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Abstract: 
Background: liver is a soft, friable and largest gland in the body, occupying the upper part of the 
abdominal cavity just beneath the right hemidiaphragm. The greater part of it is situated under cover of 

morphological variations of the human liver and its clinical implications.  Materials and method: A 
total of 32 formalin-fixed adult human livers, irrespective of the sex, were studied over a period of three 
years from Dr. M. K.Shah Medical College. These livers were specifically observed for any riedels loab 
morphology. Results: out of 32 specimens, 22 were considered normal without any accessory lobes, 10 

Conclusion: Riedel's lobe is no longer mistaken for an abdominal 
tumor by using imaging. However, the condition of "Riedel's lobe" or the extreme case of a downward 
elongated right hepatic lobe still seems important since the recognition of its existence leads to the 
correct diagnosis of right abdominal palpable mass, or correct depiction of the tumors within the lowest 
part of the elongated normal liver. 
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Introduction  
Liver is a soft, friable and largest gland in the body, occupying the upper part of the abdominal cavity 
just beneath the right hemidiaphragm. The greater part of it is situated under cover of the ribs, extending 
to the left to reach the left hemidiaphragm. It is divided into anatomical right large and left small lobes 
by the attachment of the peritoneum of the falciform ligament. The right lobe is further divided into 
quadrate and caudate lobes by the presence of the gallbladder, the fissure for the ligamentum teres, the 
inferior vena cava, and the fissure for the ligamentum venosum. The fundus of the gallbladder usually 
projects beyond the inferior border of the liver.1 
The hepatic (liver) bud appears in the middle of the 3rd week of development as an outgrowth of the 
endodermal epithelium at the caudal end of the foregut. This hepatic diverticulum consists of rapidly 
proliferating cells that penetrate the septum Transversum.2 A thorough knowledge of both the normal 
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and anomalous or variant surface features of the liver is essential while dealing with a case of an 
unknown abdominal mass. Hepatic anomalies can be due either to defective development or excessive 
development of the liver. The latter leads to formation of accessory lobes and fissures on the hepatic 
surface.3 
tongue-like projection of the anterior edge of the right liver lobe to the right of the gallbladder.4 This 
variant draws attention in the clinical practice, as it can be mistaken for a tumor due to its elongated 
aspect. Riedel's lobe appears to be a common variant of normal anatomy, its prevalence being dependent 
on age-related changes in liver size and skeletal shape. 
 
Material & Method 
A total of 32 formalin-fixed adult human livers, irrespective of the sex, were studied over a period of 
three years from Dr. M. K. Shah Medical College. These livers were specifically observed for any 
variant or anomalous surface morphology like 

 
 
Results 

 
Morphological variation of liver Specimen Number Percentage 
Normal liver  22 68.75% 

 10 31.25% 
Total  32 100 
 

 
 

 
 
Discussion 
In 1888, Riedel described a tongue-like elongation of hepatic segments V and VI that now carries his 
name.5 een widely debated, with studies supporting a congenital or 
acquired origin. The congenital origin is supported by possible defects in the development of the hepatic 
bud, which can lead to the formation of infra-hepatic accessory lobes. The acquired origin, however, has 
its root -related hepatic modifications, secondary 
injury from surgical intervention, and intraperitoneal inflammation/chronic cholecystitis, especially with 

 relation.6 No studies 
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lobe and other liver projections, which could represent a unique finding that is not normally seen or 
tic and clinically latent. 

Inflammation or torsion of these areas may elicit right hypochondriac and/or epigastric pain, which can 
easily be attributed to more common origins or be mistakenly attributed as idiopathic.7,8,9 

For definitive diagnosis, common tests include ultrasound, computerized tomography (CT), and 
magnetic resonance imaging (MRI). Radionuclide imaging and arteriographic examination may also be 
appropriate to depict possible cancerous lesions and abnormal vascular/cystic features.10 
Another important point is that there are some case reports on torsion of Riedel's lobe, which were 
resected surgically.11 Riedel's lobe is usually separated from the rest of the liver by a transverse 
narrowing of the hepatic parenchyma. However, Riedel's lobe is occasionally attached to the liver by a 
wide fibrous sulcus. In these conditions it is regarded as a pedunclated lobe which can undergo torsion.12 

literature.13,14 Such wide range of prevalence may be due to existence of several definitions in the 

lobe was based on its morphologic forms and included all types of hypertrophic right liver formations 
extending below the inferior costal margin. 

with symptoms such as pain, vomiting, constipation, or bloating.15 Differential diagnosis includes 
enlarged kidney, gallbladder, liver tumor or other abdominal tumor (such as right colonic tumor). In 

lobe. In the literature, it is also referre
1988). Generally, Riedel lobe can be presented with minor symptoms such as an abdominal discomfort 
due to the extrinsic compression and torsion episodes or without any symptom. Its differential diagnosis 
includes all causes of palpable normal liver such as emphysema, right-sided pleural effusion, congestive 
heart failure, thin body carriage, and deep diaphragmatic excursion or other liver diseases such as 
cirrhosis, hepatic, or metastatic cancer.16An additional management of this normal anatomical feature is 

-  
 
Conclusion 
Riedel's lobe seems to be a simple anatomical variation secondary to inflammation or attachment to 
other tissue rather than a congenital anomaly. The term "Riedel's lobe" has clinically become less 
important due to the progress of several imaging technologies. Riedel's lobe is no longer mistaken for an 
abdominal tumor by using imaging. However, the condition of "Riedel's lobe" or the extreme case of a 
downward elongated right hepatic lobe still seems important since the recognition of its existence leads 
to the correct diagnosis of right abdominal palpable mass, or correct depiction of the tumors within the 
lowest part of the elongated normal liver. 
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