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Importance of Hemostasis at
Trendelenburg Position in Order to
Prevent Bleedings After Thyroidectomy
and Evaluation of 17 Bleeding Among
1650 Thyroidectomies

Tiroidektomi Sonrasi Kanamay1 Onlemek I¢in
Trendelenburg Pozisyonunda Hemostazin Onemi

ve 1650 Tiroidektomi Arasinda
17 Kanamanin Degerlendirilmesi

ABSTRACT Objective: Although postoperative bleedings after thyroidectomies are very rare, if re-
quired attention isn't paid and postoperative patient follow-up is poor, possibly fatal and serious con-
ditions may occur. Material and Methods: Records of 1650 patients who underwent thyroidectomy
for any reason between the years 2004 and 2009 at general surgery department were examined ret-
rospectively. Patients were considered in terms of age, sex, diagnosis, whether the operation is pri-
mary or secondary, treatment, technique of performed surgery, whether drainage was used or not,
need for transfusion, result of pathology report, detail of intervention for bleeding, length of hos-
pital stay, existence of other complications, co-existing diseases, off-routine hemostasis control, sur-
geons of the operations and time of bleeding. Results: Seventeen out of 1650 cases had postoperative
bleeding, where 12 of the patients were male and 5 were female. Eleven cases had primary and 6
had secondary operations. At 11 cases pathological diagnoses were benign, where 6 had malignancy.
Four cases had drains drainage. One of the drains were penrose and the rest had negative pressure
(Hemovac). Nine cases had bled from thyroid itself, 4 prethyroidal muscles, 4 from subcutaneus
tissue. For 3 cases the bleeding had arterial origin, and it had venous origin for 14 cases. Surgical pro-
cedures were total thyroidectomy for 14 cases, and subtotal thyroidectomy for 3 cases. Conclusion:
In order to avoid bleeding following thyroidectomy, after routine hemostasis during the operation,
hemostasis control should be completed with either Valsalva maneuver or bringing the patient to
partial Trendelenburg position.
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OZET Amag: Tiroidektomilerden sonra kanama gok nadir olmasina ragmen postoperatif hastanin
takibine gereken 6nem verilmezse bityiik olasilikla 6liimciil ve ciddi durumlar meydana gelebilir.
Gereg ve Yontemler: Genel cerrahi kliniginde 2004-2009 yillar: arasinda herhangi bir nedenle
tiroidektomi ameliyati yapilan 1650 hastanin kayitlar1 retrospektif olarak degerlendirildi. Hastalar
yas, cinsiyet, tani, primer veya sekonder ameliyat, tedavi, uygulanan cerrahi teknik, dren kullanilip
kullanilmadigy, transfiizyon ihtiyaci, patoloji sonuglari, kanamaya miidahale edilen yer, hastanede
kalis stiresi, diger komplikasyonlarin durumu, yandas hastaliklar, rutin hemostaz kontrolii, ameliyati
yapan cerrahi ekip ve kanamanin zamani agisindan degerlendirildi. Bulgular: Hastalarda 1650
vakanin 17’sinde postoperatif kanama goriildii, 12’si erkek ve 5’i kadindi. Vakalarin 11’i primer,
6’sinda sekonder ameliyatti. Yine 11 vakada patolojik tan1 benign, 6’s1 maligndi. Toplam 4 hastaya
dren konmustu. Drenlerin birisi penréz, tigii negatif basingliyd: (hemovac). Dokuz hastada kanama
tiroid dokusundan, dordiinde tiroid 6nii kaslardan, dért hastada da cilt alt1 dokulardandi.
Kanamalarin iicii arteryel, on dordii venéz kaynakliydi. Kanayan olgulardan 14’tine total, 3’tine
subtotal tiroidektomi yapilmisti. Sonug: Tiroidektomiyi takiben kanamadan kaginmak igin,
ameliyattan sonra rutin hemostaz1 takiben Valsalva manevrasi veya kismi Trendelenburg
posizyonunda hemostaz yapilmalidir.

Anahtar Kelimeler: Tiroidektomi; kanama; kanamanin durmasi; bas agsagida yatirmak
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ostoperative bleedings from the thyroidec-

tomy bed are on top of the fatal complicati-

ons after thyroidectomy. Bleedings during
thyroidectomy are somehow handled. But if requ-
ired attention isn’t paid for postoperative bleeding
and patient followup is poor, possibly fatal and se-
rious conditions may occur.

Bleedings developing after thyroidectomy do
not threaten patient’s life due to blood loss or, in
other words, hypovolemia. Hematoma developing
after inconsiderable amount of bleeding presses on
larynx and trachea, disrupting breath. Early recog-
nization and evacuation of blood and coagulum
prevent patient loss due to respiratory distress.

Aside from bilateral inferior laryngeal nerve
dissection which is very rare, there’s no complica-
tion as emergent as bleedings to thyroid lodge ca-
using respiratory distress. Hemostasis control at
special positions such as Valsalva maneuver after
the operation may be effective in order to prevent
postoperative bleedings.! Indeed, we observed that
there was no such control at any of 17 bleeding ca-
ses. Seventeen cases with postoperative bleeding,
out of 1650 thyroidectomy cases performed for the
last 5 years, were examined in details.

I MATERIAL AND METHODS

Between the years 2004 and 2009 1650 patients had
thyroidectomy in our clinics. At 17 cases there was
postoperative bleeding, bringing the need for in-
tervention. For these 17 cases patient age, sex, di-
agnosis, whether the operation is primary or
secondary, treatment, technique of performed sur-
gery, whether drainage was used or not, need for
transfusion, result of pathology report, detail of in-
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tervention for bleeding, length of hospital stay, ex-
istence of other complications, co-existing diseases,
off-routine hemostasis control, surgeons of the op-
erations and bleeding time after the operation we-
re considered.

Any anticoagulant drug was stopped. Patients
with high ASA (American Society of Anesthesio-
logy) scores were excluded. Standard thyroidec-
tomy technique was applied to all cases. Unipolar
(15 watt) and bipolar electrocauteries were used
when necessary. No special maneuver or position
was applied to the patient for hemostasis control.
Drainage wasn’t used routinely, except some cases.
Dressing material was classic. Patients were taken
to observation room or ward at postoperative peri-
od. Routine follow-up was performed. At bleeding
cases with excessive respiratory distress, the wo-
und was opened and the hematoma was evacuated
at the ward or operation room. Patients with the
need of urgent entubation were entubated at the
ward, whereas those who don’t need urgent entu-
bation aren’t urgent were entubated at the opera-
ting room. Hemostasis was succeeded under
anesthesia. The wound was closed primarily, with-
out any drainage.

I RESULTS

Characteristics of 17 bleeding cases out of 1650 thy-
roidectomy cases were given at Table 1. Seventeen
out of 1650 cases had postoperative bleeding, 12 of
the patients were male and 5 were female. Mean
age was 46.18 (22-75) years. Eleven cases had pri-
mary and 6 had secondary operations. At 11 cases
pathological diagnoses were benign, where 6 had
malignancy (Table 2). Surgical prodecures were to-

TABLE 1: Characteristics of 17 bleeding cases among 1650 thyroidectomy cases.
Characteristics Postoperative bleeding: 17(1.03%)
Primary/Recurrence Primary: 11 Recurrence: 6
Sex Male: 12 Female: 5
Type of thyroidectomy Total: 14 Bilateral Subtotal: 3
Pathological diagnosis Benign: 11 Malignant: 6
Drain Penrose: 1 Hemovac: 3
Source of postoperative bleeding Arterial: 3 Venous: 14
Place of intervention to bleeding Operating room: 14 Bedside: 3
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tal thyroidectomy for 14 cases and subtotal thyro-
idectomy for 3 cases (Table 3). Four cases had dra-
inage. One of the drains was penrose and the rest
were drains with negative pressure (Hemovac). But
the drains weren’t functioning during the blee-
dings. Nine cases had bled from thyroid itself, 4
from prethyroidal muscles, 4 from subcutaneus tis-
sue (Table 4). For 3 cases the bleeding had arterial
origin, and it had venous origin for 14 cases. At 3
cases with excessive respiratory distress, the wo-
und was opened while the patient was still on
his/her ward bed and the hematoma was evacua-
ted. No transfusion was required for any of the pa-
tients. Fourteen patients were entubated at the
operating room and the bleeding was ended. Four
patients had systemic diseases such as chronic renal
failure, chronic obstructive pulmonary disease, hy-
pertension and diabetes mellitus.

Mean hospital stay was 5 days. All 17 patients,
except two, were intervened within the first 6 ho-
urs due to postoperative bleeding. There was no ne-

TABLE 2: Primary pathologies of the patients with post-
operative bleeding.

Entity n %

Benign thyroid diseases 9 52.94 %
Thyroiditis 2 11.76 %
Malignant thyroid diseases 6 35.30 %
Total 17 100 %

TABLE 3: Types of thyroidectomy at 1650 cases.

Entity n %
Total thyroidectomy 1415 85.75 %
Bilateral subtotal thyroidectomy 214 12.96 %
Near-total thyroidectomy 21 1.27 %
Total 1650 100 %

TABLE 4: Localizations of postoperative bleeding.

Entity n Y%

Thyroid lodge 9 52.94 %
Prethyroidal muscles (Anterior jugulary veins) 4 23.52 %
Subcutaneus tissue 4 23.52 %
Total 17 100 %
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ed for entubation for 3 patients. Two patients had
re-bleeding when they were still on operation tab-
le at awakening stage after they were extubated, so
they were re-entubated, the wound was opened
and the bleeding was controlled.

I DISCUSSION

Neck is an anatomical area of fine blood supply.
Thyroid gland is one of the two organs with the
richest blood supply per unit-weight. For this rea-
son, the gland keeps alive even if the thyroid arte-
ries are ligated. So, even if appropriate hemostasis
is performed, there’s always a possibility for posto-
perative bleeding.

One of the ways to prevent postoperative ble-
eding is performing the surgical procedure neatly
and precisely. In addition to this, after routine he-
mostasis is achieved at the operation the head is
placed horizontally and anesthesists are asked to
perform hyperventilation (Valsalva maneuver). So
the pressure inside the vein is increased. The veins
which are open or which have a tendency to open
for bleeding are ligated.?

In order to control bleeding after thyroidec-
tomy the patient is first held in semi-Fowler posi-
tion and brought to partial Trendelenburg position
without taking away the cushions under the head
and the shoulder at our clinics, for the last three
years. The first resident pulls the larynx to him-
self/herself and the operator performs hemostasis
control. There was no need for reoperation at the-
se cases. At 17 cases out of 1650 thyroidectomy ca-
ses, there was no bleeding control by changing the
position off-routine. As pressure inside veins at the
neck increases with both Valsalva maneuver and
partial Trendelenburg position, the possibility to
recognise venous-origined bleedings during the op-
eration increases.! For our cases, 14 out of 17 blee-
dings were venous. We believe that if hemostasis
control had been performed, a majority of the ca-
ses would have been prevented.

Drain use after thyroidectomy is usually not
preferred. At a previous study of us with drains, we
found out that drains (penrose and hemovac) co-
uldn’t take out all of the blood at thyroid lodge and
results at control group (no drain) were better.>* At
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bleedings, drains work to a degree where they’re
stuck or nonfunctional. For this reason, drain
follow-up for bleeding may mislead the surgeon.
Thus, at our 4 cases with drains, the drains didn’t
function well. Besides, it has been reported that
drains caused infections and lengthen the hospital
stay at thyroidectomy cases.’

Agents supplying local hemostasis (surgicel or
hemostatic sealant) are advised in order to stop ble-
edings where coagulation cannot be performed du-
e to localization or where ligation cannot control
the bleeding. It has been mentioned that minimal
postoperative bleedings could be prevented by this
way.® While fascia of the neck and muscles anteri-
or to the thyroid are being closed, attention should
be paid not to pass through anterior jugulary veins.
If not, venous-origined postoperative bleedings
may occur. At only one of our cases, the suture had
passed through anterior jugulary vein.

Postoperative bleedings may be observed at
operation tables at the stage of awakening. Opera-
ting staff stays at the operating room at this stage in
case that such a bleeding occurs. At two cases we
observed bleeding while the patients were being
extubated, we opened the wound and hemostasis
was achieved after hematoma was evacuated. First
6 hours are critical for postoperative bleedings. At
this period, patients should be followed closely, ge-
neral stiuation, breathing and neck of the patient
should be observed. Dressing material should be
transparent if possible. Bleeding after the first 24
hours are mostly fatal. Mostly they do not require
emergent operations.

The cases with bleeding that required reope-
ration after thyroidectomy has been reported to be
between 0.7 %-1.5 %.” This rate was 1 % for our
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series. At a series of 750 thyroidectomy cases, it was
reported that there were no bleedings.® Although it
has been reported that anticoagulant or antiaggre-
gant drugs may cause postoperative bleeding® we
met no such cases in our series. But it should be
kept in mind that postoperative bleedings may be
seen at patients using those drugs with concomi-
tant diseases, and hemostasis should be performed
with particular care.

Recurrent and malignant cases are seen more
often among cases with postoperative bleeding.
These two reasons are mentioned as reasons of ble-
eding at the literature.'®!! Bleedings are observed
more often among cases of total thyroidectomy, but
considering that rate of total thyroidectomy was
85% and rate of subtotal thyroidectomy was 9.8%,
it may be suggested that rate of bleeding is not hig-
her with total thyroidectomy than with subtotal
thyroidectomy.

As a conclusion, bleeding after thyroidectomy
is a possibly-fatal complication as it causes extreme
respiratory distress by massive effect of hematoma
and coagulum. Frequency of this complication is
higher at the first 6 hours. Patients should be follo-
wed closely at this critical period. It’s not always
obligatory to intervene at the operating room.
Transport to the operating room may cause impor-
tant time loss at some cases. At these cases inter-
vention should be performed at bedside.

After routine hemostasis during the operation,
hemostasis control can be repeated with either Val-
salva maneuver or bringing the patient to partial
Trendelenburg position. For delayed patients, only
evacuating the hematoma from the wound may not
be enough for relieving respiration. Entubation
may also be needed at these cases.
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