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Fig. 1. Diagrams of the branching pattern of the left hepatic artery and origin site of accessory left gastric artery (accLGA).
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Fig. 2. A. On celiac angiogram, the branching pattern of the left
hepatic artery is type I. The relation of the origin of the accLGA
to the umbilical point is indistinct but the accLGA (arrows)
shows more severe tortuosity than that of adjacent intrahepatic
arteries.

B. On selective angiogram of the left hepatic artery, the accLGA
(arrows) definitively arises from the left hepatic artery proximal
. to the umbilical point (arrowhead) and shows prominent tortu-
osity.

C. Selective angiogram of the accLGA shows curvilinear fundal
staining (arrowheads) and a large esophageal branch (arrows).
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Fig. 3. A. On celiac angiogram, the branching pattern of the left
hepatic artery is type I and the accLGA (arrows) arises from the
left hepatic artery proximal to the umbilical point (curved ar-
row) and runs between S2 and S3 segmental branches.

B. Selective angiogram of the left hepatic artery shows nodular
staining of the gastric fundus (arrowheads), mimicking a hyper-
vascular tumor.

C. Non-enhancing abdominal CT immediately after TACE shows
lipiodol uptake in gastric mucosa.

ik
B

Fig. 4. A. On celiac angiogram, the branching pattern of accLGA is type I-2 and accLGA (arrows) runs overlapping with S2 segmen-
tal branch (arrowheads).

B. Selective angiogram of the accLGA, the accLGA has two divisions, the lower one shows nodular staining of the gastric wall (ar-
rows) and the upper one shows pulmonary hypervascularization (arrowheads).
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Purpose: To evaluate the angiographic anatomy of the accessory left gastric artery (accLGA).

Materials and Methods: We evaluated the angiographic findings of the accLGA in 50 patients (Angiostar;
Siemens, Erlangen, Germany). Performing celiac and selective angiography in 50 and 34 patients, respectively.
By means of celiac angiography, 1) site of origin, 2) anatomical course, 3) diameter, 4) degree of tortuosity, and
5) distal tapering were evaluated, while selective angiography was used to determine 1) arterial branching, 2)
area of blood supply, and 3) patterns of gastric wall stain.

Results: Celiac angiography showed that the accLGA arose from the left hepatic artery (LHA) in 45 cases
(90%) and from the proper hepatic artery in five (10%). If the accLGA arose from the LHA, its origin entirely
depended on the branching pattern of the latter. It always arose from the lateral branch of the LHA furthest to
the left and uppermost, and proximal to its umbilical point. The most common anatomical course of the
accLGA, seen in 27 cases (54%), was between the S2 and S3 segmental branch. The diameter and degree of tor-
tuosity of the accLGA were similar to those of adjacent intrahepatic branches in 21 (42%) and 33 cases (66%),
respectively. The degree of tapering was less than that of adjacent intrahepatic vessel in 28 (56%). Selective an-
giography demonstrated esophageal branching of the accLGA in 27 cases (79%), inferior phrenic arterial
branching in three (9%), a mediastinal branch in one (3%), and hypervascularity of the lung in one (3%). In 15
cases (44%), bifurcation of the accLGA was recognized. The vascular territory of the accLGA was the gastric
fundus together with the distal esophagus in 21 cases (62%), mainly the gastric fundus in six (18%), and mainly
the distal esophagus in four (12%). The pattern of gastric mucosal stain was curvilinear wall in 31 cases (91%)
and nodular in three (9%).

Conclusion: A knowledge of the angiographic anatomy of the accLGA facilitates accurate recognition of this
artery on routine celiac and hepatic arteriography, thus reducing gastric complications after transarterial man-
agement of hepatic tumors and improving the angiographic diagnosis and treatment of upper gastrointestinal
bleeding.
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