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Abstract: Epistaxis is bleeding from the Nose and Paranasal sinuses and could be a life threatening emergency requiring 

urgent attention. The aim is to determine the aetiological factors and highlight treatment modalities in a tertiary hospital in 

Northwestern Nigeria. This was a 12-year retrospective study of all patients managed with epistaxis between January 2000 and 

December 2011in the otorhinolaryngology department of Usmanu Danfodiyo University Teaching Hospital, Sokoto. Ninety-

five patients were reviewed, out of which 61 [64%] were males and 34 [36%] were females. Age group 20-29 years had the 

highest prevalence [21.1%]. The commonest aetiology was hypertension in 24.2% of patients followed by idiopathic 21.1%, 

rhinosinusitis 20%, trauma 14.7%. Anterior nasal packing was the most common method of treatment [49.5%]. Epistaxis is a 

common Otorhinolaryngological condition. Hypertension was the commonest cause in this study, with most cases seen in 

patients’ aged 20 – 29years. 
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1. Introduction 

Epistaxis, which is bleeding from the nose, is a common 

Otorhinolaryngological condition [1-3]. It can present as an 

emergency, or with mild recurrent bleeds, causing 

hemodynamic changes and being a source of great anxiety to 

the patients and their relatives [4]. About 60% of the general 

population will be affected by epistaxis in their lifetime, with 

only 6% requiring medical treatment, as most cases are self-

limiting [1-5]. Epistaxis has been observed to account for 1 

in 200 Emergency Department visits in the United States [6]. 

It accounted for 1.9% of all ENT cases seen in a tertiary 

hospital in Sokoto, Northwestern Nigeria over a five-year 

period
1
. Epistaxis is more common in the Paediatric age 

group, with Males more affected than Females [7-8]. The 

nose is richly supplied by blood vessels from the external and 

internal carotid systems [4, 9]. The little’s area, which is in 

the anterior inferior nasal septum, has the kiesselbach plexus 

formed by the Anterior ethmoidal, Sphenopalatine, Greater 

palatine and Superior labial arteries [10]. It is a common site 

of epistaxis. Other commonly encountered sites are 

Woodruff’s plexus and Retrocollumella vein [4]. Most cases 

of epistaxis have no identifiable cause, but common 

aetiological causes are; trauma, infections, hypertension, 

blood disorders, iatrogenic causes and neoplasia [9, 11]. 

Studies have showed different treatment modalities in 

controlling epistaxis and these have since evolved with good 

outcome. In the past, simple effective approach such as 

pinching of the ala nasi and ligation of the external carotid 

artery in refractory epistaxis were used. However the advent 

of Hopkins rod telescopes in endoscopic ligation of 

Sphenopalatine artery has revolutionalised treatment of nasal 

bleeds with very high success rate [2, 3, 10]. 

This study describes the clinical pattern of epistaxis 

observed in Usmanu Danfodiyo University Teaching 

Hospital Sokoto from January 2000 to December 2011. 

2. Materials and Methods 

This is a 12-year retrospective study of 95 patients seen in 

ENT department of Usmanu Danfodiyo University Teaching 

Hospital, Sokoto, Northwestern Nigeria from January 2000 to 

December 2011. Case folders of patients were obtained, 

relevant data, which included; demographics, nature of 

epistaxis, findings at nasal examination, duration of epistaxis 

before presentation and etiological Cause. Hematological 
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investigations such as full blood counts, clotting profile and 

serum electrolyte were retrieved. Included also were findings 

on plain radiographs of the Paranasal sinuses, Bone marrow 

aspiration and Liver function tests. Modalities of Treatment 

offered and Outcome of treatment intervention. Excluded from 

the study were patients with postoperative nasal or paranasal 

bleeding. The data retrieved were analyzed using SPSS version 

21 and the result presented in tabular and graphical forms. 

3. Results 

Out of the 95 patients seen, 61 [64%] were males, while 34 

[36%] were females, with a Male: Female ratio of 1.8:1 

[Figure 2]. Majority [21%] of the patients seen were between 

the ages of 20 – 29 years [figure 1]. Ages ranged from 5 to 81 

years. 

 

Figure 1. Age distribution of patients. 

 

Figure 2. Distribution by sex. 

In 43 [45%] of the patients, epistaxis was Unilateral, while 

52 [55%] of them had bilateral epistaxis. Epistaxis was 

spontaneous in 78 [82%] of the patients while it was induced 

in 17 [18%] of the patients. Seventeen [18%] of the patients 

had severe epistaxis necessitating blood transfusion. The 

commonest cause of Epistaxis seen in this study was 

hypertension [24.2%], and in 21.1% of patients, the cause of 

epistaxis was unknown [Table 1]. 

Table 1. Causes of Epistaxis. 

S/No Cause Number of patients 

1 Hypertension 23 

2 Idiopathic 20 

3 Rhinosinusitis 19 

4 Trauma 14 

S/No Cause Number of patients 

5 Other bleeding disorders 9 

6 Disseminated intravascular coagulation 4 

7 Septal perforation 3 

8 Sickle cell disease 2 

9 Primary liver cell carcinoma 2 

10 Myeloproliferative disorder 1 

11 Chronic renal failure 1 

 

Figure 3. Treatment options applied to control epistaxis. Fourty-five 

[47.4%] of the patients had spontaneous resolution of nosebleeds with no 

intervention. 

Anterior nasal packing was offered to 47 [49.5%] of the 

patients, 3 [3.1%] had chemical cautery with sliver nitrate, 

while 45 [47.4%] who did not have nasal packing or other 

interventions to control the bleeding [bleeding resolved 

spontaneously in these patients] were managed with 

antibiotics, haemantinics and other conservative measures 

[Figure 3]. No patient in this study had surgical intervention. 

Patients in this study whose epistaxis was due to an identified 

cause were offered treatment for the identified aetiology, 

including referrals to cardiologist [for hypertensives] and 

hematologist [for those with bleeding disorders]. Fifty-five 

[57.9%] of patients came back for follow up in the clinic. 

4. Discussion 

Epistaxis is usually self limiting and patients don’t present 

to the hospital for any form of treatment, even when they do, 

they are mostly seen be general purpose physicians and 

health workers often in primary or secondary healthcare 

centres [12]. The Otorhinolaryngologist sees a few. In this 

study only 95 patients were seen over a 12-year period. Iseh 

et al saw a total of 72 patients over a 5-year period in the 

same center [1]. This might be due to the fact that there were 

few non – Otorhinolaryngologists that were willing to 

manage epistaxis at that time and as such most cases of 

epistaxis that presented to the hospital were referred to the 

ENT clinic. But with the proliferation of more specialties in 

the hospital and expansion in knowledge, more specialists are 

now willing to manage patients with epistaxis. Especially 

those without life threatening symptom. 

Epistaxis is more common in males than in females [8, 13-

14]. In this study, the Male: Female ratio was 1.8:1. This 

agrees with studies conducted by Iseh et al, and Kodiya et al 

where they also observed a slight male preponderance [1, 8]. 

In a retrospective study of patterns of hospital admissions with 
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epistaxis of over twenty-six thousand patients over an 18-year 

period, Fishpool and Tomkinson observed that males had a 

higher proportion of hospital admissions for all age groups 

except the 10 – 14 year age group [15]. This was further 

corroborated in a nationwide inpatient sample of patients with 

epistaxis in the US reported by Villwock and Jone, where they 

also observed a male preponderance of 53.4% [16]. 

Though epistaxis is common among children, a bimodal 

age incidence has been described with peaks at 2 – 10 years 

and 60 – 80 years [4]. The modal age group in this study was 

20 – 29 years. In a study conducted in a tertiary health centre 

in Southwestern Nigeria, the modal age was 21 – 30 years, 

similar to the findings in this study [17]. Bimodal peaks were 

observed in studies conducted by Kodiya et al and Sogebi et 

al, Iseh et al however observed epistaxis to be more common 

among 0 – 10-year age group, while Anie et al, observed 

more cases above 60 years [1, 8-13]. 

The commonest cause of epistaxis in this study was 

hypertension 24.2%. This is in contrast to other studies 

conducted in this country, where idiopathic causes were the 

commonest cause followed by trauma [1, 8, 13, 17]. The 

association between epistaxis and hypertension is still being 

debated. Some authors belief that hypertension is common in 

acute epistaxis because of cofounding stress, and possible 

white coat phenomenon, but believe that a causation between 

epistaxis and hypertension is difficult to establish, while others 

believe that elevated blood pressure is a cause of epistaxis [18-

22]. In a systematic review of literature, Kikids and colleagues 

observed that arterial hypertension was higher in patients at the 

time of epistaxis when compared with the general population, 

most of the studies they reviewed agreed that there was a cross 

correlation between epistaxis and arterial hypertension, and 

they further suggested that epistaxis may lead to the diagnosis 

of a previously unrecognized arterial hypertension, they 

however could not find a causal relationship between epistaxis 

and arterial hypertension [20]. In an analysis of 133 patients 

with epistaxis by Terakura and colleagues, systolic blood 

pressure was found to be statistically significantly higher in 

patients with epistaxis, and on further multivariate analysis, 

systolic blood pressure was found to be an independent factor 

associated with epistaxis recurrence [21]. 

Trauma was common among patients with epistaxis in this 

study. Several studies have identified various forms of 

trauma as the most common cause of epistaxis [23-26]. 

Perhaps one of the reasons why trauma could be so common 

as an aetiological factor for epistaxis is because of the 

various entities grouped under nasal trauma when discussing 

epistaxis [9, 10]. These include; road traffic accidents, nose 

picking, violent nose blowing or sneezing, assault, contact 

sports, iatrogenic, barotrauma and foreign bodies [9, 10]. 

Anterior nasal packing was offered to 47 [49.5%] of the 

patients, while 45 [47.4%] who did not have nasal packing 

were managed with antibiotics, haemantinics and other 

conservative measures. No patient in this study had surgical 

intervention. 

Gabriel and colleagues observed similar findings [17]. In 

their study 26% of their patients had minimal treatment 

(observation, decongestants, ethamsylate) and 35% had 

anterior nasal packing [17]. In the study conducted by Iseh et 

al, 34.7% of patients had no active intervention, while 34.7% 

of them had anterior nasal packing done [1]. Non-surgical 

methods have been observed to be effective in the treatment 

of most cases of epistaxis [27]. 

5. Conclusion 

In our study, we observed a male preponderance, with the 

peak age incidence in the second and third decades with 

epistaxis. Hypertension a treatable clinical condition was the 

commonest cause of epistaxis. Therefore meticulous 

evaluation of patients to identify points of bleeds and 

etiological factors is mandatory for achieving effective 

management. All patients in this study were treated by non-

surgical means. 
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