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Introduction The most common cause of oesophageal varices is portal hypertension 
secondary to liver cirrhosis. Causes of liver cirrhosis include alcoholic liver 
disease (ALD), non-alcoholic liver disease (NAFLD), hepatitis C, primary 
biliary cirrhosis, hemochromatosis. 
Pathogenesis: Liver cirrhosis -> chronic portal hypertension -> increased flow 
via portosystemic anastomoses: left gastric vein (portal) and oesophageal 
branch of azygos vein (systemic) -> oesophageal/ gastric varices  

Indications Oesophageal varices can cause severe upper GI bleeding. Variceal 
banding (also known as variceal ligation) is a method of treating variceal 
bleeding and/or reducing risk of variceal rupture and bleeding.  

History Melena (more common with gastric varices)  
Haematemesis (more common with oesophageal varices)  
Other relevant history e.g. Abdominal fullness and early satiety (ascites, 
hepatosplenomegaly), weight gain (ascites), jaundice, easy bruising, 
pruritus, alcohol intake, obesity/diet, known hepatitis C infection, 
autoimmune disease, family history of liver disease 

Examination Oesophageal varices can cause life-threatening bleeding. Your 
examination needs to follow the DRS ABCDE framework.  
● Haemodynamic instability/hypovolaemic shock: tachycardia, 

hypotension, tachypnoeic, delayed capillary refill, low GCS 
● Coffee ground vomit or fresh blood in vomit, melaena on PR exam 

Other signs of liver cirrhosis: ascites, hepatomegaly, splenomegaly, 
peripheral stigmata of liver disease, confusion if encephalopathic 

Preoperative 
considerations 

  All patients diagnosed with cirrhosis should undergo endoscopy to identify if 
  varices are present. Non-selective beta blockers (e.g. propranolol) are 
  recommended for the primary and secondary prophylaxis of variceal 
  bleeding in cirrhotic patients with high-risk varices/ previous bleeding. 
  Useful Investigations 

● Liver function tests:  
Bilirubin >40g/L: clinical jaundice 
Albumin Decreased: impaired synthetic function 
AST and ALT raised Hepatocellular picture 
ALP and GGT raised Cholestatic picture 
AST/ALT ratio >2 Consistent with ALD 
AST/ALT ratio <1  Consistent with NAFLD 
GGT alone is raised Alcohol ingestion  

● Other Synthetic Markers: INR, platelets  
● Paracentesis - Serum-Ascitic Albumin Gradient (SAAG) 

    High gradient> 11g/L indicative of Transudative Cause e.g. cirrhosis 
    Low gradient< 11g/L indicative of Exudative Cause e.g. SBP 

● Viral Hepatitis Screen: HBV, HCV, HAV, EBV 
● Liver Fibroscan and Alpha Fetoprotein - done 6 monthly for HCC 
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Key 
procedural 
points 

Oesophageal Varices – Acute Bleed Management 
DRS ABCDE, as patients may present with hypovolemic shock. Medical 
management involves the use of IV Octreotide and Terlipressin (splanchnic 
vasoconstrictors), prophylactic Ceftriaxone, and IV high dose PPI (80mg 
Pantoprazole BD). 
Patients should have urgent endoscopy within 6-8 hours for consideration of 
sclerotherapy or variceal banding ligation. 

i 
Upper endoscopy is usually performed with procedural sedation. A scope is 
inserted through the mouth to visualise the esophagus. 
Banding: Tiny elastic bands are wrapped around the varices to occlude 
blood flow and cause intraluminal thrombosis. The tissue will eventually 
become necrotic and slough off, leaving a superficial mucosal ulceration 
that will heal. Banding can be repeated if bleeding continues or reoccurs. 
Associated with fewer complications than sclerotherapy as banding has a 
lower risk of transmural injury to the oesophageal wall. 
Sclerotherapy: A sclerosing agent (e.g. Sodium tetradecyl sulfate) solution is 
injected directly into or around varices. The solution irritates the lining of the 
varices, causing them to collapse and resulting in intraluminal thrombosis. 
If bleeding severe, consider Sengstaken-Blakemore tube (balloon 
tamponade) 

Relevant 
Anatomy 

Porto-systemic anastomosis: Left gastric vein (portal) and oesophageal 
vein draining into the azygos vein (systemic). 
 
Modified Paquet Classification of Varices:  

Grade 1 Extension just above mucosa 
Grade 2 Projection by ⅓ of the luminal diameter, cannot be compressed 

by air insufflation on endoscopy 
Grade 3 Projection up to 50% of the luminal diameter, varices are in 

contact with each other 
 
Red Whale Sign: red patches or strips on the varices, as a sign of an 
increased risk of bleeding, or of bleeding that has already taken place. 

Post-operative 
considerations 

  Complications associated with variceal ligation include blood loss, 
  puncture of the esophagus, difficulty swallowing, arrhythmia, and 
  infection. 
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i https://www.endoscopy-campus.com/en/classifications/esophageal-varices/ 


