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CLINICO-PATHOLOGICAL CONFERENCE-No. 16

A case of cirrhosis of the liver withlterminal haemorrhage from oesophageal varices

WTJeslmntlster Ho.p'tal, Vincent Square Laboratory

Summary of the Clinical Findings (Dr. lain
lacDougall)
E.N. The patient was a retired army officer

aged 72 (hospital index number 55/'275). When
seen in April I955, he was complaining of ab-
dominal pain and distension, pain beneath the
left nipple, swelling of the ankles and a left-sided
hernia. His abdomen had been swelling for nine
months and in spite of treatment at another
hospital, there had been very little improvement.
The abdominal pain had been present for four
months and was situated beneath the left costal
margin and the left nipple. It was a continuous
dull ache. There had been some weight loss
since the onset of symptoms.

Past Illnesses. 1953, Cholecystectomy; 1951,
P'neumonia. Difficulty in swallowing for 15 years
(cause never determined). Gunshot wound in the
first world war and appendicectomy. He had
never been jaundiced.
He was accustomed to drinking two or three

bottles of whisky per week and in the past was in
the habit of drinking more than this.
On Examination. The general appearance was

that of an obese and plethoric but not otherwise
markedly ill-looking man. No abnormality was
found in the head and neck. A slight degree of
gynaecomastia was present. In the thorax there
was a coarse systolic murmur widespread over the
precordium, maximal in the aortic area, trans-
mitted to the vessels in the neck. There was no
thrill and the heart was not clinically enlarged.
The blood pressure was I40/90.

In the abdomen there was marked distension,
with physical signs of ascites. We could not feel
either the liver or the spleen. There were dis-
tended veins in the abdomen, which filled from the
centre towards the periphery. A left direct
inguinal hernia was present.

Investigations. The X-ray of the chest and the
electrocardiogram findings were normal. A barium
swallow showed no oesophageal varices or other
lesion in the oesophagus, stomach or duodenum.
The blood picture was normal and the blood urea

was 14 mg. per cent. The flocculation tests were
abnormal and the serum bilirubin was slightly
raised (Table i). These findings are compatible
with a diagnosis of hepatic cirrhosis.

TABLE I

Total serum protein .. 8 g. %
Albumin globulin ratio . 35
Serum bilirubin ... .. i.6 g. ,,
Serum alkaline piosphatase .. 5 units
Flocculation tests:
Thymol turbidity ... 4
Thymol flocculation ..I-.
Colloidal gold .. I +
Zinc sulphate .. .. 2 units
Ammonium sulphate .. 6 units

We treated him with a low-sodium and high-
protein diet, and gave him 2 c.c. of Mersalyl
twice weekly.

Progress. The patient's general condition re-
mained satisfactory during his eight-week stay in
hospital. His girth fell from 50 in. to 43 in.
during the first three weeks and the physical signs
of ascites disappeared. He was discharged in
good condition to a convalescent home and while
he was there, abdominal distension occurred and
ten pints of ascitic fluid containing a good deal of
blood were removed. A second paracentesis was
carried out a day or so later, a further 13 pints
were removed and he was therefore re-admitted
to hospital.

After admission his general condition remained
stationary on the same regime as previously. At
the end of one month the ascites had accumulated
to such an extent that paracentesis was again
necessary. Three and a quarter gallons of liquid
were removed but the fluid rapidly re-accumulated.
Two months after re-admission there was a

rapid collapse, followed by a small haematemesis
and two melaena stools. Blood pressure was
io5/60. Two pints of blood were tranfused and
the stomach was emptied of blood through a

Ryle's tube. On the same day there was further
melaena and the blood pressure fell to 6040o and a
further two pints were transfused. He became
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FIG. i.-Sengastaken tube.
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FIG. 2.-Surface view of the liver shewing irregular nodules x 1.5.
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very drowsy and by the next day was in deep
coma. This was treated by continuous infusion
of io per cent. dextrose with the addition to the
drip of Ioo mg. of pyridoxine, nicotinamide,
thiamine and riboflavin, 12 gm. of glutamic acid
and 500 mg. tetracycline. On the fifth day of
coma he became rousable and the next day he
was fully conscious. His general condition
remained satisfactory for the next five days, during
which period he was given nothing to eat by mouth
but was fed through an indw-elling gastric tube
with glucose solution, vitamin cocktail and
glutamic acid.
A further haemorrhage took place and again he

became very drowsy. Slow bleeding continued for
the next 48 hours and it was decided to pass a
Sengstaken tube (Fig. i). This tube produced
such severe discomfort when the balloons were
inflated that w-e had to abandon the attempt. A
few minutes after removing the tube he again
vomited blood. As the patient was semi-
comatose this was inhaled. The trachea was
immediately intubated and its contents sucked out.
Oxygen was given under pressure. These
measures were of no avail and he died of asphyxia.
Relevant Autopsy Findings (Dr. George Lumbh)
(PM.lD 42 55)

Gastro-intestinal System. The oesophagus
showed a considerable quantity of blood and blood
clot in its lumen extending up into the pharynx.
When this had been washed away large oesophageal
varices were seen, most numerous at the low-er
end, with evidence of bleeding from them.
There was some irregular mucosal ulceration
scattered throughout the oesophagus. The
stomach showed numerous dilated veins in the
findus but there was no evidence of bleeding
from them, although there was a considerable
quantity of altered blood mixed with the stomach
contents. Some altered blood w-as found mixed
with the intestinal contents throughout the re-
mainder of the bowel. The gall bladder had been
removed at operation and numerous adhesions
between the peritoneum and the right lobe of the
liver were seen.

The liier (Fig. 2) was considerably diminished
in size and its surface was irregular and nodular.
On cut surface it showed irregular fibrous strands
scattered throughout its substance. It w-as pale
grey in colour.
The body showed a pale yellow discoloration of

the skin and the fat throughout was somewhat
icteric.

Lungs. A considerable quantity of the blood
which was in the oesophagus had passed into the
bronchial tree and was seen spreading down into
the bronchioles. Both lungs showed terminal
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FIG. 3.--Wall of the oesophagus shewing ulcerated
mucosa and grossly dilated veins. Haematoxylin
and Eosin x 50.

congestion and oedema but there was no evidence
of consolidation. There were numerous Tardieu
spots scattered over the pleural surfaces.

The cause of death was asphyxia due to inhalation
of blood from the bleeding oesophageal varices in
the presence of cirrhosis of the liver.

Histology from the oesophagus shows grossly
dilated vessels in the submucosa and subserosa
together with evidence of ulceration of the mucosa
(Fig. 3). The liver shows a diffuse portal-type
of cirrhosis with irregular strands of fibrous tissue
passing between the remaining viable liver cells
producing irregular islands without any normal
lobular arrangement. In the fibrous areas there
are occasional bile canaliculi but there is no
evidence of regeneration and the appearances
suggest a static quiescent process (Fig. 4).
Discussion

DR. LuL'B: It is clear, therefore, that although
w-e have an obvious cause of death and a clear-cut
disease process, we were unable to explain the
dysphagia which had been such a long-standing
symptom in this patient. It is impossible that
it could have been caused by the oesophageal
varices and no other abnormalities were found in
or near the oesophagus.

DR. *IAcDIOUGALL: The first point of interest
is the effect of gastric haemorrhage on patients
with advanced liver disease. There are two.
factors operating.

First of all the exsanguination must produce a
high degree of hepatic anoxia and this, with an
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FIG. 4.-Liver shewing irregular fibrosis. Haematoxvlin and Eosin x 45.

already seriously damaged liver, would upset the
metabolism profoundly.
The second aspect is the absorption from the

intestine of digestive products and of massive
quantities of protein. It is known that high
protein intake in advanced liver disease produces
disturbance of consciousness and sometimes coma.
Many people believe that this is due to ammonia
poisoning, the damaged liver being unable to
prevent a rise in the blood ammonia. This is not
the whole story and we also believe that absorbed
amino acids are shunted past the liver through
the collateral circulation which has developed,
instead of being deaminated in the liver, thus
reaching the systemic circulation.

DR. R. I. S. BAYLISS: The mental disturbances
and the neurological abnormalities mentioned by
Dr. AMacDougall can readily be produced in
certain patients who have had a porto-caval
anastomosis. Dr. Sherlock at the Postgraduate
Medical School has shown that in some of these
patients the administration of ammonium chloride
by mouth will induce coma and other neurological
upsets.
MR. ROBERT COX: I have seen cases of this

phenomenon where patients xwent into coma or
developed mental symptoms each time they had a
haemorrhage. I regard it as imperative to wash
out the stomach in order to remove the blood from

the gastro-intestinal tract as soon as possible. Do
you think it would be a good plan to give saline
purgatives to these patients in order to clear the
intestinal tract of blood ?

DR. R. I. S. BAYLISS: I quite agree that the
absorption of blood from the intestinal tract may
provide an excessive protein load. Whether it is
the amino acids or the ammonia which causes the
trouble is still uncertain but every effort must be
made to reduce the absorption of blood from the
gastro-intestinal tract. The best way of doing
this is to put down a Ryle's tube and aspirate as
much of the blood as possible. The idea of giving
a saline purge to clear the gut seems a sound one,
although it would be important not to add further
to any possible dehydration.

MR. Cox: I have frequently used a XMiller
Abbott tube which, when in position in the
stomach, could be pulled up to the cardia and in
this way would control haemorrhage very satis-
factorily. I feel the tube which has been
demonstrated is too rigid for introduction past the
oesophageal varices and I am not surprised to hear
that there was considerable discomfort when the
tube was dilated.

DR. RICHARD TONKIN: I have seen the tube in
use in Canada, particularly in Toronto, as well as
in this country, and noticed that those used in
Canada were made of a softer rubber. I would
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add that the Canadians seem to have given up
using these tubes.

DR. MACDOUGALL: Alcoholic cirrhosis seems
to occur sometimes in people who have been
accustomed to a high alcoholic intake throughout
their lives and whose economic circumstances have
recently forced them to reduce their food intake
while maintaining a relatively high alcohol intake,
and this seems to be borne out in the present case,
the patient being a retired Service officer, living
on a pension.
MR. Cox: I agree.
DR. BAYLISS: The relationship of alcohol to

cirrhosis is a difficult and complicated one.
There is some evidence that alcohol has a direct
hepatotoxic effect on the liver, although there are
observations that given in considerable quantities
to animals over long periods, alcohol fails to
produce cirrhosis. It has, therefore, been sug-
gested that the excessive alcohol intake may by
depleting the patient's appetite for other foods
cause a serious nutritional imbalance particularly
causing a defect in protein intake, a food almost
as expensive as the alcohol. In addition, there
does seem to be an individual susceptibility.

Professor Robert Clark in Chicago has shown by
liver biopsy that many of the chronic alcoholics of
the city do not appear after many years of drinking
to have any evidence of cirrhosis at all.

DR. LUMB: How valuable do you think the liver
biopsy is in assessing a liver cirrhosis in cases
where relatively large areas of liver remain intact
between bands of fibrosis ? Would it not be
possible to introduce the needle into one of these
relatively normal areas ?

DR. BAYLISS: Although these biopsy specimens
are small, usually they are representative of the
whole liver particularly when the condition is wide-
spread, as in the case in portal cirrhosis. The
biopsy usually covers more than one hepatic lobule
and therefore does reflect any generalized changes
in the liver. Furthermore, in an advanced case of
cirrhosis, the liver has a characteristic feel. It is
like cutting through a carcinoma.

DR. MACDoUGALL: I agree. It is a most
extraordinary sensation.

DR. PROTHEROE: Did the patient have any
history of jaundice before or after the chole-
cystectomy ?

DR. MACDOUGALL: No.
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