490 2002 11 17 6 Radiol Practice, Nov 2002, Vol 17, No. 6

Budd-Chiari MRI
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[ Abstractl Objective: To study the clinical value of MRI in the evaluation of BuddChiari syndrome ( BCS) . Methods:
Fourteen cases of BCS were analysed on MR1. Among them 12 cases were performed interventional procedures. The following ves-
sels would be observed such as inferior vena cava (1IVC) , hepatic veins (H V), accessory hepatic veins and collateral vessels. The
clinical value of MRI was then evaluated in correlation DSA and interventional procedures. Results: M embranous or segmental
pathological changes of IVC were correctly demonstrated on MR, but it is hard to differentiate severe membranous stenosis from
occlusion on MRI alone. MRI could clearly demonstrate the patency of HV and accessory hepatic veins, and the whole picture of
intrahepatic and extrahepatic collateral vessels. Conclusion: MRI can well evaluate BCS, and be useful in interventional therapy
planning.
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