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INTRODUCTION

The treatment of porfol hypertension merits g special
note and effort emong surgeons. The prewvalence of the condition
in Egypt and the frequent cceuwrrence of varices abroad have
atitracted the altention of investigotors and waorkers in this
field. This work is @ sort of o summary of the huge volume

of knowledge concerning bleeding oesophageal warices.

The leading Egyption surgeons efforts gre especially refer-

red io.
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TREATMENT OF PORTAL HYPERTENSION

The term Portal Hypertension denotes pothologic state with

an elevated pressure in the portai venous system.

The diseases in which portal hypertension is significant feature
vary from simple wein ohstruction to complex entities in which

multiple abnormalities are involved, such as cirrhesis of the liver.

One physiologic feature tends to bring these diverse problems

together: the development of extraphepatic pathwavs from the portel

to the systemic venous circulation.

There are several regions in which these connections are present

and become enlarged in the patient with portal hypertension.

By far, the wmost significant are those of the portal azygous
system which [ead to development of gostrocesophageai warices

{ Warren et gl., 1983).

Surgical decompression of portal venous system was performed

on an experimental basis by { Nicoli Eck, 1877).

Then Whipple et af (1945) demonstrated the feasibility

of shunting procedure.

Management of Acutely Bleeding Varices

Conservalive Treatmeni:

A. Emergency aciion:

This aims gt rapid stabilization of the circulation and establishment

of the diagnosis.
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Reassurance of the patient and complete bed rest.
Start one or more intraverous infusions with large needles using
an immediately swailable wolume expander such as saline, plasma

or dextran.

Sedation: Patient with liver disease is oversensilive to analgesics,
hkypnotics and sedotives becouse most of these drugs are detoxified
or conjugated in the Iiver. Morphine is coniraindicated. Pethidine
or barbiturates may be used In ihe restless potient: Paraldehyde
is the least dangerous, and it is the only one recommended in decom-

pensated patient (Ibrahim et gl., 19654

Oxygen therapy: Oxvgen inhaletion helps in combating the adverse
effects of olignemic shock and also suppresses the reflex dvsprnoea
following severe bleeding. This minimizes digphragmatic contractions
which are thought to be an important facter in cousation and persistence

of wariceal haemorrhage { Khairy, 1960).

Yitamin K: In severe liver disease, when its synthetic function
fails, plasmg level of both Vit. K-dependent factors and factor V
are reduced. So a wvariely of haemostatic abnormalities can occur.
Accordingly Vit. K 1 is administered, fresh blood, fresh frozen plasma,

platelel concentrates can be attempted to arrest bleeding {Roberts

& Cederboum, 1972).

A nosogastric tube is placed in the stomech. The stomach is
lavaged with iced seline wuntil the returns are ciear. The tube is

placed on suction with intermittent lavoge with iced saline to remove
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bleod clots { Wilson, 1973)

Draw blood for delermination of: biood tvping, cross motching,

haemoglobin and haematocrit as soeon as feasible before haemodiiution.

Request an hourly initiol bloosd pressure chart, puise chart, central
Vvenous pressure as its mecsurement may be of great waiue to determine

accuruately the replacement of blood velume, (Jonson, 1964).

Perfect history may attraet attention to the causative agent
of bleeding. History of bilharziasis or excessive alcohol is searched
for. Many stigmato of portol hypertension may be found as enlorged
tiver or spleen or both, gsciies, spider angiomata. The presence of
any three of these is strong presumptive evidence of liver disease

and portal hyperiension { Warren, 1964).
Arrange for emergency endoescopy and emergency barium swallow.

Blood Trensfusion:

Reliable introvenous line should be established at once agned start
blood transfusion without delay.

Blood should be fresh for two reasonss
* First to correct deficiencies of clotting factors in patienis
with fiver disease.

* Second, o awvoid emmonia load thot banked blood provides

it ( Rizkallah, 1981).

According to Wilson, 1873, the objective of bloed transfusion
is to relieve shock and restore the hoematocrit to 35% and hoemoglobin

to 12 gm/100 mi.
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The volume of blood required to accomplish this must be estimated
empirically. If moderate shock is present (B.P. 70-98, pulse rate
110-130 and there are clinical signs of hypovolaemia), transfusion equfvai-
ent to 25% of rormal blood volume will be required for resuscitation.
If shock is severe with B.P. beiow 70, the initial volume of blood
transfusion required may be 40-50% of normal blood volume ( Wilson,

1973k

The patient should be resuscitated rapidly and comletely. Poor

responge usually meons continued bleeding or inodequate replocement.

When the patient is out of shock, blood transfusion may be slowed
and totel volume of blood to be given is thendetermined by the course

of the disease.

The ideal line for blood transfusion is the central wvenous line
for many reasons § Maingot, 1574):

* [t encbles us o repid transfusion sufficient to bring the C.V.P.
to normal.
It enmables us to record the C.V.P. as it is ¢ good indicator
to the state of venous reservoir and venous return.
It helps in qccurate titration of blood loss.

It is on early excellent indication of recurrent bleeding and

detection of overtransfusion and congestive heart failure.

The supraciavicular subclavian wvein technique is one that can
be readily acquired, using a large size intracatheter aiming to hove
the iip in the superior verna cowva, this catheter is connected to g

simple manometer {Maingot, 1874L Normal wiue ranges between
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i-5cm H 20. Therefcre, if the C.V.P. is low the venous returmn should
be suplemented by intravenous infusion. Any sustained rise of pressure

to maximum demands immediate cessation of transfusion.

Determination of adequate replacement: This is very important
for making a decision for surgical interference. This can be obtained
when these daota return to normal walues and become susigined:

*  Blood pressure and puise rute.
Central venous pressure.

*  Haoematocrit index.

Haemoglobin.

B. Prevention of Hepotic Coma:

In all patients receiving conservative treatment, or after surgical
intervention, measures should be taken ito prevent and treat hepatic

conma:

Blood protein represents the most significant source of nitrogen.
So blogd accumulating in the gastrointestingl traci must be evacuaied
by repealed enemete ond laxatives which mey be introduced through
Sengantaken tube (Ibrahim et al., 1969). Pitressin given iniravenocusly

to control bleeding has a cathartic effect.

Non-absorbed antibiotics are used with the aim of inhibiting
the intestinal flore and lowering the incidence of ammonia intoxication.
Neomycin is the best drug. It is given in a dose of ! gm/4 hours.
If a Sengataken tube has been inserted, the conlent of a Neomycin
capsule is added to some water and given through the tube {Ibrahim

et al., 1968}
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Gilutamic acid which combines with ammonia to form glutamine
is used once there are signs of impending coma, 25-125 gms of glutamic
acid are given daily in divided doses by mouth. For LV. injection
a 25-gm capsule of sodium glutamate is added to one litre of 5%
glucose. L-Arginine is superior tc sodium glutomate in reducing eleva-

ted leveis of blood ammorda (Ibrahim et al., 19639)

Lactulpse: This is a synthetic non-absorbable disucc?nriqe unaffec-
ted by the intestinal lactase. It is effective clinically and its action
is complex. It provides a substrate which favours the lactobacillus,
iowers the gut pH and has o purgative effect. It is given in o dose
of 10-30 ml t.d.s. It is particuiariy safe for long term use in chrenic

hepatic encephalopathy fiSheriock, 1877}

Urease mhhibitors: Blood in the gastrointestinal tract and iis
degradation leads to urea production. Uregse acts on this urea and
amimonia s produced and absorbed to the blood. Acetohydroxymate
furease inhibitor) proved to lower blood ammonia (Fishbein et al.,

1865 and Summerskill et al., 1967

Levodopa: In hepatic encepholopothy, false neurofransmitters
closely resembiing depamine, may accumulate in the brain and diminish
the response to dopamine. The beneficial action of levodope may
depend on the repiinishment of dopamine in the broin [Sherlock,
1977). Lewvodopa may be used as it hos an arousel effect in patiernts
suffering from hepatic coma. Improvement is dramatic but not aiways

consiagnt, { Fisher & James, 1972).
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Active Megsures {0 Control Bleeding

Use of Posterior Pituitary Extract [ Vasopressink:

Lowers the mesenteric blood flow end hence the porial pressure

by constricting mesenieric arterioies.

Cesophagoscopy performed during the phase of pitressin administro-
tion recorded a blonching of mucosa with loss of turgidity and wrinkl-
ing of mucous membrane overlying the arices. The effect losts
for 3/4 - I hour, a sufficient time for a clot te form at the site

of variceol rupture {Ibrohim et al,, 1969).

Vasopressin is given as a peripheral intrgvenous infusior, twenty
units diluted in 200 m! of 5% glucose at a rote of 1 wunit/mn. The
only contrgindication for its use is coronary ischaemio as it is «

coronary wsocenstrictor.

Recently, Pierre et al, (1984) combines wusopressin with ritroprus-
side. It was found thot ritroprusside inhibited the undesiroble cardicwa-
scular side-effects of wasopressin, while maintoining the thergpeutic
benefits of portel pressure reductions in patients with liver cirrhosis.
However, the drug combinetion deteriorales pulinonary gas exchange

which contributes to a reduction in 02 delivery to the tissues.

Noeaije et al. 11983) combined wasopressin with isosorbide dinitrate:

5 mg of isosorbide dinitrate sublingually combined with 0.4 U/min.
intravenousiy.ft was found thet isosorbide diritrate reduces effectively
portal hypertension in patients with liver cirrhosis, but also decreases

oxygen delivery to the tissues as @ consequence of fall in cardiac
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