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Fig. 1 Post-dissected specimen. The dotted line shows the
RHV-PP line.

G7: Glisson of segment 7, Gpcp: Glisson of the paracaval portion
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Fig. 2 The sagittal section of the specimen. The dotted line
shows estimated resection line for complete caudate lobectomy
including the ventral branch.
Glvent: ventrally branched caudate Glisson, RHD: right hepatic duct, PV:
portal vein, RHA: right hepatic artery, *: the distance from the anterior edge
of the portal vein to resection line
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Fig. 3 Relation between the RHV-PP line and the Glissons
of segment 7 and paracaval portion.
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Right and ventral boundary of the caudate lobe (CL) in the relation to the anatomical landmark

Hideki MASUNARI, Itaru ENDO, Itsutaka SUGITA, Yoshio FU]JII,
Kuniya TANAKA, Hitoshi SEKIDO, shinji TOGO, Hiroshi SHIMADA
Second Department of Surgery, Yokohama City University School of Medicine

For hilar cholangiocarcinoma complete resection of the CL is recommended, but the overt boundary has not been clarified yet. Right
and ventral boundary of the CL were examined using 19 cadavor livers. By dissecting 16 specimens the right boundary was classified
into 3 types based on the relation between the RHV-PP line (the line connected with the root of right hepatic vein and the branching
point of portal vein of posterior segment) and Glisson’s sheath. Cases without crossing each other were classified as Type I (75%).
According to the crossing of the RHV-PP line and caudate bile duct in the hilar plate these were classified into Type Ia (62%) and
Type Ib (13%). Cases with the line and Gpcp crossing were Type II (19%) and cases with the line and G7 crossing were Type III (6
9% ). By sectioning 3 specimens sagittally there were 2 cases with a ventral branch of the caudate lobe, which extended 1.5 cm and 0.7
cm ventrally from the anterior edge of the portal vein. In conclusion the RHV-PP line is useful for the right boundary of the CL and the
ventral margin extends to 1.5 cm from the anterior edge of portal vein at the maximum portion.
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