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values and limitations in the assessment of vascular or
parenchymal findings in BCS. In this study, status of
hepatic veins was correctly assessed and correlated with
pathology in 13 of 20 patients who had sonograms, in 12 of
15 patients who had MRI, and in nine of 18 patients with
contrast-enhanced CT scans [6]. In our study also, all three
modalities along with hepatic angiography were used for
diagnosis.

The primary goal of treatment is the resolution of
hepatic congestion in order to improve liver perfusion
and preserve functioning hepatocytes. If medical therapy
fails, then valuable time to salvage the functioning liver
may be lost. Hence we used aggressive early use of
interventional radiology. Recanalization of stenotic or
occluded hepatic veins to restore venous outflow is the
initial procedure of choice [5]. Various approaches may
be used to access the hepatic veins. Transjugular
catheterization by internal jugular vein puncture or
railroading over IVC catheter through femoral puncture
is attempted first. If the stenotic or occluded hepatic vein
cannot be crossed by using a transjugular approach, an
ultrasound-guided transhepatic needle puncture of a
patent segment of the hepatic vein is performed to obtain
access [6-8]. In one of our patient, transhepatic access
was used successfully for hepatic venous angiography,
while even this approached failed in one patient. Balloon
angioplasty had good results in our series. In patients with
failed endovascular approach, surgical therapy of
portocaval shunting was attempted if liver was congested
and noncirrhotic.  Our results of surgical therapy were not
rewarding as only one out of four such patients survived.

To conclude, early aggressive use of interventional
radiological procedure may achieve successful diagnosis

and recanalization in most children with BCS. In failed
cases, the surgical therapy may be attempted, but the
outcomes do not seem to be rewarding. If the access for
balloon angioplasty is difficult through IJV, it can be aided
by transfemoral or transhepatic approach aggressively.
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