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Table 1. Distribution of Three Morphologic Types of the Left
Hepatic Lobe

Normal Abnormal Total
Type A(%) 179(49.7) 181(50.3) 360(100)
Type B(%)* 36(29.8) 85(70.2) 121(100)
Type C(%)* 6(17.6) 28(82.4) 34(100)
Total 221(42.9) 294(57.1) 515(100)

*P<0.001, the difference between normal and abnormal liver

Fig. 1. Three types of left lobe contour of the liver on CT scan.
a. Type A:Lateral margin of left lobe of the liver is extended to
the medial portion of the stomach .

b. Type C:Lateral margin of left lobe of the liver is extended to
the perisplenic portion, lateral to the stomach(arrow).

c. Type B:Lateral margin of left lobe of the liver is located be-
tween two types.
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Table 2. Intrahepatic Diseases Associated with Three Different Hepatic Types

SOL IHBD dilatation DHP Others
Type A(%) (n=181) 88(47.6) 55(29.7) 29(15.7) 13(7.0)
Type B(%) (n =85) 55(61.1) 21(23.3) 13(14.5) 1(1.1)
Type C(%) (n=28) 18(58.0) 2( 6.5) 10(32.3) 1(3.2)
Total(%) (n=294) 161(52.6) 78(25.5) 52(17.0) 15(4.9)
SOL ; space occupying lesion IHBD ;intrahepatic bile duct
DHP; diffuse hepatopathy Others; liver calcification, liver laceration

Table 3. Distribution of SOL According to Three Types of the Liver(n =161)

Hepatoma Cholangio. Meta. Hemangio. Abscess Cyst Others
Type A(%)(n =88) 33(37.5) 5(5.7) 28(31.8) 4(4.6) 3( 3.4) 14(15.9) 1(1.1)
Type B(%)(n =55) 29(52.7) 1(1.8) 13(23.7) 2(3.6) 1( 1.8) 8(14.6) 1(1.8)
Type C(%)(n=18) 14(77.8) 0(0.0) 0( 0.0) 1(5.6) 2(11.0) 1( 5.6) 0(0.0)
SOL ; space occupying lesion Cholangio. ; cholangiocarcinoma
Meta. ; metastasis Hemangio. ; hemangioma

Fig. 2. Contour change of the left lobe from type B to type C following right lobectomy.
a. Multiple right intrahepatic bile duct stones with biliary obstruction(type B).
b. After right lobectomy of the liver(after 3 years), left lobe is extended more to the perisplenic area(type C).
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Fig. 3. Hepatoma in extended left lobe of the liver itself.

a. On postcontrast CT scan, hepatoma in extended left lobe of the liver to the perigastric portion(type B) is noted.

b. On postcontrast CT scan, multiple hepatomas in both lobes are seen, smaller one is located in extended left lobe of the liver
to the perisplenic portion(type C) and larger one is located in the right lobe.

Fig. 4. Type C of the liver simulating perisplenic fluid collec-
tion.

Enlarged left lobe of the normal liver extended to the peris-
plenic area on CT scan(a, arrowhead), which was misinter-
preted as perisplenic fluid collecion on US(b, arrow).
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Fig. 5. Type B with hemangioma.
Precontrast CT scan(a) and postcontrast CT scan(b) show well-enhancing(fill-in pattern) mass lesion(arrowhead) in the extended

left lobe of the liver, simulating to submucosal tumor of the stomach.
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Evaluation of Lateral Margin of Left Lobe of the Liver on
CT Scan: Focus on Perisplenic Extension’

Chang Hye Seo, M.D., Seong Sook Cha, M.D., Byung Jin Lee, M.D.,
Jae Young Choi, M.D., Seok Jin Choi, M.D., Choong Ki Eun, M.D.

7Department of Diagnostic Radiology, College of Medicine, Inje University, Pusan Paik Hospital.

Purpose:The perisplenic extension of the left lobe of the liver can be misinterpreted as a splenic or
perisplenic lesion on ultrasonography(US) and computed tomography(CT).

The purpose of our study is to classify the lateral margin of the left lobe of the liver into three types and to
evaluate the incidence and the relationship between each type and abnormal liver on CT scan.

Material & Methods:A total of 515 abdominal CT scans from patients over 15 years old were
retrospectively evaluated. Liver contours were divided into three types on the basis of degree of the left lateral
extension of the left lobe of the liver. Type A was defined as the lateral extension of the left lobe of liver to the
medial portion of the stomach, type C as the perisplenic portion, and type B as between the two types. Each
type was further divided into normal and abnormal liver groups based on clinical, CT, surgical & patholigic
findings and evaluated on its ratio of normal and abnormal liver, intrahepatic diseases associated with an ab-
normal liver and statistical significance between a normal and abnormal liver.

Results: The incidence of the three types of liver among the 515 patients was 360(69.9%), 121(23.5%) and
34(6.6%) patients in type A, B and C, respectively. Type C showed normal liver in six patients, which was 2.7%
of all normal livers(221/515) and abnormal liver in 28 patients, which was 9.5% of all abnormal livers(294/515).
Type A showed normal liver in 49.7%, abnormal liver in 50.3% and there was not statistically significant differ-
ence between normal and abnormal liver(P>0.05). Type B showed normal liver in 29.8% and abnormal liver in
70.2% ; type C showed normal liver in 17.6%, abnormal liver in 82.4% and there was a statistically significant
difference between normal & abnormal liver(P<0.001). The space occupying lesion(SOL) was most common(52.
6%) in all the abnormal livers and hepatoma was the most common disease in the SOL(47.2%). In the abnor-
mal type C liver, SOL(58%) and diffuse hepatopathy(32.8%) were most common and hepatoma and liver cir-
rhosis were the most common diseases, respectively.

Conclusion: The perisplenic extension of the left lobe of the liver(type C) was seen in 6.6% of abdominal CT
scans, and was frequently associated with abnormal liver conditions including SOL. Careful interpretation is
needed to differentiate from splenic or perisplenic disease.

Index Words: Liver, CT
Liver, anatomy
Spleen, CT

Address reprint requests to : Change Hye Seo, M.D., Department of Diagnostic Radiology, College of Medicine, Inje University,
Pusan Paik Hospital. # 633-165, Kegum-dong, Pusanjin-ku, Pusan 614-735 Korea.
Tel. 82-51-890-6549, Fax. 82-51-896-1085
— 516 —






