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Abstract  
Background: Epistaxis is one of the most common emergencies in ENT. Its prevalence 
ranges from 12% to 15%. Upto 90% of the epistaxis have their origin in Little’s area which 
can be easily treated with anterior tamponade, but 10% cases are of posterior in origin which 
requires more aggressive means of treatment. 
Aim & Objectives: 
1. The success rate of Endoscopic sphenopalatine artery ligation as an elective procedure in 

the management of recurrent posterior epistaxis. 
2. Post-op complications and long-term outcome following Elective Endoscopic 

sphenopalatine artery ligation. 
Methods: It is a retrospective descriptive study.40 patients with recurrent posterior epistaxis 
who underwent Elective Endoscopic sphenopalatine artery ligation in the period between 
2021 July – 2022 July were followed up at the end of first, third, fifth week, second month 
and sixth month of post op period and success rate of this procedure was assessed using 
available records. Successful endoscopic sphenopalatine artery ligation was defined as “No” 
further epistaxis or rebleed within 2 months of the procedure. Descriptive statistical analysis 
was carried out including frequency and percentage. The results were tabulated. 
Results: There were 37.5% females and 62.5% males in the sample. The patient's average 
age was 52.98 years old, with a standard deviation of 16.87 years. The location of the 
bleeding was found to posterior in all 40 of the cases (100%). In all the patients the procedure 
was performed under general anaesthesia. During the operation, there were no complications 
with any of the forty patients. Within the first two months after surgery, there was only one 
case of bleeding that occurred again. 
Conclusion: In the treatment of refractory/recurrent posterior epistaxis, an endoscopic 
ligation of the sphenopalatine artery is a surgery that is not only safe but also straightforward 
and successful. In addition, given the low risk of morbidity associated with the surgery, it is 
our standard practice to investigate the viability of this alternative therapeutic strategy at an 
early stage in the management of patients whose conditions do not improve with the use of 
traditional nasal packing. 
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Introduction:

Epistaxis is the most prevalent type of 
emergency that occurs in the field of ENT. 
Less than 0.2% of patients who come with 
epistaxis will ultimately require 
intervention, and this number is far lower 
than the 6% of patients who would require 
hospitalisation. [1]  
Persistent epistaxis is defined as epistaxis 
that is not controlled by nasal packing or 
appears with continuing bleeding 
following the removal of packing. [2] 
Patients diagnosed with 
persistent/recurrent epistaxis must be 
hospitalised in order to undergo additional 
examination and treatment. Treatments can 
differ both within a centre and between 
centres for persistent /recurrent epistaxis, 
and there is no general agreement 
regarding the management of this 
condition. [3] Nasal compression is 
recommended as the first line of treatment 
for epistaxis by the American Academy of 
Otolaryngology - Head and Neck Surgery 
Guidelines. [4] In cases when there is 
chronic bleeding that cannot be managed 
by packing or nasal cauterization, surgical 
artery ligation or endovascular 
embolization are proposed as potential 
treatment options. [5] Endoscopic 
sphenopalatine artery ligation (ESPAL) 
has grown in popularity as a treatment for 
treating chronic epistaxis since it was 
initially introduced in 1963 by Malcomson 
et al., and with the recent broad use of 
endoscopic sinus procedures. [6] It has 
been demonstrated that the ESPAL method 
has a higher percentage of success, results 
in cost savings, and has a comparable rate 
of complications. There has been 
consistent publication of high-quality data 
and evidence based on the role that it plays 
in the treatment of persistent epistaxis. [7]  

In this study, our objective was to 
determine the success rate of endoscopic 
sphenopalatine artery as an elective 
operation for the treatment of recurrent 
posterior epistaxis. Complications that 
occurred after the procedure and the long-
term results of having an elective 
endoscopic sphenopalatine artery ligation. 
Materials and Methods 
The Present study is a retrospective 
descriptive study conducted for a period of 
1 year from 2021 July – 2022 July on 40 
patients with recurrent posterior epistaxis 
who underwent Elective Endoscopic 
sphenopalatine artery ligation in a tertiary 
care hospital, Trichy, Tamil Nadu. 
Patients 
After receiving approval from the 
institutional review board, a total of 40 
patients with recurrent posterior epistaxis 
who underwent elective endoscopic 
sphenopalatine artery ligation between the 
year July 2021 and July 2022 were 
selected and the follow up records at the 
end of the first, third, and fifth weeks, as 
well as the second month and sixth month 
of the post-operative period were collected 
retrospectively. The success rate of this 
procedure was evaluated using the 
diagnostic nasal endoscopy records that 
were available. The endoscopic occlusion 
of the sphenopalatine artery was 
considered successful if there was "No" 
more epistaxis or rebleeding within two 
months of the procedure. 
Inclusion criteria: 
1. All patients with recurrent posterior 

epistaxis who needed hospital 
admission. 
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2. All patients whose bleeding was not 
controlled by conservative 
management. 

Data Collection 

Pre-intervention data 
Age, gender, comorbidities (including 
hypertension, diabetes, coagulopathies, 
hemato-oncological diseases and anti-
coagulation treatment prior to admission), 
number of previous hospitalizations due to 
epistaxis, and history of sinonasal surgery 
are all factors that are taken into 
consideration.  
Intervention data  
Any and all treatments administered 
before, during, and after admission to the 
hospital for the purpose of preventing 
epistaxis.  

Post-intervention data 

Recurrent events of epistaxis, broken 
down into early (up to 48 hours after 
controlling the epistaxis) and late (from 48 
hours up to one month after controlling the 
epistaxis); mortality (defined as death up 
to one year following admission); post-
intervention complications (major 
complications documented within two 
months or in the first follow-up visit 
following admission, including: synechia, 
septal perforation, anosmia, palatine 
ischemia, new onset of chronic 
sinusitis(documented details in diagnostic 
nasal endoscopic records). 

Surgical procedure 
The ESPAL technique was carried out 
while the patient was under the influence 
of general anaesthesia and positioned in 
the supine posture. The procedure was 
performed via a trans nasal endoscopic 
technique.

 
Figure 1: Crista ethmoidalis identified sphenopalatine artery visualized 

 
Figure 2: Sphenopalatine artery cauterized using bipolar diathermy 

 
Following the achievement of local 
vasoconstriction with a lidocaine-
adrenaline-soaked nasal pack, an 
examination of the nasal cavity was 
performed using a 0° endoscope. The 

lignocaine and adrenaline injection 
(lignocaine 2% with adrenaline 1:80,000) 
was administered to the lateral wall in 
front of the posterior end of the middle 
turbinate and above the posterior border of 
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the inferior turbinate. After that, a suction 
freer was used to raise the mucosal flap on 
a subperiosteal plane, where it was placed 
over the palatine bone. An angled curette 
was utilized in order to locate and remove 
the ethmoidal crest that was located on the 
palatine bone. After locating it behind the 
ethmoid crest, the sphenopalatine foramen 
and the arterial branches that are 
connected to it were separated out. After 
the vessels were either clipped or 
cauterized, the mucosal flap was 
repositioned so that it was back against the 
lateral wall. Nasal cavity packed with 
merocele pack for 24 hours after that pack 
was removed and saline nasal douching 
was given for 7 days postoperatively to 
minimize the crusting following the 
procedure. 
Statistical analysis 
The application known as the Statistical 
Package for the Social Sciences was 
utilized in order to carry out statistical 
analyses (IBM SPSS Statistics for 
Windows, Version 26.0. Armonk, NY, 
USA). Categorical variables are described 
using frequencies and percentages. The 
mean and standard deviation are the 
metrics that are used to characterize 
variables that followed a normal 
distribution (SD). Chi-squared tests were 

utilized in order to determine the degree of 
connection between categorical variables. 
Following an examination of continuous 
variables for a normal distribution, a 
Mann–Whitney test was carried out in 
order to compare the two different groups. 
A p value of less than 0.05 when using two 
tails was determined to be statistically 
significant. 
Results 
During the time period covered by this 
study, participants included forty patients 
who had previously undergone endoscopic 
sphenopalatine artery for the treatment of 
posterior epistaxis. There were 37.5% 
females and 62.5% males in the sample. 
The patient's average age was 52.98 years 
old, with a standard deviation of 16.87 
years. The ages ranged from 27 all the way 
up to 80 years old. The demographic 
information can be seen in table 5. The 
location of the bleeding was found to 
posterior in all 40 of the cases (100%). In 
all the patients the procedure was 
performed under general anaesthesia. 
During the operation, there were no 
complications with any of the forty 
patients. Within the first two months after 
surgery, there was only one case of 
bleeding that occurred again.

Table 1: Gender Distribution 
Gender Total = 40 

Frequency % 
Male 25 62.5% 
Female 15 37.5% 

Table 2: Distribution of relevant medical and treatment history 
 Frequency Percentage (%) 
Hypertension 10 25% 
renal failure 0 0% 
coagulation abnormalities 0 0% 
Anticoagulants intake 3 7.5% 
NSAID intake 3 7.5% 

Table 3: Distribution of site of bleeding 
Site of Bleeding Frequency Percentage (%) 
Anterior 0 0% 
Posterior 40 100% 
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Table 4: Type of anaesthesia used 
Type of Anaesthesia Frequency Percentage (%) 
General 40 100% 
Local 0 0% 

Table 5: Distribution of recurrent bleeding after the procedure 
Recurrent Bleeding Frequency Percentage (%) 
1st Week 0 0% 
3rd Week 0 0% 
5th Week 0 0% 
2nd Month 1 2.5% 

Table 6: Demographic data 
S. N. Variable Frequency Percentage 
1 Age [mean (SD)] 52.98 (16.87)  
2 Sex   
 Male 25 62.5% 
 Female 15 37.5% 
3 H/O hypertension 10 25% 
4 H/O renal failure 0 0% 
5 H/O coagulation abnormalities 0 0% 
6 H/O anticoagulants 3 7.5% 
7 H/O NSAID 3 7.5% 
8 Site of bleeding 
 Anterior 0 0% 
 Posterior 40 100% 
9 Anaesthesia 
 GA 40 100% 
10 Blood transfusion 0 0% 
11 Complications during procedure 0 0% 
12 Epistaxis within 2 months 1 2.5% 

 
Discussion 

While the blood vessels that are 
responsible for anterior epistaxis are 
typically simple to identify and may be 
managed by the use of cauterization, the 
blood vessels that are responsible for 
posterior epistaxis can be frustrating for 
the surgeon as well as the patient.[8]  
In the past, the treatment options have 
typically consisted of one or more of the 
following procedures: nasal packing, 
septoplasty, and arterial ligation of either 
the internal maxillary artery, the external 
carotid artery, or the anterior ethmoidal 
artery. In addition to having a high 
probability of failure that ranges from 26 
to 52 percent, posterior nasal packing is 

linked with significant discomfort, 
mucosal damage, and morbidity caused by 
hypoxia. [9-12] 
The conventional methods of artery 
ligation are also linked to severe morbidity 
as well as high rates of surgical failure. 
[13] It is possible for the transantral 
approach to the maxillary artery to 
produce injury to the nasolacrimal duct or 
the infraorbital nerve, which would result 
in anaesthesia of the cheek. The ligation of 
the external carotid artery is related with 
an increased risk of injury to the vagus 
nerve and the hypoglossal nerve. In 
addition to this, there is a significant 
chance of failure because extensive 
anastomosis was performed at a location 
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that was distant to the site of ligation. [14-
15] 
The treatment options for this condition 
have recently been expanded to include 
endoscopic clipping or cauterization of the 
sphenopalatine artery, as well as 
angiography and embolization of the 
vessels that are bleeding. [16]  
It is not always possible to find an 
experienced interventional radiologist who 
is qualified to do the percutaneous 
embolization of the maxillary artery 
because it requires their knowledge. 
Additionally, it has been linked to a 
number of severe neurological problems. 
[16]   
Prades was the first person to describe the 
microscopic surgical approach to the 
sphenopalatine foramen. He did it in the 
context of doing a Vidian neurectomy. 
[17] After that, developments in nasal 
endoscopic procedures made it possible to 
reach the sphenopalatine artery during the 
treatment of posterior epistaxis. This was a 
significant step forward in the treatment of 
this condition. As a consequence of this, 
the endoscopic occlusion of the 
sphenopalatine artery has become 
increasingly common as a treatment for 
stubborn cases of epistaxis. Studies 
conducted by Sharp et al., Pritkin et al., 
and Srinivasan et al. all revealed a success 
rate of over 90% without any major 
problems. [18-20]  
It is possible that our findings, which 
demonstrate the potential benefits of 
ESPAL in controlling persistent epistaxis 
regardless of presenting comorbidities, 
could serve as a resource for doctors in the 
process of patient selection. It has been 
demonstrated in the past that hypertension 
is a prevalent comorbidity among patients 
who have epistaxis; therefore, the 
significance of this finding cannot be 
overstated.  
This study suffers from a number of 
shortcomings. To begin, it makes use of a 
retrospective approach, which by 

definition is prone to introducing bias. In 
addition, the limited size of the sample.  

Conclusion 
In the treatment of refractory/recurrent 
posterior epistaxis, an endoscopic ligation 
of the sphenopalatine artery is a surgery 
that is not only safe but also 
straightforward and successful. In 
addition, given the low risk of morbidity 
associated with the surgery, it is our 
standard practice to investigate the 
viability of this alternative therapeutic 
strategy at an early stage in the 
management of patients whose conditions 
do not improve with the use of traditional 
nasal packing. 
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