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Abstract 
Title: Assessment of haemostasis in anaesthesia for surgery at the Sylvanus 
Olympio University Hospital Center in Lomé. Objectives: Evaluate the pre-
scription of the preoperative haemostasis assessment. Methodology: This was 
a prospective descriptive and observational study which had taken place in 
the central operating room and in the operating room of the ENT department 
at UHC SO of Lomé from January 1 to June 31, 2016. It had concerned all pa-
tients who had anaesthesia for scheduled surgery after pre-anesthetic consul-
tation and the haemostasis assessment carried out according to the anaesthe-
sia technique and the type of surgery. Results: Two hundred and sixty (260) 
patients underwent anaesthesia during the study period. The male sex pre-
dominated (60%), the age group 18 - 40 years predominated (50.4%). GA was 
more practiced (62.7%) followed by spinal anaesthesia (30.3%). Minor ENT 
surgery was more performed (28%). ASA1 patients predominated (48.5%). 
The pre-anesthetic haemostasis assessment including platelet count, proth-
rombin rate, activated partial thromboplastin time and bleeding time was al-
most always done. The platelet count was achieved in all patients followed by 
the activated partial thromboplastin time (94%). No haemorrhagic complica-
tion related to a haemostasis disorder was observed in the perioperative pe-
riod in anaesthesia than in surgery. Conclusion: The prescription of the 
pre-anesthetic haemostasis assessment should not be systematic. It must take 
into account the clinical history, the patient’s bleeding history during the 
anaesthesia consultation, the type of anaesthesia, the surgery planned and the 
age. 
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1. Introduction 

Before the practice of anaesthesia of general (GA) or locoregional (LRA), several 
clinical and paraclinical examinations are carried out. Thus a routine preopera-
tive haemostasis assessment (PHA) to detect any haemostasis abnormalities is 
likely to increase the risk of bleeding [1]. 

In Europe, particularly in France, PHA to screen for a haemostasis disorder 
before anaesthesia is no longer systematic [2] [3]. 

In French-speaking black Africa, the selective prescription of a PHA remains 
topical [4]. 

No study was done in Togo on PHA to determine a selective prescription 
strategy. The aim was to assess the prescription of PHA in anaesthesia at the 
UHC-Sylvanus Olympio (SO). 

2. Methodology 

Our study was carried out in the central operating rooms and in otorhinolaryn-
gology (ENT) and maxillofacial surgery (MFS) of the UHC SO in Lomé. 

This prospective descriptive and observational study was carried out over a 
period of 6 months from January 1 to June 31, 2016. It began after authorization 
from the UHC SO ethics and patient protection committee and informed con-
sent of patients to the consultation of anesthesia. 

It concerned all patients who had anaesthesia for scheduled surgery after a 
preanaesthetic consultation. All patients operated without a preanaesthetic con-
sultation with anaesthesia-resuscitation doctor (ARD) were excluded from the 
study. Anaesthesia consultation records, anaesthesia monitoring records for 
postoperative and anaesthesia were the means used for data collection. The pa-
rameters studied were: socio-demographic parameters; haemorrhagic history; 
haemorrhagic clinical aspects; anaesthetic and surgical aspects; biological ab-
normalities of PHA; abnormal per and postoperative bleeding; the conduct in 
front of haemostasis anomalies. 

A count was manual. The processing was carried out by the Word 2007 com-
puter software. 

3. Results 
3.1. Epidemiological Aspects 

During the study period, 270 patients were operated on for scheduled surgery, of 
which 260 were included in the study, a frequency of 0.96. 57.7% of the patients 
were operated on in the central block and 42.3% in the ENT block. 
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The age of the patients is presented in Table 1. 
The average age of our patients was 40 years with extremes of 8 months and 

87 years. 60% of patients were male. 
No preoperative patient had clinical signs of a haemostasis disorder or a his-

tory of bleeding related to a haemostasis disorder. 
The PHA performed was composed: bleeding time (BT) 72.7%; activated par-

tial thromboplastin time (APTT) 95%; prothrombin rate (PR) 95.4%; platelet 
count (100%) with 7.7% high platelet rate and 0.4% low platelet rate; 11.3% low 
PR; 6.5% of elongated APTT and 5.8% of elongated BT. 

The preoperative treatments for haemostasis abnormalities were as follows: 
11.3% PR of which 6.4% had received vitamin K1 + 0.8% a transfusion of fresh 
frozen plasma. 0.4% of severe thrombocytopenia had received platelet concen-
trate and had undergone a specialist haematology consultation or no haemosta-
sis abnormality had been found. For patients with BT, prolonged APTT and 
high platelet count, no treatment was performed. 

The PHA according to the age of the patients was as follows: 
8 months to 3 years (14.6%): BT (10.3%), PR (13.4%); APTT (14.6%); platelets 

(14.6%); from 4 to 55 years old (64.6%): BT (47.3%); PR (58.4%); APTT (56.9%); 
platelets (64.6%); 

56 to 87 years old (20.8%): BT (15%); PR (19%); APTT (20%); platelets 
(20.7%). 

ASA classification is presented in Table 2. 
PHA performed according to ASA1: platelets (48.5%); APTT (44.6%); PR 

(43%); BT (35.4%); for ASA2: platelets (40%); APTT (38%); PR (37.6%); BT 
(34.6%); for ASA3: platelets (11.5%); APTT (11.1%): PR (11.1%); BT (6.5%). 
 
Table 1. Distribution of patients by age. 

Year Effective Percentage 

[0 - 18] 46 17.7 

[18 - 41] 131 50.4 

[41 - 61] 62 23.8 

[61 - 87] 21 8.1 

TOTAL 260 100 

 
Table 2. Distribution of patients according to class ASA*. 

 
Effective Percentage 

ASA1 126 48.5 

ASA2 104 40 

ASA3 30 11.5 

TOTAL 260 100 

*American society of anaesthesiologists. 
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3.2. Intraoperative Stage 

Types of anaesthesia are presented in Table 3. 
During the intraoperative period, no incident occurred during anaesthesia re-

lated to haemostasis disorder. The same observation was made postoperatively. 
Surgical aspects are presented in Table 4. 
Major surgery is presented in Table 5. 
Minor surgery is presented in Table 6. 

 
Table 3. Distribution of patients according to the type of anaesthesia. 

 
Effective Percentage 

GA 163 62.7 

Spinal anesthesia 79 30.3 

Axillary block 8 3.1 

Caudal block 7 2.7 

Epidural 3 1.2 

TOTAL 260 100 

 
Table 4. Distribution of patients by type of surgery. 

 
Effective Percentage 

(1) Minor ENT surgery 73 28 

(2) Minor abdominal surgery 54 20.8 

(3) Major orthopedic surgery 34 13 

(4) Major abdominal surgery 30 11.5 

(5) Major ENT surgery 29 11 

(6) Minor orthopedic surgery 24 9.2 

(7) Other major surgeries 11 4.2 

(8) Other minor surgeries 5 1.9 

TOTAL 260 100 

(1) adenoidectomy, tonsillectomy, adeno-tonsillectomy. (2) Hernial cure, hydrocele cure, fistulectomy. (3) 
Osteosynthesis of the femur, hip. (4) Gastrectomy, abdominal lumpectomy. (5) Laryngectomy, thyroi-
dectomy, ENT sphere lumpectomy. (6) Removal of osteosynthesis materials, external fixators, osteosynthe-
sis of the legs and upper limbs. (7) Neurosurgery. (8) Skin graft, varicectomy, arterovenous fistula. 

 
Table 5. Haemostasis assessment following major surgery. 

 
Effective Percentage 

Platelets 104 40 
APTT 96 37 

PR 93 35.7 
BT 68 26 

 
Table 6. Haemostasis balance according to minor surgery. 

 
Effectif Pourcentage 

Platelets 156 60 
APTT 151 58 

PR 146 56 
BT 121 46.5 
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4. Discussion 
4.1. Epidemiological Aspects 

Two hundred and sixty patients were involved in the study: 57.7% in the central 
block and 42.3% in the ENT block. The number of patients was reduced due to 
the reduction of surgical operations at the central block during the development 
work during the study period. The 18 to 40 age group was the most represented 
with 50.4%. The average age of the patients was 40 years. Our results are close to 
that of Sorol [6] with 59% for the same age group. Anaesthesia was more prac-
ticed in young adults at UHC-SO. The male sex predominated (60%). This result 
can be superimposed on those of Sorol and Béyé [5] [6] with 63% and 57.4% re-
spectively.  

4.2. Anaesthesiological Care 

All of the patients had undergone anaesthesia consultation prior to the practice 
of anaesthesia. 

The PHA was systematic. The platelet count was achieved in all patients. This 
result is identical to that of Koumare [7] with 99.6% platelet count achieved 
preoperatively. The prothrombin (PR) level was performed at 95.3% with an 
abnormal PR of 11.7%. This abnormal PR was slightly higher than that of Kou-
mare [7] with 7.14%. APTT was 95% performed with 6.5% abnormal APTT. The 
BT was 72.7% achieved with 5.8% abnormal BT. These abnormal results in our 
context are partly false positives by laboratory errors. Blery [8] recommends in 
this case the abandonment of a systematic prescription and favour a selective 
prescription. 

Several authors Samama CM [2], Haberer [9] have questioned the importance 
of BT in PHA. For Dominique [10], the preoperative BT does not have a good 
predictive value for the risk of haemorrhage per and postoperatively, whatever 
the type of anaesthesia in the absence of haemorrhagic manifestation of primary 
haemostasis. The only discordant argument is that of the Study Group on Hae-
mostasis and Thrombosis (SGHT) [11] of the French society of haematology, 
which defends a minimal PHA including a level of platelets, a PR, a APTT in all 
preoperative patients. In our context, the prescription of PHA did not take ac-
count of the interrogation or clinical examination but was systematically pre-
scribed most often by the surgeons who received the patients first and the para-
medical anaesthesiologists who did not have the same skills than the ARD in this 
area. The prescription of PHA should not be systematic and the bleeding time 
should not be part of PHA [10] [12] [13]. 

The preoperative treatment of the haemostasis anomalies observed was car-
ried out for 6.4% of low PR with vitamin K1 and 0.8% with fresh frozen plasma. 
A patient with severe thrombocytopenia was transfused with platelet concentrate 
and had no haemostasis pathology after haematological consultation. For Tetchi 
[14], the frequency of pathologies revealed by a systematic PHA in patients in 
whom the examination and clinical examination are normal is low. No treat-
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ment was performed for the other haemostasis abnormalities found. The various 
abnormalities of haemostasis come from other pathologies interfering with 
haemostasis, false positives, taking certain drugs interfering with haemostasis, 
non-compliance with the conditions of sampling for good haemostasis and not 
pathologies of haemostasis. 

The children 8 months to 3 years old had all benefited from a sample for a 
platelet count and a APTT at 14.6%; 13.4% PR and 10.3% BT. Our results are 
different from those of Molliex [12] and the recommendations of the National 
Agency for Accreditation and Health Assessment (NAAHA) [15], which rec-
ommend carrying out PR, APTT and platelet count to diagnose a haemorrhagic 
syndrome preoperatively even in the absence of a haemorrhagic history before 
walking age in children. The patients aged 45 to 55 all had a platelet count 
(64.6%); 58.4% PR; 56.9% APTT and 47.3% BT. According to Molliex and 
NAAHA [12] [15], PHA is not necessary in this age group if the examination for 
haemorrhagic syndrome is negative. Our results in this age group contradict this 
argument and did not take age into account. For those over 55, the NAAHA [15] 
recommends the prescription of PR, APTT and platelet count even if the exami-
nation is negative. The NAAHA recommendations [15] differ from our results 
in this age group where all the patients had a platelet count (20.7%); PR (20%), 
APTT (19%) and BT (15%). These results in our context were related to the fact 
that the majority of PHAs were not requested by the MARs at the consultation 
but rather by the surgeons and by the paramedical anaesthetists. 

ASA1 patients were more represented (48.5%) followed by ASA2 (40%) and 
ASA3 patients (11.5%). Our results are close to those of Tomta [16] who found 
53.2% of ASA1. On the other hand, these results are lower than those of Sorol 
[5] with 60% of ASA1. Indeed Molliex, Bonhomme and Haberer [12] [13] [17] 
had questioned the systematic nature of this prescription for ASA1 patients. 
Asymptomatic haemostasis disorders are exceptional in ASA1 subjects and the 
systematic practise of PHA in the ASA1 population generates very many false 
positive results according to Blery and Haberer [1] [17] so it is necessary to take 
into account the history in favour of a haemostasis disorder. In ASA2 and ASA3 
patients, PHA was performed systematically. The ASA classification did not di-
rectly influence the achievement of PHA. 

4.3. Intraoperative Stage 

General anaethesia (GA) was the most common technique (62.7%). This result 
can be explained by the fact that all ENT and neurosurgery patients were oper-
ated on GA where other techniques were not possible. 

According to anaesthesia techniques, the platelet count was achieved in all pa-
tients (Table 3). These results are contrary to the recommendations of David, 
ASA and NICE [18] [19] [20], according to which only the clinical examination 
and the interrogation should be carried out in first intention to diagnose a pa-
thology of the coagulation before the practise of a anaesthesia whether general or 
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locoregional. This systematic practise of PHA in our context was the work of the 
same previous actors (surgeons, paramedical anaesthesiologists). These syste-
matic reviews were carried out in the haunt of optimal security for the preven-
tion of haemorrhagic complications related to spinal anaesthesia. 

No peranaesthetic incident related to a haemostasis disorder was recorded 
during our work; therefore, peranaesthetic incidents related to a haemostasis 
disorder were rare and a systematic PHA had been of no use. 

No post-anaesthetic complications related to a haemostasis disorder were 
recorded. The occurrence of a post-anaesthetic complication linked to a hae-
mostasis disorder, in particular compression marrow haematoma in the case of 
locoregional anaesthesia (LRA), was evaluated in a variable manner according to 
Nathan [21]. The haemorrhagic risk in case of peripheral LRA is considered to 
be less than that of central LRA due to the superficial nature of the puncture 
which makes compression available externally and the occurrence of even a 
small haematoma is directly visible. 

The results of Nathan [21], can be superimposed on ours or no postoperative 
complication linked to a haemostasis disorder was recorded. For Nathan [21], 
the occurrence of a perimedullary haematoma is often linked to other favorable 
factors such as technical difficulties and the repetition of punctures, age but 
rarely to a haemostasis disorder. Although rare, post-anaesthetic complications 
related to a haemostasis disorder are a reality and should be taken into account 
whenever an anaesthesia, especially locoregional, is indicated. 

Types of surgery: minor ENT surgery was the most represented (28%) fol-
lowed by minor abdominal surgery (20.7%). 

PHA performed for minor surgery: all patients who had minor surgery (60%) 
performed a minimal haemostasis assessment including a platelet count (60%), a 
APTT (58%), a PR (56%), a BT (46%). These results are contrary to Tetchi’s ar-
guments [14] according to which if the patient has no haemorrhagic history 
subject to reliable questioning, if there is no pathology which could interfere 
with haemostasis and the estimated haemorrhagic risk of the operating proce-
dure is low or even zero, so this PHA is unnecessary. The same arguments are 
shared by Samama [2] and Haberer [17]. On the other hand, the GEHT [11] re-
commends performing a simple PHA comprising a platelet count, a PR and a 
APTT in all preoperative patients. PHA is not necessary in case of minor surgery 
in the absence of elements in favour of a haemostasis disorder [12] [13] [19] 
[20]. 

PHA performed for major surgery: almost all patients operated for major sur-
gery (40%) had a platelet count (40%), a APTT (37%), a PR (35.7%) and a BT 
(26%). 

Our results respond to the arguments of several authors [2] [12] [13] [19] who 
recommend the prescription of the level of platelets, APTT, and PR in the event 
of major surgery in all patients even in the absence of clinical sign and history in 
favour of a hemostasis disorder. 

Intraoperative incidents and accidents: no intraoperative complications re-
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lated to a haemostasis disorder were recorded after the correction of biological 
haemostasis disorders. According to Blery [22], bleeding problems are much 
more linked to surgical problems than to a biological disorder of haemostasis. It 
is very unlikely to have a severe bleeding intraoperatively related to an unknown 
haemostasis abnormality in asymptomatic subjects. On the other hand, the oc-
currence of bleeding during surgery depends not only on the abnormality of 
physiological haemostasis but also on the type of surgery, the quality of surgical 
haemostasis and the taking of certain drugs that interfere with haemostasis. 
Numerous studies have shown that there is no close relationship between the 
abnormality of haemostasis and surgical bleeding [23]. 

Postoperatively there was no abnormal postoperative bleeding from operative 
wounds. 

5. Conclusion 

The risk of bleeding and peri-anesthetic complications due to an abnormality of 
haemostasis is an individual and not a statistical risk. The simple haemostasis 
assessment was systematic. No complications related to a haemostasis disorder 
were recorded during the perioperative period. The systematic prescription of 
the preoperative haemostasis assessment was hardly justified. Selectively pre-
scribe the haemostasis balance according to the patient’s age, clinical condition, 
field, surgical condition. For minor surgery, refrain from the haemostasis 
check-up; in case of major surgery, ask for a platelet count, a PR and an APTT. 
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