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A 61-year-old male with Child-Pugh B, hepatitis B virus-
related cirrhosis, and clinically significant portal hyperten-
sion underwent esophageal endoscopic variceal ligation
(EVL) with 6 bands placed, as primary prevention for high-
risk varices. The patient was indeed intolerant to nonselec-
tive beta-blocker therapy and had large, tortuous varices
with red wale signs. After 3 weeks, an urgent endoscopy per-
formed for melena revealed active bleeding with severe
spurting from 1 of 2 band ulcers and an underlying visible
muscle layer with a suspected perforation (Fig. 1).

Due to profuse esophageal bleeding, a high risk of airway
aspiration, and the onset of hemodynamic instability, orotra-
cheal intubation and hemodynamic support were required.
Thereafter, 2 over-the-scope clips (OTSCs; Ovesco, Tübin-
gen, Germany) were deployed onto the bleeding ulcer to
entirely encompass and close the defect (Fig. 2A). Due to
the persistent variceal oozing, a partially covered self-
expandable esophageal metal stent (SEMS; 18 mm �
12 cm) was inserted, covering the OTSCs, with immediate
hemostasis (Fig. 2B).

A subsequent computed tomography scan confirmed the
presence of an inferior paraesophageal extraluminal area
(30 � 15 mm) with air and blood collection, as the conse-
quence of the perforation (Fig. 3).

Thus, an urgent transjugular intrahepatic portosystemic
shunt with coronary vein embolization was performed,
lowering the portosystemic gradient from 16 to 9 mm Hg
(normal values <6 mm Hg). The esophageal SEMS was
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removed during an esophagogastroduodenoscopy (EGD)
4 days after placement, and the site of the esophageal perfo-
ration was healing (Fig. 4A).

The clinical course was characterized by severe sepsis,
which improved over time, and after 44 days the patient
was discharged.

No further episodes of gastrointestinal bleeding occurred,
and hemoglobin levels remained stable at approximately
9 g/dL (normal values 14-17.5 g/dL). At the 6-month follow-
up EGD after the acute event, only residual low-risk varices
and evidence of scarring from prior interventions (Fig. 4B)
were observed, with no OTSC in place.

Esophageal variceal perforation secondary to EVL is
extremely rare and seldom reported in the literature.1-4

The reported instances uniformly resulted in death from
septic shock, regardless of the therapeutic approach
used, most of which were conservative due to the critical
severity of the patient’s condition.

This case highlights how, in select scenarios, a severe
adverse event can be effectively managed through a combi-
nation of advanced procedures, including prompt endo-
scopic treatment of the perforation with an OTSC and
successful resolution of portal hypertension, potentially
altering its otherwise dreadful course.
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The patient in this article has given consent to publica-
tion of their case details.
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Figure 1. A, Active esophageal bleeding with severe spurting from the ulcer at the site of prior banding. B, Visible deep-muscle layer with suspected
perforation (arrow).

Figure 2. A, Two over-the-scope clips (arrows) used to close the perforation. B, Esophageal, partially covered metal stent (18 mm � 12 cm) placement
with immediate hemostasis.
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Figure 3. A 30- � 15-mm collection (arrow) extraluminal to the esophagus consistent with the perforation adjacent to the esophageal stent (arrow-
head). A, anterior; P, posterior; R, right; L, left.

Figure 4. A, Esophageal stent removed with 2 over-the-scope clips in place at the site of the healed esophageal perforation. B, On repeat endoscopy 6
months after the acute event, residual low-risk varices (arrow) and scarring (arrowheads) from prior interventions.
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