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Abstract

Objective. This study aimed to estimate the cost-effectiveness of Coblation compared with
cold steel tonsillectomy in adult and paediatric patients in the UK.
Method. Decision analysis was undertaken by combining published clinical outcomes with
resource utilisation estimates derived from a panel of clinicians.
Results. Using a cold steel procedure instead of Coblation is expected to generate an incre-
mental cost of more than £2000 for each additional avoided haemorrhage, and the probability
of cold steel being cost-effective was approximately 0.50. Therefore, the cost-effectiveness of
the two techniques was comparable. When the published clinical outcomes were replaced
with clinicians’ estimates of current practice, Coblation was found to improve outcome for
less cost, and the probability of Coblation being cost-effective was at least 0.70.
Conclusion. A best-case scenario suggests Coblation affords the National Health Service a
cost-effective intervention for tonsillectomy in adult and paediatric patients compared with
cold steel procedures. A worst-case scenario suggests Coblation affords the National Health
Service an equivalent cost-effective intervention for adult and paediatric patients.

Introduction

Tonsillectomy is a common, worldwide ENT surgical procedure.1–3 Post-operative pain is
the most common complication. It can delay a return to normal oral intake, leading to
dehydration and an increased risk of post-operative haemorrhage, which can be life-
threatening.4 Haemorrhage can be classified as either primary (occurring intra-operatively
or within 24 hours post-operatively) or secondary (occurring between 24 hours and 28
days post-operatively). Post-operative haemorrhage rates vary between 0.3 per cent and
10 per cent, probably due to diverse definitions as well as differences in populations.5

Numerous techniques can be used for tonsillectomy, including cold steel dissection
and Coblation™. Although there is no ‘gold standard’ technique, cold steel tonsillectomy
has remained the standard for decades. Coblation, a relatively new technique that surfaced
in the early 2000s, uses radiofrequency ablation to both remove the tonsils and perform
haemostasis.6,7

Within the UK, there are two indications which culminate in elective tonsillectomy.
These are: (1) recurrent acute tonsillitis or its complications in adults or children aged
less than 16 years; and (2) obstructive sleep-disordered breathing in children aged less
than 16 years.8

There have been several articles comparing the use of cold steel with Coblation tonsil-
lectomy;9–18 the majority of these have compared haemorrhage rates and returns to the
operating theatre. Coblation can minimise post-operative pain in the immediate post-
surgical period.19–22

Coblation has been used in the UK for more than a decade. However, its usage was
questioned when the 2003–2004 National Prospective Tonsillectomy Audit reported
that Coblation resulted in double the post-operative haemorrhage rate compared with
cold steel tonsillectomies.6 A more recent audit of post-tonsillectomy complications
showed that post-operative haemorrhage was almost three times higher after Coblation
tonsillectomy than after a cold steel procedure.9

Against this background, this study estimated the costs and consequences of using
either Coblation or cold steel dissection with bipolar diathermy in adult and paediatric
patients undergoing tonsillectomy, from the perspective of the National Health Service
(NHS) in the UK.

Materials and methods

Decision modelling

A decision model depicting the management of patients following a tonsillectomy per-
formed with either a Coblation or cold steel technique was constructed using
Microsoft® Excel software (Figure 1). Separate models were developed for adult and paedi-
atric patients. The model was populated with data obtained from the National Prospective
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Tonsillectomy Audit,6 and estimates of resource use were
obtained from interviews with a sample of ENT surgeons.

Data sources

National Prospective Tonsillectomy Audit
The National Prospective Tonsillectomy Audit was performed
in England and Northern Ireland between July 2003 and
September 2004.6 One of the objectives was to investigate
the occurrence of haemorrhage and other complications in
the first 28 days after tonsillectomy.6 The audit received data
on a total of 40 514 patients; however, consent to participate
in the audit was only given by 33 921 patients. Only 1565 of
these patients (5 per cent) underwent a Coblation procedure.6

A primary haemorrhage was defined as any bleed that led
to delayed hospital discharge, a blood transfusion or a return
to the operating theatre during the initial hospital admission.
A secondary haemorrhage was defined as any bleed that
led to hospital readmission within 28 days of surgery. The
data extracted from the National Prospective Tonsillectomy
Audit and used to populate the decision model are shown in
Table 1. The resulting probabilities from the Audit data

assigned to each branch in the decision models are shown
in Table 3.

Clinician interviews
Eight UK-based ENT surgeons were interviewed with the aim
of identifying patient pathways associated with Coblation and
cold steel tonsillectomies, and the corresponding use of health-
care resources. Interviews were conducted over the telephone
using a structured questionnaire. The interviewees’ replies
were based on their local experience. The interviewees’ esti-
mates of post-operative haemorrhage rates, which were used
to populate the decision models, are shown in Table 2. The
resulting probabilities assigned to each branch in the decision
models are shown in Table 3.

According to the interviewees, patient management com-
prises an initial ENT surgeon visit, the tonsillectomy procedure
and management of any complications. Patients who experi-
ence a primary haemorrhage are either returned to the operat-
ing theatre or managed on the ward, and they may require a
blood transfusion. Tonsillectomies can be performed as a day-
case procedure or among those admitted as hospital in-patients.
Therefore, resource use could include a non-elective or elective

Fig. 1. Decision model showing patients’ pathways following a cold steel or Coblation tonsillectomy.
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hospital admission. After a secondary haemorrhage, patients
would be readmitted and may be returned to the operating
theatre.

Model outputs

The measures of effectiveness in the models were: (1) probabil-
ity of avoiding a haemorrhage; and (2) probability of avoiding
any complication (such as pain, vomiting and fever, in add-
ition to haemorrhage, as outlined in Figure 1).

Unit costs, obtained from NHS tariffs at 2015–2016
prices,23–25 were assigned to the aforementioned estimates of
resource utilisation within the models. This enabled an estima-
tion of the total healthcare cost of managing a patient follow-
ing either a Coblation or cold steel tonsillectomy.

Cost-effectiveness analysis

The relative cost-effectiveness of the two procedures was calcu-
lated as the difference between the expected costs of the
two procedures divided by the difference in effectiveness.
Depending on the measure of effectiveness used, the resulting
analysis generated either the incremental cost for each add-
itional haemorrhage avoided or the incremental cost for each
additional complication avoided. If one of the procedures gen-
erated a better outcome for less cost it was considered to be the
cost-effective (dominant) intervention.

Sensitivity analyses

A sensitivity analysis was performed in which the incremental
cost-effectiveness of the two procedures was re-estimated by
replacing the National Prospective Tonsillectomy Audit
based outcomes in the models with the clinicians’ estimates.
This involved replacing the haemorrhage rates with those
reported by the clinicians during their interviews, based on
the experience in their respective hospitals (Table 3).

Another sensitivity analysis was performed using data from
a meta-analysis by Mösges et al.26 Twenty-four prospective,
randomised controlled studies were included in this
meta-analysis, which systematically analysed data from 796
patients. This analysis reported that 0.8 per cent of adult
patients and 1.0 per cent of paediatric patients who underwent
a Coblation tonsillectomy developed a primary haemorrhage.
The analysis also reported that 6.2 per cent and 2.3 per cent
of adult and paediatric patients, respectively, developed a
secondary haemorrhage following a Coblation tonsillectomy.26

These estimates were used to replace the National Prospective
Tonsillectomy Audit related Coblation data in the decision

models. This enabled the incremental cost-effectiveness of
the two procedures to be re-estimated by comparing cold
steel procedure outcomes obtained from the National
Prospective Tonsillectomy Audit6 with Coblation procedure
outcomes obtained from the meta-analysis.26

In order to evaluate uncertainty within the models, prob-
abilistic sensitivity analyses were performed. This involved
10 000 iterations of the models by simultaneously varying
the different inputs. In order to estimate the random values
of the inputs, the standard deviation was assumed to be 10
per cent around the mean values, and relevant distributions
were assigned to the deterministic values (beta distributions
for probabilities, and gamma distributions for resource use
and costs), allowing the distribution of costs and effectiveness
measures to be estimated. Outputs from these analyses enabled
an estimation of the probability of either procedure being cost-
effective at different willingness-to-pay thresholds.

Three further sensitivity analyses were performed to assess
the impact of changing: (1) the ratio of day cases to hospital
admissions in patients undergoing a Coblation or cold steel
tonsillectomy; (2) the probability of patients undergoing a
Coblation tonsillectomy being managed as a day case; and
(3) the procedural costs of tonsillectomy.

Results

Clinical outcomes and healthcare costs

The expected outcomes and costs following a Coblation or cold
steel tonsillectomy derived from the National Prospective
Tonsillectomy Audit based models are summarised in
Tables 4 and 5, respectively. The primary cost driver in both
groups was the cost of a hospital admission, which accounted
for approximately two-thirds of the total cost. The cost differ-
ence between the two groups was driven by the differences in
procedural costs and the incidence of complications (Table 5).

The procedural costs, which were an average obtained from
different ENT centres, accounted for up to 10 per cent of the
total management costs. The procedural cost for Coblation
included an annual cost for the wand, generator box, infection
control and sterilised instruments divided by the average
annual number of Coblation procedures at a centre. The pro-
cedural cost for cold steel tonsillectomy included an annual
cost for the diathermy generator box, infection control and
sterilised instruments divided by the average annual number
of cold steel procedures at a centre. The difference in proced-
ural costs was £74 (Table 5). If all the elements of the proced-
ural costs are removed except those for the wand and
diathermy generator box, the difference in procedural costs
becomes £70.

Table 1. NPTA data used to populate the decision models

NPTA outcomes Coblation
Cold steel with
bipolar diathermy

Patients who had a primary
haemorrhage

1.0 0.5

Patients who had a secondary
haemorrhage

3.6 2.3

Patients who had a primary
return to theatre

1.1 0.3

Patients who had a secondary
return to theatre

0.7 0.4

Data reflect percentages of patients. NPTA = National Prospective Tonsillectomy Audit

Table 2. Clinicians’ estimates used to populate the decision models

Clinicians’ estimates

Coblation
Cold steel with
bipolar diathermy

Adults Children Adults Children

Patients expected to
have a primary
haemorrhage

0.8 0.8 0.8 0.7

Patients expected to
have a secondary
haemorrhage

2.5 2.9 4.9 3.7

Data reflect percentages of patients
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Cost-effectiveness analysis findings

Outputs from the National Prospective Tonsillectomy Audit
based models showed that use of a cold steel procedure instead
of a Coblation procedure in adults is expected to lead to a cost
increase of £50, and an increase in the probability of avoiding
a haemorrhage and avoiding a complication of 0.02 and 0.03,
respectively. Hence, the incremental cost for each additional
haemorrhage avoided with a cold steel procedure was estimated
to be £2500 per adult patient (Table 6). Similar results were
obtained for paediatric patients with an incremental cost for
each additional haemorrhage avoided with cold steel of £2000
per paediatric patient (Table 6). The incremental cost for each
additional complication avoided with a cold steel procedure
was £1667 per adult patient and £1333 per paediatric patient.

Sensitivity analysis findings

Probabilistic sensitivity analyses highlighted the distribution in
the incremental costs and probabilities of avoiding a haemor-
rhage in both adult and paediatric patients (Figure 2). In this
figure, approximately half of the samples are in the upper right

quadrant. Cost-effectiveness acceptability curves generated
from the probabilistic sensitivity analyses showed that up to
a threshold of £2000, approximately 50 per cent of a cohort
would be cost-effectively treated with a cold steel procedure
for both adult and paediatric patients (Figure 3). In other
words, the probability of cold steel procedures being cost-
effective is comparable to that of Coblation procedures.

Table 3. Pathway probabilities in the decision models

Pathway Complication

Probabilities derived from
NPTA data

Probabilities derived from
clinicians’ estimates

Adults Children Adults Children

Coblation

Primary complications 0.02 0.02 0.02 0.02

Secondary complications 0.05 0.05 0.05 0.05

No complications 0.93 0.93 0.93 0.93

Primary complications

– Primary haemorrhage (return to theatre) 0.44 0.44 0.43 0.43

– Other reasons (return to theatre) 0.04 0.04 0.04 0.04

– Delayed discharge for other reasons <0.01 <0.01 <0.01 <0.01

– No delayed discharge 0.52 0.52 0.53 0.53

Secondary complications (readmission) 1.00 1.00 1.00 1.00

– Secondary haemorrhage (return to theatre) 0.15 0.15 0.03 0.03

– Secondary haemorrhage (managed on ward) 0.62 0.62 0.50 0.50

– Other reasons (managed on ward) 0.23 0.23 0.47 0.47

Cold steel procedure

Primary complications 0.01 0.01 0.02 0.02

Secondary complications 0.03 0.03 0.09 0.07

No complications 0.96 0.96 0.89 0.91

Primary complications

– Primary haemorrhage (return to theatre) 0.15 0.15 0.43 0.43

– Other reasons (return to theatre) 0.22 0.22 0.15 0.15

– Delayed discharge for other reasons <0.01 <0.01 <0.01 <0.01

– No delayed discharge 0.63 0.63 0.42 0.42

Secondary complications (readmission) 1.00 1.00 1.00 1.00

– Secondary haemorrhage (return to theatre) 0.13 0.13 0.02 0.02

– Secondary haemorrhage (managed on ward) 0.64 0.64 0.53 0.53

– Other reasons (managed on ward) 0.23 0.23 0.45 0.45

NPTA = National Prospective Tonsillectomy Audit

Table 4. Expected clinical outcomes from the NPTA-based models

Parameter

Coblation
Cold steel with
bipolar diathermy

Adults Children Adults Children

Probability of
patients expected
to avoid
haemorrhage

0.95 0.95 0.97 0.97

Probability of
patients expected
to avoid
complication

0.93 0.93 0.96 0.96

NPTA = National Prospective Tonsillectomy Audit
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When the National Prospective Tonsillectomy Audit related
outcomes in the models were replaced with haemorrhage rates
reported by the clinicians during their interviews, the analysis
showed that the probability of avoiding a haemorrhage is
expected to increase following a Coblation and decrease
following a cold steel procedure, in both adult and paediatric
patients (Table 6). Additionally, the cost of managing adult
patients with a Coblation procedure is expected to decrease
but remain unchanged for paediatric patients. Conversely,
the cost of managing patients with a cold steel procedure is
expected to increase for both adult and paediatric patients.
Consequently, based on the clinician-derived probabilities of
avoiding a haemorrhage, Coblation was found to be a domin-
ant procedure when compared with cold steel tonsillectomy
because it improved outcomes for less cost (Table 6).

Probabilistic sensitivity analyses using the clinician-based
models (Figure 2) found the majority of the samples to be
located in the bottom right quadrant, indicating the domin-
ance of Coblation. Cost-effectiveness acceptability curves
generated from these probabilistic sensitivity analyses showed
that up to a threshold of £2000, approximately 80 per cent

of an adult cohort and approximately 70 per cent of a paedi-
atric cohort would be cost-effectively treated with Coblation
(Figure 3).

When outcomes from the meta-analysis26 replaced the
National Prospective Tonsillectomy Audit related Coblation
data in the decision model for adults, a cold steel procedure
was found to be the cost-effective intervention. The incremen-
tal cost for each additional avoided haemorrhage was £275.
When this was repeated for the paediatric model, the probabil-
ity of avoiding a haemorrhage was the same for both groups.
Additionally, the total cost of managing a patient with
Coblation was found to be £11 cheaper for adults and £65
cheaper for paediatric patients. Consequently, the mixed
National Prospective Tonsillectomy Audit and meta-analysis
models implied that the probability of Coblation being cost-
effective was approximately 0.20 in adults and approximately
0.60 in paediatric patients.

Thirteen per cent of patients documented in the National
Prospective Tonsillectomy Audit were managed as a day case
and the other 87 per cent were admitted as an in-patient.
According to the most recent Hospital Episode Statistics

Table 5. Expected costs of patient management from the NPTA-based models*

Parameter

Coblation Cold steel with bipolar diathermy

Adults Children Adults Children

Out-patient visits 223.57 (11) 245.56 (12) 223.57 (10) 245.56 (12)

Day-case procedures 181.74 (9) 172.00 (9) 181.74 (8) 172.00 (9)

Admitted procedures 1516.77 (72) 1353.86 (68) 1516.77 (70) 1353.86 (67)

Complications 68.14 (3) 88.79 (4) 44.01 (2) 54.71 (3)

Procedural costs 119.71 (6) 119.71 (6) 193.62 (9) 193.62 (10)

Total 2109.93 1979.92 2159.71 2019.75

Data represent costs, in British pounds (£) (and percentages of total costs). NPTA = National Prospective Tonsillectomy Audit

Table 6. Cost-effectiveness analysis for avoiding haemorrhage

Parameter

Expected
cost per
patient (£)

Probability of
avoiding
haemorrhage

Cost
difference (£)

Difference in
probability of avoiding
haemorrhage

Incremental cost for
each additional avoided
haemorrhage (£)

Adults (based on NPTA outcomes)

– Cold steel procedure 2160 0.97

– Coblation 2110 0.95

– Cold steel procedure vs Coblation 50 0.02 2500

Children (based on NPTA outcomes)

– Cold steel procedure 2020 0.97

– Coblation 1980 0.95

– Cold steel procedure vs Coblation 40 0.02 2000

Adults (based on clinicians’ estimates)

– Coblation 2096 0.97

– Cold steel procedure 2215 0.94

– Coblation vs cold steel procedure −119 0.03 Coblation dominant

Children (based on clinicians’ estimates)

– Coblation 1980 0.96

– Cold steel procedure 2070 0.95

– Coblation vs cold steel procedure −90 0.01 Coblation dominant

NPTA = National Prospective Tonsillectomy Audit
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data,27 53 per cent of patients undergoing a tonsillectomy in
England were managed as a day case and the other 47 per
cent were admitted as an in-patient in 2015–2016. If the ratio
of day cases to admissions is the same for both Coblation and
cold steel procedures, our results remain unchanged.

If the probability of patients being managed as a day case in
the Coblation arm in our models was changed to 0.80, but the
probability remained at 0.53 in the cold steel procedure arm,
the expected cost per patient undergoing a Coblation tonsillec-
tomy would be 10 per cent less than that of a patient undergo-
ing a cold steel tonsillectomy. This estimate is in accordance
with a recent study of 500 consecutive paediatric cases under-
going Coblation intracapsular tonsillectomy.28

Different ENT centres incur different procedural costs for
tonsillectomy. Sensitivity (break-even) analysis showed that if
the procedural costs for cold steel tonsillectomy are £35 or
more than that for Coblation, the cost of performing a
Coblation tonsillectomy would be expected to be equal to, or
less than, the cost of performing the procedure with cold steel.

Discussion

It was not surprising that our National Prospective
Tonsillectomy Audit based models showed that a cold steel
with bipolar diathermy procedure delivered a marginally better
outcome than Coblation. However, the analysis also showed
that the cost of patient management was less with Coblation
and that the probability of cold steel procedures being cost-
effective was no greater than 0.5. In other words, half a cohort
would be expected to be cost-effectively treated with Coblation.
This was the case for both adult and paediatric patients.

The results of the National Prospective Tonsillectomy
Audit are now more than 15 years out of date and reflect sur-
geons’ early experiences shortly after the technology was intro-
duced. Moreover, the National Prospective Tonsillectomy
Audit was undertaken prior to mandatory training, at a time
when many surgeons were likely to be on a learning curve
with the technique. The ENT surgeons interviewed for this
study estimated that current haemorrhage rates in their centres
were lower than those reported in the National Prospective
Tonsillectomy Audit. When their estimates were incorporated
into our models, the ensuing analyses showed that Coblation
substantially improved outcome for marginally less cost.
Furthermore, the probability of Coblation being cost-effective
was of the order of 0.7–0.8.

Several randomised controlled studies have indicated that
Coblation tonsillectomy leads to less post-operative pain, faster
recovery, shorter hospital stay and overall cheaper patient
management.7,19–21,29–32 However, as a consequence of the
National Prospective Tonsillectomy Audit’s findings, some
ENT units abandoned their use of this tonsillectomy tech-
nique.33 There has been no national audit or randomised
controlled trial to evaluate the efficacy or safety of Coblation
since the National Prospective Tonsillectomy Audit.
However, analysis of 15 734 patients in the National Tonsil
Surgery Register in Sweden showed that all ‘hot’ techniques
(including Coblation) resulted in a higher risk for late
post-tonsillectomy haemorrhage compared with cold steel
dissection plus cold haemostasis.14 However, the risk of a
return to the operating theatre was higher for all ‘hot’ techni-
ques except Coblation.14 Many authors describe any technique
where energy is applied to perform tonsillectomy as ‘hot’,

Incremental NHS cost (£)

Difference in 
probability

Adults avoiding a haemorrhage (based on NPTA outcomes)

Children avoiding a haemorrhage (based on NPTA outcomes)

Adults avoiding a haemorrhage (based on clinicians’ estimates)

Children avoiding a haemorrhage (based on clinicians’ estimates)

1000

500

0
–0.02 –0.01 0.00

–500

–1000

–1500

0.01

1500

0.02 0.03 0.04 0.05 0.06

Fig. 2. Scatterplot of the incremental cost-effectiveness of Coblation compared with cold steel procedures after 10 000 iterations of each model. NHS = National
Health Service; NPTA = National Prospective Tonsillectomy Audit
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regardless of operating temperatures, when compared to dis-
section with conventional instruments (i.e. cold steel). In real-
ity, the operating temperature during Coblation is 40–60 °C,
whereas the temperature with other ‘hot’ techniques may
reach more than 200 °C.

Following completion of this present analysis, a new sys-
tematic review of Coblation tonsillectomy was published.34

This review lacked a meta-analysis because of the heterogen-
eity of reported data. However, the authors concluded that
Coblation was comparable with other commonly employed
techniques for tonsillectomy, and that recent studies seemed
to suggest favourable outcomes for Coblation in terms of post-
operative pain and operation time.34

One of the sensitivity analyses involved replacing the
National Prospective Tonsillectomy Audit related Coblation
data in the models with the data generated from a
meta-analysis. However, this approach has limitations because
the resulting analysis compared real-world evidence from a
UK audit of cold steel tonsillectomies6 with protocol-derived
outcomes from international randomised controlled studies
on Coblation tonsillectomies.26 It is noteworthy that the
studies included within the meta-analysis26 were moderately
heterogenic, which potentially impacted on the validity of
the findings. Furthermore, the National Prospective
Tonsillectomy Audit was performed in 2003–2004, whereas
the meta-analysis was based on studies published up to
2009. Notwithstanding this, the outcomes reported in these
two studies are at least eight years out of date and potentially
of minimal relevance to current practice.

Since that time, ENT surgeons have gained a lot more
experience of using Coblation and that is reflected in the
haemorrhage estimates obtained from the clinicians’ inter-
views. So, although the cost-effectiveness analysis using
the National Prospective Tonsillectomy Audit data and

meta-analysis were based on peer-reviewed publications,6,26

it is likely that the results from the clinicians’ interviews
more closely reflect current practice. Clearly, a new prospective
comparative study is required to validate this assumption.
However, it is important to note the findings of a recent
long-term prospective study on 500 paediatric patients who
underwent Coblation intracapsular tonsillectomy, for both
obstructive and infective indications.28 The authors reported
that 0.4 per cent of patients required readmission following a
secondary haemorrhage; otherwise, there were no complica-
tions, delayed discharges or readmissions.28 This is a substan-
tially lower rate than the readmission rate of 3.9 per cent and
overall haemorrhage rate of 3.5 per cent reported in the
National Prospective Tonsillectomy Audit.6

The analysis is subject to several other limitations. The base
case decision models were based on data from a cohort of
audited patients that are more than a decade old.6

Additionally, only 5 per cent of the patients in the audit under-
went a Coblation tonsillectomy, which would have resulted in
some uncertainty surrounding the authors’ conclusions.6

Therefore, the models themselves may not necessarily reflect
clinical outcomes and resource use associated with following
a cohort of patients in current clinical practice in the UK.
The models were populated with estimates for an average
patient undergoing a tonsillectomy regardless of their indica-
tion and their medical history. Hence, the analysis did not
consider the impact of other factors that may affect the results,
such as patients’ co-morbidities. The models were based on
data which were censored at 28 days post-tonsillectomy.
Consequently, any resource use incurred thereafter was not
included within this analysis. The analysis excluded patients’
costs and the indirect costs incurred by society as a result
of employed patients or parents taking time off work.
Additionally, we are unable to comment on the different
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Fig. 3. Probability of Coblation being cost-effective compared with cold steel procedures after 10 000 iterations of each model. NPTA = National Prospective
Tonsillectomy Audit
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methods for which Coblation may be applied (e.g. intracapsu-
lar vs extracapsular dissection). A separate study would be
required to investigate this.

• Cost-effectiveness of Coblation compared with cold steel
tonsillectomy was estimated for adult and paediatric patients
in the UK

• Decision analysis was undertaken by combining published
clinical outcomes with resource utilisation estimates derived
from clinicians

• Cost-effectiveness of Coblation compared with cold steel
tonsillectomy was comparable

• Replacing published clinical outcomes with clinicians’
estimates of current practice found Coblation to improve
outcome for less cost, thereby improving the probability of it
being cost-effective

• A best-case scenario suggests Coblation provides a cost-
effective intervention for tonsillectomy in adult and
paediatric patients compared with a cold steel procedure

• A worst-case scenario suggests Coblation provides an
equivalent cost-effective intervention for adult and paediatric
patients compared with a cold steel procedure

As a result of all these limitations, generalising these findings
to other care settings and other healthcare systems would be
challenging. Notwithstanding this, in 2015–2016, cold steel pro-
cedures accounted for 73 per cent of all 49 300 tonsillectomies
in England, and Coblation accounted for 10 per cent.27

Furthermore, 67 per cent of the cold steel tonsillectomies and
82 per cent of the Coblation procedures were performed in
patients aged 18 years or younger, and approximately 53 per
cent were undertaken as day cases.27 For the approximately 47
per cent of patients who were managed as an in-patient, the
mean length of hospital stay was 1 day, irrespective of proced-
ure.27 If 80 per cent of the Coblation tonsillectomies could be
undertaken as day-case procedures,28 this would have the poten-
tial of releasing at least 1300 in-patient bed-days in England in
an average year. Moreover, this could potentially be replicated in
other healthcare systems. The authors are unaware of any other
publications describing the cost-effectiveness of Coblation ton-
sillectomy in adult or paediatric patients.

Conclusion

Within the study’s limitations, this analysis suggests that in a
best-case scenario, Coblation affords the NHS a cost-effective
(dominant) intervention for tonsillectomy in adult and paedi-
atric patients when compared with cold steel procedures. In a
worst-case scenario, Coblation affords the NHS an equivalent
cost-effective intervention for both adult and paediatric
patients.
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