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Hear me out: an audit of ventilation
tube surgery wait times in paediatric
patients with recurrent acute otitis
media and/or otitis media with
effusion at Christchurch Hospital

Analise VWang

Abstract

Background

Ventilation tube insertion is a common treatment for recurrent acute
otitis media and otitis media with effusion. Over recent years, the
Christchurch Ear, Nose and Throat (ENT) department has noticed
prolonged ventilation tube surgery wait times.

The aim of this study was to investigate the wait times of children
who received ventilation tubes for recurrent acute otitis media and/
or otitis media with effusion at Christchurch Hospital. The secondary
aims were to investigate ethnicity-based differences in wait times and
provide recommendations for streamlining this pathway.

Materials and Methods

From a ScOPe report of ENT paediatric patients, demographics and
clinical dates were collected for 119 patients who had ventilation tube
surgeries between 2 December 2021 and 22 November 2022.

Results

The median wait time from general practice referral to the day of
surgery was 43.3 weeks. Patients were waiting a median time of 9.8
weeks after general practice referral to be seen in clinic and were
spending 26.3 weeks on the waitlist for ventilation tube surgery. Pacific
patients had the shortest wait times of all ethnicities.

Conclusion

Most patients were reviewed at their first clinic within a reasonable
timeframe, but patients waitlisted for surgery had waited longer than
the recommended timeframes set by the Ministry of Health. Sugges-
tions for improvement include having standardised referral and clinic
pathways, having audiologists and general practitioners waitlist pa-
tients, and reducing the total number of clinics.

Introduction

Otitis media is a common paediatric condition. It frequently affects
young children, who have shorter and more horizontal eustachian
tubes and larger adenoids, which spread infection and impede middle
ear drainage.! Ventilation tubes (VT), or grommets, are a well-recog-
nised surgical treatment for children with recurrent acute otitis media
(rAOM) and persistent otitis media with effusion (OME)." Annually,
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approximately a quarter of New Zealand children aged 0-4 years

are affected by acute otitis media (AOM), with 4% of these children

developing recurrent acute otitis media.>* At some point, around 10%

of all children will experience OME.?

Christchurch Hospital Ear Nose and Throat (ENT) staff have no-
ticed increased paediatric VT surgery wait times in recent years. Rea-
sons are multifactorial, but not helped by the COVID-19 pandemic,
which created constraints in theatre and staffing resources. Increased
wait times could result in worse health outcomes, along with higher
costs to consumers and the healthcare system.*” While there are no
best practice timeframes for inserting VTs, the Ministry of Health has
five “Elective Services Patient Flow Indicators (ESPI)” that measure
whether hospitals/DHBs are achieving performance standards.® Spe-
cifically, ESPI 2 outlines that, “patients should have their first specialist
appointment within 4 months (174 weeks) of referral” and ESPI 5 out-
lines that, “patients given commitment to treatment should be treated
within 4 months (174 weeks)”?

Therefore, an audit was needed to investigate prolonged wait
times and compare them against the two ESPI performance stand-
ards, which could aid future efforts in streamlining the ventilation tube
surgery pathway.

Christchurch Hospital's current VT surgery pathway typically in-
volves the following:

1. Patients present to a general practice (GP).

2. The GP refers the patient to the audiology department or ENT clinic:
Patients are usually referred for an ENT review. They are also re-
ferred for VTs if they have had 26 episodes of AOM in 12 months,
3 months of persistent bilateral OME, 6 months of persistent uni-
lateral OME, or OME with major hearing loss or failed audiometry
and flat tympanogram. If the patient did not meet this criterion,
then the patient was first seen by an audiologist.”?

3. The referral gets accepted and the patient is scheduled for the
clinic, with audiometry/tympanometry testing.

4. If the initial referral was to the audiology department, audiologists
must refer the patient to the ENT clinic for consideration of sur-
gery.

5. The ENT team decide whether VTs are indicated, using evi-
dence-based guidelines.

6. ENT surgeons add patients to the VT waitlist.

Patients attend a pre-admission clinic.

8. Myringotomy and ventilation tube insertion.

~
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McCallum and colleagues have previously highlighted the inequi-
ties of access to ENT clinics and VT surgery for Maori and Pacif-
ic children® Although no official protocol has been established at
Christchurch Hospital, ENT surgeons have aimed to prioritise these
children for clinic assessments and surgeries to promote equitable
health outcomes. No formal investigation has yet been done to assess
the ethnic differences in wait times.

Aim

The aim of this audit was to investigate the wait times of children who
received ventilation tubes for OME and/or rAOM at Christchurch
Hospital over the past year. The secondary aims were to investigate
ethnicity-based differences in wait times and provide a summary of
relevant New Zealand and international initiatives that have improved
patient flow for elective surgeries.

Materials and Methods

A report of ENT paediatric patients booked for “Myringotomy and
ventilation tube insertion [+/- other procedures]” was produced from
ScOPe, a Christchurch Hospital surgery database. Patients who had
received VTs between 2 December 2021 and 22 November 2022
were imported onto an Excel document.

ELIGIBILITY CRITERIA

As Christchurch Hospital considers paediatric patients as those
younger than 16 years old, audit patients were included if they were
<16 years old at the time of VT surgery (with or without adenoton-
sillectomy), had rAOM or OME as the primary indication for surgery,
and had gone through the public system, including outsourcing of sur-
gery to private hospitals.

Patients were excluded if they saw ENT surgeons in private prac-
tice before being waitlisted for public surgery or if there was inade-
quate information on Health Connect South. Those booked for “my-
ringotomy and ventilation tube insertion [+/- other procedures]” but
did not ultimately receive ventilation tubes in theatre were excluded.
Those who were still awaiting surgery as of 22 November 2022 were
excluded as well.

DEFINITION AND TERMINOLOGY

For the purposes of this study, rAOM was defined as 23 episodes of
acute otitis media (acute infection and inflammation of the middle ear)
within six months, or 24 episodes within 12 months.? Otitis media
with effusion was defined as the presence of effusion in the middle ear
without an acute ear infection.? Pre-admission clinics were defined
as clinics attended by the patient and family near the operation date.
In these clinics, they met an ENT surgeon, repeated audiometry and
tympanometry tests and their symptoms were re-reviewed to identi-
fy instances where surgery may no longer be required. If surgery was
still indicated, the procedure was discussed and peri-operative plans
were made.

DATA EXTRACTION

Each NHI was manually searched on Health Connect South. The fol-
lowing were collated: ethnicity; date of birth, date of being waitlisted;
date of preadmission clinic; date of operation; number of clinics and
audiometry/tympanometry performed; surgical indication; proce-
dures done; and history of previous VTs. Eligibility was assessed simul-
taneously. Christchurch Hospital's research team provided approval
for this audit and a Health and Disability Ethics Committee “out of
scope form was signed off.

STATISTICAL ANALYSIS

Microsoft Excel was used for data analysis. Excel formulas were used
to calculate the difference in weeks between two dates (i.e., referral
to the pre-admission clinic and referral to waitlist), as well as the
mean, median, minimum, and maximum ranges. Due to the skewed
distribution of data and the small sample size, data were reported as
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medians, with minimum and maximum ranges.

To examine the relationship between ethnicities (i.e., Pacific and
NZ European, Maori and NZ European) and whether they met ESPI
standard performances of less than 4 months, the chi-square test of
independence was used to determine statistical significance (p-value
<0.05). This was also used to compare patients first referred to ENT
with those first referred to audiology against the ESPI standards.

Results

AUDIT PATIENT SELECTION

During the time period between 2 December 2021 and 22 November
2022, 145 paediatric patients were booked for “Myringotomy with
Ventilation Tube Insertion”. After the exclusion criteria were applied,
119 patients were selected for analysis.

AUDIT POPULATION CHARACTERISTICS

Between 2 December 2021 and 22 November 2022, the median age
of children at the time of GP referral was 2.8 years (01-15.1 years),
while the median age of children at the time of VT surgery was 3.7
years (range 0.6-15.5 years). Of the 119 patients, over half were NZ Eu-
ropean, while Maori and Pacific children only made up 32% of patients
who received surgery. The rest were children from other ethnicities.
81 patients were initially referred to ENT, while 38 patients were ini-
tially referred to audiology (Table 1).

Table 1: Demographic characteristics of paediatric patients receiving myringoto-
my and ventilation tube insertion surgery at Christchurch Hospital between 02
December 2021 and 22 November 2022.
Patient total n (%) 119 (100%)
Ethnicity n (%)

European 68 (57%)
Maori 32 (27%)
Pacific 6 (5%)
Other* 13 (11%)
Referral pathway n (%)

ENT clinic 81 (68%)
Audiology department 38 (32%)
Received ventilation tubes previously n (%)

Yes 32 (27%)
No 87 (73%)
Age at the time of GP referral in years

Median (range) 2.8 (0.1 -15.1)
Age at the time of ventilation tube surgery in years

Median (range) 3.7 (0.6 —15.5)

@ Other ethnicities: Asian, Southeast Asian, Indian, Fijian Indian, Latin American/
Hispanic, African.

In terms of operative details, there were 82 (69%) bilateral VT sur-
geries, 33 (28%) bilateral VT with adenotonsillectomies, two unilateral
VT surgeries, and two bilateral VTs and inferior turbinate reduction
surgeries. OME was the most common indication for surgery (61%),
followed by rAOM (20%), and a combination of OME/FAOM (19%)
(Table 2).

Prior to their surgery, the majority (74%) of patients attended two
or three clinics, including a pre-admission clinic (range 1-8 clinics), and
74% of patients had two or three audiometry tests (range 1-5 tests)
(Table 2).

OVERALL WAIT TIME FROM GP REFERRAL TO THE DAY OF VT
SURGERY
For all 119 patients, the median wait time between the initial GP re-
ferral and the day of ventilation tube surgery was 43.3 weeks (Table
3). The longest wait time was 1 year 11 months in a Trisomy 21 patient
with a complex presentation of recurrent OME. The shortest dura-
tion was 1 month and 22 days in a mastoiditis patient.

Patients referred to the ENT clinic first had a median wait time of
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Table 2: Surgery details of paediatric patients receiving myringotomy and ven-
tilation tube insertion surgery at Christchurch Hospital between 02 December
2021 and 22 November 2022.
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Table 3: Wait times (in weeks) of paediatric patients receiving myringotomy and
ventilation tube insertion surgery at Christchurch Hospital between 02 Decem-
ber 2021 and 22 November 2022.

Total n (%) Median age in  Age range in years Overall Referral to ENT  Referral to audiology
years (at VT (at VT insertion) (n=199) clinic initially dept initially
insertion) (n=81) (n=38)

Number of clinics attended between referral and VT surgery (incl. ENT, Time from initial referral to the day of ventilation tube surgery (weeks):
audiology & pre-admission clinics): Median 434 42.3 48.1
One 8 (7%) 43 1.0-129 Range 76 -101.0 7.6 —937 177 -101.0
Two 52 (44%) 44 0.6-155 Time from initial referral to first clinic assessment at Christchurch Hospital
Three 36 (30%) 4.7 0.6 -11.0 (regardless of ENT or audiology referral) (weeks):
Four or more 23 (19%) 5.0 1.3-10.2 Median 9.8 n/a n/a
Number of audiometry/tympanometry performed between GP referral Range 17-319 n/a n/a

and VT surgery:

Time from initial referral to first ENT clinic assessment (weeks):

One 24 (20%) 54 1.2-155 Median 12.0 10.0 15.6
Two 70 (59%) 4.1 0.6 —12.3 Range 1.86 — 45.14 19-319 2.6 —45.1
Three 18 (15%) 4.0 14-11.0 Time from initial referral to first audiology clinic assessment (weeks):
Four or more 7 (6%) 5.3 1.3-10.2 Median n/a n/a 8.1
Attended preadmission clinic: Range n/a n/a 1.7 -23.6
Yes 110 (92%) 4.5 0.6—-155 Time from referral to being waitlisted for surgery (weeks):
No 9 (8%) 39 1.0-129 Median 15.0 1.9 20.0
Indication for surgery: Range 2.0-577 2.0-577 2.6 —45.1
OME 73 (61%) 52 0.6-155 Time from being waitlisted for surgery, to the day of VT surgery (weeks):
rAOM 24 (20%) 21 0.6-50 Median 263 26.1 263
OME + RAOM 22 (19%) 3.8 1.2-121 Range 0.1-90.3 01-827 2.0-903
Procedure:
Bilateral ventilation 82 (69%) 4.3 0.6-155 Table 4: Ethnicity-specific wait times of paediatric patients receiving myringoto-
tubes only my and ventilation tube insertion surgery at Christchurch Hospital between 02
Bilateral ventilation 33 (28%) 4.6 14-11.0 December 2021 and 22 November 2022.
tubes + adeno-
tonsillectomy Maori Pacific European Other @
Other ° 4 (3%) 6.5 2.7-100 (n=32) (n=6) (n=68) (n=13)
@ Other Procedures: Unilateral VTs, Bilateral VTs with inferior turbinate reduction. Time from initial referral to the day of VT surgery (weeks):
Median 44.8 284 437 434
42.3 weeks (range 7.6-93.7 weeks), which was shorter than the median ~ Range 76-101.0 11.3-584 120-937 17.0-696
wait time of 481 weeks (range 17.7-101 weeks) for those referred to  Time from initial referral to first clinic assessment (weeks):
audiology first (Table 3). In fact, three-quarters of all ENT patients  Median 8.1 94 10.5 9.0
had a shorter wait than over half of all audiology patients. Range 20-319 8.0-12.57 1.7 =25 41-251
Time from referral to being waitlisted for surgery (weeks):
WAIT TIME FROM GP REFERRAL TO FIRST ENT OR AUDIOLOGY Median 139 13.8 15.6 1.0
CLINIC ASSESSMENT Range 2.3-50.6 8.1 331 2.0-451 41-577

The median wait time for all 119 patients was 9.8 weeks (range 1.7-31.9
weeks) between GP referral and first clinic assessment.

For those referred to ENT initially, the median wait time to the
first clinic was 10 weeks (range 19-319 weeks) (Table 3). In contrast,
for those referred to the audiology department initially, the median
wait time to their first clinic was 81 weeks (range 1.7-23.6 weeks)
(Table 3).

TIME FROM WAITLIST ENTRY TO THE DAY OF VT SURGERY

The median wait time was 26.3 weeks (range 01-90.3 weeks) for all
119 patients (Table 3). There was no clear difference between the
median wait times of audiology-referred patients (26.3 weeks) and
ENT-referred patients (26.1 weeks) (Table 3).

WAIT TIMES FROM DIFFERENT ETHNICITIES

NZ European children made up 68 (57%) of patients, while 32 (27%)
were Maori, six (5%) were Pacific, and 13 (11%) were of other ethnic-
ities (Table 1).

From initial GP referral to the day of VT surgery, Pacific patients
had the shortest median wait time of 284 weeks (range 11.3-84
weeks), while Maori patients had the longest median wait time of
44.8 weeks (range 7.6-101 weeks). NZ European patients had similar
median wait times of 43.7 weeks (range 12-93.7 weeks), and patients
of other ethnicities had a median of 43.4 weeks (range 17—-69.6 weeks)
(Table 4).

Time from being waitlisted for surgery, to the day of VT surgery (weeks):
Median 257 129 267 31.7

Range 29-903 20-263 01-827 21-549
@ Other ethnicities: Asian, Southeast Asian, Indian, Fijian Indian, Latin American/

Hispanic, African.

Similar trends were seen when looking at the time from when the
patients were waitlisted to the day of surgery. Pacific patients had the
shortest median wait time of 12.9 weeks, while Maori (25.7 weeks),
NZ European (26.7 weeks) and other ethnicities had longer median
wait times (31.7 weeks) (Table 4).

ESPI PERFORMANCE STANDARDS: OVERALL, ETHNICITIES, AND
DEPARTMENT GPS REFERRED TO (TABLE 5)

According to the ESPI performance standards, referred patients
should be seen within 4 months (174 weeks)8? Overall, 99 patients
(83%) were seen in clinic within this timeframe. Over 80% of audiol-
ogy and ENT referral patients achieved this performance standard.
All Pacific patients, 88% of Maori patients, and 72% of NZ European
patients also achieved this standard, and no statistically significant dif-
ference was found between these groups (Table 5).

Additionally, ESPI performance standards expect patients given a
commitment to treatment should be treated within 4 months (174
weeks). In total, there were 89 patients (75%) waiting longer than
this timeframe on the VT waitlist. When comparing patients referred
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Table 5: Comparison of paediatric patient wait times for ventilation tube surgery at Christchurch Hospital (by referral pathway and ethnicity), against ESPI Perfor-

mance Standards.

ESPI 2: Time from initial referral to first clinic assessment.

ESPI 5: Time from being waitlisted for surgery, to the day of

VT surgery.
<4 months >4 months p-value <4 months >4 months p-value
(if applicable) (if applicable)

Overall (n=119) 99 (83%) 20 (17%) n/a 30 (25%) 89 (75%) n/a
Referral pathway
Audiology department (n= 81) 29 (88%) 4 (12%) p=0.33 7 (21%) 26 (79%) p=0.51
ENT clinic (n=38) 65 (81%) 16 (19%) 22 (27%) 59 (73%)
Ethnicity
European (n=68) 53 (78%) 15 (22%) n/a 14 (21%) 54 (79%) n/a
Maori (n=32) 28 (88%) 4 (12%) p=026° 9 (28%) 23 (72%) p=04°
Pacific (n=6) 6 (100%) 0 (0%) Could not calculate 4 (67%) 2 (33%) p=0.012 ¢

@ compared to European data.
p values determined by the Chi-squared test of independence.

from audiology and ENT, 79% and 73%, respectively, were waiting
longer than 4 months on the waitlist (p=0.51). Around one-third of
Pacific children spent over 4 months on the waitlist, compared to
79% of NZ European children, and this difference was statistically
significant (p=0.012). A slightly lower percentage of Maori children
(72%) spent more than 4 months on the VT waitlist compared to NZ
European children (79%) (p =0.40).

HISTORY OF SYMPTOMS THAT NECESSITATED ENT/AUDIOLOGY
REFERRAL

Symptom severity or duration could not be formally quantified, due
to widely variable information in referral/clinic letters. Most children
seemed to have at least one episode of rAOM per month, or OME
lasting three to six months, which were largely consistent with Health
Pathway’s Non-Acute ORL Referral Guidelines” Children commonly
had rAOM and/or OME episodes recurring over one year. Few chil-
dren had four to six courses of antibiotics prescribed over one year.
Other common referral reasons included failed B4 School checks (a
free health and development check-up for four-year-olds), failed new-
born hearing tests, hearing impairment and speech delay, (typically
associated with OME).

Discussion

This audit investigated the wait times of patients referred for VT sur-
geries. Overall, patients were waiting a median of 434 weeks from
GP referral to their VT surgery. Three-quarters of patients were
waiting longer than the ESPI performance standard of 4 months on
the VT waitlist.

Prolonged wait times for VT surgery pose multifactorial risks
to children and whanau. Physical risks include hearing loss, speech
and language delay, otorrhoea, perforation, and mastoiditis." While
Cochrane reviews have shown low-quality evidence of surgical bene-
fits at six months and no significant differences at 12 months between
those receiving VT surgery for OME/FAOM and those who did not,
the social and developmental implications remain as key drivers for
early intervention for many ENT surgeons*¢’"> Extended waiting peri-
ods could hinder the return to school, learning, and social connections
for children during critical years. Timely surgery alleviates caregiver
anxiety, reduces GP visits and minimises financial and logistical bur-
dens.® The watch and wait method may be viable for some patients,
but it is difficult for clinicians to predict which patients would benefit
from waiting. Addressing delays in VT service delivery is essential to
improve outcomes and reduce these impacts.

Key delays in the pathway were identified. Firstly, ENT patients
had shorter wait times for surgery than audiology patients from the
day of GP referral, despite audiology patients being seen sooner in
clinics. Audiology referrals took eight weeks longer to be waitlist-
ed for surgery, as these patients typically attended more clinics (an
average of 3.5 clinics) than ENT patients (an average of 2.3 clinics).

Overt rAOM/OME were typically referred to the ENT department,
whereas hearing and speech concerns were referred to audiologists
as per the guidelines from Canterbury Hospital Health Pathways.?"
Audiology patients often had non-specific presentations, such as failed
B4 School checks, failed newborn hearing screens or speech delay,
requiring additional follow-up and a watch-and-wait approach before
being referred to ENT for further clinic assessments to list for surgery.
Once in the ENT pathway, further delays arose from cancellations,
theatre availability, and fluctuating symptoms, necessitating reassess-
ments. Most patients listed for VT insertions had to attend a further
pre-admission clinic before their surgery date. Christchurch patients
typically attended two to three clinics before surgery, with some
requiring up to eight. Minimising clinics and investigations through a
streamlined pathway could reduce healthcare costs and challenges to
patients and whanau 10516

Previous research suggests a higher prevalence of middle ear dis-
ease among Maori and Pacific children.2®” Of note, McCallum and
colleagues® found that Maori and Pacific children aged 0—4 years had
higher rates of acute hospital admissions for otitis media (RR 149
and 1.53, respectively; p<0.05) but lower elective VT surgery rates
(RR 0.89 and 0.74, respectively; p<0.05) compared to NZ European
children, reflecting the impact of socioeconomic factors, healthcare
access barriers, and underdiagnosis.!® Additionally, Maori and Pacific
children aged 5-14 years old were found to have higher acute admis-
sion rates.® Findings from an audit of B4 school checks in Southern
DHB reported Maori and Pacific children were more likely to fail
B4 school checks and were less likely to be assessed by an audiol-
ogist or ENT surgeon compared to NZ European children.?? While
this Christchurch audit did not investigate the rates of OME/FAOM,
failed B4 school checks, or acute hospitalisations, Maori (27%) and
Pacific (5%) children did comprise a smaller proportion undergoing
elective VT surgeries than that of European children (57%) between
December 2021 and November 2022. Further ethnicity-specific re-
search could be done to investigate the inequities, under-diagnoses,
or under-treatment of rAOM/OME that Maori or Pacific children are
likely facing in Christchurch.

At the tertiary level, Christchurch ENT surgeons have prioritised
Maori and Pacific patients for earlier reviews and surgeries, with Pa-
cific children with the shortest wait times of all ethnic groups (Table
4). Maori had slightly shorter wait times than NZ European children,
but the difference (<2 weeks) is unlikely to significantly reduce health
disparities in Christchurch. Public health initiatives at a community and
hospital level are needed to improve diagnosis, referrals, and specialist
access for Maori and Pacific children.

Various models of streamlined pathways and initiatives have im-
proved patient flow for elective surgeries>®2° A Chicago study on
a single visit surgery (SVS) initiative, where children with rAOM at-
tended their first confirmatory ENT consultation on the day of the
elective surgery>*" An England hospital successfully introduced “rapid
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turnover lists” every two months for OME/FAOM.® Bypassing tradi-
tional referrals, such as direct waitlisting of patients for surgery by au-
diologists or GPs, reduced overall wait times significantly, in one case
by 62.5 days*? Within New Zealand, of note, Counties Manukau
DHB gave six GPs with a special interest in ENT extensive training to
diagnose and manage simple ENT conditions, allowing them to place
patients directly on the VT waiting list.?° These initiatives were possi-
ble because of the straightforward diagnostic criteria for rAOM/OME
and the guidelines from “The American Academy of Otolaryngology
and Head and Neck Surgery Foundation’s Clinical Practice Guideline:
Tympanostomy Tubes in Children”!

The ideas inspired by the audit and literature could be considered
by Christchurch Hospital. One approach is to establish a standard
pathway where GPs refer rAOM/OME patients to a single depart-
ment, ensuring consistent clinic assessments. Another option is to ex-
pedite access to VT surgery by allowing hospital audiologists or GPs
with specific ENT training to directly waitlist patients, bypassing an
initial ENT specialist appointment. Alternatively, ENT surgeons could
use GP or audiology referrals to place patients onto surgical waitlists,
with patients attending only a pre-admission clinic. Same day assess-
ments and surgeries could further streamline the process and reduce
hospital visits. Lastly, implementing rapid-turnover VT lists could help
reduce waitlist sizes, while more complex cases continue to follow
traditional referral pathways.

Strengths and Limitations

A key strength of our study is that it is the first audit to our knowl-
edge to examine paediatric VT surgery wait times at Christchurch
Hospital, addressing a clinical question with the potential to improve
service delivery. Notably, the initial findings prompt changes within
the Christchurch ENT department to reduce waitlist times.

However, limitations include small sample sizes, particularly with
Pacific and Maori data, which limited definitive and clinically relevant
inferences on ethnic differences in wait times.

The results of this study were likely subject to selection bias given
that 26 patients were excluded for the following reasons: if they were
referred from a private hospital, if there was inadequate clinical infor-
mation, if their surgery had not taken place by 22 November 2022, or
if their surgery was cancelled. Future audits could investigate reasons
for why cases were postponed or cancelled.

Additionally, this study was not able to capture data on those in
the community who would have met the criteria for VT insertion but
were not referred to audiology/ENT, or did not present to the clinic
despite a community referral.

Conclusion

In conclusion, patients were waiting a median of 2.3 months (9.8
weeks) to be seen in clinic and were spending a median of 6.1 months
(26.3 weeks) on the waitlist for VT surgery. The overall wait time
from GP referral to the day of surgery was 10 months (434 weeks).
Most patients were being reviewed at their first clinic within a reason-
able timeframe, however; patients waitlisted for surgery were waiting
much longer than the ESPI timeframes set by the Ministry of Health.
Ethnicity data showed that Maori patients had similar wait times as
European patients, while Pacific patients had the shortest average
wait times.

Efforts to reduce wait times require input from health stakehold-
ers, such as representatives from ENT and audiology departments,
general practitioners, and Maori and Pacific health providers, with
support from Te Whatu Ora. Services are constrained by resource
allocation and funding. Developing a streamlined approach would not
only allow ENT surgeons to deliver faster care to rAOM/OME pa-
tients but may also free up resources and clinic time for patients with
other ENT conditions.

Issue 38 « December 2024

References

1. Rosenfeld RM, Tunkel DE, Schwartz SR, Anne S, Bishop CE, Chelius DC, et al. Clinical
practice guideline: tympanostomy tubes in children (update). Otolaryngol Head Neck Surg.
2022;166(1_suppl):S1-s55. doi: 10.1177/01945998211065662

2. Bpac. Otitis media: a common childhood illness. Bpac [Internet]. 2022 Apr 14 [cited 22
Dec 27]. Available from: https:/bpac.org.nz/2022/otitis-media.aspx.

3. Teele DW, Klein JO, Rosner B, Greater Boston Otitis Media Study Group. Epidemiology
of otitis media during the first seven years of life in children in greater Boston: a prospective,
cohort study. ] Infect Dis. 1989;160(1):83-94. doi: 10.1093/infdis/160.1.83

4. van Brink J, Gisselsson-Solen M. Quiality of life in Swedish children receiving grommets —
an analysis of pre- and postoperative results based on a national quality register. Int | Pediatr
Otorhinolaryngol. 2019;120:44-50. doi: 10.1016/}.ijpor!.2019.02.009

5. Rosenfeld RM, Hoffman RA, Madell |R, Paradise JL, Feldman HM, Rockette HE. Effect of
early or delayed tympanostomy-tube insertion for persistent otitis media. ~ N Engl ] Med.
2007;345(6):465-6. doi: 10.1056/NEJM200104193441601

6. Venekamp RP, Mick P, Schilder AG, Nunez DA. Grommets (ventilation tubes) for
recurrent acute otitis media in children. Cochrane Database Syst Rev. 2018(5). doi:
101002/14651858.CD012017.pub2

7. Browning GG, Rovers MM, Williamson |, Lous J, Burton MJ. Grommets (ventilation
tubes) for hearing loss associated with otitis media with effusion in children. Cochrane
Database Syst Rev. 2010(10). doi: 10.1002/14651858.CD001801.pub3

8. About elective services patient flow indicators [Internet]. Ministry of Health; 2019 Nov
19 [cited 2022 Dec 28]. Available from: https://www.health.govt.nz/our-work/hospitals-and-
specialist-care/elective-services/elective-services-and-how-dhbs-are-performing/about-
elective-services-patient-flow-indicators

9. Non-acute ORL assessment [Internet]. Christchurch: Canterbury Health Pathways;
2022; [cited 2022 Dec 28]. Available from: https://canterbury.communityhealthpathways.
org/107492.htm

10. McCallum J, Craig L, Whittaker |, Baxter J. Ethnic differences in acute hospitalisations for
otitis media and elective hospitalisations for ventilation tubes in New Zealand children aged
0-14 years. N Z Med J. 2015;128(1416):10-20. PMID: 26117671

11, Kacmarynski DSF, Levine SC, Pearson SE, Maisel RH. Complications of otitis media
before placement of tympanostomy tubes in children. Arch Otolaryngol Head Neck Surg.
2004;130(3):289-92. doi: 10.1001/archotol130.3.289

12. Richards M, Giannoni C. Quality-of-life outcomes after surgical intervention for
otitis media. Arch Otolaryngol Head Neck Surg. 2002;128(7):776-82. doi: 10.1001/
archotol128.7.776

13. Paradise JL, Feldman HM, Campbell TF, Dollaghan CA, Colborn DK, Bernard BS, et al.
Effect of early or delayed insertion of tympanostomy tubes for persistent otitis media on
developmental outcomes at the age of three years. N Engl ] Med. 2001,344(16):1179-87. doi:
10.1056/NEJM200104193441601

14. Child hearing testing [Internet]. Christchurch: Canterbury Health Pathways; 2022; [cited
2022 Dec 29]. Available from: https://canterbury.communityhealthpathways.org/19684.htm

15. Billings KR, Hajduk J, Thompson DM. Single visit evaluation and tympanostomy
tube placement for the treatment of acute otitis media in children. Laryngoscope.
2021,131(12):2823-9. doi: 10.1002/lary.29714

16. Espiner E, Paine SJ, Weston M, Curtis E. Barriers and facilitators for Maori in accessing
hospital services in Aotearoa New Zealand. N Z Med J. 2021;134(1546):47-58. PMID:
34855733

17. Milne R}, Vander Hoorn S. Burden and cost of hospital admissions for vaccine-
preventable paediatric pneumococcal disease and non-typable Haemophilus influenzae
otitis media in New Zealand. Appl Health Econ Health Policy. 2010;8(5):281-300. doi:
10.2165/11535710-000000000-00000

18. Easto R, Shukla R, Rowland C, Williams R. Introducing paediatric grommet “rapid
turnover” lists. A quality improvement project. BMJ Qual Improv Rep. 2016;5(1):u210715.
w4321, doi: 10.1136/bmjquality.u210715.w4321

19. Mclaren O, Toll EC, Easto R, Willis E, Harris S, Rainsbury J. Streamlining grommet
pathways for otitis media with effusion and hearing loss in children: our experience. |
Laryngol Otol. 2018;132(10):881-4. doi: 10.1017/50022215118001603

20. Ministry of Health. Improving the system: meeting the challenge —improving patient
flow for electives. A toolkit for District Health Boards. Wellington; 2012.

21. Billings KR, Hajduk J, Rose A, De Oliveira Jr GS, Suresh SS, Thompson DM. Same-day
evaluation and surgery for otitis media and tympanostomy tube placement: a feasibility
study. Otolaryngol Head Neck Surg. 2016;155(4):663-9. doi: 10.1177/0194599816648310

22. Oliver T, Joice P, Dawe PJ. Audit of the Southern DHB B4 School hearing

screening referral process: is there unmet need? N Z Med J. 2022;135(1564):41-9. doi:
10.26635/6965.5788

23



24

NZMS) The New Zealand Medical Student Journal Issue 38 « December 2024

About the author

> Analise Wang, 2023 MBChB graduate, completed her ALM years at Christchurch Hospi-
tal (University of Otago). She conducted this audit during her Tl surgical run. Analise holds
a keen interest in ENT and public health. Beyond the hospital, she enjoys tennis, piano and
painting.

Acknowledgements

Special thank you to Dr Jonny Stevenson, Dr Melanie Souter, and A/Prof Phil Bird for their
guidance during this audit.

Declarations/funding

The author received no financial support for the research, authorship, and/or publication

of this article. The author declares that they have no conflicts of interest.

Ethical approval/patient consent:

This audit was locally authorised by the Health New Zealand Canterbury Research Office
(RO#23150) and deemed out of scope for HDEC approval.

Correspondence

Analise Wang: analisewang@gmail.com



