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Infrahepatic Interruption of Inferior Vena Cava

Yeon Hyeon Choe, M.D., Dong Ho Lee, M.D., Young Goo Kim, 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

Congenital anomaly of IVC is rare, but understanding of this anomaly is important in radiological diagnosis,

angiographic procedures and major retroperitoneal and thoracic surgery.

We analysed 23 cases of IVC interruption diagnosed by cardiac angiography at Seoul National University

Hospital.

The results were as follows:

1. The incidence of infrahepatic interruption of IVC was 0.45% of the patients having cardiac angiography and

most patients showed cyanosis (91%).

2. The most common associated cardiac anomaly was right ventricular outflow tract obstruction (60%). Other

associated cardiac defects were VSD, ASD, valvular anomalies in 9 cases (39%) respectively; double outlet

right ventricle, bilateral superior vena cava, single ventricle in 6 cases (26%) respectively: single atrium, PDA

in 5 cases (22%) respectively.

6 cases of situs inversus, 3 cases of situs ambiguus, 2 cases of visceral heterotaxia and one case of asplenia

were observed also.

7 cases of left-sided IVC were associated with IVC interruption in normal situs.
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Fig. 1. Infrahepatic interruption of IVC with azygos con-

tinuation in situs solitus. Azygos vein was

enlarged.
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Table 1. Summary of 23 Cases of IVC Interruption

Classification No.

1. Situs solitus 14
a. Rt. IVC to azygos cont. 4

b. Lt. IVC to hemiazygos to 5
accessory hemiazygos cont.

c. Lt. IVC to hemiazygos to 9
azygos cont.
2. Situs inversus with Lt. IVC 6
to azygos cont.
3. Situs ambiguus with Rt. IVC
to azygos cont.
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. Left postrenal IVC with interruption. Left
IVC continued to hemiazygos (HA), accessory
hemiazygos vein (AH) and left superior vena
cava (LSVC) and finally drained into coronary
sinus.

On lateral view (B), this anomaly showed so
called ‘candy cane’ or ‘shepherd crook’ ap-
pearance.
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Fig. 3. Left postrenal IVC with interruption in AP (A) and lateral view (B).
Hemiazygos vein (HA) crossed midline at low thoracic vertebral level (T7-8) to join azygos vein (AZ).
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Table 2. Associated Cardiac Anomalies of IVC Inter-

ruption (N=23)

Anomalies No.

—
£

Pulmonary outflow tract obstruction
VSD

ASD, secundum

Valvular anomalies

Left-sided IVC (situs solitus)
Double outlet RV

Bilateral superior vena cava
Single ventricle

Single atrium

PDA

Endocardial cushion defect
Dextrocardia

Isolated levocardia
Transposition of great arteries

Right aortic arch

DN W b B OO OO N © O ©

Coronary artery anomaly

TOF

Criss-cross heart

Total anomalous pulmonry venous return
Left superior vena cava to LA

Polysplenia

[ SR S S O S

Asplenia

z 5
340] Mo fop RyAAzAEAE ¢F A

* Situs inversus in 6 cases and situs ambiguus in 3 cases
out of all 23 cases
** One case of situs dmblquus showed asplenia and
another one case was suspected to have multiple
spleens but was not confirmed by scintigraphy.
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Table 3. Classification of Anomalies of IVC

I. Posternal segment

. Rt. retrocaval ureter

. Transcaval ureter

. Lt. postrenal IVC

. Double IVC

. Bilateral retrocaval ureter

Sy U1 A W N

. Lt. retrocaval ureter
II. Renal segment
1. Circumaortic renal venous ring
2. Retroaortic left renal vein
III. Prerenal segment
1. Infrahepatic interruption of IVC with azygos con-
tinuation
2. Infrahepatic interruption of IVC with hemiazygos
continuation
3. Infrahepatic interruption of IVC with portal con-
tinuation
4. Infrahepatic interruption of IVC with vertebral
plexus and ascending lumbar vein connection
IV. Hepatic segment
Lt. (Rt.) IVC shifting of side at liver to enter rt. atrium
V. Suprahepatic segment
1. Anomalous connection of IVC to LA
2. Anomalous connection of IVC to coronary sinus
3. Anomalous high insertion of IVC to RA

4. Congenital obliteration of suprahepatic IVC
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