
If you want to evaluate your teaching style and delivery,
peers can be a useful source of feedback:
x Ask a colleague to observe part or all of a lecture and provide
feedback afterwards. It is important to inform the observer what
aspects of the lecturing process you want evaluated—for
example, clarity, logical flow, effectiveness of the media used
x Videotape the lecture for private viewing, and arrange a joint
viewing with a colleague later.

Lectures are still a common teaching method in both
undergraduate and postgraduate medical education. Their
continued popularity is due to the fact that they represent an
effective and efficient means of teaching new concepts and
knowledge. This article has emphasised the importance of good
lecture planning and of the inclusion of student interaction to
ensure effective learning.

Lesson of the week
Epistaxis: an overlooked cause of massive haematemesis
in cirrhosis
Shawinder S Johal, Andrew S Austin, Stephen D Ryder

The national audit of acute upper gastrointestinal
haemorrhage reported an overall incidence of acute
upper gastrointestinal haemorrhage in the United
Kingdom of 103 cases per 100 000 adults a year.
Varices have been identified as the source of blood loss
in 8% of patients aged less than 60 years, and mortality
among these patients is four times the overall mortality
for the age group in patients with haematemesis.1

The most dramatic presentations often occur in
patients with chronic liver disease. Variceal bleeding is
a life threatening complication of cirrhosis, and
survival is closely related to failure to control haemor-
rhage or early rebleeding, which occurs in as many as
50% of patients.2 In cases of suspected variceal
bleeding, immediate treatment with agents such as ter-
lipressin or octreotide is recommended, followed
within 12 hours by upper gastrointestinal endoscopy,
which is essential for accurate diagnosis and allows
variceal sclerotherapy or band ligation.3 Endoscopic
diagnosis can be difficult when views are obscured by
blood. Nevertheless, a diagnosis of variceal haemor-
rhage is acceptable when a venous spurt is seen or
there is fresh blood in the lower oesophagus in the
presence of varices. In about half of cases there is no
active bleeding; variceal haemorrhage is indicated by
the presence of a “white nipple sign” (a plug of platelet

fibrin on a varix) or when varices are the only lesion
identified.4 5

We describe two patients with alcoholic liver
disease and haematemesis whose bleeding was not
controlled by endoscopic treatment. Delayed diagnosis
of severe epistaxis led to prolonged haemodynamic
instability and further decompensation.

Case reports
Case 1
A 45 year old woman with alcohol induced cirrhosis
(Child’s-Pugh class C) and idiopathic thrombocyto-
penic purpura presented with shock after fresh
haematemesis. On admission she had a haemoglobin
concentration of 24 g/l, platelets 10 × 109/l, and
prothrombin time 16.0 s (control 10.0 s). She was
resuscitated with transfusion of whole blood, fresh fro-
zen plasma, and platelets. Variceal bleeding was
suspected, and she was given an infusion of octreotide.

Gastroscopy showed a large volume of fresh blood
restricting the view of the oesophagus and stomach.
No source of bleeding was identified. The patient’s his-
tory indicated that variceal bleeding was the most likely
cause of blood loss, and a Sengstaken-Blakemore tube
was inserted.
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Blood loss continued for several hours, and the
patient remained haemodynamically unstable.
Repeated suction of the oral cavity was necessary,
prompting examination of the nasopharynx, which
showed an arterial bleeding point in the left nasal
cavity. Bilateral nasal packs were inserted to achieve
haemostasis. The patient’s condition deteriorated as a
consequence of aspiration pneumonia and renal
failure, and she died.

Case 2
A 51 year old man with alcohol induced cirrhosis
(Child’s-Pugh class B) presented with large volume
haematemesis. On admission the patient had a
haemoglobin concentration of 88 g/l, platelets 116 ×
109/l, and prothrombin time 15.6 s. He was
resuscitated with transfusion of whole blood and fresh
frozen plasma. Gastroscopy within six hours of admis-
sion showed medium sized oesophageal varices, with
fresh blood along the full length of the oesophagus,
which was aspirated. Variceal band ligation was
undertaken, as no other source of blood loss had been
identified.

When the endoscope was withdrawn, fresh blood
was seen in the oropharynx, and temporary nasal
packs were inserted. Formal examination by an ear,
nose, and throat specialist confirmed an active
bleeding point in the right posterior nasal cavity, and
fresh packs were placed. These were removed after 72
hours, and bleeding did not recur. Alcohol withdrawal
symptoms and a left basal pneumonia complicated his
recovery. He was discharged home after seven days and
had subsequent follow up with an ear, nose, and throat
specialist for further treatment of the nasopharyngeal
bleeding point.

Discussion
In both patients the identification of the source of
haemorrhage was delayed, leading to life threatening
blood loss and further decompensation. Published case
series suggest that at endoscopy 26-56% of cases of
upper gastrointestinal bleeding in patients with cirrho-
sis will have a non-variceal source, such as peptic
ulceration or portal hypertensive gastropathy.6 Fur-
thermore, even with emergency endoscopy, active
variceal bleeding (blood spurting from a ruptured
varix) is seen in about 20-30% of patients with a final
diagnosis of variceal bleeding. Epistaxis can be added
to this list, as these cases and one earlier report
illustrate.7 Haematemesis has been reported after nasal
trauma or nosebleed in otherwise well patients.8 We
believe that the bleeding originated from abnormal
blood vessels within the nasopharynx (with a similar
aetiology to spider naevi), because haemodynamic sta-
bility was achieved only on nasal packing and not after
variceal treatment. The blood loss was exacerbated by
coexisting coagulopathy and thrombocytopenia in
both patients.

If a patient is haemorrhaging and varices are
suspected, the passage of a Sengstaken-Blakemore
tube is recommended.9 When bleeding is not
controlled by this manoeuvre, the usual cause is fundal
bleeding, and angiography is performed. We suggest
that a careful examination of the mouth and

nasopharynx may show a bleeding point that has
hitherto gone unrecognised by the endoscopist and
unreported by the patient. Such bleeding is easily
treated. The continued aspiration of blood from the
oesophageal port of a Sengstaken-Blakemore tube,
despite inflation of the oesophageal balloon, should
alert the clinician to the possibility of epistaxis.

The most consistently reported risk factors
associated with a fatal outcome in patients with cirrho-
sis who are admitted to hospital are a Child’s-Pugh
classification or its components, impaired renal
function, older age, and active alcohol abuse.10 11 Many
of these factors were evident in the cases described
here. Since large volume blood loss is poorly tolerated
in these patients, if control of bleeding is not achieved
by standard treatment the source of blood loss should
be rapidly re-evaluated.

Contributors: SSJ and ASA jointly wrote the paper. SDR was
responsible for the care of the patients, critically appraised the
paper, and will act as guarantor.
Competing interests: None declared.

1 Rockall TA, Logan RF, Devlin HB, Northfield TC, on behalf of the Steer-
ing committee and members of the national audit of acute upper gastro-
intestinal haemorrhage. Incidence of and mortality from acute upper
gastrointestinal haemorrhage in the United Kingdom. BMJ
1995;311:222-6.

2 Burroughs AK, Mezzanotte G, Phillips A, McCormick PA, McIntyre N.
Cirrhotics with variceal hemorrhage: the importance of the time interval
between admission and the start of analysis for survival and rebleeding
rates. Hepatology 1989;9:801-7.

3 Bosch J, Laine L, Burroughs A, Marcon N, Nevens F, Silvain C, et al.
Baveno III consensus statements: treatment of the acute bleeding
episode. In: De Franchis R, ed. Portal hypertension III. Oxford: Blackwell
Science, 2001:168-9.

4 Hou MC, Lin HC, Kuo BI, Lee FY, Schmidt CM, Lee SD. Clinical implica-
tions of the white nipple sign and its role in the diagnosis of esophageal
variceal hemorrhage. Am J Gastroenterol 1996;91:2103-9.

5 Siringo S, McCormick PA, Mistry P, Kaye G, McIntyre N, Burroughs AK.
Prognostic significance of the white nipple sign in variceal bleeding.
Gastrointest Endosc 1991;37:51-5.

6 Mitchell P, Theodossi A, Williams R. Endoscopy in patients with portal
hypertension and upper gastrointestinal bleeding. Variceal bleeding.
London: Pitman, 1982:62-7.

7 Farkas PS, Knapp AB, Das KM. Epistaxis: an overlooked diagnosis in pre-
sumed variceal bleeding. J Clin Gastroenterol 1982;4:49-51.

8 Hutchison SM, Finlayson ND. Epistaxis as a cause of hematemesis and
melena. J Clin Gastroenterol 1987;9:283-5.

9 Vlavianos P, Gimson AE, Westaby D, Williams R. Balloon tamponade in
variceal bleeding: use and misuse. BMJ 1989;298:1158.

10 Afessa B, Kubilis PS. Upper gastrointestinal bleeding in patients with
hepatic cirrhosis: clinical course and mortality prediction. Am J Gastroen-
terol 2000;95:484-9.

11 Del Olmo JA, Pena A, Serra MA, Wassel AH, Benages A, Rodrigo JM. Pre-
dictors of morbidity and mortality after the first episode of upper gastro-
intestinal bleeding in liver cirrhosis. J Hepatol 2000;32:19-24.

(Accepted 2 September 2002)

Endpiece

Every knock
One evil in old age is that, as your time is come,
you think every little illness is the beginning of the
end. When a man expects to be arrested, every
knock at the door is an alarm.

Sydney Smith (1771-1845), English clergyman,
essayist, and editor. In a letter to

Sir Wilmot-Horton, 8 February 1836

Fred Charatan,
retired geriatric physician, Florida, USA
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