
A
B

ST
R

A
C

T

Background: Epistaxis is the commonest otolaryngologic emergency affecting up to 60% of the population in their 
lifetime, with 6% requiring medical attention. The etiological profile of epistaxis has been reported to vary with age and 
anatomical location. The management of epistaxis is well summarized in an age-old dictum: resuscitate the patient, 
establish the bleeding site, stop the bleeding and treat the cause of epistaxis. Treatment options can be conservative or 
surgical, the selection of which should be made considering the parameters: efficiency, complications, and cost-benefit.
Methods: This was a prospective descriptive study done in 80 patients with epistaxis, in the Department of ENT, GSL 
medical college, Rajahmundry, to determine the clinical etiological profile and the outcome of the conservative and 
surgical management.  Male-female ratio in this study was 2.3: 1 and the mean age was 44.24 Years with a  Results:
standard deviation of 16.4. The most common etiology in young patients was trauma and in middle-aged/ elderly 
patient's hypertension was the common underlying cause for epistaxis. In 20% of cases, no underlying cause was found. 
Most of the patients (92.5%) in this series were managed conservatively with a success rate (91.5%) and only 6 (7.5%) of 
the patient's required surgical intervention with a success rate of 50%. The recurrence rate in this study was 10% with the 
highest in nasopharyngeal tumour group and trauma cases. The mortality rate in this study was 1.25%.  Conclusion:
Epistaxis is a common emergency condition in Otorhinolaryngology. Trauma resulting from road traffic accidents (RTA) 
remains the most common etiological factor for epistaxis in young patients while in middle-aged and elderly people 
hypertension is the common etiology. Multiple methods for treating epistaxis are available, and occasionally more than 
one treatment is used. Our experience shows that the conservative approach is arguably sufficient in the management of 
most cases of epistaxis without the need for surgical intervention. Non-surgical treatment is useful to arrest nasal 
bleeding and it is safe and cost-effective, and surgical intervention should be the last resort. Reducing the incidence of 
trauma from RTC will reduce the incidence of emergency epistaxis.
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INTRODUCTION
Epistaxis or nasal bleeding is derived from word “Epistazo” 
where “epi” means above and “stazo” means “to fall in 

1d ro p s ” .  E p i s t a x i s  i s  o n e  o f  t h e  m o s t  c o m m o n 
otorhinolaryngological emergencies worldwide with an 
incidence ranging from 30 to 100 per 100,000 each year and 
lifetime occurrence rate of approximately 60% with 
approximately 6% of those with nosebleeds seek medical 

2,3treatment.  

In literature, the etiological profile of epistaxis has been 
reported to vary with age and anatomical location. Traumatic 
epistaxis is more common in a young while as non-traumatic 

4-6epistaxis is common in elderly.  Epistaxis is commonly 
divided into anterior and posterior epistaxis, depending on 
the site of origin. Anterior epistaxis being bleeding from a 
source anterior to the plane of piriform aperture and 
posterior epistaxis from a site posterior to the above-
mentioned plane. posterior epistaxis is commonly seen in 
elderly people and is usually severe because of larger vessels 
in that area. Anterior epistaxis is far more common than 

7,8posterior epistaxis around 80% of epistaxis cases.  Local 
causes include inflammatory, infective, traumatic, anatomical 
(deviated nasal septum, septal spur), chemical, or climatic 
changes, neoplasm, and foreign body. Similarly, the systemic 
causes of epistaxis are haematological diseases causing 
coagulopathy, cardiovascular diseases such as hypertension 
and vascular heart disease, liver disease, renal disease, and 
anticoagulant drugs. Despite all investigations, in a majority 
(80–90%) of patients, no identifiable cause is found and is 

6,7labelled as “idiopathic”.

The management of epistaxis is well summarized in an age-
old dictum: resuscitate the patient, establish the bleeding site, 

9stop the bleeding and treat the cause of epistaxis.  In patients 
of epistaxis management begins with the resuscitation of 
patients, establishing the site of bleed and stopping the 
bleeding either by conservative methods of treatment or by 
surgical approaches. Conservative management like nasal 
packing and cauterization of the bleeding site is effective in 

most patients however some patients may need surgical 
treatment like arterial ligation nasal septal surgery and 

10arterial embolization.  Patients with systemic causes of 
epistaxis to need treatment of underlying disease to prevent a 
recurrence. In figure 1 stepwise management of epistaxis is 
shown from primary care by general physician/emergency 

11physician to tertiary care by otolyrangolists.

Figure 1: management of epistaxis.
In our environment due to the lack of previous studies on this 
subject aim of this study is to identify the etiological profile 
and the outcome of these patients and the establishment of 
treatment guidelines.

Material and methods
This is a prospective descriptive study conducted in the 
department of otolaryngology GSL medical college 
Rajamundry on patients of epistaxis from a period of March 
2018 to April 2019. 
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Inclusion criteria: 
Age greater than 12 years.
All patients of epistaxis admitted in the hospital for at least 48 
hours were included in this study. 

Exclusion criteria:
Age less than 12 years.
Patients of epistaxis who were managed as outpatients or 
remain admitted in the hospital for less than 48 hours.

The priority after admission was given to resuscitation first 
and arresting the bleeding. Initially, the patients were 
subjected to anterior rhinoscopy to localize the site of 
bleeding and in cases where it does not reveal bleeder 
endoscopic examination was done. Once the patient was 
hemodynamically stable, he or she underwent detailed 
history and examination both local and systemic examination 
to find out the severity and etiology of epistaxis.  All patients 
were subjected to baseline haematological parameters like 
complete blood count, haemoglobin level, platelet count, 
random blood sugar, serum electrolytes, urea, creatinine, 
liver function tests, and blood grouping. Coagulation profile 
such as prothrombin time, activated plasma thromboplastin 
time, and bleeding and clotting time was also performed in all 
patients. Radiological examination like Computed 
tomography (CT) was done in selected cases. Besides this, 
other investigations such as chest X-ray, electrocardiogram 
(ECG), and serological tests had to be performed for the 
fitness of procedures requiring general anaesthesia in 
patients who underwent surgical treatment. To assess the 
severity of epistaxis, blood loss was graded as mild (blood 
loss less than 50 ccs and no fall in serum Hb level) and 
moderate/severe (blood loss is more than 51 ccs and serum 
Hb level below normal)

Treatment of the patients with epistaxis included 
conservative or nonsurgical treatment and surgical or 
interventional treatment. Nonsurgical treatment methods 
included observation alone, application of topical 
vasoconstrictors such as oxymetazoline and xylometazoline 
nasal drop, chemical cauterization of the bleeder, and 
anterior and posterior nasal packing. In this study, all patients 
were initially managed with conservative non-surgical 
methods. After initial nasal packing along with the topical 
application of vasoconstrictors' initial attempt of controlling 
bleeding further treatment was guided by etiology and 
recurrence if any. Once etiology was established, the patient 
was given definitive treatment like control of infection by 
medical measures, control of hypertension, fresh blood or 
platelet transfusions, reduction of nasal bone fractures, 
surgical excision of tumours. All patients received antibiotics 
for a minimum of 5 days. After discharge, the first follow-up 
was after one week and then the patients were regularly 
followed up at monthly intervals for three months. Statistical 
analysis was done by descriptive statistics.  

RESULTS 
Demography
A total of 80 patients, 24 females and 56 males, were included 
in the study with the age varying from 13 years to 78 years. The 
mean age of patients was 44.24 years with a standard 
deviation of 16.4. Age incidence increased after forty years, 
with the maximum number of cases in the age group 40 to 50 
years. (Table 1 and 2).

Table 1: Age and gender

Table 2: Age distribution

Clinical features:
The majority of patients were having mild epistaxis (63 cases 
78.7%), moderate and severe epistaxis was in 17 cases 
(21.3%). Most of the patients were admitted through accident 
and emergency unit (55 cases 66.7%) while 20 patients were 
admitted from OPD and 5 patients from other departments. 
Anterior nasal bleeding was the predominant presentation in 
this study in 60 cases while as posterior nasal bleed in only 8 
cases and 12 cases it was from both locations (table 3)

Table 3: Clinical features.

Etiology:
As shown in table 4 and graph 1 trauma (24 cases:30%) is the 
most common etiology of epistaxis in this study followed by 
hypertension in 22 cases (27.5%). In 8 of the cases (10%) 
infections in the form of sinusitis, upper respiratory infections 
and rhinitis were responsible for epistaxis. Systemic diseases 
like cirrhosis and renal failure and other bleeding disorder 
were the cause of nasal bleed in 6 patients (7.5%).in 4 of the 
c a s e s  n a s o p h a r y n ge a l  t u m o u r s  l i ke  p a p i l l o m a , 
Haemangioma, Ca Maxilla and JNC were found. Despite an 
extensive search, in 16 patients, no cause was found and they 
were grouped under idiopathic etiology.

Table 4: Etiology of epistaxis

                                                       

Graph 1: Etiology of epistaxis.

Treatment
Regarding treatment modalities, the conservative/ 
nonsurgical method was sufficient to control epistaxis in most 
(74; 92.5%) of the patients (chart 2). Among the conservative 
methods, observation alone without active intervention was 
carried out in 10 (12.5%) patients. However, 40 (52.38%) 
patients were treated with anterior nasal packing. Chemical 
cautery was performed in 8 (14.28%) patients and 
16(16.66%) patients underwent posterior nasal packing. 
Surgical measures to control epistaxis were carried out in 
6(7.5%) patients. Among these patients 4 (2.38%) underwent 
resection of tumor surgery, another 2 patients needed nasal 
bone fracture reduction. Blood transfusion was required in 6 
(7.5%) of the patients. The mean stay of hospitalization in this 
study was 5.2 days (graph 2)
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Total No. of patients M: F ratio Mean age SD
80 2.3:1 44.24 Years 16.4

Age group No. of patients (%)
12 to 20 years 10(12.5%)
21 to 30 years 7(8.75%)
31 to 40 years 13(16.25%)

41 to 50 years 22(27.5%)
51 to 60 years 15(18.75%)
Greater than 60 years 13(16.25%)

Parameter Findings
Location of 
bleeding

Anterior: 60 (75%), posterior: 8 (10%), both: 12 
(15%). 

Severity of 
epistaxis

Mild: 63 (78.7%), moderate and severe: 17 
(21.3%).

Etiology Frequency (%)

Trauma 24(30%)

Hypertension 22(27.5%)

Idiopathic 16(20%)

Infections 8(10%)

Bleeding and coagulation disorders 6(7.5%)

Tumors 4(5%)

Total 80(100%)
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Graph 2: Treatment of epistasis.

Outcome
One of the patients expired on follow up because of the 
metastasis of the primary tumour. The mortality rate in this 
study was 1.25%. The overall recurrence of epistaxis in this 
study was seen in 10 cases (12.5%). Among those with 
recurrence, the majority (70%) were having minimal 
epistaxis while 30% of patients were bleeding severely and 
recurrence was mostly within a week of admission (8 cases; 
80%). Recurrence of epistaxis was more common in the 
surgical group (50%) as compared to only 9.5% of cases in the 
conservative treatment group.

Table 5: Outcome  

Maximum recurrence of nasal bleeding was found in patients 
of nasopharyngeal tumours [2 in 4 (50%)] patients followed 
by patients of coagulation disorders [2 in 6 (33.3%)]. In 
trauma patients recurrence was seen in 4 patients out of 24 
(16.7%) while as in hypertension and idiopathic groups it was 
one patient in each category who had recurrent epistaxis.

Table 6: Recurrence of epistasis.

DISCUSSION. 
Epistasis not only can be life-threatening but a cause of severe 
anxiety to patients and family members. In the present study, 
epistaxis was found more in males with a male-female ratio of 
2.3:1. The male preponderance in this study may be attributed 
to the high incidence of traumatic epistaxis which tends to 
affect young males because of their frequent involvement in 
high risk-taking behavior. This male preponderance has also 

12-14been found in other studies.  Globally there is a male 
preponderance in epistaxis, however, in some reports, no sex 

15difference exists in elderly patients.  The mean age of this 
study was 44.24 years with a standard deviation of 16.4. The 
presentation of epistaxis was bimodal in this study with one 
peak in the young age group less than 20 years and another 
peak in 40 to 50 years, however, most of the patients were 
more than 40 years. These results were similar to those 

12,16reported in local and foreign literature.  Contrary to our 
results, in a study by Awan et al all of the patients, were from 
the paediatric age group. A similar bimodal presentation of 

12epistaxis is also been reported in the literature.  The bimodal 
presentation in this study can be explained by more trauma 
and assault cases at a young age while hypertension, tumours 
and other systemic diseases common in middle and old age. 
The majority of the cases (78.7%) in this study had minimal 
epistaxis while 21.3% of cases presented with a complaint of 
moderate or severe bleed. Anterior epistaxis was more 
c o m m o n  t h a n  p o s t e r i o r  bl e e d s  ( 7 5 %  v s . 1 0 % ) . 
Symptomatology in the present study is comparable to 

17-21previous studies.  The rate of blood transfusion for epistaxis 
has been reported in the literature to range between 6.92-
15.1% which is similar to the blood transfusion rate in this 

14,15study (7.5%). 

In this study commonest etiological factor was trauma (30%), 
followed by hypertension (27.5%), infection (10%), bleeding 
and coagulation disorders (7.5%) and neoplasms (5%). In 
20% of patients no definite cause could be identified 
(idiopathic). Trauma and infection being the most common 
etiology in young adults & hypertension, coagulation 
disorders and tumours in patients above 40 years. In a study 
by Juselius et al, trauma accounts for only 2.6% of the cases 
while a recent study by Amusa et al showed traumatic 

17,21epistaxis in 70.9% of cases.  The high incidence of 
traumatic epistaxis in this study can be explained on account 
that our hospital is a tertiary referral centre located very close 
to national highway where most of the road traffic accident 
victims are treated. Reducing the incidence of trauma from 
RTA will reduce the incidence of epistaxis in our centre. The 
other major cause of epistaxis is hypertension. Hypertension 
was a major etiological factor in studies conducted by Juselius 
(47.3%), Monjas et al (56%), and Varshney et al (31.8%) 

15,17,22also.  Good primary healthcare with early diagnosis and 
proper management of hypertension in the community can 
reduce hypertension associated epistaxis in our setup.  

The selection of the adequate treatment option for the patient 
with epistaxis must consider three parameters: efficiency, 
complications, and cost-benefit. This study supports the 
credibility of conservative treatment procedures in control of 
epistaxis. Since the majority of patients were having mild 
epistaxis and not life-threatening so most of the cases (92.5%) 
in this study were managed conservatively. In a conservative 
approach, we used 3 conservative modalities in a stepwise 
fashion: initially, local vasoconstrictors and chemical 
cauterization (silver nitrate) if the bleeding point was visible, 
anterior nasal packing if the bleeding was profuse, and 
posterior nasal packing if anterior nasal packing failed. In this 
study surgical intervention was required only in 6 cases 
(7.5%), tumour resection in 4 cases and nasal fracture 
reduction in 2 trauma cases. In our series, no surgical ligation 
of the vessel was required. Arterial ligation is necessary in 
intractable cases of epistaxis when conservative measures 
fail. Similar results of the non-surgical approach success rate 

23(80 t0 90%) had been reported in the literature.  These results 
were also in accordance with previously published studies by 
Phillip et al (83%) and Arshad et al (81.66%) where the 
conservative approach was required in the majority of the 

19,20patients.  In the study by Villwock et al out of 57,039 patients 
in different hospitals, surgical intervention was required only 

24in 8.1%.

On analysing the outcome of these two treatment modalities, 
the success rate was 91.5% for conservative treatment and 
50% for surgical treatment. Recurrence of epistaxis was seen 
in 10% 0f patients in this study but it was usually mild. Among 
different etiologies of epistaxis in the present study, 
recurrence was highest in nasopharyngeal tumours (50%) 
and coagulation disorders patients (33.3%) and least in other 
etiologies. In this series, one of the patients expired due to 
metastasis of the primary tumour. Our results of conservative 
treatment fell within the failure rates of 10% to 52% reported 

25,26in the literature. In surgical approaches this study had high 
failure rates as compared to others however in this study 
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Parameter Frequency (%)
Mortality rate 1(1.25%).
Recurrence of 
epistaxis

10(12.5%).

Severity of 
recurrence 

Minimal: 7(70%), moderate or severe: 
3(30%).

Timing of recurrence Within 7 days of admission: 8(80%), 7 
to 90 days: 2(20%).

Recurrence of 
epistaxis in different 
treatment groups

Conservative treatment group: 
7(9.5%)
Surgical group: 3(50%).

Etiology Recurrence rate (%)
Trauma 4 out of 24 (16.7%).
Coagulation and bleeding disorders 2 out of 6 (33.3%).
Nasopharyngeal Tumours 2 out of 4 (50%).
Hypertension 1 out of 22 (4.5%)
Idiopathic 1 out of 16 (6.3%)
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among different surgical approaches only tumour resection 
and fracture reduction surgeries were employed as 

27compared to other previous studies.  Currently, endoscopic 
approach and intervention radiology have made arterial 
ligation safer and faster in the management of epistaxis.in 
future these methods can be employed in patients of epistaxis 
which may help in decreasing the recurrence rate of epistaxis 
in our setup. Our mortality rate in the present study was found 

27-29to be similar to that reported in other studies.

CONCLUSION
Epis tax is  i s  a  common emergency  condi t ion  in 
Otorhinolaryngology. Trauma resulting from road traffic 
accidents (RTA) remains the most common etiological factor 
for epistaxis in young patients while in middle-aged and 
elderly people hypertension is the common etiology. Multiple 
methods for treating epistaxis are available, and occasionally 
more than one treatment is used. Our experience shows that 
the conservative approach is arguably sufficient in the 
management of most cases of epistaxis without the need for 
surgical intervention. Non-surgical treatment is useful to 
arrest nasal bleeding and it is safe and cost-effective, and 
surgical intervention should be the last resort. Reducing the 
incidence of trauma from RTC will reduce the incidence of 
emergency epistaxis. 
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