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The authors describe a 78-year-old male with alco-
holic liver cirrhosis (Child-Pugh score 9 points, Meld-Na 
16 points, without active drinking habits for several 
years). The patient had clinically significant portal hy-
pertension manifested as refractory ascites managed 
with repeated large volume paracentesis and five bleed-
ing episodes from esophageal varices. During these 
bleeding events the patient was treated with multiple ses-
sions of band ligation and sclerotherapy. Two days after 
being discharged from the hospital due to the last bleed-

ing episode he was readmitted due to hematemesis with 
hypotension and anemia. After clinical stabilization and 
blood transfusion to reach safe hemoglobin levels (he-
moglobin at admission: Hb 6.7 g/dL), upper GI endos-
copy was performed, showing in the distal third of the 
esophagus (37 cm from the incisors), an esophageal var-
ix with cherry-red spots and a white nipple sign sugges-
tive of a rupture point (Fig. 1a). Band ligation was ini-
tially tried, which was not successful due to marked fi-
brosis that prevented the cord to enter in the cap for 
banding. A massive variceal bleeding developed causing 
loss of endoscopic view and an SX-ELLA Danis-stent (25 
× 135 mm, fully covered) was placed under guidewire 
with immediate technical and clinical success (Fig. 1b). 
The proximal limit of SX-ELLA Danis-stent was located 
at 29 cm of the incisors. The patient progressed favorably 
with no evidence of further blood loss and ICU admis-
sion was not needed. Given the several episodes of vari-
ceal bleeding despite endoscopic therapy and refractory 
ascites, 7 days after the index procedure a Transhepatic 
Portosystemic Shunt (TIPS) VIATORR® endoprosthesis 
with 7 mm was placed without complications reaching a 
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hepatic venous pressure gradient of 11 mm Hg (from an 
initial 22 mm Hg) (Fig. 2). The Danis-stent was endo-
scopically removed using a foreign body forceps 11 days 
after its placement (Fig. 3). A marked reduction in the 
size of the esophageal varices and a whitish scarry area in 
the distal esophagus coincident with the previous rup-
ture point were observed (Fig. 4). Clinical evolution was 
favorable with no further bleeding recurrence or hepatic 
encephalopathy and partial improvement of ascites. The 
patient was discharged and maintained follow-up on 
hepatology outpatient clinic.

Discussion

Portal hypertension is the hemodynamic abnormality 
associated with the most severe complications of liver cir-
rhosis, including ascites, hepatic encephalopathy, and 
bleeding from gastroesophageal varices. Variceal bleed-
ing is a medical emergency associated with a mortality of 
10–20% in 6 weeks [1].

The combination of vasoactive drugs and endoscopic 
therapy (preferably esophageal band ligation) are recom-
mended as the main therapeutic modality for bleeding 
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Fig. 1. EGD showing an esophageal varix cord with a nipple sign compatible with a rupture point (a). Massive 
bleeding after unsuccessful band ligation managed with the placement of an SX-ELLA Danis-stent (b).

Fig. 2. TIPS was placed without immediate 
complications. VIATORR endoprosthesis 
with 8–10 mm was used. TIPS (white arrow) 
and SX-ELLA Danis-stent seen on X-ray.

Fig. 3. SX-ELLA Danis-stent seen endoscopically in retroflexion (a). The stent was re-
moved using a foreign body forceps without complications (b).
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esophageal varices; however, it can be challenging in the 
presence of massive bleeding. In this scenario, as ex-
pressed in AASLD and EASL recommendations, fully 
covered self-expandable metallic stents and Sengstaken-
Blakemore tubes (SBT) are viable options, recommended 
as bridge to a definitive therapy [1–3].

SBT are the most widely used, providing bleeding con-
trols of 90%. However, it should only be used under in-
tensive care facilities due to the high risk of severe and 
life-threatening complications. Dedicated fully covered 
self-expandable metallic stents (like SX-ELLA Danis-
stent) have also been used in this setting, achieving an 
higher rate of bleeding control with a lower incidence of 
severe complications [4, 5]. In this clinical case the au-
thors exemplify the use of an SX-ELLA Danis-stent as 
bridge for TIPS placement in a patient with massive vari-
ceal bleeding refractory to band ligation.

From the authors’ point of view, SX-ELLA Danis-
stents should generally be favored over SBT placement 
due to its higher efficacy, less potential complications, 
and the fact that it can be used by endoscopists in a urgent 
setting even by those without experience in fluoroscopy. 
Also, as Danis-stent allows an immediate control of vari-
ceal bleeding, it will reduce the time needed for airway 
protection and ICU admission. Nevertheless, all emer-
gency physicians should be able do use SBT and therefore 
it will retain its role in a facility without gastroenterology 
support and in all cases of uncontrolled bleeding from 
gastric varices where Danis-stent placement would not be 
effective.
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Fig. 4. EGD after stent removal showing an important reduction in esophageal varix size (a). On the distal esoph-
agus a whitish scarry area, in relation with the previous rupture point, was also seen (b).
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