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Clinical application of balloon dilatation for anastomotic stenosis after meso-Rex bypass for cavernous
transformation of the portal vein. Liu Zhenyin' , Wen Zhe® , Liu Tao® , Shen Gang', Zhang Binbin® , Zhang
Jing'. 1. Department of Interventional & Vascular Anomalies; 2. Department of Pediatric Surgery, Municipal
Women & Children Medical Center, Guangzhou 510623 , China. Corresponding author: Zhang Jing,, Email ; fejr@
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[ Abstract] Objective To explore clinical application of balloon dilatation for anastomotic stenosis after
meso-Rex bypass (Rex) operation for cavernous transformation of the portal vein (CTPV). Methods Five
CTPV patients developed anstomotic stenosis after Rex operation from November 2018 to April 2019. There were
2 boys and 3 girls with an age range of 1.9 to 11 years. Preoperative ultrasonography or computed tomograph
(CT) showed stenosis in Rex shunt and the inner diameter of stenosis was 1 to 3.5 mm. Results Five pa-
tients underwent a total of 8 percutaneous transhepatic portal vein vasodilator interventions. Three of them un-
derwent intervention once (2 successful,1 unsuccessful) and 1 twice (the first unsuccessful, the second suc-
cessful ). One patient had an extremet anastomotic stenosis of around 1 mm, the first and second operations
failed to pass the guide wire through vascular stenosis and the third dilatation was successful with open laparoto-
my. The follow-up period was 6 to 9 months after dilatation. Ultrasonography showed that the diameter of anasto-
motic ostium expanded postoperatively. No complications occurred during 8 interventions. Conclusion Balloon
dilatation is effective for anastomotic stenosis after Rex operation. And it contributes to improved treatment of
CTPV in children.

[ Key words] Portal Cavernoma; Blood Vessels; Stomas; Balloon Dilatation

[ k4R AR P ( cavernous transformation of

DOI.10.3969/j. issn. 1671-6353.2019. 12. 003 the portal vein, CTPV) J&HFRITE i bKE I, £ ILTF

EEWE A8 SRR H (45 :2014A020212026) = gy » K2 T (1 409 1 &

8 L RRBE ST A M stoszsy e P9/ LT TR ARG 40% . i AL
LA AIERIFE 2. /NS B = 11 K ZE 3055 B8 23 iR ((mesenteric-to-lefi

BS1EE 9K , Email ; fejr@ foxmail. com portal vein bypass , MLPVB ) % E ﬁﬁ-r— 72ﬂkﬁf E/‘J iél\y?



-1000-

eBEANLSMEIZE 2019 4 12 A% 18 %% 12 89 J Clin Ped Sur, December 2019, Vol.18, No.12 ||| | | |

JLEE CTPV [9751%, PR Rex AR o By 578
MR ZEIMAE , BRI B IR R (BTN R 2 )
Kl 2 LR K-S ITE N T Bk 22 S 5, KR T A
EH MR . R R Rex F
AJFAF I T 1 5 > 90% , H LA SCHRRIE T Rex
FARJG KA I B2 A0 AT L A 2 W)
A 1 R A SO0 24 W] RE B A, {EL il FAR I 45
JEEPAIT T 6K A B 5% 2%, 00 e 2 1) I R E B Ol 22
Do WA HBRAS T 2 F AR AL, 08 i A 4 A AT
REARBRBEZE , T SRE S AN b BERY A F R . AT
SR IR KA , 8 EREED SRR BGE Rex TR
JERF IV S AT TR KA SCW) & RS IR R
FRIROR  BUGE I T

MRS

— BTk

2018 4= 11 A 22019 424 H iy Nl 4 L3
Py O OR L E T TR BRI 4R AL Rex TARJGHE
MW IR T AT ARIGIF BB IL S 4, 5
hE 2 B, 2 3 AR 1.9 ~ 11 B ORATR A
G R S R 98 CT 148, CT A &
(CT angiography, CTA ) £ £ | il # ML ¥ DI B L 5t
MPYI, 5 B L Rex FARJG 6 4~ H 2 3 4, R
A EG CT A /8 BF LA W) & 1 AS R R E B
DAL NAEN 1 ~3.5 mm, BRI P78 1 1 370 3 2
4 86 ~ 148 em/s, Child-Pugh 4344 5 354 A 2%,
5 {51 2 LI E £ 48 5 1 51 & AR X i 5 1 51 /) Al
I (R L5 B/ /iR 31 % 10°/L) 35 36
JURFE ThRE B PY R BUE R, T A FAREE =
k. MU SR AT GE Advantx LCV 807 980 IfiL
B (digital subtraction angiography ,DSA) R4,

AR

BOLVERE 2SRRI R , W HLHE AT IR
BERZK Ao 7E DSA R 5| T ] 226 A%
FEEERITF N T T8 bR S, 1B 5T G  TEE S 5 R i
5 mL g g (N IERER) , SR B 5, Rl
TR 5T, A5 36 5 700 T AT AT Ik A 5 27 3R g
o 1E DSA B T kAT 2 BN T IKA SCE
T T RIS A, B oF I, IR IR 4F

W Cobra 2 94 ( H K Terumo 2 1l) i % , ilF 55 45
ST P 1 TR K P , D S0 1 D 2 52 4R
WER A4 D KB, G54 RETHER CT Ff
TN IMAE WA 1B T 7, B () 5 22 38 1o 145 W)
B RRAERS WA T AN R E kRS2, RAA
B S BT R B . 1T DSA 3 S LAIF T
oy, 7 5% 0 8 R BUGR B 12 mL, U 5 Ok
3 ml/s, AR ] 12 s, FE J3FRAK 600 psi, 47 DSA
3 B JRR R T 7 45 I WL 24 30 s, i S PR R D 5 o
T 3 5 R AT I8 5 N T K22 S &
CPASAREE , F L 4F A5 2 B , I 5EHAS 11y
T VEPEITY IR IR 10 B A% 300 o P R
BEA T 5 A LA M 11 4 AT IR, BR
Ry kvl RIS, BB B IME RS, N
A P 2 Y I, AR A A A S o 2 o
BRI, ARG, 4 F (kI AR REE AT,
LR 0% % ISR IR . 12 h Py 52 9 1 3
BT 02T 25 115 e, T 5 TEO S P AR

# R

5 4 CTPV LIEAT 8 IRA B2 R T #f kA
PRI 5K AR o 3 BI40AT 1 A AR (2
B, e 1 BRI 1, 55 1 BRI ) o 1 filAT
2 WA AR T PR REIR K T 220 3 78 11,6 A
FEATH 2 YA AR, S S 1 P75 W) 4 101 Bk
PAIRA) , WIE 20 1 B W) & DR DA, 2
1 mm, BR78 TR L SR AR 9K TR 5k W AR i
562920 mm, % BILAT 3 WA AAR (Al 2 i it &
22/ 22 20 AR I, 351 R RE U #2238 ek il A
W FUBRAE R, 565 3 YRS IS NRE , TR 22 i
PR I 2B AT P M R M TN B, B
TEEREED TKRA) o 4 Bl LN S BRFE 5 5k A LY
FTRE AT R BRI H, 47 5K AR S A 1T ik s B
4 ~11 mmHg, BREEYIKAJFHET 6 ~9 I H, L
JEDIRETTAE | 11 Jk o s i AR 45 BT i3, B A2
R IMAE WS D NAREARRTY K. 5 6 CTPV L
8 WA AR IR MBI A AE . 5 6] CTPV LI
IRGTRHEILE 1,



I v s RiEE 2019 4 12 A% 18 %5 128 J Clin Ped Sur, December 2019, Vol.18, No.12 -1001-

F1 5 PITRREAT TR TRIKABS ML 5K AR CTPY LI R TR

Table 1 Clinical data of 5 CTPV children undergoing percutaneous transhepatic portal vein vasodilation
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Fig.1 Case | underwent Rex surgery due to CTPV and vascular anastomotic stenosis occurred postoperatively A :He-

patic puncture catheter sheathed portal vein left bronchography showed enlarged vascular lumen. However, vascular
anastomotic stenosis was absent; B:Guide wire passed the venous anastomotic stenosis segment; C — D Stenosis was di-
lated twice with a 40 mm x6 mm,40 mm X 8 mm balloon each time; E:Original stenosis expanded significantly after
dilatation. Fig.2 Case 2 underwent Rex procedure for CTPV and vascular anastomotic stenosis occurred postopera-
tively A :lIntravenous venography showed enlarged vascular lumen. However, vascular anastomotic stenosis was absent;
B :Guide wire passed the venous anastomotic stenosis of bridge vein; C — D Application of 40 mm X6 mm balloon for
expanding stenosis twice; E:Stenosis improved after dilatation.
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