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Fig. 1. Diagram of the measurement method of the insertion angle between the cystic duct and common bile duct. The insertion
angle indicates the angle between the horizontal line crossing the center of the common bile duct and the line perpendicular to the
tangent line crossing the point where the cystic duct and the common bile duct most closely attached. In cases of the posterior in-
sertion, the insertion angle increases from 0° to 180° counter-clockwise.

A. This diagram shows the posterior insertion case with right posterolateral insertion site of the cystic duct and the insertion angle

of 60°.

B. This diagram shows the posterior insertion case with left posterolateral insertion site of the cystic duct and the insertion angle of

120°.
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Fig. 2. CT images which show various insertion site of cystic
duct.

A. Axial CT scan shows the right anterolateral insertion site of
cystic duct (straight arrow) with the insertion angle of -71.5°
(curved arrow) in 67-year-old man with pancreatic cancer.

B. Axial CT scan shows the right posterolateral insertion site of
cystic duct (straight arrow) with the insertion angle of 53.8°
(curved arrow) in 50-year-old woman with intrahepatic stone
disease.

C. Axial CT scan shows the left posterolateral insertion site of
cystic duct (straight arrow) with the insertion angle of 115.1°
(curved arrow) in 47-year-old woman with gallstone.
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Distribution of the Insertion Site of the Cystic Duct: CT Analysis!

Shin Young Kim, M.D., Hyeong Cheol Shin, M.D., Il Young Kim, M.D., Sang Won Kim, M.D.,
Hae Kyung Lee, M.D.2, Gyo Chang Choi, M.D.?, Hyun Cheol Kim, M.D.*

'Department of Radiology, Soonchunhyang University Cheonan Hospital
*Department of Radiology, Soonchunhyang University Bucheon Hospital
*Department of Radiology, Soonchunhyang University Gumi Hospital
‘Department of Radiology, East-West Neo Medical Center, Kyung Hee University

Purpose: To provide immediate information on the anatomic position of the cystic duct for surgical candidates
with biliary disease, we evaluate the insertion site of the cystic duct into the common bile duct by using com-
puted tomography (CT).

Materials and Methods: Axial CT images of 126 patients with biliary disease were reviewed by measuring the
insertion angle between the dilated cystic duct and common bile duct. The insertion site of the cystic duct was
located posterior to the horizontal line crossing the center of the common bile duct, i.e., the posterior insertion,
in 115 patients (91.3%). Considering the negligible frequency of the anterior insertion (8.7%), we finally ana-
lyzed the patients with posterior insertion by subdividing the insertion angle at an interval of 20°.

Results: In total, 11 and 115 patients show the anterior and posterior insertion, respectively. The patient distri-
bution with the posterior insertion was 1 (0°-20°), 7 (20°-40"), 26 (40°-60°), 43 (60°-80"), 15 (80°-100°), 7
(100°-120"), 8 (120°-140"), 5 (140" -160"), and 3 (160°-180" ). The mean insertion angle was 77.4°.

Conclusion: We designed the method to readily evaluate the insertion site of the cystic duct at CT.
Accordingly, the cystic duct sites were predominantly located posterior to the common bile duct, and most of
them ranged from 40° to 100°.

Indexwords : Tomography, X-Ray Computed
Cystic Duct, anatomy
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