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Abstract
Bleeding from oesophageal varices is the commonest
cause of significant upper gastrointestinal bleeding in
Sri Lanka. Endoscopic band ligation is an effective
method in the management of varices. But the cost of
banding equipment is high, unaffordable for a majority of
our patients. We have devised a cheap method to carry
out banding of varices.

Banding of varices using this technique was carried
out in 235 patients. In the patients who were followed up,
there was a reduction in the size of varices across all
grades of varices. No complications due to banding were
noted, and only 10 patients developed re-bleeding. Since
the initial experience on efficacy and safety of this
technique is encouraging, we believe that its widespread
adoption in Sri Lanka would be cost effective and life-
saving.

Bleeding from oesophageal varices is the commonest
cause of significant upper gastrointestinal bleeding in Sri
Lanka and portal hypertension due to alcohol induced
cirrhosis is the commonest cause of varices worldwide.
Mortality from first bleed is about 50% [1]. Patients who
survive the first bleed are at high risk of re-bleeding (over
60% at 1 year) [2,3]. The risk of bleeding increases with
the severity of liver disease and variceal size [4]. Endoscopic
band ligation is an effective method in arresting acute
bleeding and in preventing re-bleeding from oesophageal
varices [5,6]. It is also considered to be safer and more
effective than endoscopic injection sclerotherapy [2,6–9].

The cost of banding is high in Sri Lanka. The price of
a single commercially available set of bands range from
Rs 15 000 to Rs 20 000. Thus banding is unavailable for a
majority of the patients with variceal bleeding despite the
availability of endoscopic facilities in many hospitals in
Sri Lanka. We have devised a cheap method from locally
available materials for banding of varices.

14CH/Fr Foley catheters were used to make 1/16 inch
thick bands. Up to 150 bands could be made from a single
catheter. Thread seal was used to fasten the bands to a
plastic cylinder at the end of the endoscope. The same
technique, using the handle unit and the ligating unit of
the commercially available kit, was followed in the insertion
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of the bands. The cost of a single application of bands
was about Rs 5.

This technique was followed at the endoscopy unit
of Colombo South Teaching Hospital in banding of
oesophageal varices since March 2000. Banding was
performed in patients with acute variceal bleeding as well
as in those who were detected as having varices on upper
GI endoscopy. Informed verbal consent for the procedure
was obtained from the patients whenever possible.
Paguet’s endoscopic grading of varices was used to grade
the size of oesophageal varices [10].

A total of 235 patients were banded using this method
between March 2000 and January 2004. A majority of these
patients (about 90%) underwent banding immediately
following acute upper gastrointestinal bleeding: six
patients died during the first week. All the patients who
died were very ill and had already lost a large amount of
blood by the time they were subjected to banding.

Eighty eight (38.4%) patients attended at least one
follow up endoscopy session. These patients were
followed up for variable periods of time ranging from 1 to
30 months. Fifty two patients (59.1%) were followed up
for 0 to 6 months while 25 (28.4%) were followed up for 6
to 12 months, and the rest up to 30 months.

Patients’ ages ranged from 7 to 79 with a median of
52. Eighty three per cent were males. A total of 198 banding
sessions were carried out and 777 bands were inserted
with an average of four bands per session.

Most of the patients showed a reduction in the size
of oesophageal varices during the follow up period
(Table 1). Only five (5.7%) patients showed worsening of
varices. None had complications such as ulceration or
secondary bleeding in the immediate post-procedure
period. Only 10 (11.4%) patients developed re-bleeding
during the follow up period.

Our study shows that endoscopic band ligation can
be carried out in patients with oesophageal varices using
our locally improvised bands. This has an enormous
impact on the cost of banding making it an affordable
option for patients with varices admitted to government
hospitals.
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Table 1. Severity of oesophageal varices at the initial banding and on follow up endoscopy

Severity of varices At initial banding At follow up endoscopy
None Grade I Grade II Grade III Grade IV

Grade I –
Grade II 19 – 11 4 4 –
Grade III 54 3 21 17 12 1
Grade IV 15 – 3 6 3 3
Total 88 3 35 27 19 4
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The poor follow up rate was a deficiency in our study.
This was not unexpected considering that a majority were
heavy alcohol consumers who had a low educational level
and belonged to a poor socioeconomic class. The
extremely low re-bleeding rate observed could be due to a
higher abstinence rate and better compliance with
treatment in the group who attended followed up. Despite
the poor follow up rate, almost all showed a reduction in
the size of oesophageal varices, with no complications
across all grades of varices. A study which compares the
use of these bands against the use of standard bands
with a more complete follow up would have strengthened
the efficacy of our technique. We have already made plans
for such a study. Nevertheless, the results of the initial
experience are encouraging. Hence we believe that
widespread adoption of this technique in Sri Lanka would
be cost effective and life-saving.
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A recent special issue of British Medical Journal
emphasised the situation of poverty and health in South
Asia [1]. The region has half the population below the
poverty line and burdens from communicable and non-
communicable diseases, injuries, tobacco use and
malnutrition. It is also the “the poorest, most illiterate,
most malnourished, least gender-sensitive and most
deprived region of the world” [2]. The article gives an
overview of a few selected areas related to poverty,
inequality and ill health, which are especially relevant to
health workers in southern Asia.

What is poverty?
The simplest definition of the poor is “having little

money or means” [3]. However, poverty has several facets
such as social exclusion and low self-esteem, though the
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emphasis is often on money, materials or assets. Relative
poverty and absolute poverty are two other concepts used
when defining the term. In the former, poverty is defined
in relation to the standards that exist elsewhere in society.
For example, the cut-off could be arbitrarily set at the level
of the bottom three income deciles. This approach gives
little information on poverty profiles over time because
there is always a bottom 30% of the population, irrespective
of changes in living standards. In contrast, absolute
poverty considers whether essential or basic human
physical subsistence needs (e.g. food, safe drinking water,
sanitation facilities, health, shelter, education, information
and access to social services) are being met or not [4]. For
convenience, these essential needs are often expressed
as daily-recommended nutrition allowances in calories per
person. Thus, poverty is assumed to be present if a
household is unable to purchase the daily-required
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