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Clinic investigation of interventional therapy of Budd-Chiari syndrome caused by membranous obstruction
Tang Jun ,Guo Yi*

(Department of Vascular Surgery .the First Af filiated Hospital of Chongqing Medical University ,Chongqing 400016 ,China)

Abstract: Objective To explore the methods and effectivenesses of interventional therapy of Budd-Chiari syndrome caused by
membranous obstruction. Methods The clinical datas of 25 cases with membranous Budd-Chiari syndrome were analysed retrospec-
tively,inferior vena cava pressure and femoral vein flow rate of 25 cases were detected both before and after the operation(preopera-
tive and postoperative). Results Simple balloon dilatation was applied in 15 cases,balloon dilatation and sent insertion was applied
in 10 cases;the average inferior vena cava pressures were (247, 3425, 6)mm H,O before the operation and (103. 8 =12. 9) mm
H, O after the operation, the difference was significant(P<C0. 01) ; the average femoral vein flow rates were (11.22+1. 45)cm/s be-
fore the operation and (15. 164-3. 03)cm/s after the operation, the difference was significant(P<C0. 05). All cases were cured after
the operation, 15 cases were followed up,average 10 months,no recurrences and complications were detected. Conclusion Balloon
dilatation is the first choice for membranous Budd-Chiari syndrome, balloon dilatation combine with sent insertion is used for some
serious cases,it’s a significant method with little trauma and quick recovery.
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