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SUMMARY

Introduction: Tonsillectomy associated or not to adenoidectomy is one of the oldest and mostly practiced surgical procedures
by the medicine. Since its first description, it has been undergoing several modifications, aiming at diminishing
its complications and bleeding is the most feared of them.

Objective: The objective of this study is to analyze the incidence of bleeding in the immediate intraoperative and postoperative
period, by analyzing the frequency of hemorrhage cases, the need for hemostatic procedures, surgical reintervention
and hemotransfusion.

Method: We analyzed prospectively the patients submitted to adenoidectomy and/or tonsillectomy at the Hospital Paulista

de Otorrinolaryngologia - Sao Paulo, in the period from February 2005 through February 2007. All surgeries
were carried out under general anesthesia with orotracheal intubation, and the technique employed was the
mechanical dissection of the tonsillar tissue and removal of the adenoid tissue with Beckman’s curette.

Results: We studied 832 patients submitted to adenoidectomy and/or tonsillectomy, 431 (52.3%) of the male sex and
401 (47.7%) of the female sex. Among the 832 procedures, 195 were of adenoidectomy, 254 tonsillectomy
and 383 adenotonsillectomy. We observed hemorrhage in the first 24 hours after the procedure in only 11
patients (1.32%) and 5 of whom had it after adenoidectomy and the other 6 patients had it after tonsillectomy.
Only 1 case needed a unit of red blood cells concentrate for the suitable hemodynamic balance.

Conclusion: The adenotonsillectomy and/or tonsillectomy is a safe procedure with precise indications, but it’s not exempted
from complications, and postoperative hemorrhage is the most frequent one. In our work, this event incidence
was of 1.32%.
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INTRODUCTION

Tonsillectomy associated or not to adenoidectomy
is one of the oldest and mostly practiced surgical procedures
by the medicine. Approximately 250.000
adenotonsillectomy operations are carried out in the USA
peryear (1). Since its first description, it has been undergoing
several modifications, aiming at diminishing its complications
and bleeding is the most common and feared of them (2).

Among the adenoidectomy indications hyperplasia
is found in this lymphoid tissue with consequent oral
breathing and serous otitis media that don’t improve with
clinical treatment, recurrent acute otitis media and
nasosinusal infections difficult to control (3). For
tonsillectomy indications the recurrent and hard to control
acute infections, intense hyperplasia and peritonsillar
abscess are mentioned (3). In addition to these we may
associate the upper airways obstruction, snore and apnea.
There are also relative indications, such as the presence of
the halitosis symptom like in the caseous tonsillitis (2, 3).

The tonsillectomy is one of oldest surgical
procedures, described for about 2000 years, by Cerso
Corntrio (4). The surgical techniques have been undergoing
several modifications, first with the tonsillar dissection,
described by WorrniNngTON (1907), followed by the use of
Guillotine-Cutter (WriLLis Y and Pysus in 1910), besides the
Sluder-Ballenger’s technique, introduced by Stuper in 1911
(5and 6), then by Wauch, who improved the WORTHINGTON'S
technique (7, 8, 9), described the modern technique of
tonsillectomy by dissection at the end of the twentieth
century, and the suture of vessels (bleeding or not), was
assumed by Conen (1909) (10).

As hemorrhage remains as the most common and
feared of the complications, other measures were introduced
to hemostasis, such as the use of electrocauteries (4),
bismuth subgallate isolated (11) or combined with
adrenaline (10).

We may classify the postoperative hemorrhage into
primary (<24 hours) or secondary (>24 hours) (12). Most
studies confirm the primary hemorrhage is much more
frequent than the secondary (13, 14) and this type of event
occurs mostly between 6 and 8 ours from the postoperative
(15). The primary bleeding is said to be more dangerous
due to the possibility of risk of aspiration, laryngospasm,
low amount continuous bleeding with a consequent collapse
of the blood-circulation (13, 15). The secondary bleeding
occurs rarely and is predominantly observed after the
eleventh day as of the postoperative (13, 15). Some of
these complications may reach a large magnitude and
there is need for volemic and hematic replacing.
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The objective of this study is to contribute for the
awareness of the frequency of bleeding in the immediate
intraoperative and postoperative period, by analyzing the
frequency of hemorrhage cases, the need for hemostatic
procedures, surgical reintervention and hemotransfusion.

METHOD

All patients submitted to adenoidectomy and/or
tonsillectomy were prospectively analyzed at the Hospital
Paulista de Otorrinolaryngology - Sao Paulo, in the period
from February 2005 to February 2007. In all cases, we
requested blood countand coagulogram in the preoperative,
as well as the cardiologic evaluation for surgical risk and
preanesthetic evaluation with the Hospital Paulista’s
anesthesia group.

Allsurgeries were carried outunder general anesthesia
with orotracheal intubation, the Rose’s standard position
was used in all cases and was the technique employed
upon mechanical dissection of the tonsillar tissue and
curettage of the adenoid tissue with Beckman’s curette,
the hemostasis for adenoidectomy made with the use of
anchored gauze wet in a mixture of about 10 grams of
bismuth subgallate and 10 ml of physiologic solution, 0.9%
placed in the rhinopharynx region for about 10 minutes
and the tonsillectomy hemostasis was carried out with
simple points separated of catgut 2.0.

After the surgery, the patients move to the post-
anesthesia care unit (PACU), where they are monitored,
we keep the bleeding control and they are discharged after
atleast 40 minutes if they feel good and have no bleeding.

The basic surgical indications were:
1 - Upper airways obstruction (with snoring and apnea)
2 - Recurrence infections
3 - Chronic tonsillitis (halitosis, caseum and related
symptoms)
4 - Peritonsillar abscess

The patients who didn’t present with complication
after 8 hours of surgery were discharged from hospital for
service follow-up. The follow-up was carried out one week
and one month after the postoperative. New returns were
scheduled in cases of complications that need a more
frequent follow-up.

REsuLTs

We studied 832 patients submitted to adenoidectomy
and/or tonsillectomy, 431 (52.3%) of the male sex and 401
(47.7%) of the fe male sex (Graphic 1). The mean age was
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of 15.4 years that ranged from 1 year and 3 months to 45
years old. Out of the 832 procedures, 195 (23.4%) were of
adenoidectomy, 254 (30.5%) tonsillectomy and 383 (46.1%)
of adenotonsillectomy (Graphic 2).

The obstructive symptoms formed a more frequent
indication of the procedures, with 598 (71.8%) surgical
indications, then the recurrent infections totalized 204
(24.5%) cases, chronic tonsillitis with 18 (2.16%) indications
and peritonsillar abscess included only 12 (1.44%) patients
(Graphic 3).

We noted that in the patients submitted to
tonsillectomy there was a higher incidence of dysphagia to
liquids in the first postoperative, pain and dysphagia to solids
during the first week and pain during the first month,
compared to the groups submitted to adenotonsillectomy
and adenoidectomy. This difference may be ascribed to the
fact that the patients submitted only to tonsillectomy were
in a higher age range, when compared to the other groups.

We observed hemorrhage in the first 24 hours after
the procedure in only 11 (1.32%) patients, and 5 of whom
had itafter the adenoidectomy, in which the use of bipolar
electrocautery was necessary with the help of 2 fine
probes for aspiration and retraction of the soft palate with
control of hemorrhage, and only 1 case needed the placing
of a posterior splint with the suitable control of the
hemorrhage and it was removed 24 hours without
intercurrences.

The other 6 patients had it after tonsillectomy, in
which we needed a surgical review for hemostasis under
general anesthesia. Only 1 case needed a unit of red blood
cells concentrate for the suitable hemodynamic balance.
There was no death in our study.

DiscussioN

Because these kinds of surgery are of high frequency,
it'sindispensable that any surgeon who intends to practice
them must have the due knowledge of the possible
complications and intercurrences he may find.

Among the complication of the intra and
postoperative, hemorrhage proves to be the most frequent
according to several authors (9, 10, 12, 13, 14, 15, 16, 17,
18, 19, 20, 21, 22) and it brings more risks to the patient’s
life, so that its control is indispensable. Such bleeding may
be reduced by research of personal and family-related
precedence of bleeding, advanced suspension of certain
medications that alter the blood coagulability or platelet
aggregation and the request for blood count and
coagulogram (23).
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In all procedures we used as an ancillary substance
called bismuth subgallate, which is a relatively insoluble
heavy metal of poor absorption and a strong astringent
power (10), which is also used by several authors in the
literature (10, 11, 17, 24, 25). Studies by TruoxkisporTir and
cols (17) showed that this heavy metal acts in the cascade
of coagulation by means of the extrinsic coagulation
pathway, specifically in factor XII, and causes an
acceleration on the hemostatic activity. No collateral or
toxic effect has been described in the literature as a
hemostatic agent (24).

The literature reports an incidence of hemorrhage in
the immediate postoperative of 0.28% to 7.48% (Table 1),
which confirms our study assuming that 11 cases represent
an incidence of 1.32% of hemorrhage in the first 24 hours
as from the surgery.

In this study, out of 11 cases of postoperative
hemorrhage, 5 occurred after adenoidectomy and in the
remaining 6 patients after tonsillectomy, in all cases a
surgical review was needed for hemostasis under general
anesthesia. Only 1(0.12%) case required a unit of red blood
cells concentrate for the adequate hemodynamic balance,
which is within the average in the literature studies, which
states the quantity of the cases that needed blood transfusion
ranged from 0% to 2.3% (26, 27).

Some authors correlated the male sex to higher
chances of bleeding (10, 18, 19), which is also confirmed
in our study, in which 7 out of the 11 patients were male,
but other authors (20, 21) don’t believe this relation and/
or difference between sexes.

All patients, except for those who needed surgical
review due to immediate postoperative hemorrhage,
remained interned for about 8 hours, with routine
prescription of analgesic and antibiotics and if necessary,
antiemetic agents, aiming at the reduction of pain, fever
and vomits and promoting a quicker return to the usual diet
although in a recent study by Burron and col. (28) (2008),
after a large literature review, concluded that there is no
evidence that the use of antibiotics reduces pain or
hemorrhages after tonsillectomy operations. In those who
evolved with bleeding, the patients remained 24 hours in
hospital under suitable observation and reposition of fluids
and electrolytes.

There are several works in the literature about
the importance of complications in the procedure, and
there were even fatal cases (16). Therefore, the
awareness of indications, technique and possible
intercurrences of the surgery is crucial for a major
confidence of the otorhinolaryngologist and mainly of
the patient.
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Table |. Percentage of hemorrhage cases after
adenoidectomy and/or tonsillectomy.

Authors Yearofthe Study Percentage of
Hemorrhage
Manigliaetal (10) 1989 0,28%
Pacheco et al (29) 1995 6,38%
Zwack etal (30) 1997 0,98%
Conley etal (25) 1999 l,1%
Mofinaetal (1) 2000 0,33%
Liuetal 31) 2001 3,5%
Bottino etal (32) 200 [,3%
Krishna et al (33) 200 3,3%
Vieiraetal (23) 2003 0,8%
Wiikmann etal (6) 2004 7,48%
Lee etal (34) 2004 0,3%
O’ Learyetal (35) 2005 [,85%
Windfuhretal (13) 2005 [,5%
Walker etal (22) 2007 0,35%
Antunes etal (2) 2007 [,48%
CoNcLUSION

The adenoidectomy and/or tonsillectomy is a safe
procedure with precise indications, but it’s not exempted
from complications, and postoperative hemorrhage is the
most frequent one. In our case report, the incidence of this
eventwas of 1.32% and only one case required transfusion
of blood cells concentrate and had no statistically significant
difference.
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