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Abstract
Introduction: Oral haemorrhages (OH) represent a relatively rare reason for an emer-
gency consultation, among dental pain, infectious processes and traumas. Various 
haemorrhagic risk factors are described, particularly those related to a general medical 
context or local factors. It is common to associate OH with haemorrhagic risk patients. 
Current studies mainly focus on patients considered at risk, but there is limited data on 
the characteristics of OH in patients without known haemorrhagic risk.
Method: We conducted a 2-year retrospective study in a dental emergency depart-
ment to identify OH occurring in patients without known haemorrhagic risk and to 
study their characteristics.
Results: OH accounted for approximately 2% of the reasons for consultation among 
all consultations carried out for dental emergencies. Their frequency was similar in 
the population of patients without hemorrhagic risk and those with a confirmed risk. 
They mainly occurred in young patients, without medical history. They also led to the 
diagnosis of an underlying pathology in about 1% of cases.
Conclusion: This study underscores the importance of accurately documenting pa-
tients' medical history during preoperative consultations, as well as identifying associ-
ated risk factors. It also highlights that OH can be an early sign of a systemic disorder.
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1  |  INTRODUC TION

Oral cavity haemorrhages are a relatively infrequent reason for emer-
gency consultations, following dental pain, infectious processes and 
trauma (Hammel & Fischel, 2019). They account for between 0.2% 
and 10.6% of consultations according to studies (Bae et  al.,  2011; 
Huang et al., 2022; Rojanaworarit & Limsawan, 2017). These haem-
orrhages result from a lack of local haemostasis due to the instability 
of the blood clot and are favoured by local factors (proximity to vas-
cular structures, local inflammation, invasiveness of the procedure or 

prolonged operative duration) or systemic factors such as congenital 
coagulation disorders (haemophilia and von Willebrand disease) or 
acquired conditions (antithrombotic therapy, renal or hepatic insuf-
ficiency, malignant hematologic disorders and drug-induced aplasia) 
(Garispe et al., 2024; Lockhart et al., 2003). Several authors have re-
ported that oral hemorrhages can be one of the first manifestations of 
underlying systemic diseases, especially malignant hematologic disor-
ders such as acute myeloid leukaemia, which can present with spon-
taneous bleeding and gingival swelling due to pancytopenia (Ratre 
et al., 2018) and oral persistent postoperative bleeding can also alert 
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about undiagnostic hemostasis trouble such as haemophilia or Von 
Willebrand disease (Fan et al., 2022a).

The incidence of postoperative haemorrhages (POH) is estimated 
to be between 8.6% and 32.1% in populations with a confirmed 
haemorrhagic risk, compared to 0.2%–3.3% in low-risk populations 
(Landart et al., 2022). Current epidemiological studies focus on the 
proportion of haemorrhages among other reasons for emergency 
consultations, but they often lack descriptions or specifics regard-
ing their characteristics. Similarly, recommendations primarily target 
patients considered at haemorrhagic risk, yet there is limited data on 
the risk factors and characteristics of patients without known haem-
orrhage risk (Société Française de Chirurgie Orale, 2015).

It is easy to associate a patient at risk of bleeding with oral bleed-
ing. However, in the odontological emergency department of the Pité-
Selpêtrière hospital, which has a 24/7 emergency service, we noticed 
that a number of patients presenting to the emergency department 
with oral haemorrhage (OH) had no risk factors on medical examina-
tion. The objective of our study was to evaluate the proportion of pa-
tients without known haemorrhagic risk presenting in the emergency 
department for oral cavity haemorrhage (OH) and to analyse their char-
acteristics, specifics and diagnostic value for underlying pathologies.

2  |  MATERIAL S AND METHODS

The study population included any patient who presented to the 
emergency department between January 1, 2021 and December 
31, 2022 for an OH according to the ICD-10 coding (International 
Classification of Diseases, 10th revision) corresponding to the diag-
nosis of haemorrhage and documented in the emergency report: 

1.	 R58: OHs.
2.	 T983: Sequelae of complications of surgical and medical care.
3.	 Y600: Cut, puncture, perforation or accidental haemorrhage dur-

ing surgical intervention.
4.	 Y690: Accident and complication during a medical and surgical 

procedure.

Patients were then identified during medical history taking regard-
ing the presence of haemorrhagic risk: primary haemostasis disorders, 
including thrombopathies (anti-platelet agents, renal failure and hae-
mopathy) and peripheral or central thrombocytopenia (bone marrow 
aplasia, myelodysplasia and leukaemia), as well as coagulation disor-
ders, either congenital (haemophilia and other coagulation factor defi-
ciencies) or acquired (treatment with anti-coagulants and liver failure). 
All other medical histories were not considered as a haemorrhage risk.

Inclusion criteria were patients without a known medical history 
of haemorrhagic risk presenting for OH. Patients with confirmed 
haemorrhagic risk, cessation of bleeding at the time of emergency 
consultation, incomplete emergency reports and incorrect ICD-10 
diagnosis were excluded. Note that diagnoses T983, Y600 and Y690 
included other reasons for emergency department visits, which 
were also excluded after reviewing the emergency reports if they 
did not correspond to OH.

Data extraction was performed by selecting emergency reports 
during the study period based on the selected CIM-10 diagnoses. 
Emergency reports meeting inclusion criteria were selected and an-
alysed for data including age, sex, time of arrival, medical history, 
treatments, characteristics of the OH and management. These data 
were manually collected, documenting all patient and haemorrhage 
characteristics, then anonymized in an Excel database.

Descriptive analyses (calculation of frequencies, means and me-
dians) were performed using Excel software. Bivariate analysis was 
also conducted by comparing data in the population without known 
haemorrhagic risk to those in the population with confirmed haem-
orrhagic risk using statistical tests for the following characteristics: 

1.	 Age (Student's t-test).
2.	 Sex (Chi-square test).
3.	 Spontaneous or induced nature of the OH (Chi-square test).

Our retrospective study was reported with the name 
“Hémorragies Orales (HO)” and the identification number 
“20240625170923”.

The main objective was to evaluate the proportion of patients 
without identified haemorrhagic risk presenting in the emergency 
department for OH.

The secondary objectives were to define:

1.	 Characteristics of OHs (aetiology, location, history, time between 
onset of bleeding and emergency consultation).

2.	 Patient profile (age, sex, medical history, and alcohol-tobacco 
use).

3.	 Emergency management.
4.	 OHs lead to the discovery of an underlying general pathology.
5.	 OHs among other reasons for emergency department visits.

3  |  RESULTS

The dental emergency department of the GHPS welcomed 105,284 
patients during the study period, encompassing all reasons for con-
sultation. These reasons were grouped into 7 categories: the three 
most frequent reasons were infectious processes, followed by pul-
pal pathologies and dental and maxillofacial traumas (Figure 1). OHs 
accounted for 2% of consultation reasons (n = 1144), ranking as the 
5th most common reason. The total number of diagnosed OHs dur-
ing the study period was 1144. Within this population, the number 
of cases occurring in patients without known haemorrhagic risk was 
586, representing 51%, compared to 556 cases in a population with 
confirmed haemorrhagic risk, accounting for 49%. All analyzed data 
were summarized in Tables 1 and 2.

3.1  |  Clinical and epidemiological data

On average, OHs occurred in men in 59% of cases (n = 344), com-
pared to 41% in women (n = 242). In the population with confirmed 
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haemorrhagic risk, the proportion of women was 36% (n = 202) 
versus 64% of men (n = 536). There was no significant difference 
between men and women in the occurrence of OHs in groups with 
or without known haemorrhagic risk (p > 0.05). All medical histories 
associated or not with a haemorrhagic risk are listed in Table 3.

The mean age of occurrence of OH in patients without identified 
haemorrhagic risk was 36.5 years, with a minimum age of 4 years and 
a maximum age of 88 years. These results showed that more than 
half of the recorded OHs occurred before the age of 30 (n = 297). 
The average age of patients with confirmed haemorrhagic risk con-
sulting for OH was approximately 71.8 years, representing a signif-
icant difference in mean age compared to the population without 
known haemorrhagic risk (p < 0.01).

During medical history taking, 19% of patients (n = 109) reported 
one or more medical histories not associated with confirmed haem-
orrhagic risk, with these patients having an average age of approx-
imately 56 years. 81% (n = 477) of patients had no medical history, 

with an average age of approximately 32 years. Among patients 
with medical history, 29% had more than one pathology (n = 32). 
Hypertension was the most common medical history (n = 36, 6%), 
followed by diabetes (n = 28, 4.7%) and anxiety/depression disor-
ders (n = 18, 3%). Eight patients also had both hypertension and  
diabetes (1.8%).

The study investigated tobacco and alcohol consumption in 
the studied population. However, these two factors were only re-
ported in 2 cases of haemorrhages. Therefore, this data could not 
be analysed.

3.2  |  Characteristics of haemorrhages

The location of OHs was classified into 3 categories: dental extrac-
tion sockets (59%, n = 343), gums or oral mucosa (23%, n = 165) and 
exuberant clot (13%, n = 78). Among localized oral mucosal haemor-
rhages, 2 cases of hematomas were included.

The nature of OHs was classified into 2 categories:

1.	 Provoked haemorrhages: POH or by a local factor (prosthesis, 
tartar), accounting for 97% of OHs (n = 567).

2.	 Spontaneous haemorrhages, accounting for 3% of OHs (n = 19).

In the population with confirmed haemorrhagic risk, 86% of 
provoked haemorrhages were found (n = 482) versus 14% of spon-
taneous haemorrhages (n = 76). There was a significant difference 
between the two groups (p < 0.01).

3.3  |  Causes of POH

Simple extractions (45%) were the most common procedure lead-
ing to OHs, followed by multiple extractions (14%) and extraction 

F I G U R E  1  Reasons for consultation at the Dental Emergency Department of GHPS from January 1, 2021 to December 31, 2022.

TA B L E  1  Clinical data discriminating between patients who 
have had oral cavity hemorrhage and those with or without known 
hemorrhagic risk.

DATA HR + HR − p-value

Mean age 71.8 years old 36.5 years old <0.01

Sex (male/female) Female = 36% 
(n = 202)

Female = 41% 
(n = 242)

>0.05

Male = 64% 
(n = 356)

Male = 59% 
(n = 344)

Type of OH Induced = 86% 
(n = 482)

Induced = 97% 
(n = 567)

<0.01

Spontaneous = 14% 
(n = 76)

Spontaneous = 3% 
(n = 19)

Note: p-value is p < 0.01 (bold).
Abbreviations: (+), positive; (−), negative; HR, haemorrhagic risk; OH, 
oral haemorrhage; yo, years old.
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of all four wisdom teeth in one go (13%). Other procedures caus-
ing haemorrhages included implant placement and epithelial-
conjunctival grafts (8%), scaling and periodontal surgeries (3%), 
second-stage implants, prosthesis placement and preimplant sur-
geries (2%). Among provoked haemorrhages, 9 cases were caused 
by a local factor. Spontaneous haemorrhages were all localized in 
the gums, and 3 cases of oral lesions were identified.

Moreover, non-compliance with postoperative instructions is 
one of the major aetiological factors favouring POH. The study an-
alysed this parameter, but it was only reported in 25 cases of POH: 
24 patients reported spitting and 1 reported smoking. This criterion 
was not reported in other cases of POH.

3.4  |  Time of onset of haemorrhage

The majority of patients sought emergency care within 24 h of the 
onset of bleeding. This timeframe was unknown for 235 cases of 
haemorrhages. 79% of these OHs occurred between 7:00 p.m. and 
7:00 a.m. (n = 461). Some patients presented multiple times to the 
emergency department for the same haemorrhage, although it had 
resolved during previous visits. Thus:

1.	 94.3% (n = 553) of patients received for OH presented only once 
to the emergency department.

2.	 4.5% (n = 26) presented twice to the emergency department for 
the same haemorrhage.

3.	 1.2% (n = 7) of patients presented three times to the emergency 
department for the same haemorrhage. Among patients who 
came more than once to the emergency department (n = 33), the 
most frequent reasons for consultation were as follows: simple 
extraction (27%), DDS and multiple extractions (27%) and sponta-
neous OH (12%).

3.5  |  Management and follow-up

The management of haemorrhages was categorized into 3 proto-
cols: simple compression of the site using compresses soaked in 
tranexamic acid; performing a haemostasis protocol with local an-
aesthesia (curettage, haemostatic sponges, sutures and compression 
with tranexamic acid) and use of electrocoagulation. The haemosta-
sis protocol was predominantly performed (80%), and simple com-
pression sufficed in 19% of cases. Only one case of haemorrhage 
required electrocoagulation.

TA B L E  2  Summary of descriptive data analysis in the population without known hemorrhagic risk.

DATA
Mean age

Frequency (n/%) in the Population Without Known Hemorrhagic Risk
36,5 yo

Sex Male = 59 % (n=344) Female = 41 % (n=242)

yes = 19 %Medical history NO = 81 %

The most common 
medical history

HBP =
6 % (n=28)

Diabète =

4,7 % (n=28)

TAD =

3 % (n=18)

Location Site of extraction =

59 % (n=343)

Gum/mucosa =

28 % (n=165)

Type of OH

Exuberant blood 
clot =

13 % (n=78)

Par :

Induced = 

97 % (n=567)

Delay

Spontaneous =

3 % (n=19)

< 24 hours =
52 % (n=305)

< 48 hours =
2,3 % (n=14)

- Simple tooth extraction = 45 %

(n=254)

- Multiple tooth extraction = 14 %

(n=80)

-4 Wisdom teeth = 13 %

(n=76)

72 hours or + =
5,4 % (n=32)

NR =
40 % (n=235)

Hours of 
consultation

Day =
21 % (n=125)

Eveninig =
43 % (n=250)

Night =
36 % (n=211)

Treatment
Compression =
19 % (n=108)

Local hemostasis 
protocol =

80 % (n=471)

NR =
1 % (n=6)

Electrocoagulation 
=

< 1% (n=1) 

Pathology 
diagnostic

1,2 % (n=7)
Included n=4 after post operation haemorrhage

Included n=3 after spontaneous haemorrhage

Abbreviations: (+), positive; (−), negative; HBP, High blood pressure; HR, haemorrhagic risk; OH, oral haemorrhage; yo, years old.
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Almost all haemorrhages were resolved. One case could not 
be managed because the patient experienced vasovagal syncope 
during the consultation, and a 14-year-old patient was transferred 
to a paediatric emergency department for respiratory difficulties 
following a hematoma on the buccal floor. Following emergency 
department consultation, blood pressure measurement or blood 
tests could be performed in cases of asthenia, vasovagal syncope 
and some patients were referred to general emergency depart-
ments (n = 10).

Following emergency department consultation, 54% received a 
prescription, 40% received (verbally or in writing) a reminder of POH 
and 7% were referred to their general practitioner for blood tests to 
explore any underlying haemostatic disorder.

3.6  |  Oral haemorrhages and discovery of 
underlying pathology

One of the objective was to study the frequency of discovering an 
underlying undiagnosed pathology following an OH. When patient 
follow-up was conducted within AP-HP services and medical re-
cords were accessible, data on the patient's health status could be 
analysed. Thus, among patients received in emergency care, the fol-
lowing diagnoses were made:

1.	 2 cases of acute myeloid leukaemia in a 24-year-old patient (spon-
taneous haemorrhage) and a 64-year-old patient (POH).

2.	 1 case of haemophilia in a 35-year-old man (POH).
3.	 1 case of von Willebrand disease in a 14-year-old patient (POH).
4.	 1 case of moderate factor XI deficiency in an 11-year-old patient 

(POH).
5.	 1 case of B-cell lymphoma in an 82-year-old patient (spontaneous 

haemorrhage).

6.	 1 case of decompensated HIV in a 43-year-old female patient 
(spontaneous haemorrhage).

These cases represented 1.2% of the study's patients. 
Spontaneous haemorrhages (n = 19) led to the diagnosis of 3 pathol-
ogies, representing approximately 15% of cases. As for POH, they 
led to the diagnosis of 4 pathologies, representing approximately 
0.7% of POH cases. In the population under 30 years old (n = 298), 
approximately 1% of OH cases resulted in the discovery of an undi-
agnosed pathology.

4  |  DISCUSSION

Oral haemorrhages represent a rare reason for consultation, yet 
their management in emergency settings requires thoroughness 
both in resolution and in diagnosing their aetiology. They account 
for approximately 2% of emergency dental consultations at GHPS, 
ranking as the 5th reason in our study after infectious processes, 
dental pain, dental and maxillofacial traumas and other reasons. 
The objective was to identify OHs occurring in a population of pa-
tients without known haemorrhagic risk. Results show that these 
haemorrhages accounted for more than half of the cases received 
in emergency care (51%). Data analysis allowed the profiling of these 
patients and characterization of these haemorrhages. They mainly 
occurred in a young population (average age: 36.5 years) unlike the 
known haemorrhagic risk population (71.8 years, p < 0.01), with a 
slightly higher prevalence among men (59%). A meta-analysis from 
2023 also found a higher prevalence of men in emergency dental 
consultations (55.3%) (Musa et al., 2023). Further studies are needed 
to identify potential causes: behaviours, habits with specific risks for 
men. Age thus represents a factor to consider in cases of OHs: their 
frequency and severity increase with age, associated with other pa-
thologies and comorbidity factors (Iwabuchi et al., 2014). Published 
epidemiological studies on dental emergencies evaluate the average 
age and sex of patients presenting in emergency settings but do not 
specifically focus on these data in cases of OHs. Therefore, our re-
sults cannot be compared to existing data (Huang et al., 2022).

Patients had no medical history at the time of emergency con-
sultation in 81% of cases. Among those with a medical history 
(19%), hypertension was the most frequently found pathology (6%), 
followed by diabetes (4.7%) and anxiety disorders (3%), with an av-
erage age of 56 years. The association between isolated hyperten-
sion and the incidence of OHs is difficult to estimate, but a patient 
treated and controlled for hypertension alone is not considered at 
haemorrhagic risk (Daïmellah et  al.,  2010). However, if a patient 
presents with OH and has reported hypertension in their medical 
history, blood pressure should be measured during the emergency 
consultation and they should be referred to a specialist if their con-
dition is unstable. The proportion of patients consulting for OH who 
also have hypertension raises questions about the potential risk this 
condition poses regarding OHs. Controlled and randomized studies 
should be implemented to investigate this issue. The incidence of 

TA B L E  3  List of medical histories recognized or not as a 
haemorrhagic risk in the study.

Medical histories associated with 
haemorrhagic risk and identified in 
at least one patient who consulted 
for oral haemorrhage

Medical histories not associated 
with a haemorrhagic risk 
and identified in at least one 
patient who consulted for oral 
haemorrhage

•	 Treatment with anti-platelet 
agents

•	 Treatment with anti-coagulants
•	 Renal failure
•	 Hemopathy
•	 Bone marrow aplasia 

(chemotherapies)
•	 Haemophilia
•	 Von Willebrand Disease
•	 Liver failure

•	 High blood pressure
•	 Diabetes
•	 Anxiety and depressive 

disorders
•	 Thyroid disorders
•	 Neurologic disorders
•	 History of cancer
•	 Treated cardiopathies 

(arrythmia)
•	 Cholesterol
•	 Osteoporosis
•	 Pneumopathy
•	 Sarcoidosis
•	 Chronic inflammatory bowel 

disease
•	 Ankylosing spondylitis
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OHs in diabetic patients is difficult to estimate, but Cocero et al. 
demonstrated in a cohort of patients on anti-vitamin K that dia-
betes was the most frequently associated comorbidity factor with 
POH, accounting for 31% of cases. This could be explained by the 
delayed formation of blood clots due to impaired platelet function 
(Cocero et  al.,  2014). Anxiety and psychological disorders are as-
sociated factors identified in our study. Published studies have ob-
served the influence of treatment with selective serotonin reuptake 
inhibitors and the risk of bleeding after dental procedures. They 
have been associated with haemorrhagic complications (prolonged 
bleeding time, bruising, nosebleeds and gingival bleeding) linked 
to decreased platelets (Napeñas et  al.,  2011). Tarazona-Álvarez 
et al. (2019) studied anxiety induced by the extraction of third mo-
lars and the exacerbation of bleeding by measuring hemodynamic 
constants. They concluded that women were more anxious than 
men (p < 0.001). However, they were unable to demonstrate signifi-
cant results regarding hemodynamic changes during the procedure 
and the increased risk of haemorrhage. Anxiety related to dental 
care is also significantly associated with increased gingival bleeding, 
linked to patient neglect of oral hygiene (Bell et al., 2012). Anxiety 
and depressive disorders (ADD) are therefore not a confirmed hae-
morrhagic risk factor, but perioperative and postoperative man-
agement is essential: stress reduction and reassuring the patient. 
Alcohol and tobacco intoxication was a factor that was very rarely 
documented in our study. The role of tobacco in periodontal disease 
is widely studied in the literature. It has a vasoconstrictive effect 
and delays healing, but no study has analysed its role in the occur-
rence of OH (Newbrun, 1996; Apatzidou, 2022). Excessive alcohol 
consumption ultimately leads to damage to liver cells (fatty liver, 
hepatitis or cirrhosis) resulting in disturbances in liver metabolism, 
and thus, coagulation mechanisms. There are no studies on the fre-
quency of OH occurrence based on alcohol consumption, but this is 
a parameter to consider during medical history taking. All of these 
different comorbidity factors and their associations are therefore 
essential to consider before any intervention. They must be iden-
tified, and local haemostasis measures can be used to limit the risk 
of OH occurrence.

Among the local etiologies of POH, they were mainly moder-
ate to high-risk haemorrhagic procedures due to their invasiveness 
(multiple extractions and nearby vascular structures). On the other 
hand, we can assume that one of the other causes of these OHs was 
non-compliance with postoperative instructions (POI). This criterion 
was difficult to assess because it was only documented in 25 cases. 
It was difficult to determine if patients had received and understood 
the instructions after their intervention. The study showed that 
40% of patients received (verbally or in writing) a reminder of these 
POIs, but this rate is probably higher in cases where the information 
was not transcribed. Prevention of haemorrhagic risk and delivery 
of POI may be more neglected in the general population compared 
to at-risk patients (preoperative hemostasis assessment and hemo-
stasis protocol), who are more cautious due to their knowledge of 
their hemorrhagic risk. Similarly, the extraction of third molars, an 
invasive procedure due to the proximity of vascular structures, is 

mainly performed in young patients, which could explain the high 
frequency of POH in this population (Garispe et al., 2024).

Furthermore, OHs may be indicative of an underlying undiagnosed 
pathology or coagulation disorder. A small number of cases (1.2%, n = 7) 
led to the discovery of a pathology, with an average age of 27 years. 
The literature mainly reports case reports on the incidental discovery 
of pathology following an oral cavity haemorrhage: acute myeloid leu-
kaemia, moderate haemophilia and von Willebrand disease (Bhambal 
et al., 2021; Fan et al., 2022b). It is difficult to estimate the prevalence 
of patients with a coagulation disorder or another pathology, but OHs 
can be the first warning sign for their diagnosis. While the proportion 
of affected patients remains low, some of these pathologies can have 
poor prognoses and require urgent management. Patients with severe 
deficiencies are generally diagnosed during childhood. The problem 
arises for those with mild to moderate deficiencies, where bleeding 
only occurs postoperatively or in the event of trauma (Janvier, 1998). 
The French Society of Anaesthesia and Intensive Care and the NICE 
(National Institute for Health and Care Excellence) do not recommend 
systematic exploration of haemostasis, due to the low prevalence of 
these disorders in the general population regardless of the patient's 
age. However, it is recommended to perform one in case of abnormal 
bleeding, to search for a coagulation disorder (thrombocytopenia and 
coagulation factor deficiencies) (Fan et al., 2022a; Molliex et al., 2012). 
Prevention of OHs begins with preoperative consultation to search 
for personal or family history of bleeding or suggestive clinical signs 
(gingival bleeding and petechiae). All data must be compared with the 
clinical examination: oral hygiene, the presence of infectious foci and 
invasiveness of the procedure. The implementation of a standardized 
medical questionnaire in oral surgery is also discussed. The HEMSTOP 
score (Hematoma, haemorrhage, Menorrhagia, Surgery, Tooth ex-
traction, Obstetrics, Parents) seems most suitable with simple use, 
good sensitivity (0.89) and specificity (0.98), thus allowing identifica-
tion of possible haemorrhagic risk in patients without known history 
(Bonhomme et al., 2016).

Finally, the study had certain limitations. The total number of 
OHs recorded was likely underestimated because they may have 
been associated with incorrect ICD-10 diagnosis coding, as were 
bleeding associated with trauma. The monocentric aspect of the 
study also leads to a selection bias of patients who may have a spe-
cific profile and represent a recruitment bias. Among the included 
emergency reports, some data influencing the risk of OH were miss-
ing compliance with POI, alcohol and tobacco intoxication and pre-
cise numbers of extracted teeth. It is also likely that some patients 
omitted to disclose their pathologies or treatments, or that the ex-
aminer forgot to ask the question. It is therefore possible that among 
the number of OHs found in the study population, there are included 
patients at haemorrhagic risk, which would modify the results. The 
study could not analyse the severity of the recorded haemorrhages 
(oozing, spurting or seepage bleeding). The risk of POH depends on 
the invasiveness of the procedure, the presence of an initial infec-
tious focus, but also on the technique used, which is practitioner 
dependent. We could not collect data on the duration of the inter-
vention, local conditions or the invasiveness of the gesture leading 
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to the POH because they were not systematically documented. 
Patient management may differ depending on the time of consulta-
tion. In the evening and at night, staff numbers are reduced. Fatigue 
and stress from the high patient flow can affect the management 
of OHs and their descriptions in the CRU. Similarly, the seniority 
and experience among different practitioners can influence patient 
management. Finally, one of the main limitations of the study was 
the follow-up of haemorrhages and the estimation of the frequency 
of diagnosis of underlying pathology. It is probably underestimated 
because patients were mainly referred back to their general practi-
tioner for haemostasis exploration. It would have been preferable 
for postemergency follow-up to be established within the service 
itself to estimate this frequency more accurately.

5  |  CONCLUSION

Oral haemorrhages represent a relatively uncommon reason for an 
emergency consultation, but their management and follow-up are 
important considerations. It is common to associate OHs with haem-
orrhagic risk patients; however, the scientific literature reports lit-
tle to no data regarding their occurrence and characteristics in the 
population without known haemorrhagic risk. The objective of the 
study was to determine their proportion and establish a profile of 
these patients and haemorrhages. It showed that the frequency of 
OH in the population without known haemorrhagic risk was similar 
to that in the population with confirmed haemorrhagic risk. In this 
population with no haemorrhage risk factors identified, OH gener-
ally occurred in young patients without any other associated medi-
cal history. In rare cases, the recorded OH led to the diagnosis of 
an underlying pathology. The study allows for the characterization 
of these haemorrhages occurring in a population without haemor-
rhagic risk, which has never been done on such a large scale in the lit-
erature to date. Further studies are necessary to specify the profile 
and characteristics of these haemorrhages, particularly by establish-
ing postemergency follow-up, thereby allowing for a more precise 
estimation of the frequency of diagnosis of pathology or a coagula-
tion disorder following an OH.
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