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Abstract
The beginning symptoms in patients with acute myeloid leukemia (AML) can show differences often because of 
mucocutaneous bleedings and leukemic infiltrations in the extramedullary area. Actually, nose bleeding is not an 
uncommon beginning symptom. However, these patients can be ignored easily in the emergency room, and serious 
complications can be seen. A 28-year-old female patient applied to our clinic to remove her nasal packing. Her nasal 
packing was placed 2 days ago in another clinic for bleeding during examination. Blood sample results showed that 
the patient had anemia and thrombocytopenia. The result of immunophenotyping was compatible with AML M3. 
After 1 day, subarachnoid hemorrhage was detected on computed tomography. She had a convulsion, and her satu-
ration decreased. The patient was intubated and accepted as exitus despite cardiopulmonary resuscitation. Epistaxis 
is a very common onset symptom in AML. However, it is rarely remembered by otorhinolaryngologist. If a young 
patient without hypertension or other known systemic disease has severe epistaxis after a simple nose examination, 
blood count and peripheral blood smear must be requested absolutely. Otherwise, it may be too late for the patient, 
and mortality may be encountered in this case.
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INTRODUCTION

Acute myeloid leukemia (AML) is a malignant disease in which the maturation of myeloid, erythroid, and megakaryo-
cytic hematopoietic precursors has ceased in the early stage (1). Discontinuation of the maturation of precursors 
causes more proliferation of blast cells and less apoptosis. These events also cause anemia with different levels, 
thrombocytopenia, and changes at the count of leukocytes (2). Leukemia cells can reach and can infiltrate every-
where in the extramedullary area (1, 2).

Skin and mucosal hemorrhages have been seen often in these patients due to thrombocytopenia and dysfunction 
of thrombocytes (3). Patients refer to the hospital with complaints of weakness, fatigue, and shortness of breath with 
physical activity in the case of anemia that rapidly progressed in a short time.

The beginning symptoms in patients with AML can show differences often because of mucocutaneous bleedings 
and leukemic infiltrations in the extramedullary area (3-6). Actually, epistaxis is not an uncommon beginning symp-
tom (1, 2). However, these patients can be ignored easily in the emergency room or in clinics and other internal 
medicine, and serious complications can be seen.

CASE PRESENTATION

A 28-year-old female patient applied to our clinic to remove her nasal tampons. Nasal tampons were placed 2 days 
ago in another clinic for bleeding during examination. There was no active bleeding on her nasal examination. 
However, there was bilateral hemotympanum on her ears. The patient’s blood count and coagulation parameters 
were requested although not routine. After blood was collected in the laboratory, bleeding from the needle entry 
sites did not cease. Then, the patient was admitted to the intensive care unit.

Blood sample results showed that the patient had anemia, thrombocytopenia, leukocytosis, prolonged bleeding 
time, and increased international normalized ratio value. It was remarkable that bleeding time was >18 min, and 
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platelet value is approximately 13.000/μl. It can be seen that the baseline 
leukocyte level in our patient was as high as 10.000/μl. The patient was 
referred to the hematology department. Peripheral smear was performed 
for further examination, and acute leukemia panel was studied (Figure 1). 
Two units of erythrocyte suspension, 1 unit of apheresis platelets, and 2 
units of fresh frozen plasma were given for replacement. The result of 
immunophenotyping was compatible with AML M3. The patient recov-
ered consciousness on day 2 of intensive care. Blood product replace-
ment was continued to the patient. However, her blood values showed a 
continuous decrease. After 1 day, the patient had unconsciousness, sud-
den falls, left foot palsy, and temporary aphasia. Subarachnoid hemor-
rhage was detected on computed tomography. She had convulsion, and 
her saturation decreased. The patient was intubated. However, the 
patient had sudden bradycardia, and hypotension could not be reversed. 
She was accepted as exitus despite cardiopulmonary resuscitation.

Written informed consent was obtained from patient’s family who partic-
ipated in this case.

DISCUSSION

Although AML has been classified according to morphological and cyto-
genetic properties to determine the risk groups, there is a 30% blast in the 
bone marrow required for the diagnostic criteria other than M6 and M7 
(1,2). Among these groups, M3 is termed acute promyelocytic leukemia 
(APL) and differs with regard to prognosis and treatment (1). These 
patients have better prognosis and frequently present with bleeding 
indications (1, 2). Mucocutaneous bleedings of the gum and nose are 
common in this group (4, 6). In patients with APL, bleeding is often seen 
as the cause of disseminated intravascular coagulation rather than throm-
bocytopenia or platelet dysfunction (6).

Massive epistaxis is one of the emergencies that is seen frequently by 
otorhinolaryngologist, family physicians, and emergency specialist doc-
tors. It is seen in 10%–12% of the population, and 10% of them require 
medical treatment (7). Anterior bleedings can be controlled with topical 
decongestant, anterior tampon, and/or chemical cauterization (7, 8). 
Endoscopic ligation or embolization of the sphenopalatine artery may be 

planned for posterior bleeding that cannot be controlled by cauterization 
or placement of tampon (7).

Systemic disease investigation in a patient with epistaxis must be performed 
with or immediately after an emergency intervention. However, the physi-
cian who intervenes in the epistaxis may avoid this investigation if bleeding 
ceases. It should not be forgotten that epistaxis is not a disease but a symp-
tom. The reasons must be carefully set and resolved. Kaygusuz et al. (9) 
observed hypertension in 30% of the 68 patients they admitted with a clin-
ical diagnosis of epistaxis in their clinics. Although hypertension is the most 
commonly seen reason, 4 (5.8%) patients had hematologic disease.

The patient presented here applied to an otolaryngology clinic with a 
complaint of nasal obstruction and developed a massive epistaxis on the 
endoscopic examination performed. She had visited our clinic with her 
nose tampons. There was no nosebleed complaint before. Unfortunately, 
we have not been able to ask for bleeding findings, such as other gum 
bleedings and/or petechiae. In fact, we do not routinely request bleeding 
parameters from every patient with epistaxis. However, this patient told 
us that there was too much bleeding in a simple nasal examination, and 
this situation led us to think of and to direct obtaining her laboratory 
parameters. Finally, she was admitted in the intensive care unit because 
of nonstop bleeding when blood was collected from the patient. 
Although the general rule in the treatment of APL is that the diagnosis 
must be confirmed at the genetic level, treatment should be initiated 
without waiting for genetic consequences (1). The primary goal in initial 
therapy is to prevent coagulopathy and to replace blood parameters. The 
support products given to our patient did not work after a while; intracra-
nial hemorrhage developed because coagulopathy continued. This situa-
tion shows the importance of early diagnosis.

CONCLUSION

Epistaxis is a very common onset symptom in APL, a subtype of AML that 
can manifest itself with various mucocutaneous hemorrhages due to 
thrombocytopenia or coagulopathy. However, it is rarely remembered by 
otorhinolaryngologist. If a young patient without hypertension or other 
known systemic disease has severe epistaxis after a simple nose examina-
tion, blood count and peripheral blood smear must be requested abso-
lutely. Diagnosis should be made as soon as possible, and treatment 
should be started immediately. Otherwise, it may be delayed, and mortal-
ity may be encountered in this case.
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