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INTRODUCTION 

Epistaxis or nosebleed is a common complaint in ENT as 

well as general practice present as a chronic emergency 

problem of recurrent bleeds or may be a symptom of a 

generalized disorder. It is one of the most common 

otolaryngological emergencies which often require 

admission to the hospital.  It cannot only affect the 

hemodynamic but may cause great anxiety to patients and 

their relatives. Worldwide, it is estimated to occur in 60% 

of the individuals during their lifetime, with less than 

10% requiring hospital admission.
1
 It affects all age 

groups and both sexes. Generally, males are slightly 

affected than females until the age of 50, and epistaxis is 

more frequent before the age of 10 years and after 4th 

decade of life.
2 

The etiological profile of epistaxis has been reported to 
vary with age and anatomical location.

3
 Based on the site 

of origin, epistaxis can be classified as anterior and 
posterior epistaxis. Anterior epistaxis is more common 
and usually arises either from kiesselbach’s plexus or 
from a vein.

4
 As the bleeding site is accessible, anterior 

epistaxis which occurs more frequently in children and 
young adults is rarely severe. On the other hand, posterior 
epistaxis arises from the area supplied by a 
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sphenopalatine artery (SPA) in the posterior part of the 
nasal cavity, which is more frequent in older adults. 
Traumatic epistaxis is more common in younger 
individuals (under age 35 years) and is most often due to 
digital trauma, facial injury, or a foreign body in the nasal 
cavity.

5 
Non-traumatic epistaxis is more characteristic of 

older patients (over age 50 years) and may be due to 
organ failure, neoplastic conditions, inflammation, or 

environmental factors (temperature, humidity, altitude).
6
 

Epistaxis can be due to both systemic and local factors, 
although even this distinction is difficult to make and the 
term "idiopathic epistaxis" is ultimately used in about 80-
90% of the cases.

7
 Local causes include inflammatory, 

infective, traumatic, anatomical (deviated nasal septum, 
septal spur), chemical, or climatic changes, neoplasm, 
and foreign body. Systemic causes of epistaxis include 
vascular heart disease, hypertension, coagulation 
disorders and renal or liver disease. Chronic obstructive 
pulmonary disease, excessive coughing, nose blowing 
habit, benign prostatic hyperplasia, straining in 
constipation and heavy objects lifting may aggravate the 
epistaxis.  

Treatment requires a methodical approach according to 
cause, site and severity of bleeding. Both conservative 
and surgical interventions may provide the right 
treatment option. Most of the underlying causes of 
epistaxis are preventable. A clearer understanding of the 
causes, treatment and outcome of these patients is 
essential for the establishment of preventive strategies as 
well as treatment guidelines.  The aetiology of epistaxis is 
diverse and multifactorial and shows wide geographical 
variation. Unlike in the Western literature, a significant 
proportion of epistaxis in this part of Kerala is accounted 
by rhinosporidiosis. It is a chronic granulomatous disease 
affecting both man and animals.  A high incidence is 
reported from Malappuram district of Kerala where the 

present study is conducted. 

METHODS 

A retrospective study was conducted by reviewing the 

case records of patients with epistaxis for the period of 2 

years, from 2010 to 2012 in the department of ENT at 

MES medical college hospital, tertiary care teaching 

hospital in Malappuram district of Kerala, India. Patients 

with epistaxis reported through OP, IP and referrals from 

other departments were considered. Those due to trauma 

and cases with incomplete workup were excluded from 

the study.  In this study, patients with epistaxis were 

retrospectively analyzed for age and gender distribution, 

symptoms, residence location, and etiological profiling. 

Age and sex distribution of idiopathic epistaxis and 

systemic and local cause of epistaxis with its age and sex 

distribution were also analysed. Records of consultation 

and opinion of the cardiologist, endocrinologist, and 

nephrologists which were noted were obtained from the 

case records for confirming the etiological 

considerations. The results of this study were shown by 

descriptive statistics and presented as percentages.  

RESULTS 

The study included 110 patients; 74 males and 36 females 

with Male to Female ratio of 2:1 (Table 1). From this, 98 

patients belonged to the Malappuram district of Kerala. 

Others were from neighbouring district of Palghat, 

Wynad and Trichur. The age ranged from 4 to 80 years 

with a mean age of 32.8 years. The highest number of 

patients belonged to 11-20 age group (25, i.e. 22.7%), 

closely followed by 21-30 range (19 patients) as shown in 

Table 1. Male predominance was noticed in almost all 

age range. Childhood epistaxis occurring below 16years 

of age alone constituted 27.2%.  

Table 1: Age and sex distribution. 

Age (in years) 0-10 11-20 21-30 31-40 41-40 51-60 61-70 71-80 Total 

Male  8 14 9 16 10 8 3 5 73 

Female 6 11 9 3 2 2 4 0 37 

Total  14 25 18 19 12 10 7 5 110 

Percentage  12.7 22.7 16.4 17.3 10.9 9.1 6.4 4.5  

 

Table 2: Aetiological profile. 

Aetiology  Number of patients Percentage 

Idiopathic  36 32.7  

Systemic  22 20  

Local  51 46.3  

Factitious 1 0.91  

Eighty two patients suffered unilateral nasal bleeding; 

Out of these 47 (57.3%) were on the right side and 39 

(47.5%) on the left side. The proportion of local, systemic 

and idiopathic causes of epistaxis observed in the present 

study is shown in Table 2. There were 36 cases of 

idiopathic epistaxis. It was twice as common in males as 

in females (M:F ratio 2:1). Majority of them (91.7%) 

were under the age of 50, with the highest incidence (17 

patients) below the age of 20 (Table 3). 

A systemic aetiology for the epistaxis was detected in 22 

patients, the commonest being hypertension (in 15 cases, 

13.6%) (Table 4). A vast majority of them (80%) were 

elderly over the age of 50 (Table 5). Four patients had 

platelet dysfunction; 3 aspirin-induced and one due to 
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chronic ITP. Three patients bled due to altered 

coagulation: 2 cirrhosis and one chronic renal failure. 

Local causes found in our study are shown in Table 6. It 

contributed to epistaxis in nearly half of our patients 

(51patients). Among these, nasal rhinosporidiosis is the 

commonest, found in as many as 25 patients.  Here also 

male predominance (M:F ratio 2.6:1) is seen (Table 7). 

All except three patients were below the age of 50. The 

second common local cause is Infection, seen in 19 

patients with a more or less equal incidence among males 

and females (sex ratio, 1:1). Here more than half are 

children (11 patients) (Table 8). We encountered one 

young male with factitious nose-bleed which did not fit 

into any of the above categories. 

Table 3: Age and sex distribution of idiopathic 

epistaxis. 

Age (in 

years)  

 0-

10 

11-

20 

21-

30 

31-

40 

41-

50 

51-

60 

61-

70 

Male 4 4 3 7 4 1 1 

Female 1 8 1 0 1 0 1 

No. of 

patients 
5 12 4 7 5 1 2 

Table 4: Systemic causes for epistaxis 

Systemic cause No. of patients % 

Hypertension  15 13.6 

Cirrhosis 2 1.8 

Chronic renal failure 1 0.9 

Antiplatelet medication 3 2.7 

Chronic ITP 1 0.9 

Table 5: Hypertension 

Age (in years) <50 >50 

No. of patients 3 12 

Table 6: Local causes. 

Local causes No. of patients % 

Rhinosporidiosis 25 22.7  

Infections 19 17.3  

Septal spur 3 2.73  

Septal perforation 1 0.91  

Septal angioma 1 0.91  

Sino-nasal malignancy 1 0.91  

Foreign body nose  1 0.91  

Table 7: Rhinosporidiosis age/sex distribution. 

Age (in 

years) 
0-10 

11-

20 

21-

30 

31-

40 

41-

50 

51-

60 

Male  0 3 5 6 1 3 

Female 0 0 3 3 1 0 

Total  0 3 8 9 2 3 

Table 8: Infection. 

Age (in 

years) 
0-10 11-20 21-30 31-40 Total 

Male  4 3 2 1 10 

Female 4 1 4 0 9 

Total  8 4 6 1 19 

DISCUSSION 

Epistaxis is an extremely common symptom of many 

diverse disease conditions and is probably the commonest 

rhinological emergency.  In Scottish study epistaxis alone 

accounted for 33% of all ENT emergency admissions.
8 

Hippocrates in the 5
th

 century BC described the well-

known method of pinching ala nasi as an effective 

treatment for epistaxis. Nasal mucosa enjoys dual blood 

supply through internal and external high-pressure carotid 

system, with rich anastomoses between their branches. 

The present study shows that epistaxis mainly affects a 

younger population with a maximum incidence between 

the ages of 11-20 years. This tallies with the findings of 

Razdan et al.
9 
While some argue that epistaxis is a disease 

of the young, others like Pallin describes a bi-modal age-

distribution with a childhood peak below ten years and 

the other in elderly aged 70-79.
10,11

 Slight male 

predominance for epistaxis is documented in most 

series.
12

 In our study males are affected more than twice 

compared to women. Gilyoma et al reported a similar 

male to female ratio of 2:1.
13

  

The causes of epistaxis can be local or systemic. But 

many a time bleeding arises from an artery or a vein 

without any discernible pathology and is termed as 

idiopathic. The diagnosis of idiopathic epistaxis requires 

a detailed evaluation to exclude all known causes. We, in 

our series, found 32.7% to be idiopathic. Varshney and 

Saxena have reported a similar incidence (35.23%).
14

 

Nonetheless Stell from England quotes a higher figure of 

70-80%.
15

 Systemic causes for epistaxis include 

hypertension, haematological disorders, liver diseases, 

chronic renal failure etc.  

Hypertension has long been considered as an important 

aetiological factor for epistaxis. Richard et al have 

concluded that epistaxis is a true symptom of 

hypertension.
16

 Varshney et al showed that cardiovascular 

causes (hypertension, atherosclerosis etc.) are the second 

common cause for epistaxis while Iseh et al placed it at 

the third position.
14,17

 In our review hypertension was the 

most common systemic cause. Though it is not well 

documented how hypertension causes epistaxis, 

Monckeberg’s sclerosis and progressive replacement of 

muscle tissue by collagen in the tunica media of vessels 

may contribute to the damage despite the plausible 

association between the two; many studies  fail to prove a 

direct causal relationship between hypertension and 

epistaxis.
18
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Deficiencies in vitamin K, whether from liver disease, 

medications or diet reduces the synthesis of factors II, 

VII, IX and X.
19

 Malik and Bhatia documented 1% liver 

diseases in their series.
20

 Underlying cirrhosis was the 

cause of bleeding in 1.8% of our patients. Aspirin and 

other NSAIDs have been associated with epistaxis by 

altering the cyclo-oxygenase pathway.
21

 Aspirin use led 

to epistaxis in 2.7% of our patients.  In more than one-

third of our patients, we could elicit a local pathology. 

Among this rhinosporidiosis was the leading cause. It is a 

disease caused by Rhinosporidium seeberi. Often 

epistaxis is the early presentation and histopathology of 

the typical ‘strawberry’ mass is diagnostic.                      

Although this disease is reported from about 70 countries, 

the highest incidence has been from India and Srilanka.
22 

In India it is predominantly endemic in states of Kerala 

and Tamil Nadu. A recent study by the co-author has 

confirmed the endemic nature of rhinosporidium in 

Malappuram district of Kerala.
23 

Patients with acute 

rhinosinusitis are more prone to epistaxis because the 

mucosa here is inflamed and more friable.
24

 

In this study, the second common local factor was 

infections. Our finding correlates with that shown by 

Varshney (19.3%).
14

 Out of this 42 % were children 

below ten years. Children are more susceptible to 

nosebleeds due to extensive vascular supply of nasal 

mucosa and increased the frequency of URTI.
25

 Peak 

prevalence is reported in three to eight years age group.
26

 

Septal spurs caused epistaxis in 3 cases. Spurs and 

deflections of nasal septum create airway turbulence on 

the mucosa anterior to the deformity which predisposes to 

drying and increased mucosal disruption. Nasal foreign 

body caused epistaxis in 0.9%. This correlates with the 

1% reported by Razdan.
9
 

CONCLUSION  

It may be concluded from our study that non-traumatic 

epistaxis is more common among young males. An 

underlying local pathology is found in nearly half of the 

patients. Nasal rhinosporidiosis and infection are the two 

important local aetiological factors of epistaxis in our 

area. A clear awareness about the geographical and 

demographical variation in aetiology help early 

identification and management of epistaxis. 
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