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Avrupa Gatrointestinal Endoskopi Derneg1 -European Society of Gastrointestinal Endoscopy (ESGE) — Endoscopy
dergisi son sayisinda “Ozofago-gastrik varis kanamalarinin endoskopik tan1 ve tedavisi rehberi” yayinladi. One ¢ikan
oOneriler agagidadir.

» Table2 Definitions used in this Guideline.

Compensated ACLD

Decompensated ACLD

Clinically significant portal hypertension
High risk esophagogastric varices

High risk cirthotic patients with variceal
bleeding

Acuteepisode of variceal bleeding

Earlyvariceal rebleeding

Late variceal rebleeding
Type 1 gastroesophageal varices (GOV1)
Type 2 gastroesophageal varices (GOV2)
Type 1 isolated gastric varices (IGV1)

Type 2 isolated gastric varices (IGV2)

Liver stiffness measurement by transient elastography <20 kPa and platelet count >150 x109/L
Liver stiffness measurement by transient elastography =20 kPa or platelet count <150 x 107/L
HVPG >10mmHg and/or liver stiffness by transient elastography > 25 kPa

Varices that are medium or large size or varices that are small size with red wale markings

HVPG 220mmHg

Variceal bleeding events in the interval of 5 days from the time of patient presentation to a medical
facility

Variceal bleeding that occurs beyond 5 days but with 6 weeks from the time of patient presentation to
amedical facility provided initial hemostasis was achieved

Variceal bleeding thatoccurs = 6 weeks from the time of patient presentation to a medical facility
Extend below the gastroesophageal junction along the lesser curvature of the stomach

Extend below the gastroesophageal junction into the gastric fundus

Are only located in the gastric fundus

Are located elsewhere in the stomach (e. . antrum)

ACLD, advanced chronic liver disease; GOV, gastroesophageal varices; HVPG, hepatic venous pressure gradient; IGV, isolated gastric varices

Initial ion and of suspected | variceal h
= Hemodynamic resuscitation — initially using IV crystalloid fluids

= Use restrictive RBC transfusion policy

= Start vasoactive medication

= Give antibiotic prophylaxis

= Temporarily withhold antiplatelet agents and antic
= Consider endotracheal intubation in selected at-risk patients®

= Consider giving an IV promotility agent prior to upper gastrointestinal endoscopy

lante*

Perform EGD within 12 hours of patient presentation
once adequately hemodynamically resuscitated

EVH confirmed
Perform risk stratification

|
Perform EBL

EVH controlled Persistent EVH Recurrent EVH within the first 5 days

Second attempt at endoscopic
hemostasis or perform salvage TIPS

1. Low risk of recurrent bleeding
a. continue vasoactive medication for up to 5 days and
initiative/resume NSBB
b. schedule follow-up endoscopy within 1-4 weeks for
repeat EBL for secondary prophylaxis
2. High risk of recurrent bleeding Consider urgent rescue TIPS or esophageal stent (if available),
a. consider pre-emptive TIPS within 72 hours or je balloon as a i measure followed by
within 24 hours) rescue TIPS

» Fig.1 ESGE algorithm for the management of acute esophageal variceal hemorrhage (EVH).
EBL, endoscopic band ligation; EGD, AV, i ; NSBB, nonspecific beta blocker; RBC, red blood cell;
TIPS, po ic shunt.

* The restarting ofannplateletxgents and/or anticoagulants should be guided by the patient's risk of rebleeding versus their risk of thrombosis.
§ Extubation should occur as soon as clinically safe following upper gastrointestinal endoscopy.
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Initial evaluation and management of suspected gastric variceal hemorrage
= Hemodynamic resuscitation - initially using IV crystalloid fluids

= Use restrictive RBC transfusion policy

= Start vasoactive medication

= Give antibiotic prophylaxis

- ily withhold antiplatelet agents and antic
= Consider endotracheal intubation in selected at-risk patients®

= Consider giving an IV promotility agent prior to upper gastrointestinal endoscopy

Perform EGD within 12 hours of patient presentation
once adequately hemodynamically resuscitated

GVH confirmed
Classify gastric or gastroesophageal varices according to the Sarin classification

Perform endoscopic cyanoacrylate injection
Cyanoacrylate injection or EBL in patients with GOV1-specific bleeding
EUS-qguided injection of coils + cyanoacrylate may be used in centers with expertise

GVH controlled Persistent GVH Recurrent GVH within the first 5 days

TIPS or BRTO; or may consider relook
endoscopy with EUS-guided injection
of coils + cyanoacrylate in centers
with expertise

1. Continue vasoactive medication for up to 5 days and
initiative/resume NSBB

2. For secondary prophylaxis, an individualized patient
approach should be used based upon patient factors and
local expertise

3. If patient is at high risk for rebleeding, consider
pre-emptive TIPS

Urgent rescue TIPS or BRTO, or tamponade gastric balloon
as a temporizing measure followed by rescue TIPS or BRTO

» Fig.2 ESGE algorithm for the management of acute gastric variceal hemorrhage (GVH).

BRTO, balloon i ic band ligation; EGD, esophagogastroduodenoscopy: EUS, endoscopic
ultrasound; GOV1, gastroesophageal varices type 1: IV, intravenous; NSBB, nonspecific beta blocker; RBC, red blood cell; TIPS, transjugular
intrahepatic portosystemic shunt.




