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Table 1 Laboratory data on admission

Biochemical examination

TP 6.6 g/dl
Alb 3.7g/dl
GOT 76 1U/1
GPT 391U/1
ALP 24910/1
LDH 326 1U/1
v-GTP 881U/1
LAP 651U/1
Ch-E 0.52 4pH
ZTT 11.2K-U
T.Bil 1.2 mg/di
D.Bil 0.4 mg/dl
BUN 9mg/dl
Creat. 0.5mg/dl
Amyl. 284 mg/dl
Na 138 mEq/1
K 3.5mEq/1
Cl 104 mEq/1
Bleeding time 4 min

Coagulation time 11 min

PT
HPT

12.3 sec
60 %

Hematological examination
RBC 383x10* /mm3

Hb 11.7 g/dl
Ht 34.5%
WBC 2800 /mm?

PLT 5.7x10* /mm?®

Serological examination

AFP 38 ng/ml
HBs-Ag 38.5C.L
HBs-Ab 0.1CL
HBe-Ag 2.1CL
HBe-Ab 9In%
ICG R15 28.3%
K ICG 0.08 /min
Urinalysis
Aceton (=) (=)
Bilirubin ()
Urobilinogen (—)
Sugar (=)
Protein (=)

Fig. 1 Ultrasonography. A slightly low echoing
image of a tumor in the enlarged caudate lobe
was observed.
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Fig. 2 Enhanced-Computed Tomography.
2a; There was a low sbsorbed region that was

contrasted with Lipiodol.

2b ; Infiltration of the blood to the inferior vena
cava was not clear.

T ;: Tumor, IVC; Inferior Vena Cava.
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Fig. 3 Celiac Angiography. A thin image of a
stained tumor sized ¢45mm was observed. The
tumor was inflowed in the left side from the left
caudate lobe branch of the hepatic artery. Non-
HCC involved region showed a screw pattern.
A, : Caudate lobe Branch, CHA : Common He-
patic Artery, RHA: Right Hepatic Artery,
MHA : Middle Hepatic Artery, LHA : Left He-
patic Artery.
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Fig. 4a Ultrasonography during the operation
disclosed that the tumor was sized ¢27mm, and
protruded from the caudate lobe to the left exte-
rior.
4b Neither forced blood flows nor infiltration to
the inferior vena cava, and no tumoral embolus
were observed.

T ; Tumor, PV ; Portal Vein, IVC; Inferior Vena
Cava.
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Fig. 5 The photograph taken during the operation.
A, ; Caudate Lobe Branch, RHA ; Right Hepatic Artery, e T
MHA ; Middle Hepatic Artery, LHA ; Left Hepatic Artery, € | d
T ; Tumor LPV ; Left Branch of Portal Vein,

P, ; Caudate Lobe Branch of Portal Vein, IVC; Inferior Vena Cava,
CBD ; Common Bile Duct.

Fig. 6 Resected Specimen Fig. 7 Histopathological Findings.
6a ; The resected liver weighted 55g, and mesured 7a; The tumor showed trabecular type hepatoma.
42X 30X 25mm. The tumor was 27X25X20mm in (HE staining, X40)
dimension, and had a capsule with wall. 7b; The tumor showed Edmondson II type. (HE
6b ; The internal tissue of the resected tumor was staining, 400Xx)

ununiformity, and some necrose were found.
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Report of a Resected Case of Hepatocellular Carcinoma Originating in the Caudate Lobe

Motoshi Yasui, Nobuhisa Andoh, Hideki Nozaki, Michimasa Tohyama,
Susumu Kataoka and Masahiro Suenaga*
Department of Surgery, Meitetsu Hospital
*Department of Surgery, Nagoya Memorial Hospital

This is a report on 57-year-old female patient in whom a tumor was found in the caudate lobe of the liver by the
tests with ultrasonography and computed tomograpy during the accurate examinations for liver cirrhosis. The
tumor was diagnosed as hepatocellular carcinoma (HCC) based on the findings of angiograpy. The image
examination revealed the tumor localizing in the left lesion of the caudate lobe. Caudate lobectomy was indicated.
The arterial branch to the left-side of caudate lobe, and the branch of the portal vein were ligated and cut at the
portal hepatis. The short hepatic vein was ligated and cut. The lobectomy was made with Cavitron Ultrasonic
Surgical Aspirator. The total blood loss during the operation was 880 ml. There have only been 6 cases in whom the
resection was made for HCC developed in the caudate lobe. This is mainly accounted by the facts that the most of
those patients have liver cirrhosis as a comlication, and/or there is a difficuity for the resection due to the
anatomical features of the caudate lobe. The resection of the caudate lobe, however, may safely be made recently, as
the anatomical vascular architecture of the caudate lobe has become elucidated clearly.
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