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Hepatic Scintigraphic Findings of Budd-Chiari Syndrome due to
Inferior Vena Caval Obstruction

Sung Hoon Kim, M.D,, Soo Kyo Chung, M.D., Jae Young Byun, M.D., Sung Yong Lee, M.D.
Kyung Sub Shinn, M.D., Choon Yul Kim, M.D. and Yong Whee Bahk, M.D.

Department of Radiology, Catholic University Medical College, Seoul, Korea

Budd-Chiari syndrome (BCS) is a rare clinical entity characterized by post-sinusoidal portal
hypertension caused by the obstruction to the hepatic vein outflow. The diagnosis is suggested by
hepatic scintigraphy and is usually confirmed by hepatic venography, inferior vena cavography and
biopsy. The scintigraphic finding of BCS caused by the obstruction of main hepatic vein has been
reported to consist typically of hypertrophy of the caudate lobe with increased radionuclide accumu-
lation. Such a typical finding has been accounted for by the fact that the venous outflow from the
caudate lobe is preserved when the main hepatic vein is obstructed. But usually, the hepatic venous
outflow from the caudate lobe is also obstructed in BCS due to inferior vena caval obstruction. So
hepatic scintigraphic findings of BCS due to inferior vena caval obstruction show different findings
as compared with the BCS due to hepatic vein obstruction.

We evaluate the hepatic scintigrams of the 13 cases of BCS due to inferior vena caval obstruction
and review the literatures.

The results are as follows :

1) We cannot observe the caudate lobe hypertrophy with increased uptake, which is known as a
classic finding in BCS due to hepatic vein obstruction.

2) The most prominent hepatic scintigraphic findings of BCS are nonhomogenous uptake in the
liver with extrahepatic uptake in the all cases.

3) We can see cold areas at the superior aspect of right hepatic lobe in 7 cases (54%). This is a
useful finding suggestmg BCS due to inferior vena caval obstruction.

Aglojr}, o] HF7-2 184611 BuddVell 984 A& »
A 2 aE9m 18994 Chiari?s 44 ZhA= U=
(Primary hepatic vein endophlebitis)ell <& #

Budd-Chiari £3F-& 7149 5l AR st A 5] ol 30|& F7 masisdct, o] ArtoE
Ao g ql3led ZhE-wlole] A E AeE slE)y) s o B Ea) mE sl xodLol ]3.541 9lovt i 7
TR wve 0d AEREead deaTuz op  UETEC] BUSHA elga 8l
of Ao 2 Aok} gl A A7) o2



—The Korean Journal of Nuclear Medicine : Vol. 22, No. 1, 1988—

Aokl A= 7k o Alofl o] g ZFFo| wro] ¥rsla
ghom Fokoll A& Bl A Hao] o] 2H7 F8F
doloz orex] Yob*~9, ZhAW A A4 FF70) 49

ZYA |3 42732 A 3§ A o 2 v]4Hd (caudate lobe)oll

b Fahs]o] WAl AA Z5lo) vehle Holgl1a),
T A AN FE PN Az 47
2 ZpE ook wbabe] Zlukabs A 9 v oot 5
28 £, EFAE 7l Y4l Hols Ao o
22 Yutst®, ole] AHAEL AW Hyoz
Budd-Chiari 379 zHlel23l £74¢ 8 =%
A Badle apofr),

,_,

g

_\;i

e s ey

19800 79 58} 19881 39U 744 7LE= o8 o) 8
& ARy ZdAng Yol g 2 ¢ o

A7 o g #8213 Budd-ChiariZ 37 1361 & gjato g

—|u:
B e

ﬂcm

e,

ZFAE] 128 M Te.phytate W **"Tec-tin colloid
5mCiZ A FALE 202 A4, 2444, S
A 3l S alg adgleh

AF cjAbel Al Bl d By
ol R, 30eHel| 4] 500 Apo] o] 1¥

27} 97, A=k} 4

ol 7 F2 3519

3

a3 20Hel A= 19 o] glgleh. BE odlellA] £k FAF
7 st A Al e A EE A A £2AE R
A=HTable 1). sFeh A 2od 42 LE ol A Al 5}al
= 12°il°ll/<1~‘= ﬂﬂﬁ o] Zb F-$fell A b4 3] | A=

o

9 i(Fig. 1), 4 F4 <3

7] 1eie] it‘ A 3 8.3 FololA ¥-¢ 37
A5 A= eh, A Al
(centrilobular fibrosis) ¢} 5-ofd e &3

Tabie 1, Summary of Clinical and Main Scintigraphic Findings of BCS (13 Cases)
Case Sex & ., . Confirmation Main hepatic
No. Age Clinical presentation of diagnosis scintigraphic findings
1% M/43 Abdominal pain, ascites, peripheral edema Inferior vena Cirrhotic pattern with
cavogram single cold areas
2 F/45 Abdominal superficial vein engorgement, Inferior vena Cirrhotic pattern
edema cavogram
3% F/53 Ascites, peripheral edema, superficial vein Inferior vena Cirrhotic pattern with
engorgement cavogram single cold areas
4% F/39 Ascites, peripheral edema, abdominal Inferior vena Cirrhotic pattern with
discomfort cavogram single cold areas
5% M/51 Epigastric pain, peripheral edema Inferior vena Cirrhotic pattern with
cavogram, biopsy multiple coldareas (HCC)
6 F/46 Epigastric pain, ascites Inferior vena Cirrhotic pattern
cavogram
7* Mm/52 Jaundice, ascites Inferior vena Cirrhotic pattern with
) cavogram single cold areas
8 M/34 Abdominal & lower extremity Inferior vena Cirrhotic pattern with
vein engorgement cavogram multiple cold areas
9* M/38 Epigastric discomfort, ascites Inferior vena Cirrhotic pattern with
) cavogram multiple cold areas
10 M/57 Abdominal pain Inferior vena Cirrhotic pattern with
cavogram, biopsy single cold areas(HCC)
11* M/26 Abdominal pain, ascites Inferior vena Cirrhotic pattern with
cavogram multiple cold areas
12 M/38 Ascites, peripheral edema Inferior vena Cirrhotic pattern
cavogram
13 M/50 Abdominal pain, ascites inferior vena Cirrhotic pattern with

cavogram multiple cold areas

* : Cold are at the superior aspect of the right hepatic lobe.
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Inferior Vena Caval Obstruction—

Inferior vena cavogram showing complete obstruction of |VC
with thin membrane at diaphragmatic level and dilatation of hepa-

tic vein,

Fig. 1.

homogenous uptake in the liver

with increased extrahepatic uptake.

Hepatic scintigram showing non
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Fig. 3. Hepatic scintigram showing diffuse mottled
cold areas in the liver with splenic shift. A tri-
angular cold area (arrow) is noted at the superior
portion of the right hepatic lobe.
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