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INTRODUCTION 

Bleeding from nose is known as epistaxis. It is the most 

common ENT emergencies worldwide. It affects 60% of 

the population in their life time, of which only 6% of 

them require medical attention. Epistaxis is common in 

childhood and becomes less in adult life, again showing a 

peak in 5th-6th decade.1 

Epistaxis is classified as anterior or posterior. Anterior 

epistaxis is bleeding from a source anterior to the plane of 

piriform aperture and posterior epistaxis is from vessel 

posterior to this plane. In general, posterior epistaxis 

occurs in older patients who have fragile vessels because 

of hypertension, atherosclerosis, coagulopathies or 
weakened tissue. Little’s area is a common site of 

anterior epistaxis in children and young adults.2 

Epistaxis can be due to both systemic and local factors. 

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 

hematological diseases causing coagulopathy, 

cardiovascular diseases such as hypertension and vascular 
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heart disease, liver disease, renal disease and 

anticoagulant drugs. However in majority (80-90%) of 

patients no identifiable cause is found and is labeled as 

idiopathic.5 Aggravating factors for epistaxis are nose 

blowing habit, excessive coughing in chronic obstructive 

pulmonary disease (COPD), straining in constipation.3 

Epistaxis reportedly occurs more frequently during the 

dry, cold winter months. It is thought to occur more 

frequently in males than in females and there is an 

increasing incidence with age. 

Control of haemorrhage, minimizing the length of 

hospitalization, low complications and cost effectiveness 

are the goals of all methods of therapy. Controversy 

exists concerning the treatment that will best accomplish 

these goals.  

Treatment can be separated into two groups 

nonsurgical/conservative and surgical/interventional 
approaches. Surgical approaches include cryotherapy, 

formal arterial ligation (internal maxillary artery IMA 

and anterior/posterior ethmoidal artery ligation). Nasal 

septal reconstruction or septoplasty has been documented 

to effectively treat epistaxis.4,5 

The aims and objectives of present work were to study 

incidence of epistaxis, etiological factors responsible for 

epistaxis and management of epistaxis. 

METHODS 

Study area 

The present study was conducted at Shri Lal Bahadur 

Shastri government medical college, Mandi at Nerchowk, 

Himachal Pradesh. 

Study design 

The study conducted was a observational study. 

Study duration 

The study was conducted from February 2019 to March 

2020. 

Study population 

This study was conducted in the population of district 

Mandi, Himachal Pradesh who were admitted in ENT 

ward for epistaxis. 

Data collection 

Data was collected retrospectively from February 2019 to 

March 2020 on patients presented with nasal bleed and 

admitted at Shri Lal Bahadur government medical 

college, Mandi at Nerchowk were enrolled in this study. 

Inclusion criteria 

Inclusion criteria were age group above 10 years, history 

of bleeding through the nose, both males and females. 

Exclusion criteria 

Exclusion criteria were age below 10 years, patients those 

were known case of nasal or nasopharyngeal malignancy, 

post chemotherapy or radiotherapy patients. 

Study tools 

The data was collected, entered in excel and was analysed 

discriptibly (time, place and person) using SPSS version 

22. 

This study was conducted after approval from 

institutional ethics committee. This study was conducted 

in 96 patients. All patients records were evaluated for 

demographics, social factors, associated medical diseases, 

medications and directly identifiable causes. The month 

of hospital admission and length of hospital stay were 
also examined. The methods of patient management were 

noted and broadly divided into two groups 

nonsurgical/non interventional and surgical 

interventional. Complications and the need for blood 

transfusion were also evaluated. 

In addition to otolaryngological and general physical 

examination, including recording of blood pressure, the 

following investigations were carried out routinely like 

complete blood count, platelet count, bleeding and 

clotting time, haemoglobin, haematocrit, prothrombin 

percent and blood creatinine or urea. Whenever needed 
supplementary laboratory investigations were carried out, 

e.g. blood group testing, ECG and other tests.  

RESULTS 

The study comprises of 96 cases of epistaxis, who were 

admitted in the otorhinolaryngology, department of Shri 

Lal Bahadur Shastri government medical college, Mandi 

at Nerchowk between February 2019 and March 2020.  

The total number of cases admitted during this period in 

otorhinolaryngology department was 630 and out of these 

96 cases were of epistaxis. Thus, the patients of epistaxis 

was 15.39% of all admitted patients in our department. 

Demography 

Patients varied from 15 to 95 years. Most of the patients 

were over 40 years of age. The maximum, that is, 19 

(19.79%) were in the age group of 51-60 years and 

minimum, that is, 2 (2.08%) were in the age group of 90-

100 years. The mean age was 58 years (Table 1). 
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Table 1: Age distribution. 

Age group (in years) Number of cases Percentage 

11-20 4 4.08 

21-30 8 8.33 

31-40 13 13.54 

41-50 14 14.58 

51-60 19 19.79 

61-70 17 17.77 

71-80 13 13.54 

81-90 6 6.25 

91-100 2 2.08 

Table 2: Etiology. 

Etiology Cases (n=96) Percentage (%) 

Hypertension 50 52.08 

Cardiovascular diseases (patients on anticoagulant drugs) 9 9.3 

Idiopathic 13 13.54 

Trauma 12 12.5 

Blood dyscrasia 7 7.29 

Septal spur 3 3.12 

Alcoholic liver disease 1 1.04 

Infection 1 1.04 

Sex incidence 

Males were affected more frequently than females. In the 

present study, 56 cases (58.33%) were males and 40 

(41.66%) females. The male to female ratio is 1.4:1.0 

(Figure 1). 

 

Figure 1: Gender distribution. 

Seasonal variation 

The number of cases of epistaxis was more in autumn and 

winter months and low during May-August. The 

maximum number of cases presented during the months 

of January-March, that is, 52 cases (54%). 

Symptomatology 

All the patients presented with complaint of nasal bleed, 

which was bilateral in 74 (77.08%) cases and unilateral in 

22 (29.16%) cases. 

Etiology 

In the study of 96 cases, common group in this series was 

of cardiovascular causes (hypertension, arteriosclerosis 

on anticoagulant drugs), that is, 59 cases (61.45%), out of 

59 cases, 9 patients were on anticoagulant drugs followed 

by idiopathic cases 13 (13.54%), trauma 12 (12.5%), 7 

cases (7.29%) blood dyscrasias, spur with DNS 3 

(3.12%), infection 1 (1.04%), alcoholic liver disease 1 

(1.04%) (Table 2). 

Local examination 

On external examination of the nose, deformity was 

found in 11 cases (11.45%), which was due to facial 

injury in ten cases. One case had external nasal deformity 

since birth.  

On anterior rhinoscopy 16 cases (16.66%) had bleeding 

from the septum, out of which in 13 cases (13.5%) it was 

from anterior part and in remaining 3 cases (3.125%) the 

bleeding was from the posterior part of the septum. In 1 

case (1.04%) the bleeding was from the lateral wall. 

Deviated nasal septum with spur was seen in 3 cases 

(3.125%). 
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On posterior rhinoscopy 86 cases (89.58%) had active 

bleed and blood clots were seen in 10 cases (10.41%). 

Treatment 

Modalities of treatment were broadly divided into 

nonsurgical and surgical methods. Out of 96 cases, 92 
cases (95.8%) responded to nonsurgical methods, anterior 

nasal packing being the most common nonsurgical 

technique 77 cases (80.2%), followed by local 

cauterization 10 cases (10.4%).5 Posterior packing among 

the 4 cases (4.16%) requiring surgical methods for 

control of epistaxis, all 4 cases responded to septal 

correction. None of the case in our study required arterial 

ligation. 

Hospital stay varied from 1 to 8 days. Mean length of 

stay was 3.4375 days. Blood transfusion was required in 

only nine cases (9.37%). Mortality was nil.  

DISCUSSION 

Epistaxis is estimated to occur in 60% of population 

worldwide during their lifetime and about 6% of those 

with nose bleeds seek medical treatment.6 The present 

hospital based observational study was thus planned to 

observe the clinical profile of patients with epistaxis, its 

varied etiologies and management strategies. 

In our study, most of the cases were aged more than 50 

years (59.3%) followed by 41-50 years of age (14.5%). 

The mean age of study participants was 58.56 years. 

Study of literature suggests that prevalence of epistaxis is 

more for children less than 10 years of age and then rises 

again after the age of 35 years of age.7 

This survey has corroborated the fact that epistaxis is 
essentially a problem of elderly population and that 
cardiovascular disorders apparently play a considerable 
role as a causative factor. Men (58.33%) were affected 
more often than women (41.66%) by almost 1.4:1.00.  
Generally, males are more affected than females until the 
age of 50, but after 50, there was no difference between 
sexes in the literature.6-8 In a study by Shah et al epistaxis 
was found to affect more males than females, with a male 
to female ratio of 1.8:1.14. Jain et al also observed that 
males are affected more than females, with a male to 
female ratio of 2.9:1.12. This male preponderance has 
also been found in other studies.9,10 

In present study, we found that anterior epistaxis was 
more common than posterior (84.3% versus 9.37%). 
Anterior epistaxis arises of damage to Kesselbachs plexus 
at lower part of anterior nasal septum. Posterior epistaxis 
arises from damage to posterior nasal septal artery.6 In a 
study by Shah et al anterior epistaxis was more common 
(69.29%) than posterior type (21.05%).12  

Pandey et al in their study also observed that anterior 

nasal bleed occurred in 37 of 42 cases.13 In a similar 

study by Jain et al 92.2% had anterior nasal bleeding, 
3.3% had posterior bleeding and the remaining 4.4% 
patients had non-identifiable bleeding sites.18 

Past history of nasal bleeding was seen in 25% of our 

cases. About 56% of the cases of epistaxis had a positive 
history of nasal bleed in a study by Shah et al.12 Past 
history of bleeding was also given by 55.6% of patients 
in a study by Bhatta et al.13 

In our study of 96 cases, common group in this series was 
of cardiovascular causes (hypertension, arteriosclerosis, 
on anticoagulant drugs), that is, 59 cases (61.45%), out of 
59 cases, 9 patients were on anticoagulant drugs followed 
by idiopathic cases 13 (13.54%), trauma 12 (12.5%), 7 
cases (7.29%) blood dyscrasias, spur with DNS 3 
(3.12%), infection 1 (1.04%), alcoholic liver disease 1 
(1.04%). 

Hypertension being the commonest cause in this study 
shows epistaxis results from poor blood pressure control. 
Much greater role has been attributed to hypertensive 
etiology in epistaxis in Indian, as well as a Thai study.14,15 
The need for regular blood pressure check-up in epistaxis 
patients and due address to hypertension is thus 
emphasized. Chaiyasate et al reported hypertension to be 
the commonest cause of epistaxis followed by idiopathic 
causes.16 Varshney and Saxena from India reported that 
hypertension and arteriosclerosis is the leading cause of 
epistaxis followed by trauma.14 Nowadays it is said that 
hypertension is not the cause of epistaxis but it prolongs 
the bleeding once it starts because in patients with 
hypertension there is arterial muscle degeneration that 
leads to defective muscle layer lacking the power to 
contract resulting in persistence rather than initiation of 
bleeding. However, the causative factor that might be 
responsible for the rupture of vessel is still unknown.11 
Some of our hypertensive patients with epistaxis were 
found to have uncontrolled hypertension due to cessation 
of antihypertensive medications and inadequate drug 
therapy because of infrequent check-up, hence the need 
of regular blood pressure check-up and compliance to the 
antihypertensive medications should be emphasized. 
Patients with epistaxis are anxious which might lead to 
transient hypertension as the blood pressure was found to 
be higher in most patients on arrival to hospital.17 

In a study by Shah et al most common cause of epistaxis 
was trauma followed by hypertension.12 Trauma is the 
commonest etiology for epistaxis as shown in various 
other studies of developing countries.6,11 This trauma 
varied from minor injury such as digital trauma to nasal 
injury from road traffic injury. The nose is highly 
susceptible in craniofacial injury. Most of our patients 
with epistaxis from trauma were actually victims of RTA. 
Trauma being a common cause of epistaxis can partly 
explain the frequency of this problem in males.  

The management of epistaxis is summarized as follows: 

resuscitate the patient, establish the bleeding site, stop the 

bleeding and treat the cause.11  
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Dealing with a patient with active severe epistaxis can be 

bloody. The universal precautions for all healthcare 

personnel involved in the care of these patients is thus 

recommended. The goal of treatment include hemostasis, 

short hospital stay, low complication rate and cost 
effectiveness.12,16 Treatment modalities can be separated 

as non-surgical/conservative and surgical/interventional 

approaches. Non-surgical approach has been reported to 

stop the bleeding in more than 80-90% of cases.16 In 

present study, out of 96 cases, 92 cases (95.8%) 

responded to nonsurgical methods, anterior nasal packing 

being the most common nonsurgical technique 77 cases 

(80.2%), followed by local cauterization 10 cases 

(10.4%).5 Posterior packing among the 4 cases (4.16%) 

requiring surgical methods for control of epistaxis, all 4 

cases responded to septal correction. None of the case in 

our study required arterial ligation. 

In 39 (65%) cases with medical management, anti-

hypertensive drugs were started in 12 patients (30.7%). 

Injection vitamin K was required in 5 (12.8%) cases and 

was given for an average duration of 3 days while 

tranexamic acid was required in 6 (15.4%) cases for an 

average duration of 4 days. Decongestant drops were 

prescribed for 9 (23%) cases. Other drugs given were 

anti-histaminics (43.5%) and antibiotics (33.3%).  

Anterior nasal packing was done in most patients. Those, 

requiring posterior packing were all hypertensive cases. 

As adjunct to nasal packing, the normotensive patients 
were prescribed nasal decongestants. The packs were 

soaked in antibiotic for local effect as otherwise infection 

is likely. Systemic prophylaxis with antibiotic was also 

provided. In a study by Pandey et al essentially, 

nonsurgical management sufficed to stop bleeding in 39 

of 42 cases.18 Seventeen of these cases were relieved by 

complete rest and reassurance. Sixteen cases were 

managed by anterior nasal packing and 4 were given 

posterior nasal packing. In 2 cases local electrocautery 

was used to stop bleeding points. Jain et al observed that 

conservative management is a main treatment for 

epistaxis and effective in 92.2% of cases.11 Wait and 
watch, without active intervention to arrest bleeding and 

anterior nasal packing were most common non-surgical 

measures accounting for 44.4% and 41.1% respectively.  

In a study by Shah et al anterior and posterior nasal 

packing was used in 31.57% and 7.9% of patients while 

Gilyoma et al had used anterior and posterior nasal 

packing for 38.5% and 6.7% of his patients.12,19 None of 

the cases in present study had intractable epistaxis to 

require arterial ligation or embolization strategies. Blood 

transfusion too was not needed in any case. Similar 

finding was also reported in Iseh et al where no surgical 
ligation of vessel was required.20 In our study, we did not 

require arterial ligation in any of our cases. If the patient 

has recently suffered from skull trauma and in all cases of 

very profuse bleeding, the possibility of an aneurysm of 

the internal carotid artery should be kept in mind and an 

angiography should be carried out. The same applies to 

patients with Maurer’s triad: blindness in one eye, signs 

of orbital fracture and profuse nosebleed.21 

The reported mean hospitalization time for the patient of 

epistaxis ranges between 4.67 and 5.6 days which is more 

than mean hospitalization of 3.4 days in our study.22,23 
Only 6.92% of patients required blood transfusion, 

9.37%.24 We had no mortality in our study. Lifestyle 

factors like previous disease and medication are to be 

considered while treating any elderly patient. 

Medications like alpha and beta blockers, centrally acting 

antihypertensive drugs, angiotensin converting enzymes 

inhibitors may reduce sympathetic tone leading to 

vasodilation and symptoms of nasal congestion. 

Significant difference in control of epistaxis was found in 

patients with warfarin, dipyridamole and nonsteroidal 

anti-inflammatory drugs (NSAID) by Watson and 

Shenoi.25 It is thought that the link between the use of 
NSAID and epistaxis may be due to alteration of platelet 

function. The effect of ageing on the nose includes 

structural, mucosal, olfactory, hormonal and neural 

changes. 

Limitation 

There was no control group in our study. We had done 

observational study in all epistaxis patients and compared 

the etiology among them. 

CONCLUSION 

We observed that epistaxis can be seen in any age. 

However the etiology of this symptom varies with age. 
Understanding of the etiology helps in better evaluation 

of the cases. As hypertension is the commonest etiology, 

regular blood pressure check-up in epistaxis patients and 

due address to blood pressure control through regular 

medication is recommended. Nowadays it is said that 

hypertension is not the cause of epistaxis but it prolongs 

the bleeding once it starts because in patients with 

hypertension there is arterial muscle degeneration that 

leads to defective muscle layer lacking the power to 

contract resulting in persistence rather than initiation of 

bleeding. Most cases can be successfully managed with 

conservative treatment with  packing and local 
cauterization. Non-surgical treatment is still useful to 

control nasal bleeding and it is safe and cost-effective, 

keeping surgical intervention as the last option.  
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