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The Angiographic Hemodynamic Changes and Choice of
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ABSTRACT: Purpose: The hemodynamics of Budd-Chiari syndrome are complicated ,
On the basis of our experience, we offered the new classification and the related interven-
tional treatments. Materials, Methods and Results; 41 cases including 31 males, 10 fe-
males; aged 13~68 years with average of 27. 2 years. 28 of them had been accepted to in-
terventional treatment. We performed venacavography or selected hepatic venography and
color Doppler sonography to make the diagnosis. Of the 41 cases, 3 were of complete mem-
branous occlusion in inferior vena cava (IVC), 4 were of partial similar occlusion, 20 were
of segmental stenosis, 14 were of segmental occlusion. Many of them developed extrahepatic
colateral circulations. 24 of them had hepatic vascular disease, 12 showed of stenosis or oc-
clusion of 3 branches of hepatic vein, 4 were involved of 2 branches, 8 involved 1 branch.
We found that parahepatic veins being the commonly seen dilatation especialy the right para-
hepatic veins in case of 2 or 3 stenotic or occlusive hepatic veins. Classification and choice of
the interventional treatment method: Type I pure occlusion in hepatic veins, balloon dilata-
tion would be the first choice and /or stent planting in the serious cases. If there were exces-
sive hepatic veins stenosis, it would be candidate for TIPSS. Type I ;Membraneous or seg-
mental partial occlusive lesions in IVC; Balloon dilatation and /or stent planting in the seri-

ous cases. If there were excessive hepatic veins stenosis, it would be candidate for TIPSS.
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Type I ;: Membraneous or segmental partial occlusive lesions in TVC: Balloon dilatation and
/or stent planting in some selective cases. Type I ; Entire membraneous occlusion in VC.
Recanalization and balloon dilatation. Type IV: Segmental IVC with complete occlusion.
Recanalization, balloom dilatation and stent planting. Type V :Excessive occlusive disease in
TVC, Balloon dilatation and/or stent planting in selective cases. TVC lesions accompanied
by hepatic veins stenosis or occlusive lesions: recanalization for the hepatic veins. If 1 of the
3 branches was patent, with a good intrahepatic collateral circulation then the other 2
branches needn’t to be managed. If there were segmental occlusion in IVC and hepatic veins
with a good extrahepatic collateral circulation, we should manage the hepatic veins mainly,

If the collateral circulation was not so good, then we manage both the hepatic veins and

IVC.
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