
Question:
A 54-year-old male diagnosed with alcoholic cirrhosis 
had multiple episodes of upper gastrointestinal bleed-
ing. He had a previous episode of hepatic encephalop-
athy. Baseline hepatic venous pressure gradient was 10 
mmHg, and model for end-stage liver disease (MELD) 
score was 18. Gastroscopy revealed small low-risk 
esophageal varices (Figure 1a) and an active spurt from 
gastroesophageal varices type 2 (GOV2), which were 
successfully managed with intravenous terlipressin and 
intravariceal N-butyl cyanoacrylate injection (Figure 
1b). Contrast-enhanced computed tomography (CECT) 
of the abdomen revealed a large tortuous gastrorenal 

shunt that formed multiple gastric varices at the cardia 
and fundus of the stomach (Figure 1c). Balloon-occlud-
ed retrograde transvenous obliteration (BRTO) of the 
gastrorenal shunt was performed, and follow-up abdo-
men CECT revealed lipiodol retention with thrombosis 
of the gastric varices (Figure 1d). After 2 months, he was 
again admitted owing to hematemesis, and gastros-
copy revealed large esophageal varices and obturated 
GOV2 (Figure 1e). Hemostasis was achieved by esopha-
geal band ligation (EBL) of the large esophageal varices. 
After 3 months, he was evaluated for progressive dys-
phagia and weight loss. 
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What is Your Diagnosis?

Figure 1. a-e. (a) Small low-risk esophageal varices, (b) acute gastroesophageal type 2 variceal bleeding, (c) large tortuous gastrorenal shunt that 
formed multiple gastric varices at the cardia and fundus of the stomach, (d) lipiodol retention with thrombosis of the gastric varices after balloon-
occluded retrograde transvenous obliteration (BRTO) of the gastrorenal shunt, (e) small amount of retained glue cast at the 1-month follow-up
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Answer: 
Follow-up gastroscopy revealed a large prolapsing lower 
esophageal varix tethered to the opposite esophageal wall 
in synechae. The esophageal lumen was compromised along 
both sides of the tethered varix (Figure 2).

Ulcer formation after EBL is nearly universal, although stric-
ture formation is rare and typically present as late dysphagia, 
thereby allowing fibrosis progression and stricture formation. 
Complete obstruction of the esophagus is an exceedingly rare 
complication of EBL and is observed in individuals with cirrho-
sis with preexisting abnormalities in the esophageal mucosa, 
such as undetected strictures from previous therapies. The oc-
currence of transient dysphagia (persisting for 24-72 h) after 
EBL is more common because of engorged banded varices or 
altered lower esophageal sphincter relaxation after EBL (1).
In the present case, repeated episodes of GOV2-related bleed-

ing, despite intravariceal N-butyl cyanoacrylate injections, war-
rant further interventions such as transjugular intrahepatic 
portosystemic shunt (TIPS) or BRTO to prevent rebleeding. In 
the presence of a low portosystemic gradient, TIPS may not 
be completely effective in diverting the flow from a large gas-
trorenal shunt. Moreover, patients with a poor hepatic reserve 
(MELD score, >15) and previous hepatic encephalopathy have 
poor outcomes after TIPS compared with after BRTO. Techni-
cal success, defined by complete obliteration of the varix, after 
BRTO is reportedly 73%-100%, with a low risk for rebleeding 
rates of <10% (2). 

However, as in the present case, there is an increase in the 
size of the esophageal varices (between 7.3% and 27% after 1 
year) and an increase in the risk for esophageal variceal bleed-
ing after BRTO because of an increase in portal pressures (3). 
Careful and vigilant endoscopic follow-up and more aggressive 
endoscopic therapies are warranted to prevent the abovemen-
tioned complications.
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Figure 2. A large prolapsing lower esophageal varix with synechae to the 
opposite esophageal wall
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