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uma ponte para a estabilidade clínica na cirrose 
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In this issue of GE – Portuguese Journal of Gastroenter-
ology, Santos et al. [1] report outcome data on TIPS place-
ment in patients with advanced cirrhosis from Portugal’s 
premier liver transplant and interventional radiology 
center.

TIPS placement has a crucial role in the management 
of acute variceal bleeding (AVB). In patients with high 
risk of treatment failure (i.e., Child-Pugh class C disease 
or class B disease and active bleeding at endoscopy), TIPS 
should be considered within 72 h of admission (preemp-
tive TIPS), as it reduces rates of failure to control bleeding 

and rebleeding [2, 3]. Improvement in survival has also 
been demonstrated by previous studies [2, 4]. However, 
this benefit might be limited to Child-Pugh class C dis-
ease, as showed by a recent study [3], supporting the view 
that preemptive TIPS should be the treatment of choice 
in this sub-group of high risk patients. Regarding second-
ary prophylaxis, TIPS can be considered in patients who 
rebleed despite conventional therapy, and in selected pa-
tients with gastric varices, TIPS plus embolization can al-
ready be considered as first-line therapy [5]. 

Refractory ascites is another important indication for 
TIPS placement. Within 4 to 6 weeks of TIPS placement, 
portal pressure is reduced with increased cardia output 
resulting in increased natriuresis and fluid excretion [6, 
7]. Although the effect of TIPS placement on survival in 
these patients is still controversial, Bureau et al. [8] 
showed that TIPS could improve 1-year transplant free 
survival when compared to large volume paracentesis 
with albumin infusion, suggesting that TIPS should be 
the therapeutic option to control recurrent ascites in se-
lected patients [8]. 

TIPS has been recommended in selected cases of re-
current symptomatic hepatic hydrothorax and may im-
prove renal function in some patients with hepatorenal 
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syndrome [5, 7]. The prognostic role of neoadjuvant TIPS 
in patients undergoing elective extrahepatic surgery has 
also been reported [9, 10]. 

In this retrospective, single-center cohort, 78 TIPS 
were performed in the same department from January 
2015 until November 2018. Technical success was 
achieved in 97.4% (n = 76). Mean pre-TIPS portosystem-
ic pressure gradient (PPG) was 18.1 ± 5 mm Hg and post-
TIPS PPG was 12 ± 5 mm Hg, with a mean decrease of 6 
± 3 mm Hg.

It should be noted that post-TIPS PPG measured un-
der general anesthesia does not accurately predict the risk 
of decompensation after TIPS placement [11]. Addition-
ally, it has been suggested that the optimal timing to mea-
sure post-TIPS PPG should be at least 24 h after the pro-
cedure [12]. This avoids incorrect estimation of the PPG 
that will be maintained after TIPS placement [12]. 

Fifty-one patients were included in the final study 
sample, after exclusion of those with technical failure or 
loss of follow-up. Most were male (75%, n = 38) and had 
alcohol-related liver disease (57%, n = 29). Indications for 
TIPS were mainly refractory ascites (65%, n = 33) and 
therapeutic refractory or recurrent variceal bleeding 
(35%, n = 18). 

After a mean follow-up of 15.7 ± 15 months, complete 
control of refractory ascites was achieved in 15/33 (45.5%) 
patients. A total of 22% (4/18) developed recurrence of 
variceal bleeding which was associated with lower base-
line hemoglobin values compared to those who did not  
(p = 0.03). 

In this study, hepatic encephalopathy (HE) occurred in 
41% of patients (n = 21) which was consistent with other 
reports [3, 13]. In fact, HE has been described as a major 
adverse event of TIPS insertion [13]. Nevertheless, in pa-
tients with difficult to control ascites, no difference was 
found concerning the risk of HE between TIPS group 
when compared to conventional therapy group [8]. Stent 
reduction or TIPS occlusion may be required for manag-
ing post-TIPS HE if laxative treatment is not sufficient [5]. 

Regarding mortality, 6 (11.7%) patients died within 1 
month after the TIPS procedure. Significantly higher 
mortality was noted in patients with advanced cirrhosis 
(Child-Pugh score > 9 points [p = 0.01] and MELD score 
> 19 points [p = 0.02]) and in those with prior HE (p = 
0.001). This last finding is interesting. Indeed, HE is clear-
ly underestimated by MELD score and has been described 
as an independent risk factor for mortality in patients 
awaiting liver transplantation [14, 15]. 

It is noteworthy that, despite the evidence of a positive 
impact of TIPS on survival in variceal bleeding in patients 

with advanced cirrhosis (Child-Pugh C), it is still not 
commonly used as a first line therapeutic approach and 
often used as a salvage therapy [3]. It has been suggested 
that patients with advanced cirrhosis and variceal bleed-
ing who may benefit from preemptive TIPS should be 
transferred to reference centers [3]. We should perhaps 
take advantage of the “fast-track” concept that already ex-
ists, for instance, in acute coronary syndrome or in stroke 
patients, and create a specific circuit for selected cirrhot-
ic patients, especially for those who are candidates for liv-
er transplantation. 

In conclusion, though retrospective, this study em-
phasizes the value of TIPS placement in the management 
of portal hypertension-related complications in ad-
vanced cirrhosis. HE is a common adverse event after 
TIPS insertion but its incidence does not seem to be 
greater than in patients with difficult to control ascites 
managed by conventional medical strategy. An effort 
should be made to measure post-TIPS PPG after the pa-
tient awakens from anesthesia as this value correctly re-
flects long-term PPG.
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