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Patients with hepatitis C should be
initially evaluated for cirrhosis: if it is

not present, there is no need to screen for
esophageal varices. A patient with cirrhosis
should be screened promptly with upper
endoscopy. If no varices are found, endoscopy
should be repeated every 2 years. The finding
of small varices requires repeat endoscopy
annually.1

■ HEPATITIS C INFECTION AND CIRRHOSIS

Millions of Americans are chronically infect-
ed with the hepatitis C virus, a disease associ-
ated with significant morbidity and mortality.
Natural history studies suggest hepatitis C
infection progresses to cirrhosis in 20% of
cases,2 making it the most common cause of
cirrhosis in the United States.

Cirrhosis almost unavoidably leads to the
potentially devastating complications of por-
tal hypertension, which include ascites,
hepatic encephalopathy, and the formation of
esophageal varices.

■ VARICES CAN DEVELOP RAPIDLY
AND BE DANGEROUS

Cirrhosis caused by any chronic liver disease is
the main cause of varices related to portal
hypertension. Bleeding from varices is the
most common cause of death from cirrhosis (>
30% of deaths). Large esophageal varices
should be identified as early as possible so that
primary prophylactic strategies can be offered.

Patients with cirrhosis have a 50% chance
of having varices at the time of diagnosis.
Those with no varices on initial endoscopy
develop them at a rate of 5% to 20% annual-
ly. For those found to have small varices on
endoscopy, about 5% to 15% progress to hav-
ing large varices each year.3

The risk of hemorrhage increases with the
size of varices, as well as the severity of hepat-
ic dysfunction as determined by the Child-
Pugh classification.

Merkel et al,4 in a randomized, placebo-
controlled study in 161 patients with cirrhosis
and small esophageal varices, found that the
nonselective beta-blocker nadolol inhibited
the growth of esophageal varices and reduced
the risk of bleeding. These findings should be
confirmed in large trials. Nevertheless, nonse-
lective beta-blockers are the preferred treat-
ment for patients with medium-sized or large
varices that have not yet bled.

■ ENDOSCOPY IS STILL
THE BEST TEST

Endoscopy is the standard screening test for
identifying varices. A less-invasive method
would be preferable: several studies have
looked for potential noninvasive markers,
including low blood platelet counts, dilated
portal veins as seen on ultrasonography, low
blood albumin levels, the presence of telang-
iectasias, and increased spleen size.5,6

Although several independent predictors
have been identified, no algorithm has been
developed to more narrowly select patients for
endoscopic testing.

New technology, such as wireless capsule
endoscopy, and other less-invasive methods
have shown promise in identifying
esophageal varices, but their role remains
unproven.
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