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Abstract:

Background: Epistaxis is one of the most common emergencies that otorhinolaryngologists see in the out-patient
department as well as in casualties. Causes of epistaxis can range from a simple self-limiting condition to a more
sinister malignant lesion that needs a radical approach. Epistaxis can be managed medically, with nasal packing or
surgically, depending on the situation and cause of bleeding.

Methods: The study was conducted in the Department of ENT, VIMS, Ballari, during the period from December
2014 to May 2016. The prospective study included 75 patients attending the department of ENT and also patients
referred from other departments of VIMS Hospital, Ballari. Once the diagnosis was made, they were managed
medically (conservatively), with anterior or posterior nasal packing and if needed, surgically, and the patients were
followed up for a period of 6 months. The collected data was tabulated and subjected to statistical analysis.

Results: In our study, epistaxis was more common in males in the age group of more than 40 years, with 41.2%
suffering from trauma, followed by hypertension as the second most common case. 40% of the patients needed
combined modalities, including medical, anterior nasal packing and surgical management, 29% were managed
medically. 18.6% required anterior nasal packing along with pharmacotherapy, 12% got controlled only when both
anterior and posterior nasal packing were done. 97.3% of the patients had no recurrence on follow up for 6 months.
Conclusion: The study shows that epistaxis is more common in trauma patients, followed by hypertension with the
combined modality of medical, anterior nasal packing and surgical management being the most effective mode of
management with minimum recurrence.
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Introduction

or recurrent bleeding may indicate a secondary cause
such as  hypertension, anticoagulation, or
coagulopathy. In such cases, a hematologic
evaluation should be performed, including a
complete blood count, anticoagulant levels,
prothrombin time, partial thromboplastin time,
platelet count and, if indicated, blood typing and
crossmatching8. Routine radiologic studies have
little role in the initial diagnosis of epistaxis.
Computed tomography (CT) or magnetic resonance
imaging is not typically indicated for the

Epistaxis can be due to primary, secondary systemic,
or idiopathic causes. Primary or local causes include
congenital, traumatic, inflammatory, anatomical
(deviated nasal septum, septal spur), iatrogenic,
neoplasia, vascular, drugs, chemical, or climatic
changes, and foreign bodies. Similarly, the systemic
causes of epistaxis are haematological diseases
causing coagulopathy, hypertension, liver disease,
cardiovascular  disease, renal disease, and
anticoagulant drugs.[!

In order to diagnose the cause of epistaxis, the
patient’s examination should start with anterior
rhinoscopy, which usually reveals the bleeding site,
dilated septal vessels or ulceration with or without
crust. Posterior bleeding needs to be considered if
there is anterior bleeding from both nostrils or if
there is post nasal dripping of blood to the pharynx.
Nasal endoscopic examination using a flexible or
rigid scope after applying decongestion and topical
anaesthesia is helpful in identifying the site of
bleeding.[) Multiple bleeding sites with diffuse ooze
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investigation of epistaxis unless tumours or other
local diseases are suspected as an underlying cause.!

Primary epistaxis should be managed first by
identification of the bleeding point, and then
haemostasis can be achieved using a small medicated
plegdet, chemical, electrocautery or bipolar
diathermy. Secondary epistaxis should be managed
by identification of the cause and application of
corrective systemic medical management.!*>! Even in
this modern era of all these technological
advancements, we still find some cases difficult to
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diagnose and even more difficult to manage.
Moreover, posterior epistaxis, bleeding from sites not
visible through anterior rhinoscopy, still eludes the
otolaryngologist. A major advance in the
management of posterior epistaxis has been the
development of the technique of endoscopic
ligation.[¥! Recently, idiopathic intractable epistaxis
has been managed by endovascular therapy with
embolization of the internal maxillary artery.
Preoperative embolization proves beneficial in a
patient with juvenile nasopharyngeal angiofibroma
by decreasing blood loss during surgery.[”)

Materials & Methods

A detailed history was obtained from the patients.
Past and family history were also evaluated for
further information. A meticulous and thorough
general physical examination was conducted and the
findings were noted, which was followed by a
systemic examination irrespective of the cases, age,
or sex.

A complete ear, nose, throat and neck examination
was carried out on these patients. This approach was
followed by further management of the patients
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depending on their general condition and the
presence of active bleeding. Whenever general
conditions permitted, a thorough investigation was
performed. If other major problems like head injuries
or chest injuries were present, patients were managed
on a priority basis. In patients with active bleeding,
first importance was given to the control of active
bleeding, to be followed by investigations that were
thought to be necessary, depending on the clinical
assessment.

After relevant investigations, a definitive diagnosis
was arrived at, and further management was planned
depending on the requirements. The patients were
treated either medically, surgically, or both. The
medical line of management included conservative
management, anterior nasal packing and post nasal
packing. Surgical management included surgical
procedures like cauterisation, endoscopic ligation,
fracture reduction, and septal correction.

After the management of the bleeding and its causes,
the patients were followed up for six months.

Results

Cause of Epistaxis

Table 1: Distribution of Study Subject based on Causes of Epistaxis

Causes Frequency Percentage
Primary 5 7%
Secondary 70 93%
Total 75 100%

As shown in Table 1, secondary causes predominate
(93%) in the actiology of epistaxis. Only 7% of the
cases were of the primary variety. Of the 93% of
cases that were due to secondary causes, as shown in
Table 2, hypertension formed 24%, DNS with spur
and nasal mass formed 2.9%, and foreign bodies,
aplastic anaemia and nasal myasis constituted 1.47%.

Febrile thrombocytopenia constituted 14.7%, while
trauma became the single most common cause
(41.2%). This explains why the majority of the cases
in our study had an acute onset. Other minor
aetiologies together constituted the rest of the 6%.

Secondary Causes of Epistaxis

Table 2: Distribution of Study Subjects based on Secondary Causes of Epistaxis

Diagnosis Frequency Percentage
Trauma 28 41.2%
Hypertension 24 35.3%
Febrile Thrombocytopenia 10 14.7%
Mass 02 2.9%
DNS with Spur 02 2.9%
Foreign Body 01 1.47%
Nasal Myasis 01 1.47%
Aplastic Anaemia 01 1.47
Atrophic Rhinitis 01
Total 70 100%

In our study, 70 patients had secondary epistaxis, the causes of which were trauma (40%), hypertension (34.2%),
and febrile thrombocytopenia (14.2%). The benign nasal mass and deviated nasal septum with a spur were 3%.
Foreign bodies, aplastic anaemia, atrophic rhinitis, and nasal myiasis constituted 1.4% each.

Associated Diseases
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Table 3: Distribution of Study Subjects based on Associated Disease

Associated Disease Frequency Percentage
Hypertension 24 32%
Diabetes Mellitus 09 12%
Fever 12 16%
Benign Nasal Mass 02 2.7%
Aplastic Anaemia 01 1.3
No associated disease 34 45.3%

Table 3 shows the distribution of study subjects based on associated disease. In our study, the majority i.e., 45.3%
of the cases were not associated with any other disease. 9.3% of the cases had diabetes mellitus along with
hypertension. 16% of cases had fever and most of them had thrombocytopenia. 2.7% of the cases had an associated
benign nasal mass. 1.3% had bleeding diathesis, like aplastic anaemia.

Seasonal Variation

Table 4: Distribution of Study Subjects based on Seasonal Variation

Seasonal Variation Frequency Percentage
Summer 05 7%
Winter 00 00
No Variation 70 93%

Table 4 shows the distribution of study subjects
based on seasonal variation. 7% of the study group
had seasonal variation, i.e., during the summer
season, their symptoms either recurred or increased.
Most of the cases were idiopathic in nature, and the
majority of cases with seasonal variation were

children. As Ballari is a hot, humid region, symptoms
of epistaxis tend to increase or recur during the
summer season. A case of idiopathic origin can only
be diagnosed once all other aetiologies have been
ruled out.

Investigations

Table 5: Distribution of Study Subjects based on Investigations

Investigations Done Not done
Radiology 32 (42.7%) 43 (57.3%)

Biopsy 02 (2.7%) 73 (97.3%)
Diagnostic Nasal Endoscopy 47 (62.7%) 28 (37.3%)

In our study, as shown in Table 5, 42.7% underwent radiological investigations like x-rays and CT scans, while
62.7% underwent diagnostic nasal endoscopic examinations and 2.7% underwent biopsy and histopathological

examinations.

Management

Table 6: Distribution of Study Subjects based on Management

Management Frequency Percentage
Medical alone 22 29%
Medical + Anterior Nasal Packing 14 18.6%
Anterior & Posterior Nasal Packing + Medical 09 12%
Anterior & Posterior Nasal packing +Surgical 30 40%
Total 75 100%

Table 6 shows the various modalities of
management. 21.3% of study subjects underwent a
combined modality of treatment, including medical,
surgical and anterior nasal packing. 16% of cases
were able to be managed on medical lines alone,
while 61.4% required anterior nasal packing along
with medical management and 1.3% required
anterior and posterior nasal packing with medical
treatment. The medical line of management included
conservative management of trauma, upper
respiratory tract infections, atrophic rhinitis, aplastic
anaemia and hypertension. Aplastic anaemia
management included packed red cell and fresh
frozen plasma transfusions. Surgical management
included endoscopic sphenoplalatine artery ligation,
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cauterisation, excisional biopsies, nasal bone fracture
reduction and septal correction. Following anterior
nasal packing no major complications or complaints
were reported except for mild headaches, fullness of
the ears, watering of the eyes and dryness of the
mouth, which were noticed in a few patients. So we
concluded that the dreaded and feared complications
won’t really occur in patients who are actually under
continuous medical supervision and that the anterior
nasal packing continues to be an effective
management tool. Postnasal packing was required in
one case for 48 hours for control of bleeding that was
not getting controlled with anterior nasal packing. No
major complications were observed.
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Follow-up
Table 6: Distribution of Study Subjects based on Management
Investigations Frequency Percentage
Recurrence 02 02.6%
No recurrence 73 97.3%
Total 75 100%

On follow-up, as shown in Table 6, 97.3% of the cases in the study showed no recurrence. 2.7% of cases showed
recurrence of epistaxis, which was associated with nasal myasis and benign nasal masses. The cases that had
recurrences of epistaxis (nasal myiasis and benign nasal masses) were managed medically, as shown in Table 7.

Table 8: Relation between Management and Recurrence in Follow-up

Follow-up
Management Recurrence Non Recurrence Total
Medical alone 01 (50%) 21(28.7%) 22(29.3%)
Medical + anterior packing 00 14(19.1%) 14(18.6%)
Anterior & Posterior packing + medical 01(50%) 08(10.9%) 09(12%)
Anterior & Posterior packing + surgical 00 30 (41%) 30 (40%)
Total 02(100%) 73(100%) 75(100%)

In our study, the combined modality of anterior and
posterior nasal packing with a surgical approach
showed a lower recurrence rate compared to other
modalities of treatment.

Discussion

In our study, secondary (93%) causes were more
common than idiopathic (7%) causes, contrary to the
study done by Parajouli R where idiopathic cases
were more common.® The single most common
cause of epistaxis was trauma, similar to the study by
Gilyoma et al. followed by hypertension. This
explains why the majority of the cases in our study
had an acute onset. A study by Herkner H et al.
showed patients with active epistaxis had higher
blood pressure at presentation compared with
controls (systolic blood pressure 165 vs. 153 mmHg,
P <.001, diastolic blood pressure 85 vs. 77 mmHg, P
< .001),”"! similar to the study done by Byun H et
al.l'% and contrary to the study done by Sarhan N A
et al. which showed no definite association between
epistaxis and hypertension. In their study, epistaxis
was not initiated by high BP but was more difficult
to control in hypertensive patients.[11] Hypertension
was closely followed by febrile thrombocytopenia.
The rest of the actiology included DNS with spurs
and nasal masses, foreign bodies, aplastic anaemia
and nasal myasis. Most of the patients had no
associated disease, but around 12% of them had
diabetes mellitus along with hypertension (32%),
leading to degenerative changes in blood vessels
making them fragile and causing them to bleed on
abrupt pressure changes while straining for
micturition and defecation in benign prostatic
hyperplasia (BPH) and constipation respectively.

The evaluation of a patient coming in with epistaxis
should begin with a general physical examination. In
our study group, most of the patients had normal
general physical findings. 40% had associated high
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blood pressure, which indicates the proportion of
hypertensive cases involved. About 32% had pallor,
which indicates that they had profuse bleeding,
except for the case of aplastic anemia. A few of the
patients had an associated fever, which, on further
investigation showed thrombocytopenia.

Nasal examination of patients who had a history of
trauma showed that most of them had skin abrasions
and soft tissue injuries, many also had nasal bone
fractures. All these injuries can lead to bleeding from
the nose. The rest of the patients, mainly children
gave a history of digital manipulation (nose picking).
On examination, these patients showed crusting,
ulceration or granulation with blood clots in the
anterior nasal septum.

Investigations such as complete blood parameters,
including mean platelet volume and coagulation
profiles, including prothrombin time (PT), and
activated partial thromboplastin time (APTT) are the
most commonly used laboratory tests.['?! Anaemia
was seen in the present study, with a few cases
having haemoglobin levels of less than 7 g/dl
reflecting the severity of bleeding. Mean platelet
volume (MPV) is important, as certain studies show,
as it is elevated in recurrent epistaxis cases.['3] The
need for routine coagulation profile studies is still
questionable, as multiple studies done previously
concur, but should be considered if there is a firm
indication found in history as well as clinically.!!*!3]

Blood parameters are usually followed by a
diagnostic nasal endoscopy, both flexible and rigid.
which helps in localising the bleeding point.l'%! The
majority of the cases in the present study underwent
nasal endoscopy, which helped us detect some
bleeding masses from which biopsies were taken and
sent for further histopathological examination.
However, in cases of active bleeding, there was no
time to pass the endoscope. Hence, these patients
underwent endoscopic evaluation once the bleeding

International Journal of Pharmaceutical and Clinical Research

970



International Journal of Pharmaceutical and Clinical Research

was controlled. Endoscopic evaluation requires a
fully equipped endoscopic setup and good teamwork
between the residents, faculty and clinical staff.

As per multiple studies, diagnostic imaging
approaches that are non-invasive, such as computed
tomography (CT) with and without contrast of the
paranasal sinuses, are usually not necessary but may
be done in order to detect unidentified causes of the
bleeding, e.g., neoplastic diseases.!”!1”] In the
present study, we did CT PNS for patients with a
history of trauma to the face involved in a road
traffic accident and those with recurrent nasal
bleeding. Most of the patients with trauma histories
had multiple facial bone, nasal bone and maxilla
fractures. In the rest of the patients with recurrent
nasal bleeding who underwent radiological imaging,
only two patients had a nasal mass that was later
found to be a bleeding polyp. In the present study,
out of the 4 patients with recurrent epistaxis of
unknown origin, after endoscopy and radiological
imaging, 2 had sino-nasal pathology. A study done
by van Horn et al. showed no related pathology in
98% of the CT images.

Management of epistaxis ranges from first aid to a
surgical approach. The first line method of treatment
for a patient with a non-life-threatening nasal bleed is
Trotter’s method, wherein the patient has to pinch
both nostrils while he remains in a bent-down
position for about 20 minutes, after which the patient
should be reassessed.?”! Nasal decongestants such as
oxymetazoline or xylometazoline as nasal drops or
cotton pledgets can be used for haemostatic control
along with manual pressure. Systemic as well as
topical tranexamic acid can also be tried as first-line
management.[!! If there is persistent bleeding or the
bleeding is profuse, anterior nasal packing and, if
needed, posterior nasal packing should be done.
Once packed, the patient should be admitted, and an
IV assessment should be established. Posterior
epistaxis is usually not controlled with packing and
will require surgical intervention.

Treatment options in the current study were
pharmacotherapy, anterior and posterior nasal
packing and surgery. As first-line management,
topical vasoconstrictors, topical or systemic
tranexamic acid and antihypertensive drugs were
used. However, pharmacotherapy played a role only
as initial supportive management and most of our
study subjects required anterior nasal packing. In
more than half of our patients, we were able to
control the bleeding with pharmacotherapy and an
anterior nasal pack. Children with a history of trauma
to the nose were controlled with topical
decongestants, the rest of our patients with trauma
histories needed both anterior and posterior nasal
packing and some required surgical intervention such
as nasal bone fracture reduction, wound exploration
and suturing, and OMFS intervention.
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No major complications or complaints were reported
except for mild headaches, fullness of the ears,
watering of the eyes and dryness of the mouth in a
few of our patients following anterior and posterior
packing. Complications of nasal packing are mucosal
laceration, worsening bleeding, obstruction of the
airway, sinus infection, posterior dislocation with
possible aspiration, discomfort in the ear due to
negative middle ear pressure, and toxic shock
syndrome.?%

Prophylactic antibiotic therapy is advocated in
certain literature, as done in our study, but some
authors prefer the use of antibiotics only if the pack
is kept for more than 48 hours. Although, most of the
studies showed no clear evidence of reduction of
infection in cases of prophylactic antibiotic use,!**?*
it is recommended in all posterior nasal packing
cases.®! Literature shows different timelines for
removal of the nasal pack, varying from 12 or 24
hours to 3 to 5 days after insertion.”*?”1 We
recommend removing the nasal pack after 48 hours.

Most of the elderly hypertensive patients (83%)
required post-nasal packing, endoscopic evaluation,
cauterization of the bleeding point and
sphenopalatine artery ligation, as posterior epistaxis
in these cases was difficult to control even after
anterior and posterior nasal packing was done. Since
cauterization of the bleeding point also entails less
duration of hospitalization, a good success rate and
negligible complications, it should be the preferred
modality of treatment wherever the bleeding site can
be visualized. Surgical intervention should be the last
resort, as most patients respond well to non-surgical
measures.!*®) The rest of our hypertensive patients
(16%) were controlled with post nasal packing and
antihypertensives. Two of the patients came back to
our outpatient department with recurrent nasal
bleeding. On follow-up, both had bleeding masses
and were managed accordingly.

We recommend the use of a proper treatment
algorithm and a plan for the prompt diagnosis and
management of epistaxis. Numerous studies have
suggested the need for a proper stepwise
management plan with the help of endoscopes. This
has helped in actively managing epistaxis, which
should limit patient complications and the need for
prolonged admission.*”!

Conclusion

In the present study, the majority of the cases of
epistaxis were due to secondary causes. Of these,
trauma, which included RTA, nose picking and other
self-inflicted injuries, was the single most common
actiology, followed by hypertension, febrile
thrombocytopenia, deviated nasal septum with spur,
aplastic anemia, benign nasal mass, foreign body,
nasal myiasis and other diseases. In children,
idiopathic upper respiratory tract infections, nose
picking, and foreign bodies were the common causes.
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The management was mainly combined modality

including medical

and anterior nasal packing

followed by medical alone. Anterior nasal packing is
an effective method of controlling active bleeding
under supervision. No severe complications were
observed following anterior or posterior nasal
packing. On follow-up, only a few cases, especially
those of nasal myiasis and nasal mass reported
recurrence. One patient (with aplastic anemia) died
during the follow-up period.

References

1.

10.

11.

12.

13.

Ramanan et al.

Parajuli R. Evaluation of etiology and treatment
methods for epistaxis: a review at a tertiary care
hospital in central Nepal. Int J Otolaryngol 2015;
2015:283854.

Pundareekaksha R. Diagnosis and management
of epistaxis: a summary from recent systematic
reviews. 2017; 7:361-5.

Krajina A, Chrobok V. Radiological diagnosis
and management of epistaxis. Cardiovasc Inter-
vent Radiol 2014;37(1):26-36.

Melia L, McGarry GW. Epistaxis: update on
management. Curr Opin Otolaryngol Head Neck
Surg 2011;19(1):30-5.

Douglas R, Wormald PJ. Update on epistaxis.
Curr Opin Otolaryngol Head Neck Surg
2007;15(3):180-3.

Vitek J. Idiopathic intractable epistaxis: endo-
vascular therapy. Radiology 1991;181(1):113-6.
Roberson GH, Biller H, Sessions DG, Ogura JH.
Presurgical internal maxillary artery emboliza-
tion in juvenile angiofibroma. The Laryngoscope
1972;82(8):1524-32.

Parajuli R. Evaluation of etiology and treatment
methods for epistaxis: a review at a tertiary care
hospital in central Nepal. International Journal
of Otolaryngology 2015;2015.

Herkner H, Havel C, Miillner M, Gamper G, Bur
A, Temmel AF, et al. Active epistaxis at ED
presentation is associated with arterial hyperten-
sion. Am J Emerg Med 2002;20(2):92-5.

Byun H, Chung JH, Lee SH, Ryu J, Kim C, Shin
JH. Association of hypertension with the risk
and severity of epistaxis. JAMA Otolaryngol
Head Neck Surg 2021;147(1):34-40.

Sarhan NA, Algamal AM. Relationship between
epistaxis and hypertension: a cause and effect or
coincidence? Journal of the Saudi Heart Asso-
ciation 2015;27(2):79-84.

Karabulut AE, Cevik Y, Emektar E, Corbacioglu
SK, Dagar S, Yardim O. Analysis of mean plate-
let volume and red blood cell distribution width
in recurrent epistaxis. Turkish Journal of Emer-
gency Medicine 2018;18(2):67-70.

Korkut M, Bedel C, Karanct Y, Duyan M. Can
We Estimate the Recurrence of Epistaxis with
Simple Blood Tests? Journal of Clinical & Ex-
perimental Investigations 2020;11(2).

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

e-ISSN: 0975-1556, p-ISSN:2820-2643

. Parajuli R, Ghimire A, Limbu TR, Bhandari R,

Thapa S, Tulachan B. Role of coagulation pro-
file in the management of patient with epistaxis.
Journal of Chitwan Medical College 2014;4(3):
32-3.

Jones GL, Browning S, Phillipps J. The value of
coagulation profiles in epistaxis management.
International Journal of Clinical Practice 2003;
57(7):577-8.

Kumar MVV, Prasad KUR, Gowda PRB, Ma-
nohar SR, Chennaveerappa PK. Rigid nasal en-
doscopy in the diagnosis and treatment of epi-
staxis. J Clin Diagn Res 2013;7(5):831-3.

van Horn N, Faizy TD, Schoenfeld MH, Kohl-
mann P, Broocks G, Haag P, et al. Computed
tomography findings in patients with primarily
unknown causes of severe or recurrent epistaxis.
Plos One 2019;14(8):¢0220380.

Beck R, Sorge M, Schneider A, Dietz A. Thera-
piekonzepte der Epistaxis in Praxis und Klinik.
Dtsch Arztebl Int 2018;115(1-2):12-22.

Viehweg TL, Roberson JB, Hudson JW. Epi-
staxis: diagnosis and treatment. J Oral Maxillo-
fac Surg 2006;64(3):511-8.

Layton TB. Trotter's treatment of epistaxis. The
Lancet 1948;252(6517):160-1.

Kambhieh Y, Fox H. Tranexamic acid in epistax-
is: a systematic review. Clinical Otolaryngology
2016;41(6):771-6.

Jackman AH, Fried MP. Complications of nasal
surgery and epistaxis management. In: Compli-
cations in Head and Neck Surgery with CD Im-
age Bank Elsevier Inc 2009:531-41.

Pérez F, Rada G. Is antibiotic prophylaxis in
nasal packing for anterior epistaxis needed.
Medwave 2016;16(Suppl 1):E6357.

Biswas D, Wilson H, Mal R. Use of systemic
prophylactic antibiotics with anterior nasal pack-
ing in England, UK. Clinical otolaryngology: of-
ficial journal of ENT-UK; official Journal of
Netherlands Society for Oto-Rhino-Laryngology
& Cervico-Facial Surgery 2006;31(6):566-7.
Derkay CS, Hirsch BE, Johnson JT, Wagner RL.
Posterior nasal packing: are intravenous antibiot-
ics really necessary? Arch Otolaryngol Head
Neck Surg 1989;115(4):439-41.

Morgan DJ, Kellerman R. Epistaxis: evaluation
and treatment. Primary Care: Clinics in Office
Practice 2014;41(1):63-73.

Daudia A, Jaiswal V, Jones NS. Guidelines for
the management of idiopathic epistaxis in adults:
how we do it. Clinical Otolaryngology 2008;
33(6):618-20.

Chaiyasate S, Roongrotwattanasiri K, Fooanan
S, Sumitsawan Y. Epistaxis in Chiang Mai uni-
versity hospital. Journal-Medical Association of
Thailand 2005;88(9):1282.

Pope LE, Hobbs CG. Epistaxis: an update on
current management. Postgraduate Medical
Journal 2005;81(955):309-14.

International Journal of Pharmaceutical and Clinical Research

972



