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INTRODUCTION
Epistaxis is one of the commonest emergencies in ENT
Department.1 It is relatively benign, but sometimes it can
produce serious, life-threatening situations.2 Upto 60%
of the population is estimated to have had at least one
episode of epistaxis at some point in their lives. Of this
group, 6% seek medical care to treat epistaxis, with 1.6
in 10,000 requiring hospitalization.3 A large number of
cases occur in children below 10 years of age. Epistaxis
is more common in colder seasons and in northern
climates because of decreased humidity and the
consequent drying of the nasal mucosa.4 Other causes
of epistaxis include mucosal breakdown due to
infiltration by benign (Angiofibroma), malignant and
granulomatous disease or nasal trauma.5,6 In ninety
percent of cases epistaxis are anterior, originating from
the Kiesselbach plexus. Anterior epistaxis represents as
unilateral, steady, non-massive bleeding. Rest 10% of
epistaxis are posterior, presenting massive bleeding that
is initially bilateral. Mild bleeding may be addressed with
head elevation, ice packs and gentle pressure. Heavy
bleeding may require packing.

Nasal packing is required when more conservative
methods like chemical cautery with silver nitrate, electric

or thermal cautery have failed. A widely used method is
nasal packing with ribbon guaze soaked with topical
anaesthetic and decongestant. The requirement for
nasal packing includes sharp and focused light source
nasal speculum and nasal dressing foreceps. Layers
upon layers carefully placed nasal packing and manual
dexterity of the surgeon ensures effective pressure on
walls, roof and floor of the nose. Its advantages include
haemostasis through pressure effects on nasal septum,
floor and lateral wall of nose. Its disadvantages include
pressure necrosis due to tight nasal packing, neurogenic
syncope during packing, headache, lacrimation from
eyes due to impaired drainage from nasolacrimal duct.
Prolonged nasal packing is a potential source of
infection. Nasal packing left for more than 48 hours can
cause toxic shock syndrome. Moreover, the effects of
total nasal packing on nocturnal oxygen saturation and
difficulty in sleep are well known.

It has remained a dilemma to decide about the exact
duration of placing intranasal packs for arrest of
nosebleed. Common methods practiced in our country
are based upon convention and teacher following with
no scientific basis for duration of nasal packing and the
exact time for their removal. This research work was
aimed to provide a solid evidence for placing nasal
packs for shorter duration to minimize the discomfort
associated with prolonged nasal packing.

METHODOLOGY
Those patients were subjected to nasal packing whose
nose bleed was refractory to conservative methods like
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nose pinching, topical application of nasal decon-
gestants, chemical cautery and electric cautery. A total
of 60 patients were selected by random sampling.
Sample size was selected on the basis of patient
turnover in ENT OPD of the hospital presenting with
complaints of epistaxis in the pre-defined duration of
study. This was calculated from statistical records of the
hospital. They were divided into two groups of 30
patients each. Patients were assigned to the two groups
by lottery method. Prior consent was taken from the
patients for participation in the study. Formal approval
from hospital ethical committee was acquired.

Group-A was managed by bilateral nasal packing for 12
hours and group-B for 24 hours. Nasal packing here
means packing with an inch thick ribbon guaze soaked
with 1% lignocaine and adrenaline. All the patients were
given Tab Augmentin 625 mg thrice daily and tab
Paracetamol twice daily. Those patients presenting with
epistaxis due to trauma or no previous medical illness
and not using anti-coagulant agent were included in the
study. All the patients who were managed by posterior
nasal packing, having bleeding disorders and pre-
existing sinonasal disease were excluded from the
study. A specially designed proforma was used to guage
the symptoms after removal of nasal packs. Patients
were interviewed for their experience with intranasal
packing. Patients described the severity and presence of
headache and lacrimation in their own words. Based on
patients description, decision regarding presence of
symptoms was made. They were observed for 30
minutes for recurrence of epistaxis.

The data was analysed by SPSS version 20. Wilcoxin
Signed Rank Test and McNemar tests were used as
tests of significance and p-value of less than 0.01 was
taken as significant.

RESULTS
Twenty four (40%) patients were male and 36 (60%)
were female. Mean age was 36 years. Two groups were
compared and it was found that there was significant
difference (p < 0.001) for headache between removal of
nasal packs after 12 and 24 hours. It was also revealed
that there was significant difference (p = 0.001) for
excessive lacrimation at 12 and 24 hours, No significant
difference( p = 0.317) was observed for recurrence of
bleed when nasal packs were removed at 12 and 24
hours. Table I shows the actual number of patients
having symptoms in each group. Frequencies of patients
with headache, excessive lacrimation and recurrence of
bleed in group-A and B are shown in Figures 1 and 2.

DISCUSSION
In a modern day ENT practice, nasal packing for
epistaxis has been replaced by endoscopic treatment. It
may be necessary to perform angiography and emboliz-

ation of bleeding vessel. But still due to lack of resources
nasal packing is still the most economical and widely
practiced treatment for epistaxis. Duration of nasal
packing is not well defined in the literature. While it has
got wide implications on the patient comfort and
complications of nasal packing. Presence of nasal
packing cause discomfort to the patient and mouth
breathing which leads to dryness of throat. It also
disturbs the mucociliary clearance and cause constant
stimulation of mucosal glands leading to stasis of
secretions, mucosal inflammation and headache.11

Lacrimation (epiphora) occurs due to blockage of
nasolacrimal duct. Presence of nasal packing itself
causes constant stimulation of lacrimal apparatus
resulting in excessive lacrimation.12,13 In this study, two
chief complaints after nasal packing were considered for
the evaluation of duration of nasal packing. It is evident
from this study that there is no difference between
duration of nasal packing in terms of re-bleeding.
However, it can be seen that nasal packing for 12 hours
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Table I: Patients having symptoms in both the groups.

A (n=30) B (n=30)

Headache 4 19

Excessive lacrimation 7 20

Re-bleed 4 2

Figure 1: Percentage of patient with headache, excessive lacrimation and
recurrence of bleed in group A.

Figure 2: Percentage of patient with headache, excessive lacrimation and
recurrence of bleed in group B.



is superior to that for 24 hours because of less headache
and lacrimation. In addition to duration of nasal packs,
the type of material used for nasal packing can also
affect the outcome. Pre-fabricated nasal tampons
cause less symptoms. Lacrimation and headache are
subjective feelings that can vary from one patient to
another. Type of personality and tolerance level of the
study population can be a confounding factor.

Shargorodsky et al.14 also concluded that duration of
nasal packs have no effect on recurrence of bleed which
is in concordance with the results of this study. They
have also counted chemical cautery to be superior to
nasal packing in initial management of epistaxis in terms
of need for further intervention like cautery and vessel
ligation.

Dedhia et al.15 worked on cost effectiveness of nasal
packs compared to endoscopic ligation of bleeding
vessels and found that if duration of nasal packing is
reduced it decreases the cost of treatment in terms of
hospital stay of patient. This matches the objective of the
study that shorter duration of nasal packing translates
into quality treatment for the patient.

Gupta et al.16 also conducted a study on complications
of nasal packing. They included raised blood pressure,
negative middle ear pressure, sleep disturbance and
changed oxygen saturation as markers for nasal packing
complications. They suggested the use of airway with
nasal packing to minimize these complications.

Wang et al.17 compared nasal packing with suturing after
septoplasty. Results were comparable with this study.
Packing group experienced more nasal pain, headache,
dysphagia and sleep disturbance. However, there was
no difference in epiphora compared to suture group.
However, in the present study, patients with longer
duration of nasal packs experienced more lacrimation.

Ardehali et al.18 found out significantly higher pain levels
in patients in whom nasal packing was applied.

Cukurova et al.19 also proved the presence of nasal
packing causes more pain and headache to the patient
which is concurrent with the results of this study that
prolonged nasal packing causes more discomfort and
pain to the patient.

Ha et al.20 clearly indicated nasal packing for the
duration of 48 hours as the conventional treatment for
epistaxis. While in this study, evidence was for adopting
12 hours nasal packing as optimal management of
epistaxis.

Zayyan et al.21 employed Holter monitorization as
means of evaluating effects of nasal packing on cardiac
functions secondary to compression of nasal mucosa
and vagal stimulation. They warranted close monitoring
of patients with cardiopulmonary diseases.

Gyawali et al.22 worked on duration of nasal packing
postoperatively after septal surgery. They concluded that

there was no significant difference in terms of recurrence
of bleed between nasal packing for 24 and 2 hours.
However, lesser duration of nasal packing was superior
in terms of causing less discomfort to the patient. Similar
results were obtained in this study.

Kazkayasi et al.23 concluded that after septal surgery
nasal packing caused more facial pain and headache as
compared to suturing which supports the theme of this
study that prolonged nasal packing increases suffering
of the patient with no significant effect on recurrence of
bleeding.

On review of available literature, there was no
substantive evidence on optimal duration of nasal
packing in patients presenting with epistaxis. However,
there is a lot of work available on type of material and
methods of treatment of epistaxis.24 Nasal packing is the
most readily available, cheap and requires less
expertise as compared to other methods of treating
nosebleed.25 The present work will help in providing
evidence for shorter duration of nasal packing which will
translate into patient comfort and shorter hospital stay.
Various materials used for nasal packing in emergency
departments in western countries are mostly unavailable
in our country so the authors had to rely solely on
traditional techniques. Secondly, in most advanced
centers the sphenopalatine artery ligation is preferred
even in early management of epistaxis which is lacking
in study set-up. Most likely reason for this is
unavailability of nasoendoscopy equipment.

It was also learnt that there are other parameters
available for the assessment of complications with
prolonged nasal packing. These are rise in blood
pressure, fall of oxygen saturation during sleep and
disturbance of sleep. These can be incorporated in any
of future studies conducted on nasal packing. Similarly,
future studies should be carried out on effect of duration
of nasal packing on patients undergoing nasal surgeries.
Still there is lot of room for future research on duration of
nasal packing with different types of materials. Secondly,
types of topical and systemic medicines administered
before and after nasal packing will also affect the time
required for keeping nasal packs in place.

It is recommended that custom-made nasal packs be
widely made available for use in Pakistan. As the
incidence of complications is less with their use and they
provide less discomfort to the patient.

CONCLUSION
Nasal packing for 12 hours was superior to that for 24
hours in terms of less discomfort for the patient with no
difference in terms of re-bleed.
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