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ED QUICK QUIZ 

WHAT IS THE DIAGNOSIS? 

BACKGROUND 

A 63 year old man presents to A&E with 3 hours of heavy nose-bleeding. Blood is coming 

from both nostrils and running down the back of his throat, causing him to gag. He feels 

light-headed and generally unwell but has not lost consciousness and has no chest pain. 

There has been no history of trauma or infection. 

Past medical history: atrial fibrillation, hypertension. 

Drug history: ramipril, warfarin. 

Examination 

He is alert and oriented. 

There is bleeding from both nostrils and there is a mix of fresh and clotted blood at the back 

of the throat. 

Observations: HR 140, BP 103/66, RR 22, SpO2 96%, air, temperature 36.2. 

Capillary refill time is two seconds and his ECG shows fast atrial fibrillation. 

Respiratory and abdominal examinations are normal. 

 

 

QUESTIONS 

1. Where do you think the bleeding is coming from? 

2. What first aid measures are helpful in stopping or limiting bleeding? 

3. How will you stop the bleeding? 

4. What will you do about the warfarin? 
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ANSWERS & DISCUSSION 

1. Bleeding location 

Epistaxis is either anterior or posterior. Anterior bleeds usually arise from Little’s area, also 

known as Kesselbach’s plexus, which is a region of the nasal septum in which four arteries 

anastomose: the anterior ethmoidal, sphenopalatine, greater palatine and septal branch of 

the superior labial artery. It is easily injured from minor trauma such as nose-picking. 

Around 90% of epistaxis arises from this area. 

Posterior bleeds arise from further back in the nasal cavity, often from branches of the 

sphenopalatine artery. 

 

 

 

Posterior bleeds are more likely to be profuse with haemodynamic compromise and less 

likely to stop with pressure. There is often brisk bleeding at the back of the throat (old clots 

can be cleared away with a gargle of water to expose continued bleeding) and from both 

nostrils. Anterior bleeding sites can often be visualised with Thudicum’s speculum and a 

good light, whereas in posterior bleeds a bleeding point cannot be found in ED. 

Causes of epistaxis include trauma, nose blowing, upper respiratory tract infections, 

coagulopathies and neoplasms, but roughly 80% are idiopathic. Although hypertension is 

not a cause of epistaxis it often leads to more serious bleeds which are difficult to stop. 
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2. First aid measures 

Tell the patient to pinch the fleshy part of nose in an attempt to stop the bleeding and ask 

them to lean forward with the neck flexed. Provide an ice pack to bridge of the nose, in the 

mouth or back of the neck - ice causes vasoconstriction which minimises blood loss. 

3. Stopping the bleeding 

Assess ABCDE, start fluid resuscitation, send blood for cross match, FBC and INR. If the 

patient is shocked (which he is not quite in this case) then consider giving O negative blood 

immediately. It is not wise to sit the patient up if they are shocked. Instead have them lying 

on their side so they are able to spit out blood and not aspirate. 

Adopt a stepwise approach: 

 Local pressure (as described above) 

 Vasoconstrictors 

 Cautery 

 Anterior packing 

 Posterior Packing 

If pressure on the fleshy part of the nose does not stop the bleeding get some gauze or 

cotton wool and soak it in a mixture of 1:1000 adrenaline and 1% lidocaine. Insert this into 

the nostril and ask the patient to apply pressure again for 5-10 minutes. The adrenaline may 

completely stop the bleeding or at least reduce it, and lidocaine will make the patient much 

more cooperative with further interventions. 

Take out the gauze and use Thudicum’s speculum and a good light source to try and identify 

an anterior bleeding point. If seen and it is not bleeding heavily it can be cauterised with a 

silver nitrate stick. Apply the stick to the bleeding point for 10-15 seconds. Do not randomly 

cauterise the septum in the hope of stopping bleeding and do not cauterise both sides of 

the nasal septum as this may cause septal necrosis and perforation. 

If the bleeding stops after this and does not recur following 30 minutes of observation and 

the patient is stable then they can be discharged home with advice not to touch or blow 

their nose. 

If the bleeding does not stop then pack the nose with either a Rapid Rhino or a nasal 

tampon such as a Merocel. Soak the Rapid Rhino in sterile water (not saline) for 30 seconds 

until the coating is translucent. Lubricate the Merocel prior to insertion. 
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Insert your pack into the bleeding nostril horizontally, along the base of the nasal cavity - 

not upwards along the ridge of the nose. Aim slightly medially, along the nasal septum and 

in the same vertical plane as the earlobe. Inflate the Rapid Rhino with air until the cuff is 

firm but bouncy; if using a Merocel it will expand with blood. Once the bleeding has stopped 

refer to ENT for admission and observation. If bleeding is ongoing check the position of the 

pack (tip of pack should be just outside the nostril) and that it is adequately inflated. If 

bleeding still persists insert a pack into the contralateral nostril. 

 

In this case the bleed is posterior - there is nothing to cauterise and he keeps bleeding 

despite two packs being inserted. You should inform your senior and discuss with ENT at the 

Queen Elizabeth University Hospital. Do not attempt posterior packing yourself - continue 

resuscitation pending ENT intervention. 

4. Warfarin in epistaxis 

Anticoagulants can lead to heavy bleeding.  Check his INR and correct with vitamin K (unless 
INR is subtherapeutic). Withold his warfarin for at least a couple of days. Beriplex is 
indicated in life threatening bleeds. Never discharge warfarinised epistaxis from the 
emergency department. 

 
 


