Osaka University Knowledg

Title |BESBMEREO TR ORBE-REBIKEHOE
=
Author(s) |Rif, Zk; H&, &, #0O, B f
Citation Elgz%l%%&z%ﬁ%?%* =5, 1980, 40(12), p. 1128-

Version Type

VoR

URL

https://hdl. handle.net/11094/15075

rights

Note

Osaka University Knowledge Archive : OUKA

https://ir. library. osaka-u. ac. jp/

Osaka University




1128—(10) HARBEFMHRESQES $4058 mi2e

JIE 0 T S D F K R~ D18
— BB REE DB HE—

HTRE BRSO R 5
B B BT & HO #E

A ME KRB &
Al WEtmam

B4 #F — B b mmnE

(MBF554E 6 A 3 HBH)
(FEFOS54E 8 A 12 B M BERZ6)

Inferior vena caval extension of abdominal malignant neoplasm
—Significance of Celiac Angiography—
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Three cases of malignant abdominal tumor associated with tumor extension into inferior vena cava
and right atrium are presented along with discussion on the mechanism of blood supply to the intravenous
tumor component via celiac artery,

The demonstration of tumor vessels by a selective celiac arteriography in the course of the draining
veins is valuable to evaluate properly the intravenous extension of a tumor which may not be demonstrated
by inferior vena cavography. Identification of the tumor vessels supplied by the hepatic artery to the

intravenous component should not be regarded as evidence of hepatic metastasis or intrahepatic tumor

component,
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1-C

Fig.1 Case 1. Left renal cell carcinoma with extension to the inferior vena cava. (A) Left renal
arterial injection demonstrates a large renal cell carcinoma with arterial supply to the intravenous
tumor component. (B) and (C) Selective injection in the common hepatic artery demonstrates multiple
tumor vessels (arrow) arising from the hepatic artery to the intracaval tumor. Note a filling defect
(arrowheads) in the inferior vena cava which is partially filled with contrast medjum on late arterial

phase.
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2-B

Fig. 2 Case 1. (A) Coronal section of gross specimen demonstrates an extensive tumor growth in the
inferior vena cava above the renal arteries. Note hepatic adhesion (arrows) to the wall of the inferior
vena cava. (B) Cross sections of the inferior vera cava at the hepatic adhesion demonstrates the liver
tissue (arrows) and the perivascular invasion of the intracaval tumor (curved arrows). (C) Microscopic
section of (B) demonstrates tumor cells growing in the liver tissue.
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Fig. 3 Case 2. Hepatoma with extension to the inferior vena cava. (A) Celiac arteriogram demon-
strates multiple tumor vessels (arrow) arising from the left hepatic artery as well as a branch of the
left gastric artery with distribution to the tumor component in the inferior vena cava and right atrium.
(B) Superior mesenteric arterial injection demonstiates a large hepatorna in the right lobe with arterial
supply to the intracaval tumor. (C) Inferior vena cavogram demonstrates complete occlusion of the
inferior vena cava at level of the diaphragm with collateral flow through the azygos vein. Note a
filling defect in the right atrium representing extension of the intracaval tumor to the right atrium.
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Fig.4 Case 2. Coronal section of the liver and
inferior vena cava demonstrates a hepatoma
(short arrows) with no direct invasion to the
intracaval tumor (long arrows). Note a hepatic
vein (curved arrow) containing tumor thrombus
which is continuous to the intracaval tumor.
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Fig. 5 Case 3. Transitional cell carcinoma of the left kidney with extension to the inferior vena cava.
(A) CT scan through the upper abdomen demonstrates a mass (M) of the left kidney and the dilat-
ed inferior vena cava (arrow). (B) Longitudinal supine sonogram through the inferior vena cava de-
monstrates a mass containing multiple internal echoes (arrowheads). (C) Late arterial phase of left
renal arterial injection demonstrates an infiltratig tumor of the left kidney with multiple tumor vessels
extending to the inferior vena cava. (D) Celiac arteriogram demonstrates multiple fine linear tumor
vessels (arrow) running from a branch of the left gastric artery with distribution to the tumor com-
ponent in the fnferior vena cava and right atrium. (E) Right iliac venous injection demonstrates com-
plete occlusion of the inferior vena cava.
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Fig. 6 Case 3. Microscopic section of postmortal renal biopsy specimen demonstrates undifferentiated

transitional cell carcinoma.
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