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ABSTRACT OF THE JOURNAL INTERVENTIONAL RADIOLOGY
Recanalization of hepatic veins by a combined transhepatic ,
transjugular approach three cases of Budd Chiari syndrome

S. A. Cooper, S. P. Olliff, E. Elias”
Department of Radiology and” the Liver Unit , Queen Elizadeth Hospitul , Edgbaston , Birmingham , UK

SUMMARY . We describe three cases of Budd Chiari syndrome in which angioplasty of occluded hepatic
vein segments was performed with a combined transhepatic and transjugular approach . In each case it was
not possible to directly catheterize the occluded vein fronf the inferior vena cava(IVC) . The technique
invlves puncturing a peripheral segment of hepatic vein under ultrasound guidance enabling a guidewire
and catheter to be manipulated through the block into IVC . The guidewire is snared in the IVC from a
right jugular approach and is pulled up through a sheath in the right jugular vein . enabling a large balloon
catheter to be passed down into the occluded hepatic vein . Two of the three patients are well at 27 and 25
months . The third , who had complete hepatic vein thrombosis , did not respond and therefore had a

surgical shunt .

Percutaneous transluminal angioplasty via a transaxillary
approach: success rate, complications and follow - up

M. A. Long, J. Mclvor,. N. K. Barrett
Department of Radiology Charing - Cross Hospital, London, UK

SUMMARY . Setting: We present the results of 23 consecutive attempted arterial angioplasties via an ax-
illary artery approach performed upon 16 angioplasty procedures performed via the axillary
artery. Objective: To assess the value of an axillary approach in a group of patients where the femoral ap-
proach is contraindicated or considered technically impossible. Design: Prospective study. Documentation
of reason for axillary puncture. technique and complications at the time of procedure with follow — up data
obtained from clinical notes. Resulis: We have carried out 16 technically successful angioplasty procedures
via the left axillary artery in the iliac artery(9), the femoral artery (4), the renal artery (2)and at the aortic
bifurcation (1). We failed to dilate 7 stenoses, the most common reason (5 cases) being failure to pass a
catheter over a wire which had already passed through the stenosis. Fourteen of the nineteen lower limb
stenoses(74% ) were successfully dilated. There were two complications which required immediate surgery
(2/23). Conclusion: Despite the rather low success rate and relatively high complication rate we conclude
that angioplasty via the axillary artery is justified as it often avoids the risks of open surgery and general

anaesthesia in patients with widespead arterial disease.
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Endovascular stenting in the management of blunt subclavian
artery trauma

S. A. Jackson, P. V. Tisi, A. Odurny, C. P. Shearman
Departments of Radiology and™ Vascular Surgery, Royal South Hants Hospital, Southampton, UK

SUMMARY . We report the use of a metallic stent to treat an intimal tear in the subclavian artery following
blunt trauma. Endoluminal stenting of a post ~ traumatic intimal flap in the subclavian artery can be per-

formed safely and provides a minimally invasive alternative to open surgery.

[

Techniques for intact removal of vascular foreign bodies

G. G . Hartnell
Department of Radiological Sciences, Deaconess Hospital & Harvard Medical School, Boston, USA

SUMMARY . As an increasing number of devices, such as central venous catheters, stents and embolization
coils, are introduced into the circulation, it seems that the number of devices lost within the vascular
system increases. This review illustrates the use of different types of retrieval devices for removing in-
travascular foreing bodies. Although most foreign body retrieval techniques have been designed for use in
veins, with care they can be used in the arterial circulation. Judicious use of these methods allows foreign
body retrieval through percutaneous sheaths and, if the foreign body is lost during an interventional pro-

cedure, completion of the procedure without losing vascular access.

Retrieval of a Gianturco steel coil from the superior mesenteric
artery: a new method with a conventional angiographic catheter

S. Sawada, N . Tanigawa, M. Kobayashi
Department of Radiology , Tottori University Hospital, Yonago, Japan

SUMMARY . Part of a Gianturco steel coil (5 mm in diameter and 8 cm long), which should have been
placed in a replaced right hepatic artery branching of the superior mesenteric artery, was misplaced in the
superior mesenteric artery. A loop — snare catheter was prepared by inserting a 0. 018 - inch guidewire that
had been folded back onto itself into a side hole created several millimeters proximal to the end hole and
through the tip of a conventional angiographic catheter. The misplaced steel coil was successfully removed
with this catheter. This method does not require any special instruments and is considered a new methed for

removing steel coils that have been misplaced in a blood vessel branches.
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Complications of ultrasound - guided fine — needle biopsy of the
spleen: report on 110 patients and review of the literature

M . Di Stasi, L. Buscarini, L. Cavanna * , S. Rossi, E. Buscarini, M. Silva
Gastroenterology Division, Hospital of piacenza and *Ist Medical Division, Hematology Unit,

Hospital of piacenza, Italy

SUMMARY . The data on 110 patients who underwent ultrasound — guided fine — needle biopsies of the
spleen (either with focal lesions or with a homogeneous echo pattern) were reviewed. Aspiration needles
were employed in 41% of the biopsies and cutting needles in 59% . All patients were assessed 24 h after
the biopsy by clinical examination. abdominal ultrasound and a full blood count. Only one minor com-
plication occurred, that of a spontaneously resolving subcapsular haematoma undetected at the assessment
24 — h post — FNB. which was subsequently diagnosed 1 week post biopsy.

Eight other similar series were found in the literature, In these series. five non — fatal complications
were reported out of a total of 364 patients(morbidity rate 1. 4% ). We also reviewed one fatal case where
fine ~ needle biopsy of an abscess at the splenic hilum occurred.

The data from our series, and from the published literature, show that the risk involved in performing

ultrasound guided fine needle biopsy of the spleen is negligible.

Budd Chiari syndrome in a child: treatment by balloon
angioplasty of the right hepatic vein using a combined
transjugular and transhepatic approach

A. L Bloom, A. G. Verstandig, D. Shouval *, P. D. Lebensart, M. Cooper*, E. Granot

Departments of Radiology, Liver Unit and paediatrics, Hadassah University Hospital Medical Centre.
Kiryat Hadassah, Jerusalem, Israel and * Department of paediatrics, Kaplan Hospital, Rehovot, Israel

SUMMARY . A 4 —year - old patient is reported with Budd Chiari syndrome due to a tight opstial stenosis
of the right hepatic vein. The patient was initially treated by PTA via a transjugular approach. Three years
later restenosis occurred. Transjugular approach failed and, therefore, a combined approach was used.
After transhepatic venous puncture with a 21 - gauge needle, a guide wire was inserted and snared via the
transjugular route. This enabled transjugular PTA. Early and late(12 months) patency of the right hepatic

vein was documented, with normal development of the child at 20 months follow — up.
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Angioplasty of portal vein stenosis in living related liver
transplants: basic anatomical relationships

W. C. Culp, T. C. McCowan, R. P. Lieberman, T. C. Goertzen, R. F. LeVeen, T. G. Heffron
University of Nebraska Medical Center, Department of Radiology, Omaha, Nebraska, USA

SUMMARY . Two cases of angioplasty of portal vein stenosis in segmental liver transplants are reported.
Rotation of the donor liver around its hepatic vein anastomosis to the inferior vena cava towards the right,
and rapid growth of the liver immediately after transplant, change the expected anatomical relationships. In
a few months, the portal vein course is more horizontal than vertical and is cephalad to the third segment
portal vein at the confluence, instead of caudad. This pattern closely resembles the normal anatomy of the
portal vein, but the intrahepatic branches are entirely atypical. These relationships must be understood for

successful angiographic intervention from either the segment 2 or segment 3 portal vein approach.

Recanalization of hepatic veins by a combined transhepatic ,
transjugular approach three cases of Budd Chiari syndrome

S. A. Cooper, S. P. Olliff, E. Elias™
Department of Radiology and” the Liver Unit , Queen Elizadeth Hospitul , Edgbaston , Birmingham , UK

SUMMARY . We describe three cases of Budd Chiari syndrome in which angioplasty of occluded hepatic
vein segments was performed with a combined transhepatic and transjugular approach . In each case it was
not possible to directly catheterize the occluded vein from the inferior vena cava(IVC) . The technique
invlves puncturing a peripheral segment of hepatic vein under ultrasound guidance enabling a guidewire
and catheter to be manipulated through the block into IVC . The guidewire is snared in the IVC from a
right jugular approach and is pulled up through a sheath in the right jugular vein . enabling a large balloon
catheter to be passed down into the occluded hepatic vein . Two of the three patients are well at 27 and 25
months . The third , who had complete hepatic vein thrombosis , did not respond and therefore had a

surgical shunt .
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Repositioning of partially withdrawn ureteric stent using a
combined antegrade and retrograde technique

R. D. Edwards, S. P. D’ Sou_za, P. C. Rowlands

Departments of Radiology, Royal Liverpool & Broadgreen University Hospitals, Liverpool, UK

SUMMARY . We present a case in which a ureteric stent was partially withdrawn outside the renal cortex

during removal of a self - retaining nephrostomy catheter. The stent was repositioned successfully using a

combined percutaneous and ransurethral approach.
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