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Fig. 1. Diagrams of the variation of
the right gastric artery origin.

PHA : proper hepatic artery, LHA :
left hepatic artery, CHA : common
hepatic artery RHA :right hepatic
artery, GDA: gastroduodenal ar-
tery.
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Fig. 2. Variation of the right gastric artery origin. Right
gastric artery(arrow) is originated from the proper hep-
atic artery(A), left hepatic artery(B), common hepatic ar-
tery(C), right hepatic artery(D) and gastroduodenal ar-
tery(E). CHA :common hepatic artery, GDA : gastroduo-
denal artery.
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Fig. 3. Variations of the right gastric artery origin. In case of the right hep-
atic artery(arrow) arising from the SMA(A), 89% of the right gastric artery

(arrowhead) is arisen from the left hepatic artery(B).
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Normal Variation of Right Gastric Artery Origin on Abdominal Angiogram

Hyoung Seuk Kim, M.D., Yun Hwan Kim, M.D.,

IDepartment of Diagnostic Radiology, Anam Hospital, Korea University Medical Center

Purpose: To evaluate the normal variations in the origin of the right gastric artery(RGA), as seen
on abdominal angiogram.

Materials and Methods:Four hundred and twenty-six patients underwent celiac and superior
mesenteric arteriogram, and in 154, the origin of the RGA was identified (M:F=116:38; mean age,
56 years;range, 6-84 years). Digital subtraction angiography were performed in 101 patients, and
conventional angiography in 53;we thus evaluated the origin of the RGA, normal variation of the
hepatic artery, and the relationship between them.

Results: The origin of the RGA was the proper hepatic artery(PHA) in 43% of cases(n=67), the
left hepatic artery(LHA) in 41%(n=63), the common hepatic artery(CHA) in 9%(n=14), the right
hepatic artery(RHA) in 4%(n=6), and the gastroduodenal artery(GDA) in 3%(n=4). Of these 154
patients, 126(82%) showed a normal hepatic artery branching pattern, with both hepatic arteries
arising from the PHA;in 18 patients(lz%), the RHA arose from the superior mesenteric artery
(SMA), and in 6 patients(4%), the LHA arose from the left gastric artery(LGA). In 4 patients(3%),
other branching patterns of the hepatic artery were noted. In 16 of 18 patients(89%) whose RHA
arose from the SMA, the RGA originated in the LHA;in the other two, the RGA arose from the
GDA and CHA, respectively.

Conclusion:In 43% of cases, the main site from which the RGA originated was the PHA, and in
41%, the LHA, as seen on abdominal angiogram. Where the RHA arose from the SMA, its most fre-
quent site of origin, seen in 89% of cases, was the LHA.

The exact recognition of the origin of the RGA, as seen on abdominal angiogram, could lead to a
reduction of transarterial chemoembolization-related gastric complications.

Index Words: Arteries, gastric
Angiography

Normal variants
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