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Abstract. Throat packs in ENT surgery. Throat packs are sometimes used in oral and sinonasal surgery to prevent
contamination of the upper aerodigestive track and reduce the risk of postoperative aspiration. At present there is much
variability in the use of throat packs, with little data on current practice. An anonymous electronic survey of Australian
ENT surgeons was performed. Responses from 314 ENT surgeons (63.3%) were collected. In cases with an endotracheal
tube, throat packs were preferred by 35.0% of surgeons, falling to 16.9% with a laryngeal mask airway. 61.8% of
surgeons never use a throat pack with a laryngeal mask airway of any description. Throat packs tend to be favoured
in cases with high bleeding risk, such as sphenopalatine artery ligation, complex FESS, and medial maxillectomy, and
they are less utilised in cases with low bleeding risk, such as linear cautery of turbinates, reduction of nasal fracture,
and wedge resection of lip. Respondents described 165 critical incidents related to throat pack insertion, and 53 critical
incidents possibly preventable by throat pack insertion. This survey describes the current practice of throat packs
insertion by Australian ENT surgeons. Further study is required to determine the current practice of our anaesthetic
colleagues, and a consensus should be reached to streamline our perioperative clinical decision making.

At present the use of throat packs varies widely
from practitioner to practitioner, with surgeons and
anaesthetists having varying indications for their
use. There is an increasing call for standardisation
in perioperative patient management in routine
cases to improve safety.”” However, there is no
published data on the current use of throat packs
in ENT surgery with which to guide a standardised
recommendation for routine practice. Here we
intend to measure the current practice in Australia,
for the reference of surgeons and anaesthetists to

Introduction

Throat packs have been used in surgery for over
150 years. A number of different types exist,
including woven gauze and polyurethane foam
packs. They are primarily used in oral and sinonasal
surgery to prevent contamination of the upper
respiratory tract, reducing the risk of postoperative
aspiration, and the gastrointestinal tract, reducing
the risk of postoperative nausea and vomiting.'?
Some anaesthetists may also use them to stabilise

or improve the seal around an endotracheal or come.
supraglottic airway.*®
Not all clinicians favour the use of throat packs,
Methods:

however. Insertion and removal of a throat pack is
associated with pharyngeal trauma, postoperative
sore throat, and occasionally life threatening
airway oedema.”" It may also increase setup time.

All members of the Australian Society of
Otolaryngology, Head and Neck Surgery were

Retention of throat packs is well-documented in
the literature, and may lead to airway obstruction
and death, negative pressure pulmonary oedema, or
dysphagia postoperatively.””’® Many preventative
strategies have been discussed in the literature,
with variable uptake in practice.>'>'®

This research is self-funded.
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invited to participate in an anonymous electronic
survey. We asked nine questions, each being
followed by a selection of possible answers. Free
text responses were also allowed in question 3,7, 8
and 9 to allow description of alternate throat pack
material and description of complications.
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Number of episodes of throat pack retention and
aspiration (Question 6) was optional. Responses
were collated and correlated with years of
experience (question 1) to calculate cumulative
experience and rate of events per practitioner-year.

Results

Five hundred and sixty two ENT surgeons and
registrars practice in Australia and New Zealand.
The electronic survey was distributed to 395 ENT
surgeons and 101 ENT training registrars, and
314 (63.3%) responses were collected. Responder
demographics, collected in Questions 1 and 2,
are detailed in Table 1. Surgeons used a variety
of throat packs, with ribbon gauze, either dry or
wet, being the most prevalent, followed by Raytex
swabs and tampons.

Table 3 summarises surgeon preference regarding
throat pack usage, as collected in Questions 3, 4,
and 5. In cases with an endotracheal tube, throat

Table 1
Participant demographics
. Response
Demographic Number rate (%) Total
Total 314 63.3%
State
New South Wales 100 58.9% 175
Queensland 74 82.2% 90
South Australia 28 51.9% 54
Tasmania 2 25.0% 8
Victoria 71 65.1% 109
Western Australia 30 63.8% 47
New Zealand 2 16.7% 12
Not stated 2
Experience
Registrar 23
<10 years 52
<20 years 99
<30 years 58
<40 years 36
<50 years 30
>50 years 12
Table 2
Preferred throat pack materials
Material Prevalence
Ribbon gauze 181 (57.6%)
Raytex swab 16 (5.1%)
Tampon 10 (3.2%)
Never uses a throat pack 107 (34.1%)
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packs were utilised by 35.0% (range 6.9-59.9%)
of respondents. In cases employing a laryngeal
mask airway, this was universally lower, falling to
16.8% (range 3.2-29.2%) of respondents. 61.8% of
surgeons stated that they would never use a throat
pack with a laryngeal mask airway, while 34.1%
of surgeons stated they never use a throat pack in
any surgery. 3.8% of surgeons indicated that they
would use a throat pack in all cases presented.
There was some variability between states and
surgeon’s years of experience, and this can be seen
in Figures 1-3.

Questions 6, 7, and 8 were completed by 88.1%,
77.6%, and 89.7% of respondents respectively.
Respondents detailed 165 critical incidents
from the insertion of throat packs, related to
throat pack retention (140 incidents from 277
respondents with cumulative experience of 6080
years), aspiration of throat pack (13 incidents
from 244 respondents with cumulative experience
5050 years), swallowed throat packs (7 incidents)
and trauma-related oedema (5 incidents). In
addition, 80 (25.5%) respondents commented that
sore throat was common postoperatively, and 100
(31.8%) respondents commented that insertion
commonly caused trauma (abrasions, lacerations,
and ulceration) to the palate, uvula, posterior
pharynx, and tongue. In patients without throat
packs, 53 episodes of aspiration were described
with 7 respondents expressing concern regarding
a high number of aspiration events without throat
pack insertion. Respondents did not specify whether
the incidents occurred while using an endotracheal
tube or a laryngeal mask airway.

Question 9 allowed free text commentary.
32 respondents commented that throat packs
were unnecessary in ENT operations, while 12
respondents believed they provided significant
benefit. 25 surgeons commented that throat pack
insertion is and should be an anaesthetic decision.

Discussion

The use of throat packs in ENT surgery is a
contentious issue, relevant to all ENT surgeons,
with little literature to guide appropriate usage. In
this survey, we found significant variation between
surgeons in their preferences for throat pack usage,
albeit with some common themes. While practices
varied between geographic locations and by level
of experience, there were some areas of agreement.
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Table 3
Throat pack usage by operation and airway type
Operation Endotracheal tube | Laryngeal mask airway
Intraoral drainage deep neck space abscess 30.5% N/A
Wedge resection of the lip 10.5% 4.4%
Septoplasty 332% 15.9%
Turbinoplasty 392% 22.3%
Linear cautery of turbinates 6.9% 32%
MiniFESS (Uncinectomy / MMA / ethmoidectomy) 40.3% 21.3%
Complex FESS 55.3% 29.9%
FESS polypectomy 53.6% 27.8%
Dacrocystorhinoplasty 22.7% 10.4%
Endoscopic medial maxillectomy 54.0% 26.7%
Sphenopalatine artery ligation 59.9% 29.2%
Reduction of nasal fracture 10.8% 52%
Rhinoplasty 48.5% 21.5%
Table 4
Complications.
Complications of insertion Number

Retained throat pack

140 episodes (0.0230 events per practitioner-year)

Aspiration of throat pack

13 episodes (0.00257 events per practitioner-year)

Swallowed pack 7 episodes
Oedema 5 episodes
Accidental extubation 1 episode
Complications of not inserting | Number

Aspiration events

53 episodes

Laryngospasm

5 episodes

Loss of specimen

1 episode

As expected, throat packs are favoured in
operations where haemorrhage is expected. More
than half the respondents used throat packs in
more complex nasal operations, such as functional
endoscopic sinus surgery or medial maxillectomy,
and in operations with existing bleeding, such as
sphenopalatine artery ligation for epistaxis. By
contrast, fewer respondents used throat packs in
operations with lower haemorrhage rates, such
as wedge resections of the lip, reduction of nasal
fracture, and linear cautery of the turbinates. Blood
loss within these operations is not zero, however,
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and there remains a risk of contamination of the
respiratory and gastrointestinal tracts.

Over half the surgeons surveyed believe that
the use of a laryngeal mask airway obviates the
need for a throat pack. As such, far fewer surgeons
would use a throat pack if a laryngeal mask airway
is employed, regardless of operation. There were
no instances of respondents using a throat pack
in a case with a laryngeal mask airway where
they would not use a throat pack in the same case
with an endotracheal tube. We note that lack of
throat pack insertion may increase the risk of
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Throat pack usage with LMA by state
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Figure 1

Throat pack usage varies from state to state. ETT: Endotracheal tube. LMA: Laryngeal mask airway. LCT: Linear cautery of

turbinates. DCR: Dacrocystohinoplasty.

aspiration. However, only two surgeons expressed
the view that the increase in aspiration risk would
be excessive. This suggests a general consensus
belief within the surveyed group that a laryngeal
mask airway is better than an endotracheal tube at
protecting of the lower airway from upper airway
contaminants.

Some surgeons believe throat packs to be
unnecessary in all cases. Reasons given for this
include low rates of aspiration without throat packs,
and efficacy of postoperative hypopharyngeal
suctioning. Many of these surgeons suggested that
throat packs did not reduce the rate of respiratory

contamination in a clinically significant way. This
is an area for further study.

A minority of surgeons believed throat packs
to be necessary for all cases. These surgeons
cited high numbers of aspiration events in their
patients, with some patients requiring postoperative
intensive care support. Gastrointestinal soiling
and postoperative nausea and vomiting was not
described as a rationale for throat pack use.

The rate of aspiration events without throat packs
varied widely by respondent, from no recalled cases
to 10% of cases. This was likely due to variation in
amount of intraoperative bleeding, postoperative
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Throat pack usage with ETT by seniority
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Figure 2

Throat pack usage varies by seniority ETT: Endotracheal tube. LMA: Laryngeal mask airway. LCT: Linear cautery of turbinates.

DCR: Dacrocystohinoplasty

hypopharyngeal suctioning practices, location of
tube or laryngeal mask airway placement, and
cuff inflation pressures. This may also have been
due to variation in patient monitoring and incident
reporting postoperatively, and a variable threshold
for labelling respiratory signs as clinically
significant airway soiling. Throat pack retention
and aspiration, by contrast, is an easily definable
event, more likely to be brought to a surgeon’s
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attention, and the authors believe these numbers to
be more reliable in this study.

A concerningly high rate of throat pack aspiration
was noted in this survey. It was not possible
to state whether these events occurred despite
the introduction of safety measures. Respondents
described operative check lists, including the pack
in the instrument count, having the pack tied to the
endotracheal tube, and labelling the patient with a
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Figure 3

Overall throat pack usage varies from state to state and by level of experience.

‘throat pack in situ’ sticker. One surgeon suggested
that routine use of throat packs would facilitate
routine throat pack removal, reducing throat pack
retention events.

Many surgeons described high rates of post-
operative sore throat, particularly those opposed
to the usage of a throat pack. This was sometimes
associated with and attributed to trauma to the
uvula, palate, pharynx, and tongue, particularly
when inserted by an inexperienced or trainee
anaesthetist. Several surgeons believed that sore
throat and trauma could be reduced by using a
looser throat pack or a damp pack, inserted either
by an experienced anaesthetist or by themselves.
No comments were made regarding the impact
of throat pack material on pharyngeal trauma and
pain.

This survey provides some guidance to surgical
preference regarding throat pack usage in Australia,
However, there is significant variation in surgical
practice, and participation rate was not complete.
This survey only considered routine cases, and
surgeons may tailor their approach in individual
cases. Critical incidents were not well defined
or quantified, and were subject to recall bias.
Anaesthetic preference has not been included
in this study, and is an area for future study.
More importantly, however, high-level discussion
between surgeons and anaesthetists is required to
reach consensus regarding recommendations for
practice.

Conclusion

Our survey of 314 ENT surgeons found that throat
packs are not preferred in the majority of ENT

cases, especially when a laryngeal mask airway is
employed. They tend to be favoured in cases with
high bleeding risk, such as sphenopalatine artery
ligation, complex FESS, and medial maxillectomy,
and they are less utilised in cases with low bleeding
risk, such as linear cautery of turbinates, reduction
of nasal fracture, and wedge resection of lip.
An alarmingly high number of critical incidents
were reported with throat pack use, while a much
lower number of aspiration events were reported
without their use. Further study is recommended to
determine anaesthetist preferences and to accurately
measure the incidence of aspiration events with and
without throat packs.
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