150000 14 (20)
Did not report 9 (13)
Employment status

Working full time 35 (49)
Working part time 15 (21)
Unemployed 21 (30)

30 (67) 10 (38)
15 (33) 5 (58)
0(0) | 3.8)
34 (28-51) 26 (20-28)
18 (40) 1l (42)
27 (60) 15 (58)
10 (22) 5(19)
4(89) 5(19)
9 (20) 4(15)
3 (6.7) 3(12)
5(11) 0 (0)
8 (18) 6 (23)
6 (13) 3(12)
22 (49) 13 (50)
7 (16) 8 (31)
16 (36) 5(19)

IQR =interquartile range.

including the Tonsil and Adenoid Health Status Instrument
(TAHSI) for patients undergoing tonsillectomy and the Nasal
Obstruction Septoplasty Effectiveness (NOSE) score for
patients undergoing septoplasty were used.?>** The TAHSI
consists of 18 items and is scored out of a total of 72, with a
higher score indicating worse disease burden.?? Although the
TAHSI was validated for use in children, this study used a
version of the TAHSI that was adapted for use in adults.?
The NOSE score is a validated tool used to assess nasal
obstruction scored out of 100, with a higher score indicating
worse disease burden.?? The cost of each surgery was esti-
mated from data provided by several Toronto hospitals
including the cost of anesthesia, the hospital fees, the sur-
geon fees, and taxes. Patients were asked if they would be
willing to pay the estimated amount OOP for their surgery
and about the amount of time they would be willing to wait
for their surgery. Construct validity of the survey was ensured
through an iterative process of expert feedback and revision
by 4 attending otolaryngology—head and neck surgeons.

Statistical Analysis

Sociodemographic variables are reported as frequencies
and percentages and continuous variables as medians with
interquartile ranges (IQR). Fisher’s Exact tests were used to
compare proportions and the Mann—Whitney U test was used
to compare medians. All of these tests were conducted using
a two-sided P-value of .05. Data analysis was conducted
with GraphPad Prism (GraphPad Software Inc., CA, US).

Results

Seventy-one patients answered the survey. The response rate
was 99% (71/72). Forty-five patients (63%) were consented
for a septoplasty and 26 (37%) were consented for a tonsil-
lectomy. Table 1 outlines the demographics of this cohort.
Figure 1 outlines patients’ views on types of treatments that
should be funded by OHIP and on wait times using a 0-4
Likert scale.

Overall, 21% (15/71) of patients surveyed indicated they
would pay the projected cost for their surgery ($2500 CAD-
$3000 CAD). There were no significant differences in the
demographic variables between those patients who indicated
they would pay OOP for their surgery and those patients who
did not (Table 2). Among patients who were consented for
tonsillectomy, 23% (6/26) indicated they would pay OOP for
their surgery. Among patients who were consented for septo-
plasty, 20% (9/45) indicated they would pay OOP for their
surgery.

Figure 2 outlines the maximum time patients were will-
ing to wait for their surgeries. Forty-two percent (11/26) of
patients in the tonsillectomy group were willing to wait 2 to
6 months for their surgery. Twelve percent (3/26) of patients
were willing to wait more than 6 months. Fifty-three per-
cent (24/45) of patients were willing to wait 2 to 6 months
for their septoplasty, and 13% (6/45) of patients were will-
ing to wait over 6 months. Sixty percent (9/15) of the
patients who indicated they would pay OOP for either their
septoplasty or tonsillectomy reported they would wait 2 to
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OHIP should cover different treatments for the same
condition and allow patients to choose their preferred
treatment

OHIP should cover treatment of medical emergencies

OHIP should cover treatments that are not life-saving but
improve patients' quality of life

OHIP should cover all life-saving treatment

Having to wait longer than two weeks for treatments that
are not life-saving but improve patients' quality of life is
unacceptable

Waiting lists are an accepted part of an affordable health
care service that is accessible for everyone

Strongly agree W Agree
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Percent of all patients

Disagree ™ Strongly disagree

Figure |. Patient perceptions on OHIP covered treatments and wait times in a public health care system (n=71).

OHIP=0Ontario Health Insurance Plan.

Table 2. Comparison of Demographic Characteristics Between Patients Who Indicated They Would Pay for Their Surgery and Those

Who Did Not.

Willing to Pay OOP (%) N=15  Not willing to pay OOP (%) n=56 P-value
Gender
Male 10 (67) 30 (54) P = .558
Female 5(33) 25 (45)
Prefer not to identify 0 (0) I (1.8)
Median age (IQR) 33 (27-39) 31 (23-37) U=365.5 P=.45
Employment
Employed (full time or part time) 11 (73) 39 (70) P>.99
Unemployed 4 (27) 17 (30)
Income
<$99999 10 (67) 33 (59) P>.99
=$100000 5(33) 14 (25)
Did not disclose 0(0) 9 (16)
Education
Did not complete post-secondary education 3 (20) 26 (46) P=.081
Completed post-secondary education 12 (80) 30 (54)

OOP=out of pocket; IQR =interquartile range.

6months for their surgery. Forty-six percent (26/56) of
patients who were not willing to pay for their surgery
reported they would wait 2 to 6 months for their surgery.
Twenty-seven percent (4/15) of patients who were willing
to pay and 32% (18/56) of patients who were not, reported
that they would wait 2 weeks to 2 months. Thirteen percent

(2/15, 7/56) of patients in both groups reported they would
wait over 6 months.

The median NOSE score for patients who were scheduled
to undergo septoplasty was 75 (IQR 60-85). For patients who
were scheduled to undergo tonsillectomy, the median TAHSI
score was 42 (IQR 33-52). Table 3 displays the median
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60%

50%

Percent of all patients
S
S

Under 2 weeks

m All patients (n=71)

2 weeks to 2 months
Acceptable wait time for surgery

u Tonsillectomy (n=26)

20%
.

2 months to 6 months More than 6 months

u Septoplasty (n=45)

Figure 2. Amount of time patients were willing to wait for their surgery (n=71).

Table 3. Median Disease Severity Scores in Patients Consented for a Septoplasty and Tonsillectomy.

N (%) Median NOSE score (IQR) P-value
Willing to pay OOP 9 (20) 90 (55-100) U=138.5, P=.51
Not willing to pay OOP 36 (80) 75 (65-85)

N (%) Median TAHSI score (IQR)
Willing to pay OOP 6 (23) 47 (27-49) u=60, P>.99
Not willing to pay OOP 20 (77) 40 (36-54)

OOP=out of pocket; IQR =interquartile range; NOSE = nasal obstruction septoplasty effectiveness; TAHSI =tonsil and adenoid health status instrument.

NOSE and TAHSI scores in both patients who indicated they
would pay for their surgery and those who did not. There
were no significant differences found between the median
NOSE scores or median TAHSI scores between the 2 groups
(P=.51, P> .99, respectively).

Discussion

In the present study, only a small proportion of patients
(21%) were willing to pay the projected cost ($2500 CAD-
$3000 CAD) of their surgery in the event that it would no
longer be covered by the government health insurance plan.
This study also found no association between willingness to
pay OOP and any demographic variables or disease sever-
ity. There is limited evidence regarding the impact of del-
isting procedures and how patients perceive having to pay
OOP for their medical procedures, specifically within the
context of OHNS. Thus, this exploratory study represents a

novel approach to understanding if patients would be willing
to pay OOP for these common OHNS surgeries if delisted
from the government health insurance plan.

These results suggest that there may be a decrease in the
number of tonsillectomies and septoplasties performed by
Ontario otolaryngology—head and neck surgeons if they are
delisted. This has been demonstrated in studies assessing
the impact of delisting other services such as routine eye
examinations which led to decreased probability of using
eye care services and decreased use of eye care services
among the socially disadvantaged.?*?® Similarly, after par-
tially delisting community based physical therapy in Ontario,
a study conducted 12 months after the services were delisted
indicated that 12.5% of patients who required physical ther-
apy could not access it because they were underinsured or
uninsured.”’

Ontario is not the only health jurisdiction considering
delisting tonsillectomies as similar suggestions have been
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entertained in the UK.’ However, several studies have dem-
onstrated that adult tonsillectomy performed for adults with
recurrent tonsillitis leads to significant improvement in qual-
ity of life, decreases health care utilization and decreases the
economic burden of tonsillitis.1%?22830 One study demon-
strated that a single episode of tonsillitis costs $385 USD of
which 75% was due to the loss of productivity associated
with the illness.>! Another more recent study demonstrated
that in the 12 months after tonsillectomy there was a mean
decrease in number of weeks on antibiotics by 5.9 weeks,
number of workdays missed because of tonsillitis by 8.7 days,
and physician visits for tonsillitis by 5.3 visits.® This study
found that only 23% of patients consented to undergo a ton-
sillectomy would proceed with the surgery if it was not cov-
ered by OHIP. Thus, delisting these procedures could result
in the decreased provision of these services. This could have a
significant impact on patient morbidity, illness-related work
absence, and could lead to an increase in the number of com-
plications of tonsillitis seen (i.e. peritonsillar abscess). 333

This study also included patients consented for a septo-
plasty as this surgery is also under consideration for being
delisted by the Ontario government. This has also been con-
sidered in other health systems such as the NHS which
added septoplasty to the list of restricted treatments and
procedures.* However, a recent randomized control trial
found that septoplasty was more effective than non-surgi-
cal management for nasal obstruction with the beneficial
effects of surgery lasting at least 24 months.* Prior to this
trial, evidence regarding the effectiveness of septoplasty for
nasal obstruction was inconclusive leaving policy makers
and providers concerned about the effectiveness of this sur-
gery.'%3% Furthermore, there is also recent evidence to sug-
gest that surgical management of nasal obstruction for
patients with severe to extreme anatomical nasal obstruction
is more costly in the short term but is cost effective in the
long term.?® Despite this recent evidence, septoplasty is still
being considered for delisting in Ontario. This study found
that only 20% of patients consented to undergo a septoplasty
would pay out of pocket in the event it was not covered by
OHIP. This number is even more concerning in light of the
aforementioned evidence demonstrating both the clinical
and cost effectiveness of septoplasty for patients with nasal
obstruction.

This study assessed the amount of time patients are will-
ing to wait for their tonsillectomy or septoplasty. This study
found that 49% would be willing to wait 2 to 6 months, with
a slightly lower proportion, 31%, reporting 2weeks to
2months as the maximum amount of time they would wait
for surgery. Even among people willing to pay for their sur-
gery, 60% of patients were willing to wait 2 to 6 months
which was comparable to the 46% in the group that indicated
they were not willing to pay. The current wait time in Ontario
is approximately 2-3 months from the time of decision to the
time of surgery for benign oral cavity surgeries and for nasal
and sinus surgery.® Furthermore, the majority of patients

(68%) in this study agreed or strongly agreed that waiting
lists are an acceptable part of a universal health care system.
Thus, these results demonstrate that most patients had realis-
tic expectations about wait times for surgery and that their
expectations seem to be aligned with the present wait times
for these procedures. This is an important finding as many
speculate that requiring patients to pay OOP for surgeries
will reduce wait times, however, these results suggest that
most patients in this study undergoing septoplasties and ton-
sillectomies are amenable to the current wait times.

As health care provision is increasingly being shaped by
patients’ needs and preferences, there needs to be a larger
consideration for patients’ perspectives when making deci-
sions about which procedures to publicly fund. When assess-
ing patients’ expectations regarding Canada’s universal
health care system, this study found that an overwhelming
majority of the patients included in the study (96%) agreed
that OHIP should cover treatments that are not life-saving
but improve patients’ quality of life. The majority of tonsil-
lectomies and septoplasties are done to improve the quality
of life of patients with recurrent tonsillitis and nasal obstruc-
tion, respectively.”*” Thus, delisting these procedures may
be inconsistent with patients’ values. Furthermore, 79% of
patients in this study agreed or strongly agreed that OHIP
should cover different treatments for the same conditions and
allow patients to choose their preferred treatment option.
This is an important finding as several of the conditions for
which patients undergo septoplasty or tonsillectomy are also
managed with other medical options such as antibiotics for
recurrent tonsillitis. Thus, delisting these procedures may
deprive patients of the option to choose surgery in the man-
agement of their conditions or make this management option
less accessible.

This study has several limitations. This study was intended
to be exploratory in nature and thus, the study may be under-
powered given the small sample size. The present survey was
conducted at a single institution in Toronto, Ontario, limiting
the representation of other patient populations. As such, the
external validity of the results of this study may be limited.
Furthermore, this study is also influenced by the socioeco-
nomic status of the community in which the study was con-
ducted which may impact the population’s willingness to pay
for their surgeries. This study also used an estimated value
for the cost of these surgeries which could vary across differ-
ent institutions. Additionally, this method set a fixed value
for the cost of these surgeries and does not capture the vary-
ing amounts patients would be willing to pay if given a
choice. Thus, at a different cost, more or less patients may be
willing to pay OOP. Furthermore, the willingness to pay may
also differ depending on the indication for surgery and other
comorbidities which were not directly assessed in this study.
Finally, the patients included in this study were those that
were consented for tonsillectomy or septoplasty and thus
may have biased opinions regarding the necessity of
surgeries.
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Conclusion

The findings of this study have important implications for
both patients and practicing otolaryngology—head and neck
surgeons. The aim of this study was to determine if patients
would be willing to pay for their tonsillectomy or septoplasty
in the event they are delisted from the government health
insurance plan. In this small, exploratory study of patients
seen at a community otolaryngology practice in Toronto,
Ontario the majority of patients indicated they would not pay
$2500 CAD to $3000 CAD for their surgery, which is the
projected cost of these surgeries in this region. The results of
this patient perspective study present preliminary evidence
on how delisting these procedures could impact the provi-
sion of these services and Canadian OHNS practices alike.

Authors’ Note

This paper was presented as a poster presentation at the Canadian
Society of Otolaryngology-Head and Neck Surgery Annual Meeting
in 2020.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect
to the research, authorship, and/or publication of this article.

Funding

The author(s) received no financial support for the research, author-
ship, and/or publication of this article.

ORCID iD

Elysia Grose https://orcid.org/0000-0002-3054-3474

Supplemental Material

Supplemental material for this article is available online.

References

1. Legislative Services Branch. Canada health act. Published
December 12, 2017. Accessed August 7, 2020. https://laws-
lois.justice.gc.ca/eng/acts/c-6/page-1.html.

2. Longo M, Grabowski M, Gleberzon B, Chappus J, Jakym C.
Perceived effects of the delisting of chiropractic services from
the Ontario Health Insurance Plan on practice activities: a sur-
vey of chiropractors in Toronto, Ontario. J Can Chiropr Assoc.
2011;55(3):193-203.

3. Appropriateness Working Group Recommendations. Accessed
March 26, 2020. https://news.ontario.ca/mohltc/en/2019/08/
appropriateness-working-group-recommendations.html.

4. van Egmond MMHT, Rovers MM, Hannink G, Hendriks
CTM, van Heerbeek N. Septoplasty with or without concurrent
turbinate surgery versus non-surgical management for nasal
obstruction in adults with a deviated septum: a pragmatic, ran-
domised controlled trial. Lancet. 2019;394(10195):314-321.

5. Silva S, Ouda M, Mathanakumara S, Ridyard E, Morar P.
Tonsillectomy under threat: auditing the indications for per-
forming tonsillectomy. J Laryngol Otol. 2012;126(6):609-611.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Manoukian PD, Robert Wyatt J, Leopold DA, Bass EB. Recent
trends in utilization of procedures in otolaryngology-head and
neck surgery. Laryngoscope. 1997;107(4):472-4717.

Hoddeson EK, Gourin CG. Adult tonsillectomy: current
indications and outcomes. Otolaryngol Head Neck Surg.
2009;140(1):19-22.

Bhattacharyya N, Kepnes LJ. Economic benefit of tonsil-
lectomy in adults with chronic tonsillitis. Ann Otol Rhinol
Laryngol. 2002;111(11):983-988.

Powell HRF, Mehta N, Daly N, Watters GWR. Improved qual-
ity of life in adults undergoing tonsillectomy for recurrent ton-
sillitis. Is adult tonsillectomy really a low priority treatment?
Eur Arch Otorhinolaryngol. 2012;269(12):2581-2584.
Tzelnick S, Hilly O, Vinker S, Bachar G, Mizrachi A. Long-
term outcomes of tonsillectomy for recurrent tonsillitis in
adults. Laryngoscope. 2020;130(2):328-331.

Burton MIJ, Glasziou PP, Chong LY, Venekamp RP.
Tonsillectomy or adenotonsillectomy versus non-surgical
treatment for chronic/recurrent acute tonsillitis. Cochrane
Database Syst Rev. 2009;(1):CD001802.

Windfuhr JP, Chen Y-S. Incidence of post-tonsillectomy hem-
orrhage in children and adults: a study of 4,848 patients. Ear
Nose Throat J. 2002;81(9):626-628.

Stucken EZ, Grunstein E, Haddad J, et al. Factors contribut-
ing to cost in partial versus total tonsillectomy. Laryngoscope.
2013;123(11):2868-2872.

Seshamani M, Vogtmann E, Gatwood J, Gibson TB, Scanlon
D. Prevalence of complications from adult tonsillectomy and
impact on health care expenditures. Otolaryngol Head Neck
Surg. 2014;150(4):574-581.

Fujihara K, Koltai PJ, Hayashi M, Tamura S, Yamanaka N.
Cost-effectiveness of tonsillectomy for recurrent acute tonsil-
litis. Ann Otol Rhinol Laryngol. 2006;115(5):365-369.

van Egmond MMHT, Rovers MM, Tillema AHJ, van Neerbeek
N. Septoplasty for nasal obstruction due to a deviated nasal
septum in adults: a systematic review. Rhinology. 2018;56(3):
195-208.

Cantone E, Ricciardiello F, Oliva F, De Corso E, lengo M.
Septoplasty: is it possible to identify potential “predictors”
of surgical success? Acta Otorhinolaryngol Ital. 2018;38(6):
528-535.

Valsamidis K, Titelis K, Rachovitsas D, Konstantinidis I,
Markou K, Triaridis S. Long-term evaluation of nasal sep-
toplasty followed by inferior turbinate cauterization for the
treatment of nasal obstruction using objective and subjective
methods. Int Arch Otorhinolaryngol. 2018;22(3):284-290.
Gillman GS, Egloff AM, Rivera-Serrano CM. Revision
septoplasty: a prospective disease-specific outcome study.
Laryngoscope. 2014;124(6):1290-1295.

Adler NE, Boyce T, Chesney MA, et al. Socioeconomic sta-
tus and health: the challenge of the gradient. Am Psychol.
1994;49(1):15-24.

Pollack CE, Chideya S, Cubbin C, Williams B, Dekker M,
Braveman P. Should health studies measure wealth? A system-
atic review. Am J Prev Med. 2007;33(3):250-264.

Witsell DL, Orvidas LJ, Stewart MG, et al. Quality of life after
tonsillectomy in adults with recurrent or chronic tonsillitis.
Otolaryngol Head and Neck Surg. 2008;138(1_suppl):S1-S8.
Stewart MG, Witsell DL, Smith TL, Weaver EM, Yueh
B, Hannley MT. Development and validation of the Nasal


https://orcid.org/0000-0002-3054-3474
https://laws-lois.justice.gc.ca/eng/acts/c-6/page-1.html
https://laws-lois.justice.gc.ca/eng/acts/c-6/page-1.html
https://news.ontario.ca/mohltc/en/2019/08/appropriateness-working-group-recommendations.html
https://news.ontario.ca/mohltc/en/2019/08/appropriateness-working-group-recommendations.html

INQUIRY

24.

25.

26.

27.

28.

29.

30.

Obstruction Symptom Evaluation (NOSE) scale. Otolaryngol
Head Neck Surg. 2004;130(2):157-163.

Wang C, Sweetman A. Delisting eye examinations from
public health insurance: empirical evidence from Canada
regarding impacts on patients and providers. Health Policy.
2020;124(5):540-548.

Jin Y-P, Buys YM, Hatch W, Trope GE. De-insurance in
Ontario has reduced use of eye care services by the socially
disadvantaged. Can J Ophthalmol. 2012;47(3):203-210.

Kiran T, Kopp A, Moineddin R, et al. Unintended conse-
quences of delisting routine eye exams on retinopathy screen-
ing for people with diabetes in Ontario, Canada. CMAJ. 2013;
185(3):E167-E173.

Paul J, Park L, Ryter E, et al. Delisting publicly funded com-
munity-based physical therapy services in Ontario, Canada: a
12-month follow-up study of the perceptions of clients and pro-
viders. Physiother Theory Pract. 2008;24(5):329-343.

Chung S-D, Hung S-H, Lin H-C, Chen K-C. Decreased clinic
visits for acute respiratory infections following an adult tonsil-
lectomy: a population-based study. Am J Otolaryngol. 2017,
38(4):488-491.

Senska G, Ellermann S, Ernst S, Lax H, Dost P. Recurrent
tonsillitis in adults: quality of life after tonsillectomy. Dtsch
Arztebl Int. 2010;107(36):622-628.

Egidi G. Recurrent tonsillitis in adults: quality of life after ton-
sillectomy. Not a trivial procedure. Dtsch Arztebl Int. 2010;
107(49):874.

31.

32.

33.

34.

35.

36.

37.

Roos K, Claesson R, Persson U, Odegaard K. The economic
cost of a streptococcal tonsillitis episode. Scand J Prim Health
Care. 1995;13(4):257-260.

Al-Hussaini A, Owens D, Tomkinson, A. Health costs and
consequences: have UK national guidelines had any effect on
tonsillectomy rates and hospital admissions for tonsillitis? Eur
Arch Otorhinolaryngol. 2013;270(6):1959-1965. doi: 10.1007/
s00405-013-2345-z.

Ferguson G, Bell PR, Hall SJ. Increasingly hard to swallow—18
years of changing tonsillectomy practice in Northern Ireland.
Ulster Med J. 2013;82(2):121-125.

Roblin DG, Eccles R. What, if any, is the value of septal sur-
gery? Clin Otolaryngol Allied Sci. 2002;27(2):77-80.

Teti VP, Akdagli S, Most SP. Cost-effectiveness of cortico-
steroid nasal spray vs surgical therapy in patients with severe
to extreme anatomical nasal obstruction. JAMA Facial Plast
Surg. 2016;18(3):165-170.

Ontario Wait Times from Surgery Decision to the Surgery or
Procedure - Health Quality Ontario (HQO). Accessed April
12, 2020. https://www.hqontario.ca/System-Performance/
Wait-Times-for-Surgeries-and-Procedures/Wait-Times-for-
Other-Surgeries-and-Procedures/Time-from-Decision-to-
Having-Surgery-or-Procedure.

Han JK, Stringer SP, Rosenfeld RM, et al. Clinical consen-
sus statement: septoplasty with or without inferior turbi-
nate reduction. Otolaryngol Head Neck Surg. 2015;153(5):
708-720.


https://www.hqontario.ca/System-Performance/Wait-Times-for-Surgeries-and-Procedures/Wait-Times-for-Other-Surgeries-and-Procedures/Time-from-Decision-to-Having-Surgery-or-Procedure
https://www.hqontario.ca/System-Performance/Wait-Times-for-Surgeries-and-Procedures/Wait-Times-for-Other-Surgeries-and-Procedures/Time-from-Decision-to-Having-Surgery-or-Procedure
https://www.hqontario.ca/System-Performance/Wait-Times-for-Surgeries-and-Procedures/Wait-Times-for-Other-Surgeries-and-Procedures/Time-from-Decision-to-Having-Surgery-or-Procedure
https://www.hqontario.ca/System-Performance/Wait-Times-for-Surgeries-and-Procedures/Wait-Times-for-Other-Surgeries-and-Procedures/Time-from-Decision-to-Having-Surgery-or-Procedure

