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Value of Multi-slice Spiral CT Angiography in the Diagnosis of Hepatic Artery Anatomic Variations CHEN Guang, SHEN
Wen, QI Ji,et al. Department of Radiology,the First Central Hospital of Tianjin Medical University, Tianjin 300192, P. R. China
[Abstract] Objective: To assess the accuracy of multi-slice spiral CT (MSCT) angiography in the evaluation of hepatic
artery anatomic variations. Methods: In 430 patients, 3-phase enhanced CT using multi-slice CT was performed before sur-
gery for liver transplantation,and CT angiography (CTA) of the hepatic arteries were reconstructed with volume rendering
(VR) and maximum intensity projection (MIP) techniques. According to Michels classification, the anatomy of hepatic ar-
tery was evaluated. The results of CTA were correlated with that of surgerical findings. Results: A total of 114 (26.51%)
hepatic artery anatomic variations were detected in 430 patients, there were Michels type [ (n=20,4.65%) stype Il , (n=
48,11.16 %) stype V ,(n=2,0.47%) stype VI, (n=3,0.70%) stype Wl .(n=1,0.23%) stype X\, (n=4,0.93%). There
were 36 hepatic artery anatomic variations which could not be included in the Michels Classification. Compared with surgery,
CTA accurately depicted 150 anatomic variations, but in 3 patients,an aberrant left hepatic artery originated from left gastric
artery could not be depicted by CTA. Conclusion: The anatomy of hepatic artery and its variations can be accurately assessed

by MSCT angiography, this technique can be used as the first choice of imaging examination of hepatic artery before liver

transplantation surgery.
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