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Liver anatomy from the viewpoint of surgery: surgical anatomy for inferior vena cava and short hepatic vein
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The cranial margin of the IVC ligament ended in a blind loop. The cranial portion, above the mid-portion of the Spiegel lobe, was thick-
er than the caudal portion. The ligament was attached to the right and left hepatic veins.

Although the IVC ligament was typically tightly continuous with the liver capsule, microscopically the attachment between the liga-
ment and the IVC was loose.

After dissection of the IVC ligament, major hepatic veins can be dissected extrahepatically. Because the ligament is wider caudally,
the forceps should be inserted caudocranially during separation. Since both the number and diameters of lymphatic vessels in the liga-
ment are large, the ligament should be ligated and cut.

The second study was aimed to investigate anatomically how to apply the hanging maneuver without mobilization of the liver. Using
176 cadaver livers, we morphometrically investigated the distribution of venous openings inside of the inferior vena cava (IVC).
During surgery, if no IRHV is found, based on the 3 courses in our experiment, the rightward course seems to be the best direction for
the forceps insertion. To preserve the caudate vein and the IRHV, pretreatment of the IRHV or changing the direction of the forceps
seems to be recommended.

The hanging maneuver without mobilization seems to be useful and it is very convenient for right or left lobectomy as well as for donor
operation in living-related transplantation.
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