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Hepatic and Postrenal Segment Anomalies of Inferior Vena Cava

Yeon Hyeon Choe, M.D., Jae Hyung Park, M.D.,
Kyung Mo Yeon, M.D., Man Chung Han, M.D.

- Department of Radiology, College of Medicine, Seoul National University

Postrenal segment anomalies of inferior vena cava such as bilateral inferior vena cava and left-sided in-
ferior vena cava can simulate lymphadenopathy on CT scan and these aromalous veins need consideration
in retroperitoneal operations such as procedures for prevention of venous embolism, splenorenal shunt operation
and aortic prosthefic replacement.

Retrocaval ureter is a rare cause of obstructive uropathy or medical deviation of ureter.

We analysed 16 cases of postrenal segment anomalies diagnosed by CT, vena cavography, retrograde
pyelography and ultrasonography including six rare positional anomalies at hepatic segment of inferior vena
cava diagnosed by cardiac angiography.

The results were as follows.

. Postrenal segment anomalies were 6 cases of bilateral IVC, 8 cases of left-sided IVC and 2 cases of retrocaval
ureters. On CT scan, 3 cases of bilateral IVC and 4 cases of left-sided IVC were accompanied by malignant
tumors, but caval veins could be discriminated from enlarged nodes because of continuous tubular nature
of vein on consecutive sections with homogeneous strong enhancement.

Two cases of retrocaval ureters showed hydroureteronephrosis due to ureteral compression by IVC.

2. Hepatic segment anomalies were 6 cases.

Five cases of IVC on left side of vertebra crossed midline at live to enter right-sided right atrium and one

case of IVC on right side crossed midline to enter leftsided right atrium. Four cases of complex cardiac

anomalies, 4 cases of asplenia and 2 cases of situs ambiguus were associated with these anomalies.
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Fig. 1. CT of left postrenal inferior vena cava (arrow) crossing midline at venal hilum level. (1rv :

left vein)

— 362 —



— WG A LN RERIRS] mifZel] AR KGR HEE —

Sob SEAT, 1A $3e slugulo] 23e) 94
wow AFAS Az Aol fsheln, WAL 4
AdstzdEe AP 567 4903615 °F 0.1 %=
2= She] w9 3-S5 ek 6 B 4617} B
BOEIBS BT 46 MMBEe] Suk=glon 2
fili= situs ambiguus-& 23} (Table 1, Fig 5).

4. £ E

F AR # 4 #FE (posterior cardinal vein),

F4:# E (subcardinal vein), |4 ##fE (supracardi-
nal vein)o| A &2 efo} A=A 7} B4k, WA, DA,
fREe I3 S8t Azl A G TR
MR- 9% EElRe] B#O S, 5 FLEmIRE
Wy ¢ (sub-supracardinal anastomosis)o] &3-S,
2 FEwRlEe] N4 (prerenal or subcardinal
ZEARmo]  FFor e, 3 Al
[k (omphalomesenteric vein)o| Jf R4 8iS ©l
Fo] FAHRHD,

Bl wp-> WM TABIE AWYE TR

segment )%, 3

=

FOOT

Li

FOorT
: LT

Fig. 2. Vena cavography and sonography of left-sided inferior vena cava (B and C). Left-sided IVC, after joining left
renal vein (filling defect due to unopacified blood from left renal vein : outlined arrow), obliquely crossed midline
(A, black arrows : catheter in aorta). Ultrasonogram on transverse scan (B) and oblique scan on crossing portion
of IVC (C) showed IVC (arrows, V) crossing aorta (A).

Fig. 3. Bilateral inferior vena cava with strong homogeneous enhancement of caval veins (arrows). Smaller left IVC crossed
midline at renal hilum level. (M : metastatic ovarian cancer)

— 363 —



— KERGHRBS ARG | 5228 % 3 9% 1986 —

Fig. 4. Retrocaval ureter hooking sharply toward the pedi-
cle of fourth lumbar vertebra producing an italic
S configuration, anteroposterior (A) and lateral
view (B). Retrograde pyelography with ureteral
catheterization showed hydroureteronephrosis.

Fig. 5. Hepatic segment anomaly of IVC. IVC (arrow) in
left side of abdomen crossed midline at liver to
enter right atrium.
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Table 1. Features of Hepatic segment Anomalies of IVC

Cardiac Anomalies

Pattern

Visceral Status

2]

T.O.F. with
combined PS

(S.D.S}

Double inlet RV
{A(S),D,S}
combined PS
PAPVR

Lt. SVC

VSD
{A(S),D.D}
Lt. SVC

Double inlet RV
D-TGA {S,D.D}
Large VSD and ASD
PsS

Bilateral SVC
Single AV valve
Double inlet RV
D-MGA {S,X,D}
Single atrium
Single AV valve
PDA

VSD

Dextrocardia with
TGA {ILD,A}
Double inlet RV
Single atrium

Single AV valve
Dysplastic pulm. art.
Combined PS

Lt. SVC

Lt. IVC crossing

midline at liver
to enter rt-sided

right atrium

Lt. IVC crossing

midline at liver
to enter rt-sided

right atrium

Lt. IVC crossing

midline at liver
to enter rt-sided
right atrium

Lt. IVC crossing
midline at liver
to enter rt-sided

right atrium

Lt. IVC crossing

midline at liver
to enter rt-sided

right atrium

Rt. IVC crossing

midline at liver
to enter lt-sided

right atrium

No spleen with positive H.]J. body
Transverse liver with

right dominance

Rt-sided stomach

Solitus bronchus with normal
position of bowel

No spleen with positive H.J. body
Transverse liver with

right dominance

Rt-sided stomach with solitus
bronchus

Malrotation of bowels

Transverse liver

(undetermined splenic situs)
Rt-sided stomach with

solitus bronchus

No spleen

Normal liver with

solitus bronchus

Normal spleen

No spleen
Inversed situs of
liver

Solitus bronchus
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