Riedel’s Lobe of the Liver
A Case Report
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Abstract: Riedel lobe of the liver is a simple anatomical variation, a
downward tongue-like projection of the anterior edge of the right lobe of
the liver to the right of the gallbladder with its typical case to be rare.

We report the case of a 71-year-old woman with typical feature of a
nonpalpable Riedel’s lobe of the liver, as an incidental finding who was
referred for reported hypergammaglobulinemia (22.7% [9%—19%]).
Both features were attributed to a chronic inflammation because of an
abscess in the right iliopsoas caused by infection due to bilateral hip
replacement which underwent revision surgery. This was confirmed by
her medical history, the imaging findings combined with elevated
C-reactive protein, and by cross-reaction weak positive autoantibodies.

Generally, knowledge or suspicion of Riedel’s lobe of the liver is
important, as it does not always remain clinically latent, as in our case,
and it can be complicated by its torsion or hepatic tumors.

(Medicine 94(3):e430)

Abbreviations: CT = computerized tomography, US = ultrasound.

INTRODUCTION

he liver is the largest internal organ in the human body. Its

size, either in clinical examination or in imaging techniques,
depends on several factors such as age, sex, body size, and
shape, and the particular examination technique utilized. In
some cases, the liver can be palpable due to anatomic reasons or
underlying abnormal conditions.' In clinical practice, congeni-
tal abnormalities of the liver are comparatively rare.

Riedel lobe of the liver is a simple anatomical variation, a
downward tongue-like projection of the anterior edge of the
right lobe of the liver to the right of the gallbladder.® It was
originally reported by Riedel in 7 female patients who had
palpable masses in the right hypochondrium, which were
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subsequently confirmed at surgery.* The clinical significance
of Riedel lobe has been identified, as it is included in the
differential diagnosis of right-sided abdominal palpable
masses.”

The reported incidence of Riedel’ lobe in the general
population considerably varies (3.3%-31%), which could be
attributed to the uncertain criteria and multiple diagnostic
methods, although the typical case is rare.””

We report the case of a 71-year-old woman with typical
feature of a nonpalpable Riedel lobe of the liver, as incidental
finding.

CASE REPORT

A 7l-year-old woman was referred for reported hyper-
gammaglobulinemia (22.7% [9%—19%]). Medical history
included bilateral primary and revision (due to infection) hip
replacement, with the last procedure 4 years ago. Physical
examination was unremarkable and the patient was afebrile
without any palpated mass in her abdomen.

On admission, laboratory findings were as follows: white
blood cell count 6.03 x 10° cells/wL (3.8—10.5 cells/wL) (neu-
trophils 54% [45%—75%], lymphocytes 31.5% [20%—51%],
monocytes 9% [2%—11%], eosinophils 3.5% [0.5%—10%],
basophils  1.3% [0%—2%]), red blood cell count
444 x 10%cells/uL  (3.8—5.3cells/uL), hematocrit value
38.3% (37%—47%), hemoglobin value 11.9g/dL (12-16g/
dL), mean corpuscular volume 86.3 fL (80—99 fL), mean cor-
puscular hemoglobin concentration 31.1g/dL (32-35g/dL),
reticulocytes 1.18% (0.2%—-2%), platelet count 456 x
103 cells/pL  (150—450cells/pL), aspartate transaminase
11U/L (<38U/L), alanine transaminase 6U/L (<40U/L),
gamma-glutamyl transferase 8 U/L (5-36 U/L), alkaline phos-
phatase 77 U/L (35—104 U/L), creatine phosphokinase 50 U/L
(0—-167U/L), lactate dehydrogenase 311 U/L (240—480U/L),
bilirubin 0.41 mg/dL (0—1mg/dL), total proteins 7.4 g/dL
(6.6—8.7 g/dL), serum albumin 3.8 g/dL (3.5-4.8 g/dL), globu-
lins 3.6 g/dL (2.2—4 g/dL), iron (Fe) 38 pg/dL (37—158 g/dL),
ferritin 164.1 ng/mL (13—-150 ng/mL), complement component
3 137mg/dL (79-152mg/dL), complement component 4
25.4mg/dL (16—38 mg/dL), erythrocyte sedimentation rate
46mm (0-20mm), procalcitonin 0.5ng/mL (<0.5ng/mL),
and C-reactive protein (CRP) 3.45 mg/dL (0—0.8 mg/dL). There
were found positive antinuclear antibodies, weak-positive anti-
DNA and anti-smooth muscle antibodies. All components in
serum protein electrophoresis were slightly elevated and there
was not detected abnormal protein fraction in serum and urine
immunoelectrophoresis. Tumor markers and other serological
tests were negative.

Thoracoabdominal computed tomography (CT) scan in
addition to many artifacts due to bilateral hip replacement
revealed a collection in the right iliopsoas (abscess or hema-
toma) and a homogeneous mass (24 cm) pedunculated from
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I CONTRAST

FIGURE 1. Riedel lobe as homogeneous mass (24 cm) peduncu-
lated from the right lobe of the liver.

right lobe of the liver, having the same density, which was
elongated downward, ending inferior to the iliac crest (Figures 1
and 2). Both features were depicted having the same size ina CT
scan, 3 years ago.

A diagnosis of Riedel lobe of the liver was made. She was
discharged from our hospital without treatment for the abdomi-
nal mass with recommendation for reassessment in 3 months.

10cm

FIGURE 2. Downward elongation of the liver, ending inferior to
the iliac crest.
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DISCUSSION

This rare morphologic feature of hepatic lobulation was
firstly described by Corbin in 1830 and it was defined by Riedel
in 1888, as a ‘‘round tumor on the anterior side of the liver, near
the gallbladder, to its right.”” In the literature, it is also referred
as floating lobe, “‘tongue like,” or constriction lobe.* Nowa-
days, this downward elongation of the liver is frequently
observed (mostly in women) by modern imaging techniques,
but the typical case of Riedel lobe is rare.*

The etiology of Riedel lobe has been proposed to be either
congenital or acquired. The congenital origin of Riedel lobe is
supported by a congenital disembrioplasic anomaly in the
development of a hepatic bud, which can lead to the formation
of accessory lobes, in infrahepatic positions.>’ However, Riedel
attributed its appearance to the tractions exercised by the
adherential syndrome due to lithiasic cholecystitis.* Addition-
ally, it is proposed that it could be in the framework of hepatic
modifications caused by age or bgy skeletal anomalies such as
ciphoscoliosis with wide thorax”* or secondary to intraperito-
neal or intrapelvic inflammation or to surgical interventions.’

Our above reported case was a typical feature of a non-
palpable Riedel lobe of the liver, as incidental finding during the
examination for hypergammaglobulinemia. Both features were
attributed to a chronic inflammation because of an abscess in the
right iliopsoas caused by infection due to bilateral hip replace-
ment which underwent revision surgery. This could be
explained by the medical history, the imaging findings com-
bined with elevated CRP, and by cross-reaction weak-
positive autoantibodies.

Generally, Riedel lobe can be presented with minor symp-
toms such as an abdominal discomfort due to the extrinsic
compression and torsion episodes or without any, as in our case.
Its differential diagnosis includes all causes of palpable normal
liver such as emphysema, right-sided pleural effusion, conges-
tive heart failure, thin body carriage, and deep diaphragmatic
excursion or other liver diseases such as cirrhosis, hepatic, or
metastatic cancer.

For its diagnosis can be used all available imaging tech-
niques such as ultrasound (US), CT, magnetic resonance ima-
ging, and in some cases radionuclide imaging and
arteriographic examinations.'® Hepatic US is useful in disco-
vering the lesion, which combined with the Doppler examin-
ation can depict its vascular or cystic features.

Typical Riedel lobe usually has good prognosis consider-
ing the early-stage diagnosis, the lack of complications, and the
proper treatment such as the resection of the hypertrophic
parenchyma in case of torsion with noisy clinical presentation,
metastatic lesion, or hepatic hydatide cysts of the Riedel
lobe.”'""'? An additional management of this normal anatom-
ical feature is proposed to consider it as a possible source of a
“‘living-related’” hepatic transplant.

Knowledge or suspicion of its possibility is important, as it
does not always remain clinically latent in case of its torsion or
hepatic tumors including metastasis or hepatocellular carci-
noma may sometimes arise only in the lowest part of Riedel
lobe.

REFERENCES

1. Wolf DC. Clinical methods: the history physical, and laboratory
examinations. Chapter 94 Evaluation of the Size Shape, and
Consistency of the Liver. 3rd edition. Boston: Bookshelf; 1990.

2. Couinaud C. Surgical Anatomy of the Liver Revisited. Paris:
Couinaud; 1989:31-35.

Copyright © 2015 Wolters Kluwer Health, Inc. All rights reserved.



Medicine ¢ Volume 94, Number 3, January 2015

Riedel’s Lobe of the Liver

3. Reitermeier RJ, Butt HR, Baggenstones AH. Riedel’s lobe of the

liver. Gastroenterology. 1958;34:1090-1095.

4. Riedel I. Ueber den zungenfrmigen Fortsatz des rechten Leberlap-

pens und seine pathognostische Bedeutung fiir die Erkrankung der

Gallenblase nebst Bemerkungen tiber Gallensteinoperationen. Berli-

ner klinische Wochenschrift,. 1888;25:577-602.

5. Sham R, Sain A, Silver L. Hypertrophic Riedel’s lobe of the liver.

Clin Nucl Med. 1978;3:79-81.

6. Baum S, Locko RC, d’Avignon MB. Functional anatomy and

radionuclide imaging: Riedel’s lobe of the liver. Anat Clin.
1982;4:121-123.

7. Gillard JH, Patel MC, Abrahams PH, et al. Riedel’s lobe of the

liver: fact or fiction? Clin Anat. 1998;11:47-49.

8. Actan ZA, Savas R, Pinar Y, et al. Lobe and segment anomalies of

the liver. J Anat Soc India. 2001;50:15.

Copyright © 2015 Wolters Kluwer Health, Inc. All rights reserved.

. Yano K, Ohtsubo M, Mizota T, et al. Riedel’s lobe of the liver

evaluated by multiple imaging modalities. Intern Med. 2000;39:136—
138.

. Chaulieu C, Claudon M, Regent D, et al. Reidel’ s lobe: echotomo-

graphic aspects. J Radiol. 1982;63:637.

. Soo MS, Adatepe MH. Metastatic lesions arising in a Riedel’s lobe.

Findings from a sulfur colloid liver-spleen scan. Clin Nucl Med.
1990;15:814-815.

. Lefaucher C, Dupuis E, Muller J, Laham A. Torsion of Riedel’s lobe

two cases. J Chir. 1978;115:25.

. Champetier J, Yver R, Letoublon C, Vigneau B. A general review of

anomalies of hepatic morphology and their clinical implications.
Anat Clin. 1985;7:285.

www.md-journal.com | 3



	Riedel&apos;s Lobe of the™Liver
	INTRODUCTION
	CASE REPORT
	DISCUSSION


