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Fig. 1 a: CT before PTA, showing liver cirrhosis with marked caudate lobe enlargement
and dilatation of azygous and hemiazygous vein, suggests chronic IVC obstruc-
tion. b: Follow-up CT two years after PTA reveals effects of canalization including
flattening of the IVC, disappearance of hepatic congestion, and no collateral
dilatation.
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Fig. 2 Radionuclide cavographies before (a) and after (b) PTA. a: Truncated IVC with
hangup of radioactivity, a marked collateral branch (arrow), and delayed visualiza-
tion of the heart indicate IVC obstruction, b: Canalization of the IVC is noted
two years after PTA,
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Fig. 3 Blood pool images. Marked radioactivity in the IVC due to congestion is evident
before PTA (a) but obscure two years after PTA (b).

Fig. 4 Contrast cavography shows obstruction of the
hepatic 1VC,
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Summary

Radionuclide Cavography before and after Percutaneous Transluminal
Angioplasty for the Budd-Chiari Web: Case Report

Toshihiko HAMADA*, Atsuro YAsuI*, Isamu NARABAYASHI**
and Michio KoNno***

* Department of Radiology, Ono Municipal Hospital
** Department of Radiology, Osaka Medical College
*** Department of Radiology, Kobe University School of Medicine

A case of the Budd-Chiari syndrome due to a
web of the hepatic inferior vena cava (IVC) is
reported. A 54-year-old male with mild liver
dysfunction was suspected with 1VC obstruction
from the screening CT which revealed liver cir-
rhosis with marked caudate lobe enlargement and
dilatation of azygous and hemiazygous vein. Sub-
sequent radionuclide cavography with 99mTc-HSA
clearly demonstrated IVC obstruction, but failed
to clarify the site or type of the obstruction.
Finally contrast cavography diagnosed a web of

the hepatic IVC, which was treated by percutane-
ous transluminal angioplasty (PTA). During two-
year follow-up after PTA none of the radionuclide
cavographies showed reocclusion of the IVC and
as a result contrast cavography was avoided.
Radionuclide cavography, therefore, was a useful
method for evaluating 1VC obstruction before and
after PTA for the Budd-Chiari web.

Key words: Budd-Chiari syndrome, Radio-
nuclide cavography, Transluminal angioplasty.
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