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Fig. 1. Intravenous pyelography shows normal aaly-
ceopelvis and ureter.
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Fig. 2 Abdominal spiral CT reveals compression
of left renal vein between superior
mesenteric artery and aorta before the vein
merges into infrior vena cava. This
compression causes marked dilatation of
the distal part of lef renal vein. The renal
venous congestion causes hematuria, pre-
surnably through the rupture of submucosal
vein into renal pelvis.
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Fig. 3 Doppler ultrasonography shows the pressure gradient
between lef renal vein and IVC, the diferece in and
ratio of AP diameter, and the peak velocity measured at
hilar and aortomnesenteric sites of lef remal vein
compatible with Nutcracker syndrome.

_146_



—Chul Woo Ahn, et al.: A Case of Nutcracker Syndrome in a Ptient with Gross Hermaturia —

olg 7ol glo], BH xS TZE A8sigch
W 5UA AEs AAWEFEY nutcracker syn-
dromeell #23 A7E& 2gon U 744 A5

Fig. 4. Lef venography shows abrupt narrowing at
the level of aorta and the distal luminal
dilatation at hilar level. Dilatated tortuous
collateral vesséls around lef renal hilum
are associated. Pressure gradient between
hilum and distal renal vein is 1lmmHg.
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Fig. 5 Arterial angiography shows neither arte-
riovenous malfprmation nor arteriovenous
fstula It reveals the torturosity and
regurgitation of gonadal vein in venous

phase.
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Fig. 6. A slide of renal biopsy shows nonspecifc
glomerulonephritis.

Fig. 7. A photography shows the preoperative view
of lef renal vein entrapped between aorta
and superior mesenteric artery.
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Fig. 8 A photography shows the postoperative
view of lef renal vein implanted end to
side into lateral aspect of infrior vema
cava afer resection of perirenal and
periureteral veins.
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A Case of Nutcracker Syndrome in a
Patient with Gross Hermaturia
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Nutcracker syndrome(renal vein entrapment syn-
drome) is probably more common than previously
suspected. The nutcracker phenomenon refers to
compression of left renal vein between aorta and
superior mesenteric artery that results in elevation
of pressure in left renal vein and develoment of
collateral veins. This syndrome occurs in relatively
young and previously healthy patients and is
characterized by intermittent gross hematuria due to
left renal vein hypertension, at times associated with
flank pain, abdominal pain or varicocele.

We report a 17 years-old male patient with this
syndrome presented with flank pain, abdominal pain,
and intermittent gross hematuria for 3 months.
Urinalysis revealed protein(—), blood(+++), many
RBC with only 1% of dysmorphic RBC. IVP and
cystoscopy showed no remarkable finding but do-
ppler ultrasonography and abdominal spiral CT
revealed compression of left renal vein between
aorta and superior mesenteric artery. Renal veno-

§9Hd %8 F¥e$ Nutcracker Syndrome #x} 13| —

graphy showed compression of left renal vein and
collateral circulation to left gonadal vein and the
pressure gradient between left renal vein and
inferior vena cava was 1lmmHg.

The nutcracker syndrome should be considered as
one of the causes of nonglomerular hematuria. All
patients with unexplained severe left flank or
abdominal pain, or unilateral hematuria from the left
on cystoscopy, should be studied by selective renal
venography and pressure measurement in inferior
vena cava and renal veins. The patient with this
typical syndrome could be treated surgically, by
transposition of left renal vein and resection of
collateral veins as the procedure of choice to correct
the underlying pathologic process and eliminate these
troublesome symptoms.

Key Words : Nutcracker syndrome, Left renal
vein entrapment syndrome, Gross
hematuria
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