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ABSTRACT

Background: First episode of variceal bleeding as a complication to liver cirrhosis has produced
a high mortality rate and can obscure the prognosis of the disease. The objective of this study is to
determine the factors on early gastroesophageal variceal bleeding in patients with liver cirrhosis with
portal hypertension.

Method: The study was based on gastroesophageal endoscopy data in the endoscopic center as well
as from medical record in Cipto Mangunkusumo hospital, during January 2007-July 2008. Patients
included in this study were liver cirrhosis patients that had presented with hematemesis and/or melena
for the very first time caused by variceal rupture. Variceal bleeding was diagnosed based on endoscopic
examination, whereas liver cirrhosis was determined from abdominal ultrasonography. Other patient’s
data incorporated to the work, including history of the first-time bleeding, physical examination and
laboratory findings, were collected from the medical records.

Results: Out of 157 patients with variceal esophagus or fundus bleeding, 28 patients had experience
bleeding for the very first time. The highest bleeding were found consecutively in those with Child-Pugh
B and C, esophageal varices grade I1-111, and the occurrence of red color sign (RCS) in the case of
esophageal varices (92.9%, 82.1%, 71.4%) respectively.

Conclusion: Factors found on the first time-bleeding episode in patients with liver cirrhosis were the

Child-Pugh B and C criteria, esophageal varices grade I1-Il1, and the occurrence of RCS.
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INTRODUCTION

By the time liver cirrhosis are diagnosed,
gastroesophageal varices are apparently found
30-40% of patients with compensated liver cirrhosis
and 60% of patients with uncompensated ones.*??
In patients who had not indicated gastroesophageal
varices when diagnosed with liver cirrhosis, gastro-
esophageal varicesshall devel op about 7% each year.®

Variceal bleeding is a serious complication,
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with 42% mortality rate. In the last 2 decades it has
decreased to 15-20% through better treatment
combination.*> In addition, the incidence of variceal
bleeding is a factor which significantly worsen
the prognosisfor liver cirrhosis patients.®

Several factors frequently found in variceal
bleeding are: severity of liver dysfunction
abnormalities based on Child-Pugh criteria, size of
varices, and the presence of red color sign (RCS)
through endoscopic examination.®8° Themortality rate
for esophageal varices increases in individuals with
liver function abnormalities which classified severe
based on Child-Pugh criteria.®*
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METHOD

Data of the patients included as this study’s _ o
subjects were taken from the endoscopy procedurel@bleL: Patient characteristics

. . R Variable n (%)
room of Cipto Mangunkusumo hospital retrospectively “vare 21 (75)
patients with liver cirrhosis who is hematemesieting Ag?e;;?nﬁ;fstold 15 (53.6)
and or melena caused by varices from January 2007 Hematemesis and melena 24 (85.7)
to July 2008. Diagnosis ware established based on elena 4(14.3)
K K K i R K X tered consciousness 7 (25)
endoscopic examination; while the liver cirrhosig o Fever 4(14.3)
: ; Physical examination
was establlshed' based on abdominal uItrasonogrgphy Hypovolemic shock 8 (28.6)
(USG) examination and laboratory data to determine  (systole < 100 mmHg, heart rate > 100 x/minutes)
the Child-Pugh criteria. Al the data needed ad el Shenomegaly e
diagnosis of the first bleeding were obtained fribe Hepatomegaly 5 (17.9)
. , dical ds in Ci M K Pa!mar emhema 7 (25.0)
patients’ medical records in Cipto Mangunkusumo  spider nevi 2(7.1)
i Laboratory examination
hospltal. Hemoglobin < 8 g% 17 (60.7)
Thrombocytes < 80,000 pL 13 (46.4)
Albumin < 3 g% 20 (71.4)
RESULTS Total bilirubin > 2 g% 16 (57.1)
From January 2007 to July 2008, 157 patients ~ A5T>2UNL gggig
with variceal bleeding were identified. Of all dfet Cholinesterase < 2,000 1U/L 5 (17.9)
patients, 28 patients with first time bleeding efis Ll seconds 24 oo
had complete medical records. From these 28 matient  Causes
21 (75% . | 15 (53.6% . 50 Positive HbsAg 11 (39.3)
( _0) patients male, (53.6%) patients > e Positive anti HCV 5 (17.9)
old, with hematemesis and melena as the ch|e1‘Ch_IdP #nigentified 12 (49.2)
. . . . . . lna-Fu criteria
complaint in admission in 24 (85.7%) patients only ChikﬁpughA 2(7.1)
melena in 4 (14.3%) patients altered consciousiness Child-Pugh B 18 (64.3)
Child—Pugh C 8 (28.6)

7 (25%) patients and fever in 4 (14.3%) patients.
From a physical examination on admission

showed hypovolemic shock with systolic blood

pressure < 100 mmHg and pulse rate > 100 X/minutesyyere found. During hospital care, the bleeding

occurred in 8 (28.6%) patients, ascites 20 (71.4%jopped within < 24 hours in 9 (32.1%) patients,

patients, splenomegaly 11 (39.3%) patients, hepaisiood transfusion of more than 500 cc was required

megaly 5 (17.9%) patients, palmar erythema 7 (25%), 23 (82.1%) patients, and the average length of
patients and spider nevi 2 (7.1%) patients. stay was over 10 days.

From laboratory examination on admission
found17 (60.7%) patients were found with

Table 2. Distribution of patients based on the size of varices

hemoglobin < 8 g%, thrombocytes < 80,000n n %) RCS (%)
13 (46.4%) patients albumin < 3 g% in 20 (71.4%) Grade 1 2(1.1) 1(3.6)
patients, total bilirubin > 2 g% in 16 (57.1%) pats, 522 o e
AST > twice the normal upper limit in 9 (32.1%) _varices fundus 2(7.1)

patients, cholinesterase < 2,000 IU/L in 5 (17.9%) RCS: red color sign

patients, prolonged prothrombin time (PT) of

> 4 seconds from each control in 14 (50%) patients,

pr0|0nged activated partial thromboplaStin time Tabel 3. Factors with a frequency > 50% in patients with first
(APTT) of > 4 seconds from each control in 24 (89.7 gastroesophageal variceal bleeding

patients, positive HbsAg in 11 (39.3%) patients, i o reec Factor =
positive anti-HCV in 5 (17.9%) patients, while in Pprolonged APTT > 4 second 85.7
12 (49.2%) patients, the cause remains unidentifiedéiip&agg;"' varices grade II-1I 82l
Based on the Child-Pugh criteria, 2 (7.1%) patientSascites 71.4
were categorized in Child A, 18 (64.3%) patients in Qf;?g?ofjgg:”’ na
Child B, 8 (28.6%) patients Child C. Total bilirubin > 2g% 57.1

Age > 50 years 53.6

From the endoscopic examination results,PT>4seconG|S 50.0

26 patients with esophageal varices were idenfified
2 (7.1%) patients of grade 1 with RCS in one pétien
7 (25%) patients of grade 2 with RCS in 4 patients,
17 (60.7%) patients of grade 3 with RCS in
15 patients, while in 2 (7.1%) patients’ fundalives
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DISCUSSION

Variceal bleeding is a serious complication.
Mortality rate dueto bleeding wasrel atively high about
42%, and in the last 2 decades decreased to 15-20%
through a combination of treatment and better
anticipation.*®% Variceal bleeding will stop
spontaneoudly in 40-50% of casesand increaseto 80%
with a combination of good treatment.®

Inthisstudy, all data obtained from the Endoscopy
Digestive Center, Cipto Mangunkusumo hospital. There
were 28 data obtained on patients with first bleeding
out of 157 patients with bleeding due to esophageal
varices or ruptured fundus based on endoscopic
examination from January 2007 to July 2008. Neither
patients with non-bleeding esophageal varices nor
non-bleeding funduswas studied asthe controls, which
is one weakness of this study. However, seeing the
existing data, several factors with > 50% frequency
were found, which may be used as the factors for
predicting the occurrence of variceal bleeding.

From this study data, factors such as Child-Pugh
of B and C, the size of esophageal varices, and the
presence of RCSin endoscopic examination were the
ones frequently found in variceal bleeding. This
finding issimilar to previous study.>"#9

The severity of liver function abnormalities
described by Child-Pugh classification, which consisted
of disturbance consciousness, albuminlevel, bilirubin
level, prothrombin time, and ascites. In thisstudy, 92.9%
of patients were classified as Child-Pugh B and C.
Endoscopi c examination has never been performed in
all patients prior to bleeding occurred. Endoscopic
examination for each wasjust performed after thefirst
time bleeding episode of gastroesophageal varices
occurred. From the existing data, it was unclear known
whether the diagnosisof liver cirrhosiswas established
before bleeding, since all patients were seeking
hospital carefor thefirst time.

It has long been known that esophageal varices
had been identified in 30-40% patients with
compensated liver cirrhosis and 60% of those with
decompensated ones asthe diagnosis of liver cirrhosis
itself was established.®* Based on the Baveno IV
consensus, endoscopic examination should be
immediately performed after the diagnosis of liver
cirrhosis was established, and no examinations could
replace the role of endoscopy in ensuring the
presence of varices.> The mortality rate in varicea
bleeding in decompensated liver cirrhosis patients is
quite high that approximately 57% when compared to
that of non-bleeding patients, which is about 20%.3
With this data, endoscopic examination should be
performedin all decompensated liver cirrhosispatients,
and should be followed by therapeutic endoscopic
procedure, such asvariceal ligationto prevent bleeding.?
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Variceal size and description of RCS are
reflections of the pressure increased and narrowing
of blood-vessels walls, so that the potential for
rupture. In this study, esophageal varices grade I1-111
was found in 82.1% patients, and RCS was found in
71.4% patients. Study by Dong Kyu Park et al,
categorized patients based on the degree of varices,
the presence of RCS, and alcohol drinkers.* Patients
who have variceal size medium and large, RCS and
alcohol drinkerswereincluded avery high risk group,
the only two components were included in high risk
groups, while those with only one component were
included asthelow risk group. Thevery highrisk group
demonstrated a highly significant difference in
comparison to the low risk group, which was 34.9%
vs. 1% for the occurrence of first variceal bleeding
within a year, with 3.4% mortality rate at very high
risk group and 0% in low risk group, when the
occurrence of bleeding.

Dueto the high mortality rate on the first bleeding
or on the recurrent bleeding, preventive measures
should be performed to prevent or to slower the
occurrence of the first bleeding. The consensus
which suggests endoscopic examination in patients
diagnosed with liver cirrhosis should be socialized
to be applied especially in liver cirrhosis patients
within B and C Child-Pugh categories. If in endoscopic
examination esophageal varicesgradell-111 withRCS
areidentified, ligation procedure combined with beta-
blocker administration should be performed, even
though bleeding has not yet occurred.

CONCLUSION

Factorsfound on thefirst time-bleeding episodein
patients with liver cirrhosis were the Child-Pugh B
and C criteria, esophageal varices grade 11-111, and
the occurrence of RCS.
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