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<Abstract>

Laparoscopic Liver Resection Using Radiofrequency Energy for
Parenchymal Transection

Sung Joon Bong, M.D., 1l Young Park, M.D.

Department of Surgery, Holy Family Hospital, The Catholic University of Korea

Laparoscopic liver resection has been proved to be a feasible method of treatment of various liver
lesions. But hemorrhage is difficult to control laparoscopically. Recently, the role of Radiofrequency
(RF) energy in liver surgery was expanded to coagulate the liver resection margin. We made a plane
of necrosis for parenchymal transection by using the RF energy in one patient who had hepatocellular
carcinoma, totally laparoscopically. A 52-year-old man was diagnosed with a hepatic mass.
Ultrasonography and Computed Tomography showed a lesion measuring 3.5 cm in diameter in the
segment V of the liver. Angiography demonstrated a stained nodular tumor mass. Partial liver resection
with RF energy was completed laparoscopically. The specimen was removed with an endobag via an
enlarged trocar site. Operative blood loss was about 100 ml. Laparoscopic liver resection using RF
energy is safe and an effective method to avoid intraoperative hemorrhage during parenchymal resection
of the liver.
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Fig. 1. Computerized Tomography shows a 3 cm enhanced
nodule (black arrow) in hepatic angle with small
gallbladder stone.

Fig. 2. Angiography shows hypervascular mass (white arrow)
in the hepatic segment V with underlying liver
cirrhosis.
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Fig. 3. The site of ports placement.

Fig. 4. Gross specimen shows a 3x2 ¢cm nodular mass on the
liver surface.
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Fig. 5. Post operative wound shows minimal incision line on
lower abdominal quadrant.
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