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Fig. 1 Pancreatic venous anatomy

IEl: PSPDV, . ASPDV, lll: IPDV
and its tributari : CIPV, [___: direct
draining into the s vein, SMV or portal
vein.

CIPV: central inferior pancreatic vein, PV: portal vein,
SMV: superior mesenteric vein, SV: splenic vein, JT:
first jejunal trunk, AS: ASPDV, AIl: AIPDV, PS:
PSPDV, PI: PIPDV, IP: IPDV
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2 . Pancreatic venous anatomy
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3 . Pancreatic arterial territories
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4 . Peri-pancreatic lymphatic network &
peri-pancreatic neural plexuses
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Uncus (1): AIPDA and PIPDA

Anterior inferior head (2): ASPDA and AIPDA

Posterior inferior head (3): PSPDA and PIPDA

Superior head (4,5): Anastomotic branches between DPA and
superior pancreaticoduodenal arteries and/or the small bran-
ches arising GDA, CHA, or right hepatic artery

Superior and inferior body (6,7): DPA and GPA

Inferior tail (9): TPA and GPA

Superior tail (8): Caudate pancreatic arteries

Tail end (10): Caudate pancreatic arteries

Fig. 2 Pancreatic arterial territories
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Summary
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Imaging anatomy of the pancreas

Hiromu MORI
Department of Radiology and Imaging Science, Oita University Faculty of Medicine

Pancreatic cancer remains one of the most difficult neoplasms for early diagnosis and treatment. Recent advances of imaging including
3D volume data setting in multidetector-row CT (MDCT) and MRI are urging us to focus on imaging of normal and pathological con-
ditions of pancreatic parenchyme and peri-pancreatic structures, which are frequently involved by pancreatic cancers and are affecting
the prognosis of patients with pancreatic cancers. During this lecture, 5 main topics of pancreatic imaging were addressed; pancreatic
arterial territories, imaging of intra- and peri-pancreatic venous anatomy and their clinical significance, imaging of peri-pancreatic
lymphatic network and their clinical significance for staging of pancreatic cancer, and embryology and imaging of pancreatic ductal
system. Recognition and understanding of these anatomy images (CT or MRI features of normal anatomical structures) of the pan-
creas might lead to the precise staging of pancreatic cancer and lead to a new approach of locally targeted less-invasive treatment such
as arterial chemotherapy to the pancreas. There still is the need to establish image anatomy of extrapancreatic neural-lymphatic
plexus complex and intrapancreatic lymphatic channels. Collaboration of diagnostic radiologists and anatomy researchers should lead
to the development of new prospects of imaging anatomy.
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