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Rare anatomic variation of the right hepatic artery
and accessory right hepatic artery supplying

hepatocellular carcinoma

A case report and literature review
Yiming Liang, MD?, Enliang Li, MDP", Jiagi Min, MD?, Chengwu Gong, MD?, Linquan Wu, MD*"

Abstract
Introduction: Each hepatic artery is functionally essential for providing blood supply to the liver, and so are variant arteries. Variant |
arteries, including the accessory right hepatic artery (ARHA) and replaced right hepatic artery (RRHA) are commonly described in the
literature. However, they usually occur independently. Here, we report an extremely rare case that involved both an ARHA and an
RRHA arising from the gastroduodenal artery (GDA) and superior mesenteric artery (SMA), respectively. To date, this situation has
never been reported in the literature.

They were preoperatively identified during magnetic resonance imaging (MRI) examination in a 69-year-old male patient with
hepatocellular carcinoma. And they were further verified by following conventional angiography for transcatheter arterial
chemoembolization (TACE) for the patient. In addition, the patient’s tumor was primarily supplied by these 2 variant arteries. After the
successful TACE procedure, the patient had a well postoperative recovery.

Conclusions: By analyzing this case and performing a systematic review of the literature, the important clinical implications of the ARHA
and RRHA will be investigated and discussed. Main lessons learned from this case thorough understanding of the normal anatomy of the
hepatic artery and its anatomic variation is crucial for surgeons and interventional radiologists; preoperative computed tomography, MR,
and intraoperative angiography play an important role in detecting the variant hepatic artery; identifying these anomalous hepatic arteries
before operation can effectively avoid unintentional injury during surgery, such as massive hemorrhage or hepatic infarction.

Abbreviations: AFP = alpha-fetoprotein, ARHA = accessory right hepatic artery, CHA = common hepatic artery, CT = celiac
trunk, GDA = gastroduodenal artery, HCC = hepatocellular carcinoma, IMA = inferior mesenteric artery, LGA = left gastric artery,
LHA = left hepatic artery, MRI = magnetic resonance imaging, PHA = proper hepatic artery, RA = renal artery, RPA = right phrenic
artery, RRHA = replaced right hepatic artery, SA = splenic artery, SMA = superior mesenteric artery, SPA = superior
pancreaticoduodenal artery, TACE = transcatheter arterial chemoembolization.
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1. Introduction

Liver resection and transplant is generally considered the
criterion standard treatment for patients with hepatocellular
carcinoma (HCC)." However, transcatheter arterial chemo-
embolization (TACE) is widely used in the treatment of patients
with HCC where radical resection is not an option, and has also
been considered a good alternative method to improve survival
and help prevent postoperative recurrence of disease.'' However,
sometimes anatomic variations of the hepatic artery are
encountered during liver resection, liver transplant, or TACE.
Anatomic variation in the hepatic artery increases the risk of
TACE for HCC. Knowledge and identification of the origin,
course, and variations of the hepatic artery preoperatively are
crucial for surgeons and interventional radiologists to perform
hepatic surgery or TACE successfully and safely. Descriptions of
anatomic variations in the hepatic arterial blood supply,
especially rare variations, are very important, and many have
been previously reported in the literature.

An accessory right hepatic artery (ARHA) and a replaced right
hepatic artery (RRHA) are 2 of the most well-known anatomic
variations of the hepatic artery. An (ARHA is defined as an
additional artery supplying the right liver along with a normal right
hepatic artery (RHA).?) Various origins of the ARHA have been
described, including the celiac trunk (CT),*! splenic artery (SA),*


mailto:lienliangyx@163.com
mailto:wulqnc@163.com
http://creativecommons.org/licenses/by-nc/4.0
http://creativecommons.org/licenses/by-nc/4.0
http://dx.doi.org/10.1097/MD.0000000000008144

Liang et al. Medicine (2017) 96:39

common hepatic artery (CHA),! proper hepatic artery (PHA),
superior pancreaticoduodenal artery (SPA),'®! left hepatic artery
(LHA),"" left gastric artery (LGA), gastroduodenal artery (GDA),
right phrenic artery (RPA), superior mesenteric artery (SMA),!®!
renal artery (RA),”! or directly from the abdominal aorta (AA).11°!
The accepted “normal” RHA arises from the PHA, whereas RRHA
arises from a different source."™ The RRHA can arise from LGA,
GDA, CHA,”! SA,"?! RA, inferior mesenteric artery (IMA),'Y
SMA, 3 CT,"! right phrenic artery (RPA),!®! or directly from the
AA."1 However, these 2 variant arteries always occur indepen-
dently in humans. Variant anatomy in patients involving both the
ARHA and RRHA has never been reported in the literature.

In our case, we identified a rare variation of the ARHA and
RRHA on magnetic resonance imaging (MRI) and conventional
angiography during TACE for a patient with HCC. More
importantly, these 2 variant arteries supplied the patient’s tumor.

2. Case report

In August 2016, a 69-year-old man was diagnosed with multiple
primary hepatic carcinoma lesions in the right hepatic lobe in our
hospital. He had a medical history of hepatitis C virus for >10
years and had received antiviral treatment. His other viral
hepatitis serology was negative. He underwent splenectomy in
1998 because of trauma. He also underwent radical gastrectomy
for gastric cancer in 2005. He had no history of intravenous drug
or alcohol abuse, smoking, or food or drug allergies.

The patient had no symptoms of discomfort, fever, abdominal
pain or distention, or upper or lower gastrointestinal bleeding.
On physical examination, his abdomen was soft and tender. His
body mass index was approximately 18.5. There was no evidence
of jaundice, caput medusae, or palmar erythema. Percussion of
the hepatic region was positive for pain. His alpha-fetoprotein
level was 133.8ng/mL, and he had a moderate platelet count of
222 x 107 cells/L, red blood cell count of 3.31 x 10'2cells /L, and
hemoglobin level of 92g/L. Evaluation of his liver function
revealed Child-Pugh class A liver disease.

MRI scan of the upper abdomen revealed multiple intrahepatic
tumors, with the maximum tissue mass measuring 5.1 x 4.9cm
and the mean diameter of the other focal nodular lesions measuring
approximately 2.3cm. Radiography suggested primary hepatic
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carcinoma combined with multiple intrahepatic metastases
(Fig. 1A and B). Contrast-enhanced MRI scan showed the mass
and nodules within segments VI and VII of the right hepatic lobe,
and demonstrated heterogeneous arterial enhancement with
contrast, as well as washout on portal venous and delayed phases,
compatible with a diagnosis of HCC. In addition, intrahepatic bile
duct dilation and ascites were also present, and portal and splenic
veins were dilated and tortuous. After carefully analyzing the MRI
images, we discovered an RRHA arising from the SMA (Fig. 1C
and D). However, the ARHA branching from the GDA was not
visualized on the initial MRI images, but discovered later during
angiography.

Owing to this patient’s ascites, he was not a suitable candidate
for partial hepatectomy. Therefore, the best alternative treatment
plan in his case was TACE. After informed consent was obtained
from the patient, TACE of the tumor was performed. The right
groin was prepared aseptically and infiltrated with 2% lidocaine.
Percutaneous access was obtained via the right common femoral
artery using Seldinger catheterization. Conventional angiography
was performed and multiple tumor blush was seen in the right
hepatic lobe (Fig. 2B). Interestingly, during the procedure, we
found that the tumor and surrounding nodular lesions were
primarily supplied by both an ARHA arising from the GDA and
an RRHA branching from the SMA (Fig. 2A and C). The CT
divides into CHA, SA, and the LGA. The CHA divides into LHA
and GDA (Fig. 2A). A schematic diagram is depicted in Figure 3.

When the selective catheter reached the CT, 0.25mg of
palonosetron, 10 mg of dexamethasone, 1.0 g of fluorouracil, and
200mg of oxaliplatin were injected slowly. Superselective
catheterization of the RRHA and ARHA was then performed,
and the chemoembolization agent was prepared. This mixture
consisted of 30mg of doxorubicin and 15mL of lipiodol
emulsion and was successfully injected into the treated segments.
This injection was followed by embolic microspheres. Finally,
repeat arteriography was performed, and the imaging response of
the vessels supplying the tumor disappeared because of iodized oil
deposition, indicating successful chemoembolization (Fig. 2D).
The catheters were removed without incident. A vascular closure
device was successfully deployed, and hemostasis was achieved.
The patient tolerated the procedure well without immediate
complications and was discharged 5 days later.

Figure 1. (A and B) Magnetic resonance imaging (MRI) scan showing multiple intrahepatic tumors (HCC) in the right hepatic lobe. (C and D) Contrast-enhanced MRI scan
showing an RRHA arising from the SMA. AA=abdominal aorta, HCC = hepatocellular carcinoma, RRHA =replaced right hepatic artery, SMA = superior mesenteric artery.
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Figure 2. (A) Selective computed tomography angiogram showing the normal LGA, SA, CHA arising from the CT, and an ARHA arising from the GDA, as well as the
RRHA. (B) An ARHA arising from the gastroduodenal artery and RRHA, as well as the tumor (HCC) blush. (C) Selective angiogram of the SMA showing an RRHA
arising from the SMA. (D) HCC visualized as well-iodized oil deposition. AA=abdominal aorta, ARHA=accessory right hepatic artery, CHA=common hepatic
artery, CT =celiac trunk, GDA=gastroduodenal artery, HCC =hepatocellular carcinoma, LGA =left gastric artery, LHA =left hepatic artery, PHA =proper hepatic
artery, RHA=right hepatic artery, RRHA=replaced right hepatic artery, SA=splenic artery, SMA=superior mesenteric artery.

Three months following the TACE procedure, the patient
remains feeling very well without significant clinical symptoms.

3. Discussion

Michels performed dissection of 200 cadavers and categorized the
hepatic arterial supply into 10 basic types, which are considered the
standard classifications."®! His classification was further modified
by Hiatt et al in 1994 who analyzed 1000 cases and classified them
into 6 types.'”! Many subsequent studies have largely followed
Michels’ and Hiatt et al’s classification schemes. We defined the
standard anatomy in this study according to their description of
the normal hepatic arterial anatomy. Thus, the CHA arises from
the CT to form the GDA and PHA, which divide distally into the
RHA and LHA, respectively.

An ARHA is defined as an additional artery supplying the right
liver along with the RHA."*! The normal RHA arises from the
PHA, whereas an RRHA arises from other sources." ' ARHA and
RRHA are well described in the literature by Michels,*®! Suzuki
et al,''® Mikisalo et al,l*’! Hiatt et al,""”! Gruttadauria et al,”!

Covey etal,® Varotti et al,”** Kishi et al,*! Koops et al,?*! Ahn et
al,'®! Abdullah et al,**! Lépez-Andujar et al,** Winston et al,'*!
De Cecco et al,*®! Egorov et al,'*”) Saba and Mallarini,””®! Giimiis
etal,*”! Loschner et al,['” Dandekar et al,!*>! Mugunthan et al,!!
Thangarajah and Parthasarathy,”®”! as well as some case reports
(Tables 1 and 2).73%! By systematic review of these articles and
case reports, we identified the various origins of ARHA and
RRHA, as well as their incidence. We drew the conclusion that an
ARHA can arise from the SMA, CT, SA, LGA, GDA, LHA, CHA,
RPA, RA, PHA, SPA, or directly from the AA. Meanwhile, the
origins of an RRHA can be the SMA, CT, SA, LGA, GDA, CHA,
RPA, RA, IMA, or directly from the AA.

In total, we reviewed 21 articles and 16 case reports. The
presence or absence of a middle hepatic artery (MHA) was
regarded as normal. It was also considered normal anatomy
regardless of where the MHA originated from (either the LHA or
RHA). Regardless of whether the ARHA and RRHA occurred
alone or accompanied by other arterial variations, all were taken
into account. In addition, in Winston et al’s article,”*! 3 cases of
ARHA were documented without a description of their origins,

Figure 3. (A) Schematic diagram showing the standard anatomical pattern of the hepatic arteries. (B) Schematic diagram showing an ARHA arising from the GDA
and an RRHA arising from the SMA. AA=abdominal aorta, ARHA=accessory right hepatic artery, CHA=common hepatic artery, CT=celiac trunk, GDA=
gastroduodenal artery, LGA=left gastric artery, LHA=left hepatic artery, PHA=proper hepatic artery, RHA=right hepatic artery, RRHA=replaced right hepatic

artery, SA=splenic artery, SMA=superior mesenteric artery.



http://www.md-journal.com

icine

Med

39

Liang et al. Medicine (2017) 96

‘flae [eusponpodliealoued

Jonadns =V/dg ‘Mape ousjussaw Jouadns=y\S ‘Msue dus|ds=yS ‘Aaue oneday bl pededal=yHyy ‘Mave oualyd Wbl =Yydy ‘faue [eusi=\yYy ‘Aaue oneday Jadoid=VyHd ‘Wel YyIea Jo Jaquinu ayy="oN ‘8JoIe Ul UsAIB 1Sl elep 81810u0d ayi=1N ‘Aape oneday
Wa|=VyH1 ‘Mspe o11sed 1o| =97 ‘s dusjussaW Jousjul= | ‘Asle [eusponpolised =y(Qo yunly dejlso =19 ‘Aape apeday uowwod =yH) ‘fspe ojeday Jybu A10SS809e =YHUY ‘YHYY PUB YHYY Ul0q BUIAOAUI UOIBLIEA = YHYY-+YHHY ‘BLOE [eulwopge =y ‘alefou=(—)

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

0

=)

N
<

£00/8 20°0/8 L0°0/8

0/0 €0/£e  ¢'6/600}

0'6/8}
€8/G
€eL8
1'8/G01
¢eL/Bot
G'¢l/S0¢c
v'GHYS
0°¢cl/og
YL/
60L/8LL
99/19
[/
6'6/09
L'9/51
Gel/iel
¢el/elL
€0/c
€'e/ee
oe/e
G'6/6}
0¢hve

£'6/690 1
0'6/81
€8/G

€8I/

€8/801
¢eL/80t

G'¢l/50¢

Y'SL/vS

0°¢cl/og

L'6L/EL

60L/8LE
¢ L9

0c'9/¢L

LHL29
L'9/S1

Gel/iel

€chvL
9L
€'¢/ee
099

0v1/8¢
0¢chve

10°0/L ¢00/c ¢00/e

=) =)

0/0 S0'0/9

co/t
S0/t
=)

9o/

v/

Go/8LL
§e/L
0'g/€

=)
0°¢/9¢
9v/8¢
0°6/9%1
LG8
09/51
ON
9U/LL
¢01/56
9le
v'e/e
=)
L'e/e
8L/
8'¢c/09k
90L/904
0L
0v/8
0°LL/ve

(%/°0u) YHYY

+VHYY

=) eus

-) =)
Lok ()

) =)

) =)

(=) =)

(=) =)

(=) =)
€0e €0/
-) =)

(=) =)
Ges SO/
(=) (=)
VHO Va9

VNS

(9%/0u) suibLQ

(%/°0u)
VHYY

(=)
rye (=)
=) )
(=) (=)
(=) (=)
) =)
=) =)
9N N
) )
=) (=)
=) owe
=) )
=) )
=) )
=) (=)
=) )
=) =)
=) )
=) (=)
(=) =)
VHO  WH1

<<
w

VINS

(%/0u) suibLo

8'9/87. ¢'19/59€L 9960+ — [el0L
Ge/L 0'LS/pLL 002 9102 [oge 10 UefeseBuey]
06/e 9'98/2S 09 910z yfe 30 UeyuNBN
y'€re €8/ 09 §10¢ [1][e 10 Jexepueq
e/l ¢'¢l/LE6 16¢k §l0c [o1][€ 18 18UydsoT
9/88 8'99/8v5 028 £102 62]1® 18 Snwngy
06/97} ¥'19/866 629} L10C ULIE|[B|\ pue Bqes
¥'S/61 €'99//61 0S¢ 010¢ {21 18 A0I0B3
0'9/51 0'99/991 0S¢ 600¢ fozlle 18 09980 8
8°0/€ £'05/881 L€ 2002 [s)le 18 UoIsuIMm
9L €04/192 1801 1002 (I8 ¥ Jelpuy-zado]
20456 1'89/589 286 9002 e211® 18 URINpOY
9€/L Lo6/eLL o6k §00¢ [g® 18 ujy
9€/ce 1'62/8Ly 709 ¥00¢ zz® 38 sdooy
[SR¥i4 ¢'L8/181L €¢¢ 7002 [1z)le 18 1usiy
L'e/e 8'04/89 96 7002 (0z)® 18 HOIeA
Ge/sL €'19/89¢ 009 2002 e 19 f8n0)
€ve/0LL 8'/6/S07 102 1002 B 19 BLNepEnnIY
90L901 JASTIATA 000+ ¥66 1 e 18 ey
0L/L 0'92/92 00} €661 (sulB 1 O[ESHEN
0v/8 G'es/L01 00¢ 1261 [e 18 Mnzng
0LHYE 0'G5/0kHt 002 996} for) SIBUIIN
(%/0u)  (%/°0u) Awojeue (‘ou) sasea Ieap Joyiny
VHYY piepueis lejoL

"WHYH PUe YHYY Jo souapioul pue suibuo ay|




Liang et al. Medicine (2017) 96:39 www.md-journal.com

—_ = =
+ 2 o2
< < g
T |© coo coo coocoococoococo~ | <3
o x
S E 3
e e
£
< | — —~—— —~—— e~ S
£|T ITT IIT ITIIIIIIIIZI=|2L§
8L <
<
= o
e~ — =
gE|IT TITT IITT IITITIITIIII-A-T- |88
L Ll Ll Ll 0D o £
Iz
<< @©
<[~~~ o~ 3
£§|T IZIZ IIZT IIITIITITIIITe|Z:
= =5
g3
e~ 5 S
3
g\\l\ll\\\l\l\\l\\oo
R N N U N N N PN N N P 2%
[
5=
- < |~~~ o
2D
g | IIT IIT IIITIITIIII~|E®
a = 5
£ < 25
e S
2 g/l L Lo L1l il il il lllloleEe
S =
| &
<
< | — —_— = —_— —~ e~~~ e~~~ o~ — = <
§|T IIT IIT IITIIIIIIIT=|(=1
=
g
< | T —_— —_—— —~ e~~~ —~ —~ — —_— <
oL Ll Ll Ll lli-1ll-135s8
€3
- — =~ =~ — —— —~ g £
oL LLL Ll L1l li-1l - 38
S @©
— —_— —_—— — —_—— S =
=l L0 1Ll ILemee-dl Ll lwel e
2 =3
< c8
—_ ) S
D [=3
E8|oc cococo coco or-rrrrrr-r--o| €8
£ = 21
o <C
5z
< | — ——— —— o — b=
S| IIT IIT IIIIIZIITITo|sE
L I =
—
oll)
< 5
= D D e D e e e e e e e e e e e e = =
/L L1 Ll Ll il il 5 o
t <
s 3
<|—~ == o £
=
£|T IIT IITI IIIIIIIIIZTe|s:
=]
J;':
<~~~ S
el Ll Ll il il il llel ex
E &
8
— —_—— —_— —~ e~~~ =
o s
|7 ITITT TITT TITTTTTTTTT < £
C s
—_ -
> < | -~ @~ e~ ]
g £/ IIT IIT -IIIIZIITIT-|5s
= o F=a
%) S
a < | — —— —_— o '%'I
= =/l L L= Ll ax
5 Ll LLL L4 RPN SN SN NN 8z
=1
< 5
— o~ — o 2 o
al| | 11 - [ D S U D D D D P o B =
sl 11474 L Ll LrlLll =8
g @
2 2
< | — —_— —_—— — e~~~ e~ e~~~ o~ — D
S| 11— 1T1T1T Tirlltlrrirtlitzrt—|g8g
@ s/l L 2L LN L U (L L L PR UL O S AL L 8 S8
€ I s
e <
8 L IT-T TTT TITTITTTTITITT—|Zz<
[ < a
= — e <L
b S| ~IT1T IT7TT TITITTTITTTITTI~|zs
1]
o 25
< e s 8
(] =- L L Lol Z
» - N N N N N N P S L s
Q c
£ g
= < — £ €
- j=3
£ S| - — - — —0ooocoocoocococor-o | 2 32
£ =
< £ 2
= s
E = S
S = g
o B E s =
] S
-g 'EE‘O coo coo coocoocoococoocoocoococo | &3
© S S St
< h® ﬁm
= =
< < =
x Z5
< —_ c =
< - P 5
5 s £ 5
S ol — —— — - — e — — I~ =
) ° 3 | <
= 2 .
Q < < <
c o € o
(7] S @
e} — @
= = | o © ~ — o< o O O < © © © © © — I~ S S
- - = = == = = e - =
(3} < o ) | =
c 2| S S oo S oo OSSO0 O0O0O00 SO E S =
— > | N AN AN N NN AN AN AN AN NN ANN — N oS ©
= i<}
k] s2%5
c —_ © = ©
5 ol Il s
< 3 &)
(/] = w 2 _ - §Z%
N < 8.8 S. 8 85 -ZIEo s =8
> g 8852882 S 235 TS wY £ 38
2 o 22 = = 0% ® = S = S
0 = c e D — O © S @ = [ = t o
. O m%z%35t56.55wmﬁﬁm®m58 DS =
o] 5| €685 202382202 ®g= 9o 15 c o 8
© K EelESSc 8o == S 298 o202 c = g5
= ElcrTgENES8>c <=5 5=c=xS2zes| ~8¢8
= 3| = 3 _ 3 S © ® Sl oS sao 80 @ s
= | = mn << o >a o cFxf=unoxookFEr | L2838

()]


http://www.md-journal.com

Liang et al. Medicine (2017) 96:39

so it was marked “NG” in Table 1. Some publications have noted
additional, previously unclassified variations of hepatic arterial
supply that are not included in Michels’ classification. However, no
published detailed description of these exits, so they were not taken
into account. Three points require further illustration. First, in Table
1, an ARHA arising from the LHA or PHA was defined as a kind of
anatomic variation based first upon the existence of a normal RHA.
When a normal RHA exists, then another artery supplying the right
hepatic lobe is called an ARHA, and can be considered a variant
artery. Without the presence of an RHA, the artery supplying the
right hepatic lobe originating from the LHA or PHA cannot
be classified as an ARHA, rather, it is an RHA. Second, in Kishi
et al’s?!! article, an accessory hepatic artery branch supplying
segment VI was termed as “A6,” but is actually an ARHA, which
can arise from the CT, PHA, or SPA. Third, additionally, Ahn et al!®!
has mentioned that a right posterior hepatic artery arising from the
LHA or SMA is also an ARHA owing to the fact that it supplies the
right liver but arises from arteries other than the RHA.

For the 21 articles, according to our statistical results, the total
number of cases included was 10966, of which 7365 (67.2%)
had standard anatomy. An ARHA was identified in 748 (6.8%)
cases. The most common origin of an ARHA was the SMA (718
cases, 6.5%), followed by the AA (8 cases, 0.07%), CT (6 cases,
0.05%), PHA (4 cases, 0.04%), GDA (2 cases, 0.02%), LHA (2
cases, 0.02%), LGA (1 case, 0.01%), CHA (1 case, 0.01%), RPA
(1 case, 0.01%), RA (1 case, 0.01%), SPA (1 case, 0.01%), and
SA (0 cases, 0.00%) (Table 1). An ARHA arising from the SA was
not been reported in these articles, but was reported separately by
de Albuquerque Martins!”! in 2010 and Al Zahrani et al'*! in
2017 (Table 2).

An RRHA was identified in 1069 (9.7%) cases. As with an
ARHA, an RRHA most commonly originated from the SMA
(1009 cases, 9.2%), and followed by the CT (33 cases, 0.3%),
GDA (8 cases, 0.07%), CHA (8 cases, 0.07%), AA (8 cases,
0.07%), LGA (1 case, 0.01%), RPA (1 case, 0.01%), IMA (1
case, 0.01%), SA (0 cases, 0.00%), and RA (0 cases, 0.00%)
(Table 1). An RRHA originating from the SA or RA was not been
reported in these 21 articles, but Braun et al’®!! reported a rare
anatomic variation of an RRHA arising from the RA in 1991,
and Caruso et al"?! reported a similar case in 2016 (Table 2).
Among this research, the incidence of ARHA and RRHA is very
different. For ARHA, the incidence ranges from 24.3% to 0.8%.
For RRHA, the incidence ranges from 19.7% to 1.6% (Table 1).
This heterogeneity may be related to a difference in the number or
characteristics (races and ethnicities, region, or genetic traits) of
the patients included in the studies. A literature search did not
reveal any relevant studies regarding a correlation between
hepatic artery variation and any such characteristics.

According to our statistics,an RRHA has 2.9% higher incidence
than an ARHA, corresponding to 1069 cases (9.7%) and 748 cases
(6.8%), respectively. For both an ARHA and an RRHA, they most
usually originate from the SMA. Interestingly, an RRHA
originating from the CT is significantly more common than an
ARHA originating from the same artery, corresponding to 33 cases
(0.3%) and 6 cases (0.05%), respectively. The other origins are
relatively rare. More detailed data are shown in Table 1.

The origins of the ARHA have been well-described in previous
articles except for the SA and LHA. Similarly, except for an
RRHA originating from the SA and RA, the other origins of
RRHA have also been previously described. More detailed data
are shown in Table 2.

In reviewing the literature, we found that ARHA and RRHA
typically exist independently. Anatomic variation involving both
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an ARHA and an RRHA has not been reported. Furthermore,
Caruso et al"! conducted an extensive literature review in 2010
of 27 articles with detailed descriptions of anatomic variation in
hepatic arteries. In their article, the variation involving both an
ARHA and an RRHA was still not reported. According to the
above publications, the most common variation reported is the
presence of an RRHA without an ARHA, or the presence of an
ARHA with a normal RHA. To the best of our knowledge, there
have been no published reports to date describing an ARHA
branching from the GDA with an RRHA arising from the SMA in
the same patient. This is the first report about this type of
variation in hepatic arterial anatomy.

The origins and course of the hepatic artery, especially
anatomic variations, have important clinical significance for
gastric resection, liver resection, liver transplantation, and TACE.
Each hepatic artery is functionally essential for providing blood
supply to the liver, and so are variant arteries. Inadvertent
ligation or embolization of an accessory or replaced hepatic
artery during surgery could cause ischemic necrosis of the liver
with fatal results. Early in 1989, Brown et al*"! reported a case of
a patient who underwent LGA embolization and suffered
complications of hepatic ischaemic necrosis owing to a replaced
left hepatic artery arising from it. Miura et al™*!! also documented
11 patients in 2010 who had postoperative hepatic infarction
after undergoing pancreato-biliary surgery and analyzed the
underlying causes. In 2 of the 11 patients, the cause of hepatic
infarction was inadvertent ligation of the RHA during surgery,
and one patient 1 a variant RRHA originating from the SMA.
Such serious complications may have been avoided if the variant
arterial supply was identified before surgery.

Therefore, a thorough understanding of the normal anatomy
of the hepatic artery and its anatomic variation is crucial for
surgeons and interventional radiologists to avoid inadvertent
injury while performing hepatic surgery and arteriography. These
anomalous hepatic arteries should be identified preoperatively
and carefully avoided during surgery to prevent unintentional
injury, massive hemorrhage, or hepatic infarction. Before liver
transplantation, the extrahepatic arterial anatomy must also
be precisely understood to assure safety and prevent recipient
complications.
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