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Fig. 1 Classification of donor hepatic arterial anatomy in 101
cases of left-sided liver grafts. The thick line indicates the site
of harvesting the arterial branch.

LGA, left gastric artery; GDA, gastroduodenal artery; SA, splenic artery;
AcLHA, accessory left hepatic artery; ReLHA, replaced left hepatic artery;
ReRHA, replaced right hepatic artery; CHA, common hepatic artery; SMA,
superior mesenteric artery and *, stomach-related branches from the aberrant
left hepatic artery.
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LA dn T Abemant 11 1A oo CHA (0 31) paloe
dhzmeter (rom] 2AEDE 25407 LX)
length fromy Gi+73 420£147 L0

owelugion (%) Fill4%) 143.2%) s

LHa Jefd feposte artery
TTlA wien fopotic artery

2) Hiatt JR, Gabbay J, Busuttil RW: Surgical anatomy of the
hepatic arteries in 1000 cases. Ann Surg 220: 50-2, 1994

3) Soin AS, Friend PJ, Rasmussen A, Saxena R, Tokat Y, Alexan-
der GJM, Kamieson NV, Calne RY: Donor arterial variations in
liver transplantation: management and outcome of 527 consecu-
tive grafts. Br J Surg 83: 637-41, 1996

4) Kostelic JK, Piper JB, Leef JA, Lu CT, Rosenblum JD, Hack-
worth C, Lahn J, Thistlethwaite JR, Whitington RF: Angiograph-
ic selection criteria for living related liver transplant donors. Am J
Roentgenol 166: 1103-8, 1996

5) Takayama T, Makuuchi M, Kawarasaki H, Harihara Y, Kubota
K, Hirata M, Inoue K, Sugawara Y, Ikegami T, Hashikura Y,
Matsunami H, Kawasaki S: Hepatic transplantation using living

donors with aberrant hepatic artery. ] Am Coll Surg 184: 525-8,
1997

X
1) Michels NA: Newer anatomy of the liver and its variant blood
supply and collateral circulation. Am J Surg 112: 337-47, 1966

Safety of using living donor’s aberrant hepatic artery for partial liver graft arterialization

Yoshihiro SAKAMOTO!, Tadatoshi TAKAYAMA!, Takashi NAKATSUKA?, Hirotaka ASATO?, Yasuhiko SUGAWARA!,
Keiji SANO!, Hiroshi IMAMURA!, Hideo KAWARASAKI?, Masatoshi MAKUUCHI!
Division of *Transplantation Surgery, Plastic and Reconstructive Surgery, 3Pediatric Surgery, University of Tokyo

In living-related liver transplantation (LRLT), the safety of the left-sided liver grafts from donors with aberrant hepatic artery
remains to be evaluated. Hepatic arterial variation of the left-sided liver grafts from 101 living donors was classified: type I (n=69),
normal anatomy; type II (n=24), aberrant left hepatic artery (LHA); type III (n=6), replaced right hepatic artery (RHA); and type
IV (n=2) both aberrant LHA and replaced RHA. We performed arterial reconstruction using LHA in 70 cases, aberrant LHA or com-
mon hepatic artery (CHA) in 31 cases. The diameter and length of the anastomosed hepatic artery were larger (2.5+0.7 vs 2.0+0.8
mm, p=.03) and longer (42.0+14.7 vs 9.0+ 7.3 mm, p<.0001) in cases using aberrant LHA or CHA for anastomosis than using
LHA. The incidence of hepatic arterial occlusion (HAO) seemed to be lower in the former (3.2% vs 11.4%, p=.15). The use of
donors with aberrant hepatic artery is advantageous for safe arterialization in LRLT.
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