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[Abstract] Objective To investigate the clinical value of hepatic caudate connection vein(HCCV) in
the diagnosis and treatment of patients with Budd-Chiari syndrome (BCS). Methods The clinical data of a total
of 247 BCS patients, including inferior vena cava occlusion type(n=172, 69.6%), hepatic vein occlusion type
(n=53,21.5%) and mixed type (n=22, 89%), who were admitted to the Affiliated Hospital of Xuzhou Medical
University of China between January 2015 and December 2016 to receive upper abdomen MRA examination
followed by DSA examination within one week, were retrospectively analyzed. The incidence of HCCV was
calculated, the HCCV opening diameter and the distance between HCCV opening and right atrium entrance
were measured. The communication relationship of HCCV and hepatic veins was analyzed. Results  Of the 247
BCS patients, HCCV was detected in 110 with an incidence of 44.5%. In patients with BCS of inferior vena
cava occlusion type, the incidence of HCCV was 58.1%. The mean HCCV opening diameter was (11.3+4.3) mm,
and the mean distance between HCCV opening and right atrium entrance was (5.3+1.5) ¢m. Communication
channels existed between HCCV and middle hepatic veins and/or left hepatic veins. Conclusion HCCV has
a compensatory effect of draining hepatic venous blood when the left hepatic vein and middle hepatic vein are
occluded, which is helpful for the direct or indirect diagnosis of BCS, providing an option for interventional
therapy. (J Intervent Radiol, 2023, 32: 326-329)
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