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Review Article

EPISTAXIS AT PATAN HOSPITAL: ARETROSPECTIVE
REVIEW AND AN AUDIT

Objective:
The objective of this study was to review the cases of epistaxis and audit its management at Patan
Hospital.

Materials and Methods:

This was a retrospective study and an audit carried out in patients admitted for epistaxis in Patan
Hospital from August 2012 to August 2014. All the patients with primary epistaxis were included. The
data were analyzed in terms of the specific defined parameters and were compared with that of Guy's
Hospital, United Kingdom, of year 2011.

Results:

Out of 146 patients, 111 had primary epistaxis. Ninety-three patients (83.78%) with primary epistaxis
had anterior bleeding and 18 patients (16.21%) had posterior bleeding. The majority of the patients
(31.53%) were treated with chemical cautery, followed by anterior nasal packing (27.02%). Eleven
patients (10%) underwent sphenopalatine artery cauterization. The data of our hospital were optimal
or near optimal in some aspects like documented initial nasal examination, and initial cautery attempt
whereas, parameters like re-bleeding rate, surgical intervention and endoscopic nasal examination
after cessation of bleeding were found to be sub-optimal.

Conclusion:

The improvements are required in some aspects of management of epistaxis like decreasing the re-
bleeding rate, increasing the timely surgical intervention and compulsory endoscopic evaluation of
nasal cavity after cessation of bleeding. This can be attained with adherence to the protocol as proposed.
A multi-center audit would be required to develop a common consensus regarding its management.
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INTRODUCTION:

Epistaxis is the commonest emergency in
otolaryngology.1 It affects 60% of population once in
their lifetime and 6% of those affected require medical
attention.2 Most of the bleeding are mild and self-limiting.
However, some are life threatening leading to significant
morbidity and mortality and often create a challenging
situation for the clinician. The several demographical and
meteorological factors play role in the predisposition to
the primary epistaxis. There have been recent advances
in the management strategies of epistaxis. This is primarily
due to the advent of the endoscopic technologies helping
otorhinolaryngologists to manage bleeding efficiently
with less morbidity. The use of endoscope enables
clinicians to find the posterior bleeding points that cannot
be identified with head light examination. The trend in
the treatment of refractory epistaxis has shifted from the
traditional repeated nasal packing to the identification
and prompt ligation of the main arteries supplying the
nasal mucosa avoiding the morbidity and prolonged
hospital stay. The need for hospital admission and the
duration of stay in the hospital are directly linked to the
methods chosen for the initial and subsequent modalities
of the treatment.3 The purpose of this study to review
and audit the management of the patients admitted with
primary epistaxis at Patan Hospital.

MATERIAL AND METHODS:

This was a retrospective study conducted at Department
of ENT and HNS at Patan Hospital, Lalitpur, Nepal. In-
patient records of the patients admitted with diagnosis
of primary epistaxis from August 2012 to August 2014
were studied. The patients with secondary causes of
epistaxis like trauma, coagulopathies, sinonasal tumors
and other systemic illnesses were excluded from the
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study. The retrospective study of the in-patient records
was carried out for the analysis of the demographic profile.
The presence of the risk factors like hypertension, alcohol
dependence and use of anti-platelet agents were
observed. The patients with alcohol dependence were
also evaluated and treated by the psychiatrists. The records
were scrutinized to study the overall management of the
patients. The data were compared to that of the audit of
Guy’s Hospital,4 United Kingdom of year 2011. The data
were analyzed in terms of specific audit parameters
reflecting the quality of care with 100% target of
compliance as given in Table 1. Re-bleeding rate was also
observed and compared. The audit parameters are based
on the study by Hall et al.4,5

Audit parameters Target
Documented nasal examination 100
Initial attempt for nasal cautery, if appropriate 100
Surgical intervention, if appropriate 100
Endoscopic nasal examination, post cessation of bleeding| 100
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The nasal cautery was deemed appropriate in patients
where the bleeding points could be identified with
anterior rhinoscopy. The documented attempt of chemical
cautery was considered as positive regardless of the
outcome of the cautery. The surgical intervention was
defined appropriate in cases of persistent bleeding for
over 48 hours despite anterior or posterior nasal packing.
The surgical interventions included endoscopic
localization of the bleeding site and cauterization of the
vessel of the origin (sphenopalatine or ethmoid vessel)
or perform sphenopalatine artery cauterization if no
definite vessel could be seen. This parameter shows the
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standard of the management for the refractory epistaxis.
RESULTS:

Out of 146 patients admitted in the department of ENT
at Patan Hospital, 111 patients (76.02%) had primary
epistaxis. Out of 111patients, 66 were male and 45 were
female. The age ranged from 2 years to 90 years (mean
age of 46 years) with highest number of incidence
observed in the age group of 41 to 50 years.

The prevalence of co-morbidities like hypertension,
alcohol dependence and use of anti-platelet medicines
were assessed, the finding of which is shown in Fig. 1.
Among 55 patients with hypertension, 18 patients were
not on any anti-hypertensives and 18 patients were newly
diagnosed hypertensive. Out of 4 patients on anti-platelet
medications, 2 were using aspirin 75 mg only and other
2 were taking both Aspirin 75 mg and Clopidrogel 75 mg.
None of the patients were on any anticoagulants.
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Seasonal variation

Fig. 2 shows the trend of epistaxis occurrence in relation
with the season with highest peak incidence in month of
April-May followed by second peak in November. The
more detailed study of association of the incidence of
epistaxis and factors like temperature and humidity is
beyond the aim of this study

Jan  Feb March April May June July August Sept Oct Nov Dec

The study showed 100% documentation of the nasal
findings of the patients before packing. However,
inadequate recording of the findings of endoscopic nasal
examination or omission of the endoscopic examination
itself after control of bleeding was observed. Only 68 in-
patient records out of 111 (61.26 %) had documented
nasal examination after control of bleeding.
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Out of 111 patients, 93 (83.78 %) had anterior epistaxis
and 18 (16.21%) had posterior epistaxis. Patients with
anterior epistaxis were treated either with nasal
decongestants, absorbable gelfoam, chemical cautery,
electrocautery and anterior nasal packing. Posterior
epistaxis was managed with either anterior or posterior
nasal packing or with endoscopic Sphenopalatine artery
ligation. Only one patient with posterior bleeding
responded to anterior nasal packing with ribbon gauze.
The majority of the patients (31.53%) were treated with
chemical cautery after localization of the bleeding points.
In three patients, chemical cautery was done as second
intervention after failure to control the bleeding with
anterior nasal packing. The patients treated successfully
with chemical cauterization were generally discharged
except the ones with co-morbidities or with higher risk
of re-bleeding like elderly patients especially those
residing in distant places. Anterior nasal packing (ANP)
was the second most common modality of treatment for
successful control of bleeding, used in 27.02% of patients.
Among 32 patients treated with ANP, 20 patients were
packed with ribbon gauze soaked in BIPP, 8 patients with
Rapid Rhino and 2 patients with Merocel. Six patients
were managed with posterior nasal packing (PNP) out of
which 3 were done with posterior choanal gauze pack
soaked in BIPP and 3 PNPs with double balloon catheter.
Eleven patients (10%) underwent surgical procedure of
sphenopalatine artery ligation. Eight patients had this
surgical procedure as a third line of treatment, among
them 5 had undergone ANP twice and 3 patients had
failed to respond to both ANP and PNP with gauze under
general anaesthesia. Only 3 patients had artery ligation
as a second line of treatment for re-bleeding. Only eight
patients out of 11 had surgical intervention within 48
hours which excludes those treated initially with PNP.
The overall procedures used for the management of
epistaxis are depicted in Fig. 3.

35
3
30
25
20
15
15 , 1
10 6
5 [ . ]
0 | ‘

Nasal Absorbable Chemical  Electrocautery Anteriornasal Posteriornasal ~ SPA ligation

decongestant gelatin cautery packing packing

Vol. 5, No. 2, Issue 2 (July-Dec 2014)

The length of stay varied greatly among the patients
ranging from 1 day to 13 days (mean duration of 7 days).
The average duration of stay was higher in recalcitrant
patients managed either with posterior nasal packing
only (6.6 days), sphenopalatine artery ligation only
(6 days) or both (13 days). The epistaxis patients with
alcohol dependence stayed further longer in psychiatry
ward for the management of alcohol dependence.
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No mortality was documented. Two complications each
of septal perforation and vestibular stenosis occurred in
two patients managed with posterior nasal packing with
gauze.

The evaluation of the management of the epistaxis was
also carried out based on the specific parameters as stated
in Table 1 and was compared with that of audit findings
of Guy’s Hospital. The audit findings are shown in the
Table 2.

At Patan
Hospital (%)

Audit parameters At Guy's

Hospital (%!

Documented nasal examination| 100 52

Initial attempt at nasal cautery | 32/35x100= 914 | 52
(if appropriate)

Surgical intervention 8/14x 100 =57.14 66

(if appropriate)

Re-bleeding rate 32/111x100=28.82| 16

Documented endoscopic nasal | 68/111x100=61.26| 78

examination post cessation of

bleeding

The nasal examination was carried out in all the patients
and was documented in all records by the residents on
call. The initial attempt of chemical cautery was carried
out in only 32 patients though three other patients
seemed appropriate candidate as they required chemical
cautery as a second intervention to control bleeding.
Eleven cases underwent sphenopalatine artery ligation
among which only 8 patients had this within 48 hrs. Three
other patients despite of being appropriate candidate
for arterial ligation due to persistent bleeding for 48 hours
even after repeated anterior nasal packing were treated
with posterior nasal packing with gauze under general
anaesthesia. Thirty-two patients bled repeatedly following
initial treatment and were either managed with anterior
or posterior nasal packing or sphenopalatine artery
ligation. Endoscopic nasal examination was documented
in only 68 patients. The rest of patients were either not
evaluated by nasal endoscopy after cessation of bleeding
or the examination was not documented.

DISCUSSION:

Primary idiopathic epistaxis is more common than
secondary epistaxis with definite cause. Seventy to eighty
percent of all the cases of epistaxis are idiopathic,
spontaneous bleeds.6 In our study 111 out of 146 patients
(76.02%) had primary epistaxis. Male preponderance as
mentioned in the literature was seen in our study with
the male: female ratio of 1.46:1. The highest incidence
was seen in the patients aged between 41 to 50 years.
Fifty-five out of 111 patients (49.54%) with epistaxis were
hypertensive. Despite this finding in our study, a number
of large studies have failed to show a causal relationship
between hypertension and epistaxis.7.8,9,10 It has also
been suggested that hypertension does not cause
epistaxis, rather prolongs it and its related to the lesions

©Society of Otorhinolaryngologists of Nepal (SOL Nepal)

Vol. 5, No. 2, Issue 2 (July-Dec 2014)

Dangol et al: Epistaxis-A Retrospective Review and an Audit
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of vascular endothelial, microcirculatory disorders, and
modification of the blood coagulation processes rather
than to the mechanical rupture of blood vessels.3.11 Even
if not causal, the blood pressure is elevated in most of
the patients with epistaxis which may be due to the
anxiety associated with admission and other procedures
used to control the bleeding.12

Twenty-six patients with epistaxis were alcohol dependent
with elevated indirect blood markers like liver enzymes.
The hemostasis in such patients is deranged due to the
platelet dysfunction leading to prolonged bleeding
time.13 In our study, only 4 patients were on antiplatelet
medications that was not stopped throughout the
treatment of epistaxis. A recent study in 10241 patients
found that there is an increased risk of troublesome
epistaxis in patients taking aspirin or clopidogrel, but
there is no significant difference in risk of epistaxis
between the two drug groups.14 Walker et al had
proposed a protocol for the management of epistaxis in
patients taking such drugs which states that aspirin or
clopidogrel can be continued except in cases of life-
threatening bleeding when platelet transfusion can be
considered.15 The routine coagulation studies in epistaxis
patients are only recommended in cases with history of
alcohol or drug use and bleeding disorders.16,17

The epistaxis was more common in the months of April
and May and least common in month of June. This could
be due to the highest temperature in the April/May and
highest humidity due to rainfall in June. Most of the
literatures show strong seasonality of epistaxis with peak
during winter18,19,20, Jelavic et al. found seasonal variation
with an incidence peak during the spring transition
months in Mediterranean climate.21 However, some
authors do not support the view that there is a relationship
between epistaxis and temperature or seasonal
variation.22
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The initial head light nasal examination is very important
aspect to be missed as it helps to establish the line of
management by deciding whether the bleeding is from
anterior or posterior site. The documentation is equally
important for the medicolegal issues if arise. This
parameter is optimal in our center as our junior residents
are properly trained to perform them with conceptual
understanding unlike in the Guy’s hospital where the
cases of epistaxis are evaluated initially by doctors working
in other departments like surgery, orthopedics and
covering the ENT specialty as a part of the hospital night
rota. Between 90 to 95 percent of the epistaxis are anterior
with majority of them arising from the little’s area.1 Our
study had 83.78% of patients with anterior bleeding point.
In such patients, either chemical or electrocautery can be
done to stop the bleeding once the bleeding point is
identified. Posterior epistaxis is more complicated as it is
difficult to identify the bleeding point with simple head
light examination. The first priority in such cases is to
control the bleeding by the use of nasal packing. The use
of cauterization blindly is not advocated.23 Nasal packing,
both anterior and posterior, used to be done traditionally
with gauze soaked with Bismuth lodoform Paraffin Paste
(BIPP) or antibiotic ointment. The effective nasal packing
with gauze requires some expertise and is traumatic to
the patient. The traditional posterior nasal packing with
gauze requires general anaesthesia. Nowadays, we have
varieties of commercially prepared packs that are easy to
insert and are less traumatic for patients. Material like
Merocel provide tamponade effect as it expands on
coming in contact with blood whereas Rapid Rhino is
inflatable balloon coated with a carboxymethylcellulose
hydrocolloid compound that acts as platelet aggregator.
On the other hand, double balloon catheter has two
inflatable balloons for both anterior as well as posterior
nasal cavity. A prospective randomized trial involving 50
patients with severe epistaxis compared Merocel tampons
with traditional anterior nasal packing with ribbon gauze
soaked in Bismuth lodoform Paraffin Paste. No difference
was found with regard to efficacy or patient tolerance.24
Rapid Rhino was compared with Merocel for the treatment
of anterior epistaxis not amenable to treatment with
cautery. No difference was found in the rate of control of
epistaxis though the insertion and removal of Rapid Rhino
was found to be easier.25

There is scarce literature comparing different types of
posterior packing. In a study by Callejo et al., classic gauze
packing was found to be time taking and uncomfortable
when compared to the double chambered pneumatic
packing device, however, was less expensive with low re-
bleeding rate.26 The success rate of posterior packing has
been quoted in literature as of 70% only.27 Posterior
packing is associated with a set of complications like alar,
columellar or septal necrosis, infectious complications
and naso-vagal reflex causing cardiac dysfunction or
respiratory arrest. In our study also, septal perforation
and vestibular stenosis were encountered in patients
treated with posterior nasal packing with gauze.
A major advance in the management of posterior epistaxis
is the advent and popularization of techniques of
endoscopic ligation or cautery of sphenopalatine artery
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(ESPAL).1 This is due to better understanding of loco-
regional anatomy and acceptance of the sphenopalatine
artery as a significant distal supply for the major part of
the nose. A systematic review by Kumar et. al, in a pooled
series of 127 patients showed that ligation of SPA and
cautery were efficacious in 98% and 100%, respectively.28
Re-bleeding after ESPAL is attributed to multitude of
factors like clip dislodgement, presence of rich collateral
vessels, failure of identification and clipping of all the
branches.29 ESPAL can also be combined with anterior
ethmoid artery ligation if a superior bleeding source is
clinically suspected. The surgery is shown as the most
cost effective and least painful treatment regimen for
posterior epistaxis with shorter hospital stay and is
regarded safe in the pediatric population.30,31,32,33,34
Abdelkader et al did a prospective audit of endoscopic
sphenopalatine artery ligation on 43 patients and
recommended that it should be the second line treatment
for posterior epsitaxis when the first attempt of
conservative management fails.29 In our study, total of
six patients underwent posterior nasal packing, with three
re-bleedings that were later controlled with SPA ligation.
The average duration of stay in these patients who had
to undergo ESPAL as the end stage treatment post failure
of posterior nasal packing (13 days) was higher than those
treated with SPA ligation alone (6 days). The posterior
epistaxis usually occurs often in elderly, frail and with
multiple concomitant medical problems. Therefore,
inclusion of early surgical intervention in the algorithm
for intractable epistaxis has been suggested.3534 Some
authors even recommend the use of ESPAL as a first
option, without waiting for the failure of the posterior
packing.32,36 In some centers, patients presenting with
posterior epistaxis are treated primarily with ESPAL under
local anesthesia with mild sedation and discharged on
same day.37 In our hospital, with the availability of
expertise in endoscopic nasal surgery, we have been
routinely practicing sphenopalatine artery cauterization
in recent years. Embolization is also an accepted treatment
modality for posterior epistaxis, where available. The
success rate is quoted in the literature as to be 79% to
96%.38 However, the technique is twice as costly as
surgical treatment and carries risks like blindness, facial
numbness, carotid artery dissection and groin
hematoma34,37. Embolization requires expert like
interventional radiologist and is not feasible in our center
because of the lack of such resource.

The surgical intervention rate is just more than half of
the optimal in our center. Persistent and repeated packing
is seen to have occurred in some of the refractory cases.
The repacking in such cases should be discouraged and
we need to consider arterial cauterization early. In
addition, high rate of re-bleeding is quite concerning. It
needs to be minimized with appropriate measures
depending upon the site of the bleeding at the right time.
The sub-optimal initial attempt at cautery may be due to
the difficulty to identify the site and lack of appropriate
decision making by the residents on call. The optimization
of all these audit parameters can be achieved by
establishing a treatment protocol. We believe to improve
the quality of treatment and standard of care by adhering
to the the protocol given in Fig.4 that guides all the
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clinicians at various level involved in the management
of the patients. The proposed protocol is based on the
one adopted at Guy's Hospital4.

The traditional approach to manage patients with
intractable epistaxis is to rely on surgery as a last line of
treatment once all conservative treatments have failed.
The proposed treatment algorithm discourages repeated
nasal packing and advocates earlier deployment of
surgical procedures. The sphenopalatine artery ligation
may or may not be accompanied with anterior ethmoid
artery ligation according to the site of bleeding.

CONCLUSION:

This study shows that our department is practicing the
current standard of treatment for the epistaxis though
some improvements are needed to achieve the best. It
is expected to improve with the strict adherence to the
protocol. This study was done in a single hospital setting.
Variability of practice is obvious in the management of
epistaxis among various hospitals in our country. A multi-
center audit would be much better to improve the
standard of care and gain a consensus regarding the
treatment for such a common ENT emergency.
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