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SUMMARY 

A prosprl'tiur study was condurtrd to Pl'aluatr the efficacy and complication rate in patirnts 
undergoing srlerotherapy in gastroesophagral variceal bleeding. Variceal bleeding is a 
dreadful mmplication of portal hypertrnsion and sclcrothrrapy has been found to be effertiue 
in controlfing acut<' blPeding and in pr<'U<'nting <'pisodes of recurrmt bleeding. One hundrfd 
patients Wfr<' enroll<'d in th<' study, 84 romplrt<'d the study, 52 acute ble<'ders were hospitalized 
and 32 were treated as out-patient. Fiberoptir XQ 10 endoscop<' was used, mean number of 
injections given were 5 ± 2.8 and mean total uolume injected was 15 ± 11. 7 ml. Ethanol (50C/cJ 
was used as stlerosin{{ agent in all patients, 385 sessions of sclerotherapy were performed, 
with a mean of 4.60 ± 3.1 per patient, rang<' (1-7). It was observed that more than 90'k had 
high (3-4) grad<' !'arit<'S at th<' beginning. Minor problems i.e. chest pain of mild to moderate 
sevprity (937<,), low grad<' fruer (SO<;'c), transient dysphagia (2417c), odynophagia, (1317c) and 
ulceration ( l80r! uwe noted as complications. Thrf'f' patients developed signifirant dysphagia 
dur to esophagral strirtur<' for which esophag<'al dilatation was required. Slight oozing of 
blood was S<'Pll in most patirnts but significant bleeding ocrurr<'d in 6 (6'r). Major 
complications UWP, h<'patic encephalopathy (2<;'c), bacterial peritonitis (2('c) and pulmonary 
infPction (117c). Esophag<'al perforation was not seen in any of our patients. Endoscopic 
st!erotherapy is a W<'ll established procedure in controlling varireal bleeding, major 
tomplications are rare and often manageable. These should not preclude sclrrotherapy as 
first line of managemmt in variceal bleeding. 

INTRODUCTION 

V 
ariceal haemorrhage is a challenge for
gastroenterologist as it is one of the most 

common emergency conditions to manage and 
carries high morbidity and mortality ! . 

Endoscopic variceal injection sclerotherapy 
<E\TS) was introduced in 1939 by Crafoord and 
Frenchner.2 Since then it has been found to be 
effective in the control of acute variceal bleeding and 
in reducing the rate of rebleeding_:::, Several trials 
have shown better results with EVS when compared 
with conservative management.fi-, Shunt surgery is 
found to be more effective in reducing the rate of 

rebleeding, however, it is associated with higher 
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mortality.x-9 Sclerotherapy is also found to be 
associated \'Vith many local and systemic 
complications. 10 We haYe conducted a prospcctiYe 
trial at Shaikh Zayed Hospital Lahore, to assess the 
efficacy of EVS and rate of complications in our 
patients. 

PATIENTS AND METHODS 

One hundred patients were enrolled in the 
study, 84 completed the study. After initial 
resuscitation, actively bleeding patients were 
admitted and their sclerotherapy was done within 24 
hours, those who presented with recent bleeding but 
were stable at the time of initial evaluation were 
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managL·d as outpatient. Follow-up sclerotherapy was 
done at two week intervals till the eradication of 
varices. Endoscopy was repeated every 3 months 
after ob1it.eratiun of varices and treatment was 
repeated in case of recurrence of varices or bleeding. 

Patients who had intercurrent illness vvith 
death expected within tvvelve months, those who 
were not. fit for endoscopy or who did not agree were 
excludecl from the study. 

Fiberoptic encloscope GIF XQ 10 and MH-1 
(Olyrnpnsi 2f1 gauge needle was used for 
sclerotherapy. Two ml of 50Ck alcohol was injected 
either int ravariceally or paravariceally. Injections 
were started :2 ems above gastroesophageal junction 
<GEJ>, bleeding varix was injected first above and 
below the bleeding point, then rest of the varices 
were injected tengentially upto 7 ems proximally. 
G racli ng of varices was done into grade 1-4 as 
prp\·innsly describecl.: 

Patit>11ts were examined and investigations, 
CBC, PT. A.PTT. LFTs, renal profile, x-ray chest and 
abdominal ultrasound were done. Child Pugh 
classification was used to assess the severity of liver 
clisease 11

• Duration of hospitalization, blood 
transfusions required during admission, use of 
Sengstaken Blakernore I SB> tube, intake of 
medications e.g. octreotide, betablockers, sucralfate, 
H:2 receptor blocker or omeprazole were recorded. 

End points were initial control of bleeding, 
bleeding before discharge, variceal eradication, 
recnrrence of varices. rehleeding, complications and 
mortality. Complications noted were fever, chest 
pain, dysphagia. odynophagia, esophagitis, ulcers 
<bleeding and non bleedingl, bacterial peritonitis, 
pleural effusion, perforation and hepatic 
encephalopathy. 

RESULTS 

Total number of patients enrolled in the study 
were 100, of those 84 completed the study. Fifty two 
patients were admitted with active bleeding. thirty
two were females and 52 males, their mean age was 
45± 13.8 yrs, range l 7-85 l yrs ( Table 1 l. Seventy nine 
patients had cirrhosis and 5 had noncirrhotic portal 
hype1tension. Of 79 cirrhotic patients, majority 
(55�7c> had hepatitis C, 10% due to hepatitis B and 
18'7c were positive for both hepatitis B and C, 2c;'c had 
Wilson's disease and 11 % had ideopathic cirrhosis 
(Fig. ll. Forty eight (61 '7c) had Child6s B, 24 (300c) 

Child6s A, and 7 19'7c) were in Child6s class C (Fig 
2J. Hemostasis was achieved in 43 (86%) but 8 (20%) 
had early rebleeding which was controlled with 
repeat sclerotherapy in 3, Sengstaken tube was used 
in 3, and Sengstaken infusion was given in all 
patients. Eradication of varices was seen in 69%, 
recurrent bleeding in 139', and recurrence of varices 
in 36!'4- (Table 2). 

Table 1: Demographic features. 

Tot.al numbt'rof'patic·nt�!'!ll'Olll'cl 100 
Total nurnlwr of' pali,·nt� comp!N,·cl lht· quclv 81 
Numll<'r of'palit•nt� with active• h!PC"cling 

• 
;);.! 

l\fah·� ,1 I 

Fc•malc•;, ;Jo 
Mc-an AgP (yrs) 1iJ+ 1:u; 
RangP 7.8fi _vPar;, 

Table 2: Results of sclerotherapy with 50o/r alchohol in 
84 patients. 

Parw1wtcrs 

Conlru! of'hlc·!'cling 
RC"bl1·C"cling l)('i'on· di;,chargl' 
Eradication ,if' \'aricl';, 
R,·curn·nt bil'l'ding 
R,·cu1Tc·nc1· of' \'ariccs 

No. 

i)( 
IO 
;JO 

'ii CLJ!I' 

8(i.O 
:.20.0 
(i 1.0 
1:rn 
:Ji'i.O 

Mild chest pain (93% ), transient fever (50'7c) 
dysphagia <24%), odynophagia ( 13ck J and non 
bleeding ulcers (13(k) were the minor complications 
observed in our patients. Major complications e.g; 
bleeding during the procedure occurred . in 6, 
requiring blood transfusion, Sengstaken infusion, 
and SB tube in 2 patients. Bleeding ulcers were seen 
in 5%, 3 patients cleYeloped distal esophageal 
narrowmg significant enough to need repeated 
dilatation. 

Other major complications were hepatic 
encephalopathy (HE> in 2 patients, spontaneous 
bacterial peritonitis t SBP) in 2 and 1 patient had 

pulmonary infection. Four patients died during 
follow-up, 1 clue to SBP, another from uncontrolled 
bleeding due to post sclerotherapy ulcer, and 2 
patients died due to liver failure !Table 3l. 
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Sclerothcrapy and its Complications 

Table 3: Complications in patients who had 
solerotherapy with 50% alcohol. 

Transicnl clwsl pain 
Tram,irnt fc-ver 
Odynophagia 
Non-hlec•ding ulcrn, 
Blerding ulcC'rs 
Bll'rding rrquiring additional ml'asurrs 
Strictun• nrrdrd dilatalion 
Bacll'rial pPriloniti!-. 
H<'patk 1·ncPphalopathy 
Pulmonary inl'<'<:lion 
Hrpalic <'11<.:PJJhalopathy 
Mortality 

DISCUSSION 

Sclerotherapy for bleeding esophageal varices 
has become the standard treatment. After the 
invention of fibroptic endoscope, this procedure is 
widely accepted and considered cost effective. 12 We
used 50� alcohol, effecti,·e results were seen by 
Khan et al. and Sarine et al. previously:u::. Other 
sclerosants used are 5% ethanolamine oleate, 1 1 

sodium tetradecyl sulphate, i:, polidocanol 16, and 
histoacryl. 17 The combined use of tissue adhesive 
(histoacryl) and sclerosant material c5c� ethanolaime 
oleate or polidocanol) were found to result in rapid 
eradication, lower rebleeding rate and lower hospital 
mortality. 17•111 

Combination of paravariceal and intravariceal 
sclerotherapy was rendered, a technique which has 
been used previously to achieve rapid obliteration of 
varices with equal efficacy. 1'' Control of bleeding was
achieved in 43 < 86<l l, similar results were reported 
by others.=1.11.�0 We used octreotide < sandostatin l 
before and after the procedme in actively bleeding 
patients and found it effective, several studies have 
shown sandostatin to he effective in the control of 
acth·e bleeding.21 

Obliteration of varices was observed in 54 
< 64'r), 6 mean sessions of treatment were required 
to achieve obliteration, Sarine et al also reported 
similar results with 501:f alcohol previously I Fig 3). 
On follow-up of one year, we observed recurrent 
bleeding in 10 < 13%) and recurrence of varices in 30 
(35<;f: l patients, whereas Sarine et al, reported 
rebleeding rate of 28% with 50% alcohol. 13 

It has been observed that rebleeding rate is 
reduced if obliteration of varices is achieved early by 
weekly injection sclerotherapy.12 However, incidence
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of life threatening complications is repo1ted to 
increase with frequent sessions.2:1 

Minor complications, chest pain (93%), fever 
(50%) and transient dysphagia (24•kJ, were seen 
commonly. Because of their frequent occurrence and 
transient effect, these are considered side effects 
rather than complications21. 

Esophageal ulcers were seen in 18%- and were 
responsible for rebleeding in 59c, post-sclerotherapy 
ulcers are usually linear and deep, Sarine et al noted 
ulcers in 1 O� of their 40 patients. 1:1 Similar results 
were seen by others.2·; Higher incidence of post 
sclerotherapy ulcers (78<;c) is observed with frequent 
follow-up sessions.26 

Rebleeding from a large ulcer bed over a vari..'{ is 
difficult to manage, we injected above and below the 
ulcer site and were able to control bleeding in 4 of 
such patients, in 2 we placed S.B tube, I patient was 
subjected to esophageal transection as bleeding could 
not be controlled. 

Strictures requiring dilatation developed in 4l4 
of our patients. Higher rate of strictures (8(k and 
13<:c I were seen by sarine et al, S.tiegmann et al. 
respectively. 1 =1.2, Comparison of different sclerosing 
agents have shown similar efficacy but rate of 
complications was found to be more with STD. 1:• Use
of sucralfate or ranitidine was found to decrease the 
frequency of post-sclerotherapy complications_'..!x.'..!!I

Hepatic encephalopathy was seen in 2, bacterial 
peritonitis in 2. and pulmonary infection in 1 
patient. the results were similar to other stu<lies.=n:o

Rolando et al and Bae et al have not found any 
beneficial effect of prophylactic antibiotics to control 
post-sclerotherapy bacteremia or frequency of 
infection, the higher risk of infection was considered 
due to the effect of bleeding rather than 
sclerotherapy.=::• .::: We did not use prophylactic
antibiotics in our patients for emergency or elective 
procedures. 

11:ortality rate of 5•c was seen in our patients; 2 
died because of liver failure, 2 clue to spontaneous 
bacterial peritonitis and 1 because of uncontrolled 
bleeding. Shah et al have repo1tecl mortality rate of 
7_9q. whereas, higher mortality rates have been 
reported in other studies.:• 27 .: 1 

CONCLUSION 

Sclerotherapy is an established way of dealing 
with threatening problem of esophageal variceal 
bleeding. Our study corroborates with the results of 
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other trials in terms of efficacy and complications. 

We recommend this as first line treatment for 

variceal bleeding. 
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