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ABSTRACT

Esophageal variceal bleeding is a serious complication of portal hypertension in cirrhotic patients. Current treatment approach consists of band 
ligation and sclerotherapy. More than 10% of variceal bleedings are refractory to standard treatments and have a higher mortality rate. In this 
study, we aimed to share our experiences regarding covered self-expanding metal stent (SEMS) as a bridging therapy to permanent treatments, 
which decrease portal blood pressure, such as TIPS and surgery in two refractory variceal bleeding patients who were referred to our hospital with 
a past history of multiple band ligations to esophageal varies.   (JAREM 2016; 6: 119-21)
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INTRODUCTION

Esophageal variceal bleeding is a serious complication of por-
tal hypertension in cirrhotic patients. The current treatment ap-
proach consists of band ligation and sclerotherapy. More than 
10% of variceal bleedings are refractory to standard treatments; 
therefore, they have a higher mortality rate (1).

Success rate of balloon tamponade in short-term variceal bleed-
ing is between 50%–95%. Serious complications of balloon tam-
ponade are aspiration pneumonia, airway obstruction, and huge 
esophageal ulceration (2). The placement of self-expanding 
metal stent (SEMS) has been used as a new rescue therapy since 
2003. Fabienne et al. (2) used the placement of fully-covered 
SEMS as an alternative therapy to balloon tamponade in acute 
refractory variceal bleedings. Results of four big studies that have 
reported lesser complication and higher bleeding control rates 
in acute variceal bleeding are encouraging. According to these 
results, covered SEMS can be considered as a treatment option 
for refractory variceal bleedings (2). With the current study, we 
aim to demonstrate that the placement of covered SEMS can be 
used as a bridging therapy to permanent treatments such as TIPS 
and surgery, which decrease portal blood pressure. In our study, 
two refractory variceal bleeding patients had a past history of 
multiple band ligations to esophageal varies due to liver cirrhosis 
and portal vein thrombosis.

CASE PRESENTATION

A 70-year-old male patient was admitted to the emergency ser-
vice department with hematemesis. Esophageal varices had 
been revealed with esophagogastroduodenoscopy in 2004. 
Further investigations revealed portal vein thrombosis. Multiple 
band ligations had been performed because of recurrent variceal 
bleeding.

Chronic obstructive pulmonary disease, deep vein thrombosis, 
and MTHFR gene mutation were the concomitant diseases. The 
patient was using propranolol to prevent variceal bleeding.

Laboratory examination results were as follows: Hb, 6.5 gr/dL; 
WBC, 5000/mm3; platelet, 34000/mm3; AST, 19 IU/L; ALT, 10 IU/L; 
ALP, 52 IU/L; GGT,12 IU/L; total Bil, 1.3 mg/dL; Alb, 2.4 gr/dL; PT, 
13 s; INR, 1.1.

Esophagogastroduodenoscopy revealed 3 colons of grade 2–3 
esophageal varices in the distal esophagus. Band ligation was 
performed. Hematemesis began 72 h after band ligation. In con-
trol endoscopy, active bleeding from an ulcerated varice, which 
had been subjected to band ligation, was seen. But the varice was 
not suitable for ligation. Therefore, SX-Ella Danis SEMS (ELLA-
CS, Hradec Kralove, Czech Republic) variceal stent was placed, 
and the bleeding stopped immediately. Covered SEMS was re-
moved with a special extractor (PX-Ella Extractor, ELLA-CS) on 
the 14th day after placement. No complications were observed. 
Distal splenorenal shunt surgery was performed after stent re-
moval to decrease portal pressure. Figures 1 and 2 demonstrate 
endoscopic and fluoroscopic images of the variceal stent. Figure 
3 demonstrates distal esophageal varices after stent removal.

A 44-year-old female patient was admitted to the emergency 
service department with massive hematemesis. She had been 
followed up for portal vein thrombosis since 2009, and she had 
been treated with multiple band ligations. The latest band liga-
tion had been performed a month ago. She was using insulin 
for diabetes mellitus, a concomitant disease. She was using pro-
pranolol 40 mg/day. Laboratory examination results were as fol-
lows: Hb, 7.4 gr/dL; WBC, 5400/mm3; platelet, 55600/mm3; PT, 17 
s; INR, 1.52; AST, 29 IU/L; ALT, 15 IU/L; total Bil, 0.86 mg/dL; Alb, 
2.3 gr/dL; ALP, 83 IU/L; GGT, 16 IU/L.
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An active bleeding ulcer on a varice colon that had been ligat-
ed was revealed at the distal esophagus during esophagogas-
troduodenoscopy. Band ligation was not suitable because of 
sclerosis secondary to recurrence band ligations. Four packs of 
erythrocyte suspension transfusion were required. SX-Ella Danis 
esophageal variceal stent was placed. Stent placement at distal 
esophagus was demonstrated on fluoroscopy. Blood transfusion 
was not required after the procedure.

Partial thrombus in the main portal vein lying to the left and 
right portal veins, tense ascites, and pleural effusion were dem-
onstrated on CT Angiography. Transjugulary portosystemic 
intrahepatic shunt (TIPS) was performed on the 13th day after 
stent placement. The portal venous pressure was 37 mmHg 

before the TIPS procedure and 14 mmHg after the TIPS pro-
cedure.

Self-expanding metal stent was removed with the PX-Ella Ex-
tractor on the 14th day after placement. In control esophago-
gastroduodenoscopy, it was seen that all varices had completely 
shrunk. Endoscopic images before and after stent placement are 
shown in Figures 4 and 5.

DISCUSSION

The current treatment of acute variceal bleeding consists of a 
combination of hemodynamic stabilization, antibiotic prophylax-
is, pharmacological agents such as terlipressin and somatostatin 
or their analogs, and endoscopic treatments.

Band ligation or sclerotherapy must be performed after the pa-
tient stabilizes. Recurrent bleeding occurs in 15%–20% of patients 
in the early period (first 5 days) because of endoscopic and phar-
macological treatment failure. Mortality rate in these patients 

Figure 1. Endoscopic and fluoroscopic images of the variceal stent

Figure 3. Distal esophageal varices after stent removal 

Figure 2. Endoscopic and fluoroscopic images of the variceal stent

120
Çolak et al.

Self-expandable Metal Stent Application. JAREM 2016; 6: 119-21

Figure 4. Endoscopic images before stent placement 



is 30%–50% in different series, which is considerably high (3). If 
excessive bleeding occurs after endoscopic and pharmacologi-
cal treatment failure, balloon tamponade is generally used until 
permanent treatments, such as TIPS or shunt surgery, are per-
formed. SEMS, with a minor complication rate, is an alternative 
method to balloon tamponade as a bridging therapy. Wright et 
al. (4) successfully performed stent placement for 10 patients with 
refractory variceal bleeding. Patients’ disease etiologies were cir-
rhosis secondary to Hepatitis C and alcohol and primary biliary 
cirrhosis.

Balloon tamponade is generally used until permanent treat-
ments, such as TIPS or shunt surgery, are performed. SEMS, with 
a minor complication rate, is an alternative method to balloon 
tamponade as a bridging therapy. Wright et al. (4) successfully 
performed stent placement for 10 patients with refractory varice-
al bleeding. Patients’ disease etiologies were cirrhosis secondary 
to Hepatitis C and alcohol and primary biliary cirrhosis.

CONCLUSION

We believe that our cases are of particular importance for the 
following reasons. First, we had patients with a different etiol-
ogy (chronic portal vein thrombosis). Second, we successfully 
performed SEMS as a bridging therapy to permanent treatments 
such as TIPS and shunt surgery to decrease portal vein pressure. 
Furthermore, we believe that, because of SEMS, developed 
granulation tissue in esophageal mucosa play an important role 
in preventing new varice formation.
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Figure 5. Endoscopic images after stent placement 
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