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Present statues and progresses of interventional therapy of
hepatocellular carcinoma in caudate lobe

ZHAO Jian, LIAO Zhengyin”
(Department of Oncology, West China Hospital, Sichuan University, Chengdu 610041, China)

[Abstract] Recently, with the recognition of blood supply and anatomy of the liver caudate lobe, the intervention thera-
pies of hepatocellular carcinoma in caudate lobe were enriched. However, because of the complex anatomy. the treatment of
hepatocellular carcinoma in caudate lobe is still controversial. The interventional methods for hepatocellular carcinoma in
caudate lobe were mainly included transcatheter arterial chemoembolization ( TACE). percutaneous ethanol injection
(PED, transcatheter arterial embolization (TAE), radioembolization. radiofrequency ablation (RFA) and endoscopic ultra-
sound-guided ethanol injection. The present statues and progresses of interventional therapy of hepatocellular carcinoma in
caudate lobe were reviewed in this article.
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