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Significance of accessory hepatic vein pressure reduction in
treatment of Budd-Chiari syndrome

JIANG Jingjun, ZHANG Xiaoming, LI Wei, ZHANG Guoyan, ZHANG Xuemin, LI Qingle, JIAO Yang,
HE Zhibin, HE Changshun, ZHANG Tao

(Department of Vascular Surgery, Peking University People’s Hospital, Beijing 100044, China)

Abstract Objective: To investigate the clinical significance of accessory hepatic vein (AHV) pressure reduction in
treatment of Budd-Chiari syndrome (BCS).
Methods: The clinical data of 27 BCS patients treated during March 2007 to July 2015 were retrospectively
analyzed. Of the patients, 11 cases were male and 16 cases were female, with an average of (46+8) years old;
9 cases had lesions in the opening of AHV, 12 cases had occlusion in the inferior vena cava (IVC) and 6 cases had
mixed lesions of AHV and IVC.

Results: All patients underwent venography and manometry of the AHV and endovascular treatment. Nine
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patients with AHV disease underwent balloon dilatation angioplasty of the AHV, and their preoperative AHV
pressure dropped from (25+4) cmH,O to (17+3) cmH,O; in the 12 patients with IVC disease, 10 cases
underwent balloon dilatation angioplasty of the IVC and 2 cases underwent open surgery, and the preoperative
AHV and intrahepatic IVC pressure decreased from (27£6) cmH,O to (15+4) cmH,O and from (27+5) cmH,O
to (14+3) cmH, 0, respectively; in the 6 cases with both AHV and IVC involvements, the preoperative pressure
of AHV and IVC declined from (28+6) cmH,O to (14+4) cmH,O and from (26+5) cmH,O to (13+4) cmH,O,
respectively. The abdominal symptoms were significantly relieved 3 days after operation in all patients and the
edema in lower limbs was remarkably alleviated in those with IVC lesion, with treatment effective rate of 100%.
No complications such as bleeding and pulmonary embolism occurred. Twenty-three patients were followed
up for 4 to54 months, doppler ultrasound at 6 months after operation showed that the patency rate of original
lesion was 100% and, at a later time, IVC re-occlusion occurred in 2 cases which were resolved by second balloon
dilatation.

Conclusion: AHV pressure reduction can help to alleviate the symptoms of BCS patients, and attention should
be paid to the existence of the AHV and the treatment of its problems.

Budd-Chiari Syndrome; Hepatic Veins; Vena Cava, Inferior; Endovascular Procedures
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EFDK . CAFIKAN, ARG OIS EAEAAO S IVC R B R T AR
WS s2, FMEARS mm 5 10 mm BREE AT HY 5K, Bl & DR BRI, S22 T0 1k 0 AR B
JE B AR 25 mm BREY 5K 3 0k, RRRERBFEIE S AATO R, WIS AR AMIE IR R AT N B ik
i1 min UL, FRKIE IVC AIAHV JE S (K 2); AR UIBRA B R AT T K 2 5 O
A IVC R B, Al ) Ay S0 )9 Dk i o, &2 8 1.2.3 ®&4 LZETWAIRIT k.

El1 AHVEZEZEE  A: AHVIFHEERA; B: WELITERED SRUE
Figure 1 Patient with AHV disease A: Severe stenosis in the opening of the AHV; B: Balloon dilatation angioplasty for the lesion

|

B2 AHVI@E®HEE  A: IVCHIZE, KREMHRMEFOER; B: KB IVC M1%E; C-D: FIER¥EY 5K IVC WAEHRA ;
E-F: IVC #l AHV I8
Figure2 Patient with patent AHV A: IVC occlusion and massive collateral vein formation; B: Occlusion of intrahepatic IVC; C, D: Balloon
dilatation angioplasty for the affected IVC segment; E, F: Patent blood flow in IVC and AHV
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