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Introduction

C/ irrhosis is the end stage of chronic liver disease, resulting in
\_J formation of fibrous tissue, disorganization of liver
architecture, and nodule formation, which interferes with liver
function and results in portal hypertension. Portal hypertension is
associated with development of a hyperdynamic circulation and
complications such as ascites, hepatic encephalopathy, and
oesophago-gastric varices. Patients with cirrhosis and gastro-
oesophageal varices have a portal venous pressure of at least 10—
12mmHg (Garcia-Tsao et al., 2007).

Esophageal variceal bleeding remains the leading
cause of acute mortality in patients with cirrhosis (Chawla et
al., 2012).

Oesophageal varices (OV) are present at diagnosis in
approximately 50% of cirrhotic patients, being more common
in Child-Pugh class C patients (Merli et al., 2003).

Although mortality from a bleeding episode has
decreased with improved endoscopic and radiological
techniques together with new pharmacologic therapies, a 20—
30% mortality means that bleeding from oesophageal varices
remains of significant clinical importance. Early diagnosis of
varices before the first bleed is essential as studies of primary
prophylaxis clearly show that the risk of wvariceal
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haemorrhage can be reduced by 50% to about 15% for large
oesophageal varices (Rye et al., 2012).

According to current guidelines, all patients with
cirrhosis should be screened for OV at the time of diagnosis.
Endoscopy is the only validated method for diagnosis of OV
(Rye et al., 2012).

Repeated endoscopies cause a significant burden and
cost to endoscopy units and expose patients to unnecessary
procedures as up to 50% of patients may still not have
developed oesophageal varices 10 years after the initial
diagnosis (Berzigotti et al., 2008).

However, in recent years, several non-invasive methods
for detecting OV have been evaluated. These include clinical
and biochemical parameters, ultrasonographic findings
(Giannini et al., 2006) transient elastography (Vizzutti and
Arena, 2007) computed tomography (CT) scanning (Perri et al.,
2008) and video capsule endoscopy (De Franchis et al., 2008).

Diagnosing OV by non-invasive methods could reduce
the need of endoscopy only for patients with a high
probability of having OV, thus avoiding unnecessary
examinations. Amongst the non-invasive methods, the
platelet count/spleen diameter ratio (platelet/spleen) has
shown promising performance characteristics. A positive
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predictive value (PPV) of 96% and a negative predictive
value (NPV) of 100% for the presence of OV have been
reported using a cut-off value of 909 (Giannini et al., 2003).

The same cut-off value has been validated in a
multicentre study showing a PPV and NPV of 76.6% and
87%, respectively. Other studies have reported PPV and
NPV values ranging from 71% to 96.9% and from 35.2% to
100% respectively, considering the same or different cut-off
values (Sarangapani et al., 2010).
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Aim of the Work

To assess the diagnostic accuracy of Platelet count/splenic
diameter ratio for identification and diagnosis of
oesophageal varices in Patients with liver cirrhosis.
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Liver Cirrhosis

Structure and Blood supply of the liver

The liver is the largest internal organ in the body and is
4[ situated in the right hypochondrium. Functionally,it is
divided into right and left lobes by the middle hepatic vein.
The right lobe is larger and contains the caudate and quadrate
lobes. The liver is further subdivided into a total of eight
segments by divisions of the right, middle and left hepatic
veins. Each segment receives its own portal particle,
permitting individual segment resection at surgery (Kumar
and Clark, 2012).

The blood supply of the liver constitutes 25% of the
resting cardiac output and is via two main vessels:

* The hepatic artery, which is a branch of the coeliac axis,
supplies 25% of total blood flow. Autoregulation of blood flow
by the hepatic artery ensures a constant total liver blood flow.

* The portal vein drains most of the gastrointestinal tract
and the spleen. It supplies 75% of the blood flow.

Both vessels enter the liver via the hilum (porta hepatis).

The blood from these vessels is distributed to the
segments and passes into the sinusoids via the portal tracts
(Davidson's, 2014).




