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REVIEW

Gastric Varices (GV) are present in 15-25% of cirrhotics with GOV1 and the primary gastric varices being the most common [1]. Gastric
varices can also be present in patients with left sided portal hypertension. As compared to esophageal varices the incidence of gastric
variceal bleeding is low (10-20%) and bleeding is not proportional to portal pressure as is noted in esophageal varices, with a re bleeding
rate of 30% in GV [2,3]. The GV bleeding is difficult to control due to presence of a thick mucosal layer over the GV, which does not
collapse after bleeding. With the advent of hemo dynamic studies in GV, there has been change in approach to management of GV.
Recently there has been increased focus on individualised GV treatment based on hemo dynamics of the portal system, especially on
the left sided venous diseases (GV, ectopic varices, lieno renal shunt) and not on traditionally based endoscopic appearance as is done in
most of the cases worldwide. With a contrast CT scan of the portal venous system, it is easy to delineate the anatomy prior to planning
a definitive treatment (either primary or secondary). At present the standard treatment for GV is endoscopic glue injection (EGI) by an
endoscopist and BRTO (balloon retrograde trans venous obliteration) via intervention radiologist [4-8]. Technically BRTO seems more
complete when compared to an EGI, because the whole shunt which drains the GV is taken care of by the BRTO procedure. Whereas
in the EGI procedure, only the mucosal varices are treated and the remaining sub mucosal varices, the shunt and the draining pathways
(both afferent and efferent) are left untreated. An endoscopic ultrasound (EUS) is a much superior modality of managing vascular
disorders such as GV, a. it has col our doppler b. it can differentiate between an artery & a vein c. it can assess shunts & collaterals d. it
can assess completion of therapy [9,10]. EUS has been used for treatment of GV from the last decade and it has shown to be technically
superior, safe and also it decreases overall cost, number of sessions and morbidity related to re bleeding in GV. With the advent of better
diagnostic imaging of the portal venous anatomy such as CT/ MR venography the venous drainage and collaterals can be delineated
in patients with GV, this knowledge of the anatomy when combined treatment modalities such as EGI, BRTO or EUS guided vascular
treatment helps in individualising the therapy for the patients with GV.

In patients of GV with significant collaterals and shunts on the left side of mid line such as (afferent collaterals- posterior gastric vein, short
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gastric veins or anterior gastric veins, efferent collaterals- lieno
renal shunts) will benefit more with BRTO, EUS guided treatment
and an EGI. In patients who have excessive collaterals or shunts
on imaging, an EGI as the first modality of therapy should not

&5 Word Publshi
== shing
be encouraged as these patients are those who develop systemic
embolisation after glue injection due to presence of shunts. For
such patients either a BRTO (in case of very large lieno renal shunt
>10 mm) or an EUS guided angiotherapy should be advised and
attempted (Table 1).

Table 1: Hemodynamic Classification of Gastric varices and treatment modality to be adopted

Shunt / Collaterals Clinical Relevance

Proposed Modality for treatment

Left side collaterals
e  Single IGV 1 or multiple small IGV1

Excessive shunts (>3)
alone

. e  Single draining shunt
Since to few shunts . )
e Shunt with multiple collaterals
e  Multiple Shunts

e No shunt and multiple collaterals

e Chances of glue embolisation are higher if done

e  BRTO if L-R shunt > 10 mm, EUS guided therapy
e NoEGI

e BRTO, EUS- GVF, EGI

e  EUS-GVF, BRTO +TIPS, EGI

e EUS-PGC + GVF, TIPS, EGI

e EUS -PGC +/- GVF, No BRTO or TIPS feasible, no
EGI possible but chances of embolisation high

Right side collaterals )
e  Single Large GV

e Multiple GV

shunt)

e Recurrent bleeding with shunts (absent L-R .

e EUS- GVF, TIPS, EGI

e TIPS + BRTO, EGI (multiple sites)
EUS -PGC +/- GVF, No BRTO or TIPS feasible, EGI

possible but chances of embolisation high

On the other hand patients with GV, who have collaterals and
shunts on the right side of mid line will benefit more from TIPS
(trans jugular intra hepatic porto systemic shunt), EUS guided
therapy and EGI [4, 5, 9, 10].

In conclusion with the availability of imaging studies, it is possible
now to delineate the anatomy of the GV prior to any therapy. With
patients with left sided collaterals on imaging, a BRTO or EUS
guided therapy should considered. In case of lack of expertise,
EGI is still the treatment of choice however it is associated with
recurrence, rebleeding and systemic embolisation.

Reference
1. Sarin SK, Lahoti D, Saxena SP, NS Murthy, UK Makwana. Prevalence, clas-

sification and natural history of gastric varices: a long-term follow-up study
in 568 portal hypertension patients. Hepatology. 1992; 16(6): 1343-9. doi:
10.1002/hep.1840160607. PMID: 1446890.

2. Zachary H, Uppal D, Saad W, Caldwell S. Gastric and Ectopic Varices. Clin
Liver Dis. 2014; 18(2): 371-88.

3. Sarin SK and Kumar A. Endoscopic Treatment of Gastric Varices. Clin Liver
Dis. 2014; 18(4): 809-27.

4. Watanabe K, Kimura K, Matsutani S, M Ohto, K Okuda. Portal Hemody-
namics in Patients with Gastric Varices A Study in 230 Patients with Esoph-

ageal And/or Gastric Varices Using Portal Vein Catheterization. Gastroenter-
ology. 1988; 95(2): 434-40.

5. Jamwal K, Sharma A, Padhan RK, et al. EUS in management of gastric var-
ices: Targeting para esophageal collateral is safe and better in severe liver
disease as compared to gastric varies itself; Gastroenterology. 158(6): 1,
s-1478.

6.  Jamwal K, Sharma M, Sarin SK et al. A comparitive analysis of endoscopic
management of gastric varices: is EUS guided treatment safe, more effica-
cious & cost effective as compared to standard treatment in advanced liver
disease. J gastr and hepa. 2019; 34: 463.

7. Jamwal KD. Refractory Variceal Bleeding: Approach to Management (Mini
Review). World J Gastroenterol Hepatol Endosc. 2020; 3(3): 1-3

8.  Bhat YM, Weilert F, Fredrick RT et al, EUS-Guided Treatment of Gastric
Fundal Varices with Combined Injection of Coils and Cyanoacrylate Glue:
A Large U.S. Experience over 6 Years. Gastrointest Endosc Volume 2016;
83(6): 1164-1172.

9.  Tripathi D, Stanley AJ, Hayes PC, Patch D, Millson C, Mehrzad H, et al,
UK Guidelines on the Management of Variceal Haemorrhage in Cirrhotic
Patients. Gut. 2015; 64: 1680-1704.

10. Binmoeller K, Weilert F and Shah JN et Al, EUS-Guided Transesophageal
Treatment of Gastric Fundal Varices with Combined Coiling and Cyanoacry-
late Glue Injection. Gastrointest Endosc. 2011; 74: 1019-1025.

World J Gastroenterol Hepatol Endosc

Volume: 3.3


https://pubmed.ncbi.nlm.nih.gov/1446890/
https://pubmed.ncbi.nlm.nih.gov/1446890/
https://pubmed.ncbi.nlm.nih.gov/1446890/
https://pubmed.ncbi.nlm.nih.gov/1446890/
https://pubmed.ncbi.nlm.nih.gov/24679501/
https://pubmed.ncbi.nlm.nih.gov/24679501/
https://pubmed.ncbi.nlm.nih.gov/25438285/
https://pubmed.ncbi.nlm.nih.gov/25438285/
https://pubmed.ncbi.nlm.nih.gov/3391371/
https://pubmed.ncbi.nlm.nih.gov/3391371/
https://pubmed.ncbi.nlm.nih.gov/3391371/
https://pubmed.ncbi.nlm.nih.gov/3391371/
https://www.scienceworldpublishing.org/abstract/refractory-variceal-bleeding-approach-to-management-mini-review?
https://www.scienceworldpublishing.org/abstract/refractory-variceal-bleeding-approach-to-management-mini-review?
https://www.giejournal.org/article/S0016-5107(15)02955-7/abstract
https://www.giejournal.org/article/S0016-5107(15)02955-7/abstract
https://www.giejournal.org/article/S0016-5107(15)02955-7/abstract
https://www.giejournal.org/article/S0016-5107(15)02955-7/abstract
https://pubmed.ncbi.nlm.nih.gov/25887380/
https://pubmed.ncbi.nlm.nih.gov/25887380/
https://pubmed.ncbi.nlm.nih.gov/25887380/

	_GoBack

