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					Abstract

					Aim: To determine the ‘true’ secondary haemorrhage rate post-tonsillectomy.

					Methods: A telephone survey was conducted of 127 consecutive patients who had a tonsillectomy at the Freeman Hospital over a two-month period.

					Results: 99 patients were contactable. There were 38 post-tonsillectomy bleeds, 23 of which were minor and 15 significant. 23 bleeds went unreported and four of these were significant. 11 percent of bleeds post-cold steel tonsillectomy were significant, compared to 28 percent of bleeds post-diathermy dissection.

					Conclusion: There is a high incidence of unreported bleeding (61 percent of those that bled) and a third of adults who suffered a significant bleed did not report it. Diathermy had a significantly higher proportion of significant bleeds compared to cold steel. It is recommended if secondary haemorrhage rates are reported in the literature then small studies should contact patients for ‘true’ secondary bleed rates while large studies should use return to theatre and need for transfusion rates.

				

				
				

			

		

		
			Introduction

			Tonsillectomy remains one of the most frequently performed operations within the NHS and Hospital Episode Statistics report over 50,000 were performed in 2011-2012 [1]. It is a procedure routinely performed for recurrent tonsillitis, obstructive sleep apnoea and recurrent peritonsillar abscess [2,3]. It has relatively few complications, but one of the most serious is post-tonsillectomy haemorrhage.

			Post-tonsillectomy haemorrhage is termed primary if it occurs within the first 24 hours and secondary after this period elapses. Widely differing rates of secondary haemorrhage have been reported in the literature, ranging from forty percent to as low as one percent [4-10]. These differences are largely due to different distinctions used to qualify a bleed, the length of initial hospital stay, type of follow-up and variable reporting by patients. The rate of secondary haemorrhage has also been linked to operational technique. The National Prospective Tonsillectomy Audit in 2005 found that ‘hot’ surgical techniques for both dissection and haemostasis had a haemorrhage risk three times that of cold steel tonsillectomy without the use of a hot technique [11]. However, several studies show differing bleed rates for similar techniques [12,13] and many surgeons continue to use ‘hot’ techniques as they have found that their own rates are comparable to the national ‘cold steel’ average. 

			The National Prospective Tonsillectomy Audit stated the readmission rate for secondary haemorrhage was approximately four percent and return to theatre rate was one percent [11]. This study sought to investigate the ‘true’ secondary haemorrhage rate by contacting each patient after their operation to ascertain if they had experienced a bleed.

			Patients and Methods

			127 patients who had a tonsillectomy performed at the Freeman Hospital, Newcastle, were contacted via telephone one month after their operations. The sample consisted of 81 adults and 46 children (aged below 16). Adults were questioned directly and in the case of children, their parents interviewed. 

			The simple questionnaire consisted of 6 inquiries:

			
					Did you suffer any sort of postoperative bleed?

					If yes, how long after the operation?

					Did you bleed continuously for less than one minute or longer than one minute?

					Did you bleed at any other time?

					Did you contact a medical professional about it?

					If yes, how were you managed?

			

			A bleed of less than one minute was classified as minor, and a bleed greater than one minute as significant. This point was clearly qualified with the patient, as blood actively running for greater than a minute. Multiple presentations were only counted once. Details about each patient’s tonsillectomy operation were also collected from the medical notes. In a few cases the operative procedure wasn’t fully detailed and the individual surgeon’s usual practice was assumed. 

			Results

			Data was obtained from 99 of the 127 patients who had tonsillectomies in the selected period, which represented 78 percent of the sample. Of these 99, 38 (38 percent) reported a post-tonsillectomy bleed (Figure 1). Of the 38 post-tonsillectomy bleeds, 23 (61 percent) went unreported. In total there were 23 minor bleeds and 15 significant bleeds (Figure 2).
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			Of the 38 people who experienced bleeding, only 15 reported the incident to a health professional, the vast majority of which visited A&E (14 of the 15 reported). Of the 23 people who didn’t report their bleeding, four individuals suffered a significant bleed, the remaining 19 described minor bleeding (Figure 2). Notably, of the four significant unreported bleeds, two heralded a larger episode of bleeding requiring hospital admission. Of the 15 reported bleeds, 11 were significant while four were minor (Figure 3). Of the 11 significant bleeds reported, seven of these were sent home by A&E without consulting ENT as the bleeding had resolved. There were a total of six readmissions equating to a 4.7 percent readmission rate and a 0.8 percent return to theatre rate (accounted for by one individual). 

			There were seven children in whom a bleed occurred, five of these were significant and reported, while two minor bleeds went unreported. 31 adults bled and 18 of these were minor, of which 14 went unreported (Figure 3). Of the 13 significant bleeds in adults, four went unreported (31 percent). The majority of minor bleeds occurred in the first 24-72 hours while significant bleeds tended to occur between days three and eight (Figure 4).
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			Of the 99 procedures performed on interviewees, there were 74 cold steel operations and 25 used a diathermy technique see Table 1. Pearson’s Chi-squared analysis revealed no significant difference when comparing the overall bleed rates for these two techniques, 37 percent and 40 percent for cold steel and diathermy respectively (p=0.754). However, looking at the severity of the bleed experienced, diathermy demonstrated a significantly higher rate of significant bleeds, 28 percent versus 11 percent (p=0.038). 

			Table 1: Comparison of “hot” versus cold steel technique bleed rates.
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							Cold Steel

						
							
							74

						
							
							27
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							Diathermy

						
							
							25

						
							
							10
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							7
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			Discussion

			This study has highlighted a high incidence of some degree of post-tonsillectomy bleeding (38 percent of the sample) and that much of this goes unreported (62 percent of those that experienced a bleed). Significant bleeds tended to occur between days 3-8 as opposed to minor bleeds that were often in the first 24-72 hours. Significant bleeds were always reported in children but four adults with a significant bleed went unreported. This has important ramifications, especially considering two of these individuals went on to bleed again more seriously, requiring admission to hospital. Of interest was the fact that seven of the eleven significant bleeds presenting to an A&E department, were sent home without consultation with the ENT specialist on-call, as they weren’t bleeding on arrival. This could be potentially dangerous practice, as these bleeds can be the precursor to a larger event as noted previously.

			Regarding unreported bleeds it was unsurprising that most of these were minor in nature. Typically, fresh blood in the sputum, blood spotting on the pillow or less than a teaspoon in volume. This is often viewed as insignificant and so not bought to the attention of a health professional. There were also other factors that influenced if a patient reported their bleed or not, namely time of day, how busy they were, transportation and distance to a healthcare center.

			Although cold steel and diathermy, when compared in terms of overall bleed rates, were not significantly different (37 percent versus 40 percent respectively, p=0.754), use of diathermy correlated with a significantly higher rate of significant bleeds (28 percent versus 11 percent, p=0.038). This indicates that although the overall risk of bleeding is similar, it is more likely to be a significant event when a ‘hot’ technique is used, so more likely to lead to presentation to a health professional and admission to hospital for observation.

			The factors mentioned above are likely the reason there is so much variability in the literature regarding reported differences in secondary haemorrhage rates post-tonsillectomy. These variables directly affect re-admission rates, which make this statistic an inaccurate measure of the rate of secondary haemorrhage post tonsillectomy, a figure often quoted in the literature. Readmission rates are further complicated by other situational and local factors such as if an ENT doctor is present on site, if A&E have specific criteria to provoke referral to ENT and if a patient would require transfer to another hospital for further evaluation. If secondary haemorrhage rates are going to be used in the literature as a gauge to measure tonsillectomy outcomes, we propose that small studies contact patients for ‘true secondary bleed rates’ while large studies should use return to theatre and need for transfusion rates, which are more reliable statistics than the readmission rate.

			The information revealed by this study aids practice as it gives an accurate picture of the ‘true’ bleed rate once patients are discharged from hospital. Not only is this important for understanding how this relates to the actual readmission and return to theatre rates, but also so that patients can be accurately informed as to what to expect during the post-operative course. Evidence that significant bleeds are still being unreported in the community also highlights the fact that it should be stressed strongly to patients that a herald bleed can be an important early warning sign of another potentially serious haemorrhage.
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Figure 3: Comparison of bleed types in children and adults.
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Figure 1: Post-tonsillectomy bleed rates in 99 patients
interviewed.
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Figure 4: Timing of reported bleeds.
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Figure 2: Categorisation of 38 post-tonsillectomy bleeds.
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