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Self-Expandable Metallic Stent for Use in Venous Occlusions
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Expandable metallic stent was successfully introduced to 5 patients including idiopathic
obstruction of the hepatic portion of the inferior vena cava (1 case), superior vena cava obstruction
from metastatic lymphnodes swelling (2 cases) and IVC obstructions from liver metastases or

lymphnodes metastases (2 cases).

The obstructions were 4—14 cm long in the case of venous obstructions due to lymphnodes
metastases and 2 cm long in the case of idiopathic hepatic IVC obstruction.

In all cases, the stents were introduced by using 12—16 Fr catheter percutaneously without any
complications. The stent used was connected up to 7 pieces by using wire struts depending length of
the obstructions. However the stents connected more than 5 pieces were difficult to advance throught
the catheter. The patients who had been treated with stents had been free from hazardous
complications such as lower extremity swelling, and pain.
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Fig. le

R type stent inserted (16mmg¢ X 40mm) and 12Fr sheeth.

Inferior cavogram shows a severe stenosis at the site of hepatic portion.
Before stenting dilatation by using lcm balloon is applied.

Post stenting cavogram shows a good run-off of the IVC. The symptoms

concerning the IVC obstruction is disappeared after this procedure.
Fig. le At autopsy the stent is covered with thin neointimal proliferation and is

attached to the vessel wall tightly

Table 1 Diseases for which insertion of EMS* were attempted
. site of length of occlusion type of stent
No.  Patient stenting cause cm (number of stent)

1 KO. 1IVC metastatic dcm R type

65y -M- liver tumor 2em X (2)
2 SW. SsvC lung ca. 15¢cm G type

43y -M- 1.5cm X (5)
3 SA.  IVC Budd-Chiari 2cm G type

64y -F- synd. 2em X (2)
4 SA.  SVC thyroid ca. 12cm G type

62y -F- 1.5¢cm X (6)
5 RK. external colon ca. l4cm G type

72y -M- iliac A. Zem X (7)
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*EMS=Expandable Metallic Stent
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Fig. 2c

Fig. 2e
Fig. 2a, b SVC is markedly obstructed as shown on this venogram.

By using TERUMO guide wire 5Fr catheter with multiple side holes is

advanced for recanalization and estimating the length of stenosis.
Fig. 2d 5 stents connected each others by wire struts are advancing through the

12Fr teflon sheeth.

Fig. 2e Venography after procedure shows a good opening and patency of the

stenotic portion.
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Fig. 3f

CT with contrast medium shows a marked thrombus formation at the

hepatic IVC and dilated ascending lumbar vein.

Fig. 3b Inferior cavogram shows a membranous obstruction of the IVC with a
big thrombus formation. Well developed collateral veins are also seen.

Fig. 3¢ lem diameter balloon is applied for making a small recanalization.
Notch of the balloon is seen by the membranous obstruction of the IVC.

Fig. 3d

After disappearing the thrombus on CT (5 weeks after small recanaliza-

tion) three lem balloon catheters are introduced for making a complete

opening of the stenosis.

Fig. 3e  The stent is seen at the site of the hepatic IVC with a good run-off of

contrast medium.

Fig. 3f 8 months follow up CT reveals a good opening of the IVC and no

thrombus formation.
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Fig. 4d

TR 246 A258 (41)



608

BRIz % stent O HE

Fig. 4a CT with contrast medium shows a severe mediastinal infiltration of the
thyroid cancer and complete obstruction of the SVC with thrombus formation.

Fig. 4b Venography shows a severe stenosis of the 5VC with filling defect.

Fig. 4c 6 stents connected with wire struts are introduced.

Fig. 4d Radionuclide venogram shows a good run-off after stenting.

Fig. 4e 7 weeks after stenting SVC syndrome was appeared again as shown on

this radionuclide venography.

Fig. 4f Autopsy, 2 months after stenting shows the cause of the re-stenosis of the
SVC, which is occupied by the tumor mass invaded through the stent wires.
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Fig. 5a, b, ¢ CT with contrast medium shows a mass-like lymphnodes metas-
tases to the pelvis (Fig. 5a). After dilatation by balloon catheter (Fig. 5b) 7
stents connected with wire struts are introduced (Fig. 5¢) to keep the stenosis

open.
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