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THE ROLE OF ENDOSCOPY IN THE MANAGEMENT OF VARICEAL HEMORRHAGE: ASGE GUIDELINE (UPDATED JULY 2005)

SCREENING FOR ESOPHAGEAL VARICES

Patients with Child’s stage A liver cirrhosis and signs of portal hypertension, specifically a platelet count of less than 140,000/mm3, and/or enlarged portal vein diameter of greater that 13 mm or those classified as Child’s B or C at diagnosis should have screening endoscopy.1 

Patients with cholestatic disease may have portal hypertension with relatively preserved liver function and platelet counts.

Patients with either primary biliary cirrhosis or primary sclerosing cholangitis who have a platelet count <200/mm3, an albumin level <40 gm/L, and a bilirubin level >20 mmol/L should be screened for esophageal varices.2 

Other groups recommend screening for all patients diagnosed with cirrhosis.

The optimal surveillance intervals for esophageal varices have not been determined. For patients found to have no varices on initial screening endoscopy, repeat endoscopy at 3-year intervals has been suggested, whereas patients with small varices should undergo endoscopy in 1 to 2 years.

Esophageal varices may grow faster in patients with cirrhosis secondary to alcohol abuse or  severe liver impairment and in those with endoscopic stigmata of high risk (‘‘red wale markings’’); this subgroup of patients should undergo yearly upper endoscopy.

PRIMARY PROPHYLAXIS

Use of non-selective beta-blockers (e.g., propranolol or nadolol).

Endoscopic sclerotherapy (EST) is not recommended for primary prophylaxis.

In most cases, it is recommended that prophylactic endoscopic variceal ligation (EVL) be reserved for patients who cannot tolerate or have contraindications to beta-blocker use, or in those who do not show a reduction in hepatic vein pressure gradient (HVPG) of >20% or <12 mm Hg.3
ENDOSCOPIC TREATMENTS FOR VARICEAL HEMORRHAGE

a. Endoscopic variceal ligation

EVL has become the treatment of choice both for controlling variceal hemorrhage and for variceal obliteration in secondary prophylaxis.

Although antibiotic prophylaxis is indicated for all patients hospitalized for variceal bleeding, the decision to use antibiotic prophylaxis in high-risk patients solely to prevent the infectious complications of EVL should be individualized.

Recurrence of esophageal varices may develop more frequently in those treated with EVL,4 and regular endoscopic surveillance remains a critical aspect of management

b. Endoscopic sclerotherapy

EST is successful in controlling active bleeding in over 90% of patients5 and can reduce the frequency and severity of recurrent variceal hemorrhage.6 

Gastric varices in continuity with esophageal varices may be treated with EST below the esophagogastric junction.

Sclerosant agents include sodium tetradecyl sulfate, sodium morrhuate, ethanolamine oleate, polidocanol, and ethanol.

Complications of EST include fever, retrosternal discomfort or pain, dysphagia, injection-induced bleeding, esophageal ulceration with delayed bleeding, esophageal perforation, mediastinitis, pleural effusion, bronchoesophageal fistula, adult respiratory distress syndrome, and infectious complications.

Patients with a mechanical prosthetic cardiac valve, a history of endocarditis, a surgically created systemicpulmonary shunt, or a synthetic vascular graft (placed within the previous year) should receive antibiotic prophylaxis before the procedure.

GASTRIC VARICES

Isolated gastric varices are most commonly located in the fundus and can be seen in patients with cirrhosis and portal hypertension, as well as in patients with splenic vein thrombosis (e.g., from pancreatic disease) or portal vein thrombosis.

Endoscopic therapy for the treatment of bleeding gastric varices has been less successful than for esophageal varices.

In prospective studies, the use of fibrin glue injection has provided hemostasis ranging from 60% to 100%.
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