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[Abstract] Objective To explore the treatment strategy for postoperative restenosis of Budd - Chiari
syndrome(BCS) after interventional recanalization and to evaluate the long-term follow-up results. Methods The
clinical data and follow - up results of 60 patients with primary BCS, who received interventional
recanalization therapy from November 1983 to December 2013 and developed postoperative restenosis, were
retrospectively analyzed. Results According to the initial recanalization method, the patients were divided
into percutaneous transluminal angioplasty group(PTA group, n=40), in which BCS included mixed type (n=
27), IVC type(n=5) and HV type(n=8), and PTA +stenting group(n=20), in which BCS included mixed type
(n=13), IVC type(n=6) and HV type(n=1). After discharge, the one-, 5-and 10-year restenosis incidences in
the PTA group were 37.5%(n=15), 85.0%(n=34) and 95.0%(n=38) respectively, which in the PTA+stenting
group were 50.0% (n=10), 90.0% (n=18) and 95.0% (n=19) respectively. In the PTA group, 13 patients
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refused additional treatment and 27 patients received further treatment. During the follow - up period, 5
patients developed restenosis again, and among the 5 patients 2 developed third recurrence of restenosis and
one developed fourth recurrence of restenosis. In the PTA +stenting group, 9 patients refused additional
treatment, 10 patients only received simple PTA, and one patient received PTA +stenting treatment again.
During the follow-up period, 5 patients developed restenosis again, 3 patients developed third recurrence of
restenosis, and one patient developed fourth recurrence of restenosis. The one-, 5- and 10-, 20- and 25-
year cumulative survival rates in the 38 patients who developed restenosis and received further treatment
were 100%, 78.3%, 78.3%, 70.5% and 70.5% respectively, which in the 22 patients who refused to receive
further treatment were 72.7%, 45.9%, 30.6%, 10.2% and NA(not available) respectively, the differences were
statistically significant(P<<0.001). Conclusion Long-term follow-up is very important for BCS patients after
receiving interventional recanalization. Active treatment of restenosis can improve patient’s prognosis.

Depending on the achieved curative effect, the invasive treatment strategies should be upgraded step by step

s0 as to ensure a satisfactory therapeutic result. (J Intervent Radiol, 2020, 29. 883-887)
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