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Short Abstract: This video presents a case of laparoscopic left liver sectoriectomy perfomed in a 53 year old man suffering from Caroli's disease limited to segment II and III of the liver
Long Abstract: This video laparoscopic left sectoriectomy for a case of Caroli's disease limited to segments two and three of the liver. A 53 year old male patient was admitted to the hospital for recurrent right sided abdominal pain associated with fever. Abdominal CT scan demonstrated a segmental dilatation of the intra-hepatic bile ducts limited to segment two and three of the liver as in left sided Caroli's disease.

3D reconstruction of the arterial blood flow demonstrated the presence of a right hepatic artery originating directly from the aorta while no abnormalities were revealed in the portal system

Laparoscopic left hepatic sectoriectomy was planned.

The patient was placed in supine position, the operating surgeon stand between patient's legs and 5 trocars are used.

The procedure start with exploration of the abdominal cavity and after placement of the remaining trocar, a laparoscopic vascular clamp is placed triad in order to reduce the blood inflow and reduce bleeding during division of the liver parenchyma.  I currently do not perform anymore  this sort of Pringle's maneuver; although a tape is always  placed around the triad and tighten is bleeding occurs.

Division of the liver parenchyma is performed using a combination or bipolar electrocautery and harmonic scalpel  along the falciform ligament between segment  III and IV. This maneuver allows to expose the segment III main pedicle .

Once the segment III pedicle is fully dissected it can be divided using a 45mm endo GIA with a vascular cartridge. 

The procedure carries on with further division of the parenchyma till the main pedicle to segment II is reached, isolated and finally divided using a 45mm endoGIA with vascular cartridge.

At this point the left lobe of the liver is attached to the remaining parenchyma only by the left sovra-hepatic vein. The left triangular ligament is now divided using electrocautery and the left hepatic vein is isolated and divided using vascular stapler: due to its location it more the one cartridge is usually required.

At this point the left sectoriectomy is completed ; the liver surface is checked for bleeding; argon beam is applied on the liver surface and the vascular clamp is removed. At this point fibrin glue is applied on order to reduce the risk of post-operative bile leaks. The specimen is placed in endobag and removed . A 24fr silicon drain is left in place for 48hours. The patients was discharged on post-operative day III.
Text: 
Part 1:Preoperative Workout
1. Abdominal Computer Tomography with vascular reconstruction in order to evaluate the presence of vascular abnormalities 
Part 2:Intraoperative procedure
2. Left liver sectoriectomy is planned. The patient is placed in supine position and the surgeon stand between patient’s legs. 5 trocars are used and placed as shown in figure 1 
3. Vascular clamp is placed on the portal triad in order to reduce bleeding

4. Division of the liver parenchyma is performed using a combination or bipolar electrocautery and harmonic scalpel  along the falciform ligament between segment  III and IV
5. Once the segment III pedicle is fully dissected it can be divided using a 45mm endo GIA with a vascular cartridge.

6. he procedure carries on with further division of the parenchyma till the main pedicle to segment II is reached, isolated and finally divided using a 45mm endoGIA with vascular cartridge

7. The left triangular ligament is now divided using electrocautery and the left hepatic vein is isolated and divided using vascular stapler
8. The liver surface is checked for bleeding; argon beam is applied on the liver surface and the vascular clamp is removed. At this point fibrin glue is applied on order to reduce the risk of post-operative bile leaks. The specimen is placed in endobag and removed
Discussion
Laparoscopic surgery can be safely performed also for liver resection both for benign and malignant diseases. Reducing surgical trauma using minimally invasive approach allows to minimize the incidence of post-operative complications and post-operative hospital stay.
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Figure legends
Figure1: position of the trocars
