Post-tonsillectomy bleeding -
Emergency Department

This best practice algorithm provides guidance on diagnosis and medical
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management for pediatric patients with post-tonsillectomy bleeding.

Post-tonsillectomy patient presenting with concerns for active or recent bleeding

4

Consult ENT and proceed with treatment below while awaiting consult recommendations
If no immediate ENT OR capabilities at center, consider contacting Transfer Center ASAP

‘F------' Yes

Does the patient have high volume bleeding

4

Does the patient have active bleeding?

No

and/or is hemodynamically unstable?

r Yes

High volume bleeding
and/or unstable:

= Contact Transfer Center ASAP
during/after stabilization

= Stabilize patient:
-Two large IVs

-1V fluids and/or blood
products (consider MTP,
if needed)

-1V tranexamic acid

-Intubate and pack mouth,
if needed”

Temporizing measures:

-Suction
-Ice packs to forehead pledicaon
and wrists Nebulized tranexamic

-Pressure on ipsilateral carotid
artery

-TXA, oxymetazoline or
epinephrine soaked gauze w/
McGill forceps

-Nebulized tranexamic acid
plus racemic epinephrine if
awaiting IV access

= Emergent ENT consult - inform
of critical patient condition

= Consider STAT CTA

r

“When to consider intubation:

= Airway protection due to high
volume bleeding or need for
sedation

= Anticipated prolonged
transfer time

No ¢

Low volume bleeding/ooze

+

Avoid NSAIDs (ibuprofen or ketorolac)

4

Does the patient have a visible clot?

and stable: r Yes

= Contact Transfer Center
= Obtain IV access

= Give nebulized tranexamic acid
plus racemic epinephrine if not
already given ¥
= Consider IV tranexamic acid

- J"
Continued bleeding? == No

:Yes—I

= Contact Transfer Center

= Nebulized tranexamic acid
plus racemic epinephrine

Dose

< 25 kg: 250 mg (2.5 mL)

acid (TXA) > 25 kg: 500 mg (5 mL)

= Observation

Discuss with ENT: OR vs
admit for observation

Additional Considerations

Noi

= Discuss observation plan
and disposition with ENT

4— Consider interventions in high volume bleeding. Contact ENT and Transfer Center for definitive management

Works best if nebulized racemic epinephrine is given
prior to TXA
Can utilize IV tranexamic acid 100 mg/mL IV

formulation, draw up appropriate volume and administer
with nebulizer

IV tranexamic acid 10 mg/kg (maximum:

Contraindicated in patients on oral hormonal

(TXA) 1,000 mg/dose) IV every contraceptives (risk of thromboembolism)
8 hours Administer each dose over 10 minutes
Topical agents Soak gauze Maintain count and control of all packing material

(oxymetazoline, TXA,
epinephrine)

with forceps and/or strings externally

Caution epinephrine use in smaller patients due to
risk of systemic absorption

*If at IU Health facility, can utilize “ED Post T&A Bleed Treatment” orderset
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CONTACT RILEY CHILDREN’S HEALTH
Calling from an ED or inpatient setting? Call the IU Health Transfer

a
ity

Riley Children’s Health
bo e

Indiana University Health

Center for transfer or consult at 877.247.1177.
Calling from an outpatient setting? Call MyRiley at 1.844.697.4539.

Disclaimer notice: This guideline summarizes publicly available data and is intended for general information purposes only and does not and is not intended to constitute medical treatment. You accept full responsibility for use of information. We do not make any
representations to its accuracy, reliability, completeness, timeliness or appropriateness for a particular purpose. We are neither responsible nor liable for any claim, loss or damage resulting from use of this information. The information should not be used in place of a
visit, call, consultation or advice of a physician or medical specialist. Information contained herein is not exhaustive and does not cover all diseases, ailments, physical conditions or their treatment. The information contained in this guideline is designed for general use.

Each clinician should use their judgment to meet the needs of each individual patient.



