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A 76-year-old male with hepatocellular carcinoma (HCC) 
recurrence and liver cirrhosis caused by hepatitis C virus infection was 
admitted to our hospital for further examination and treatment. He 
had undergone transcatheter arterial chemo-embolization (TACE) and 
radiofrequency ablation (RFA) for recurrent HCC in segment 3. After 
1 month, he complained of continuous abdominal pain and fever up. 
His serum aspartate aminotransferase (AST) was 573 IU/L (normal, 
13–30 IU/L), alanine aminotransferase (ALT) was 456 IU/L (normal, 
10–42 U/L), lactate dehydrogenase (LDH) was 623 IU/L (normal, 124-
222 IU/L), and C reactive protein was 15.37 mg/dL (normal, <0.3 mg/dL).

Abdominal computed tomography (CT) imaging unexpectedly 
showed a large unenhanced area that was representative of infarcted 
liver parenchyma involving the entire left lateral sector, along with 
obliteration of the left portal vein branches (Figure 1). We diagnosed 
hepatic infarction, and treated conservative therapy including 
antibiotics. Four months after RFA and TACE, the hepatic infarction 
had decreased in size on CT imaging and had atrophy of left lobe 
(Figure 2). 

Hepatic infarction is diagnosed by the presence of a well-
demarcated, low-attenuated, peripheral, wedge-shaped area on 
contrast CT imaging [1]. Generally, the blood supply system of the 
liver is composed of portal vein, which provides two-thirds of the blood 

supply, and the hepatic artery, which provides the remaining one-third 
of the blood supply [2]. Unlike findings in other major abdominal 
organs, infarction is relatively rare in the liver. In humans, the rarity 
of hepatic infarction can be explained by the dual blood supply from 
the hepatic artery and portal vein, and by the extensive collateral 
pathways [3-7]. 

Interventional procedures such as arterial embolization [8] and/
or radiofrequency ablation (RFA) [1] are one of the causes of hepatic 
infarction.

However, sporadic cases of hepatic infarction following 
interventional procedures have been reported and some have been 
critical [9,10]. 

Caution is warranted when RFA after TACE are planned to be 
performed at a site near a large vessel, particularly in patients with 
limited liver reserve.

Figure 1. Abdominal computed tomography imaging showed a large unenhanced area 
(arrow head) that was representative of infarcted liver parenchyma involving the entire left 
lateral sector, along with obliteration of the left portal vein branches.

Figure 2. Abdominal computed tomography imaging showed that the hepatic infarction 
had decreased in size (arrow head) 4 months after RFA and TACE.
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