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Fig. 1 The first patient’s preoperative lipiodol
CT of the liver. The prearrangement planes of
liver transection are described on them by white
lines. The preoperative lipiodol CT scan of the
liver demonstrated the lipiodol deposit lesion of 3
cm diameter in the paracaval portion of the

caudate lobe. The prearrangement planes of liver
transection which starts from the Arantius liga-
ment through just beneath the middle hepatic
vein and the right hepatic vein and arrived at the
right margin of the caudate lobe.

Fig. 2 The first patient’s raw surface of the liver

after isolated entire caudate lobectomy (IECL)
was finished.
We can recognize the right hepatic vein (small
open arrow) and the middle hepatic vein (small
white closed arrow) with almost full length on
the raw surface of the liver, and the parenchyma
of the liver between the roots of these hepatic
veins was resected sufficiently. The large black
arrow indicates the Glissonian pedicle for the
posterior segment and the large white arrow
indicates the Glissonian pedicle for the anterior
segment.
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Fig. 3 The schema of the first patient’s raw sur-
face of the liver after IECL.
HDL : hepatoduodenal ligament, IVC: inferior
vena cava, RHV: right hepatic vein, MHV :
middle hepatic vein, It-branch: the Glissonian
pedicle for left lobe, rt-branch: the Glissonian
pedicle for right lobe, post. branch: the Glis-
sonian pedicle for posterior segment, ant. branch :
the Glissonian pedicle for anterior segment

ant
branch

Fig. 4 The gross appearances of the resected
caudate lobe specimen of the first patient.
a. We can recognize the compression scars of
the right hepatic vein (small black closed arrow)
and the middle hepatic vein (small open arrow)
on the ventral aspect of the resected caudate lobe
specimen. The Spiegel lobe (large black closed
arrow) is hypertrohpic. b, The cross section of
the resected caudate lobe specimen showed that
the recurrent HCC (large open arrow) located in
the paracaval portion and neighboring the
Spiegel lobe closely was completely resected.
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Fig. 5 The second patient’s prearrangement plane
of liver transection on the preoperative contrast
CT of the liver. The CT demonstrates the HCC in
the paracaval portion of the caudate lobe as low
density area and the prearrangement plane of
liver transection is described by white lines there.
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Fig. 6 The second patient’s raw surface of the

liver after isolated entire caudate lobectomy
(IECL) was finished.
We can recognize the right hepatic vein (white
closed arrow) and the middle hepatic vein (open
arrow) with almost full length on the raw surface
of the liver. These two hepatic veins were neigh-
boreing one another on the raw surface of the
liver, because the two raw surfaces by the previ-
ous anterior segmentectomy had joined together.
The tumor was located just beneath these two
hepatic veins. IVC: inferior vena cava

Fig. 7 The gross appearances of the resected

caudate lobe specimen of the second patient from
the ventral aspect.
The middle hepatic vein and the right hepatic
vein ran closely and this HCC was located just
beneath these two veins. So the HCC is exposed
on the ventral aspect of the resected caudate lobe
specimen. The Spiegel lobe is hypertrophic and
adjoins the HCC.

1% demarcation line (BIRERK) THEHKIhI@E
D3IDOEE L, &5 ZHEFEIRIBL & A EIRIRES
DEOWEET & TOFRE*MZ AR BRE L
E2 TFMEATHV 59 (Fig. 8).

1) BREDRE

a) RS T ZREYFE A LA CER URE
DEMZET5. BN 3 HED A O approach %



199849 H

FRIELTw3,

b) FEZERRRE, F1+fEBEE, 2V Vv EE 1 XK
L VY CHIREE, 7Y U BRERIERE
NT—ErrEITS, SUVYCOBREREDT -y
KL TBEE 5 flE L C BREEE ST
235K KRETCT—Er ST 52 LB ETHS,

c) EAREZREL, G2 &L, GHITAY
DR8N 2= UIRE U CEF S IRIBET 5 & CEATERIR 285 &
PSS 5, IR R IBAE L 208 5 BF & R R AR
DRIDOFMERS GBS % HBER S L T FTARIRCET 2
HRERHSIZT S, 2 O S CETEIR 2 U8+
3 LRIRERROIS sMERE L, BOBETEHEX
B OBEFHERSNE L w5,

d) 77UV U #BREE % clamp L, FFRECHEL
A EHRET 5, FEAECHRLZBRE:D
demarcation line iK¥#-> THEREHIC~—F >~ 7 %17
J. ZOR, ZERO—FNEERT S LS THII,
BBV UER S SICRBICHBEER L, BRE
EREORMTT— 7 LB, 28R Y
YBE clamp LT b BRE : BRETASIRSE L 0
demarcation line 23 BHR 2 B (18 RIKEKD dorsal
liver SRERET AEIRIE 2 G5 H» 5 B> TV 35
B 2T i3 BAREE A g D & 4 RIS IR 0 Ko g

Fig. 8 The schema of the caudate lobe. The
caudate lobe that we should resect completely
are painted by obligue lines. This region is com-
posed of the caudate process, the paracaval por-
tion and the Spiegel lobe. We can discriminate
the paracaval portion from the dorsal liver
belonging to the posterior segment by clamping
the Glissonian pedicle for the posterior segment
at the point of the vessel loop hanging. The
paracaval portion spreads cranially untill just
beneath the liver capsule involving the paren-
chyma between the routs of the right hepatic vein
and the middle hepatic vein. PCP : paracavl! por-
tion, Spiegel: Spiegel lobe, dorsal liver: dorsal
liver belonging to the posterior segment, HDL :
hepatoduodenal ligament
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caudate process
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Two Cases Performed Curative Resection by Isolated Entire Caudate Lobectomy
for Recurrent Hepatocellular Carcinoma in the Paracaval Portion
of the Caudate Lobe after Hepatectomy

Kenji Mizukami, Tsutomu Ko, Ikkou Higaki, Katsuhiko Horii, Sinnya Tanimura,
Mitsuharu Matsuyama, Osamu Yamazaki, Yasuhisa Fujimoto,
Masayuki Higashino and Masahiro Okuno
Department of Surgey, Osaka City General Hospital

This report is about clinical experience of two surgical cases of recurrent hepatocellular carcinoma
(HCC) in the paracaval portion (PCP) of the caudate lobe. These two patients received isolatd entire
caudate lobectomy (IECL) and are fine without any recurrence more than 2 years. We performed IECL
by upper abdominal “reverse T shaped” skin incision. We identified the right margin of the PCP from the
demarcation line appearing on the liver surface by clamping the portal triad of the posterior segment.
After the liver was isolated from the inferior vena cava by dividing all short hepatic veins, we started
dissection on the demarcation line. As the cranial margin of the caudate lobe, we dissected along the
caudal surface of the right hepatic vein and the middle hepatic vein. As the caudal margin of the caudate
lobe, we divided the portal triads of the caudate lobe along the hilar plate. After we divided the root of
Arantius duct at the dorsal end of the umbilical portion from right side approach, we divided Arantius
duct at the confluence of the middle hepatic vein from left side approach. Thereafter we continued to
dissect hepatic parenchyma along the middle hepatic vein from left side approach and combined both
dissection planes together. Therefore we accomplished IECL. Even if HCC recurs after hepatectomy in
the PCP, which is the most difficult part for liver surgery, being in the early stage, it is possible for us

to perform curative resection by IECL safely.
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