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Computed tomographic (CT) anatomy of the right border of the caudate lobe had been unclear.
Recently, Kumon studied in full detail the anatomy of the caudate branches of the portal vein by
corrosion liver cast study and revealed the para-caval portion (PCP) of the caudate lobe extending just

_ right to the Spiegel lobe from the caudate process to the area between the roots of the right and middle
hepatic veins. According to Kumon’s study, we analyzed the perfusion defects seen on CT during
arterial portography performed in patients with intrahepatic portal vein obstruction and studied CT
anatomy of PCP. As a result, we consider that the area between the roots of the right and middle
hepatic veins belongs to PCP in more than 70% of patients. Therefore, we think that the area between
the roots of the right and middle hepatic veins which had been classified as being in the anterior
suprior area (Sg) should be reclassified as being in the caudate lobe (S).
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Fig. 1 Portal vein branches of the caudate lobe
IVC: inferior vena cava
PV : portal vein
RPV : right portal vein
LPV : left portal vein
RHYV : right hepatic vein
LHV : left hepatic vein
MHYV : middle hepatic vein

1. Spiegel lobe branch

2. para-caval branch

3. process branch
' (Quoted from Kumon*)

&3: caudate lobe

Table 1 Anatomy of para-caval branch of intra-
hepatic portal vein in caudate lobe of the liver
(Studied by corrosion liver casts)

Number of branches
1) one
2) more than two
Ramification site
1) left first order branch
of PV
2) right first order branch -
of PV
Feeding area
1) Reached up to the surface of 10/19 cases (52.6%)
the liver just beneath the
diaphragm
(between the roots of the
right and middle hepatic
veins)
2) Reached up to the roots of -
hepatic veins
3) Small area

sesseeseeseeens 15/19 cases (78.9%)
--------------- 4/19 cases (21.1%)

oo 14/19 cases (73.7%)

5/19 cases (26.3%)

6/19 cases (31.6%)

+ 3/19 cases (15.8%)

PV : portal vein (quoted from Kumon, M.*)
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Fig. 2 Hilar cholangiocarcinoma
Arterial portography (a) shows complete obstruction of the root of left portal
vein (arrow). Postcontrast CT (b) shows no abnormality between the root of
middle and right hepatic veins. CT during arterial portography (c) shows per-
fusion defect in the entire left lobe and from the area between the roots of middle
and right hepatic veins to just above right hepatic hilus (arrows). Surgery
revealed small lesion confined to left hepatic hilus. MH : middle hepatic vein. RH :

right hepatic vein.
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Fig. 3 Hilar cholangiocarcinoma
Arterial portography showed complete obstruction of the root of left portal vein
and surgery revealed small lesion confined to left hepatic hilus with left portal
vein obstruction. CT during arteriography (a, b, ¢) shows perfusion defect in the
entire left lobe and from the area between the roots of right and middle hepatic
veins to caudate process (arrows). MH : middle hepatic vein. RH : right hepatic

vein.
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Fig. 4 Hepatocellular carcinoma
Arterial portography (a) shows obstruction at the
root of superior anterior branch of intrahepatic
portal vein (arrow). CT during arterial portogra-
phy (b) shows wedge-shaped perfusion defect in
anterior superior area (Ss) of the liver but there is
no perfusion defect in the area between the roots of
middle and hepatic veins (arrowhead). MH : mid-
dle hepatic vein. RH : right hepatic vein.

Fig. 6 A case with hepatocellular carcinoma fed

by para-caval branch of caudate artery

Arteriography (a) shows dilated arteries
(arrow) which were considered to be para-caval
branch of caudate artery. CT (b) shows the upper
part of this tumor in the area between the roots
of middle and right hepatic veins (arrow). MH :

middle hepatic vein. RH : right hepatic vein.
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MH : middle hepatic vein
RH: right hepatic vein

Fig. 5 CT anatomy of para-caval portion of
caudate lobe
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