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Abstract —

Intrahepatic Biliary Duct Anatomy and its Variations

Cho Hye Park, M.D., Hyun Jah Cho, M.D., Eun Young Kwack, M.D, Chul Soon Choi, M.D.,
Ik Won Kang, M.D., Jong Sup Yoon, M.D.

Department of Radiology, Medical College, Hallym University.

There are variable anatomic aberrations in the intrahepatic biliary tree.

We studied the normal radiologic biliary anatomy and investigated the correlation between the occurrence of

intrahepatic stones and the type of biliary tree.

We analysed 128 cholangiographies done by several methods, mainly post operative T-tube cholangiography
and other various methods from January 1987 to December 1990. ’

The hepatic duct confluence was classified by Couinaud’s method and intrahepatic ductal variation by Healey's
classification.

The results were as follows;

Occurence of hepatic duct confluence type A was 74%. type B 12%, type C 4%. type D 9%. and type E 1%.

The intrahepatic ductal variations were also seen in segment IV, segment V, segment VI, and segment VIIIL

There was no correlation between ductal variation and occurrence of the intrahepatic stone

A subvesical duct in the cystic plate was seen in 13%.

Index Words: Bile duct radiography

Bile duct anatomy

Bile duct stone

olo] AAEL gt sfi-stA wgoe] EAlste A
M = 2 487 A A e AY AT EE
GRzYE ARG o] &3ty FFHow FAFEAL, o™
GEAY FAAANES ATy G o] Hee &) Hyga Ao WAl ARAdeS AES A
B Fxo, 1 HEE ol AL BL 88 Fu
T olHE HEASTEF EEFEE AT A7 CHAF 2l gled
FHZTS Fol71908 2oy, H 2L =79 7hee
Adg S oo e HEFEAE HaKe Z7} 1987 1956 1990 1297+A] A AAA &
7h ddE o] Ty A EaRA ST 2 oWy A Ze hydd AMAgow FEwe $ap 2308
< & F8vF Ag(1-3). FEHAZEE, WANBAGRHBZAE, AAATH
DEEAS 24849 Aertr ddog FEu&e HBxgs, T-BEEx9E AL S 431 olF &
AL AEHES] FoaAd I FH:e HHA7 BFZ7F FAH3) BHAAE 12882 ESAATG. 2A 2,
ol A Arh(4). DA 590, FEERAA 224, @y FFEEHE
o] =2 1991 5€ 28%d HEdhe 1991 9€¥ 30l A EH AL

— 827 —



CHEHALMOISES|X| 1991 ; 27(6) = 827~831

Aol Zolde A$-7)8d, ThligHAA L 39oﬂ°1tﬂ, =43
WEHAAF, @ddaAs Fekd o7t 24, A
Azt FHtE A7) 179, @ FeERE A %E} E3
H o7t 3 A

Fy e e 97 569 2kt 729 olx, AFE
X = 20H 68, 30th 179, 40t) 239, 50tH 347, 60tH
399, 70t 9F o= 50t} 60t 7} 73H O E 57% S A}A|

1 A= 7}‘42’-} (hepatic duct confluence)® Couinaud
o 9% 67k ¥ oz FEIHoH, 14 BE AYS
SEHEN FE5EGH T FRIE RS ¥4
3t Zoln, BEE 3 Adgd, 3498y #5 &
#, 37 #FFde Aeln, CHA C1E L 533
Fio] FuHHor wEEHE Aoln, C28L2 ¢34
F3to] FEHo g wiEHE Aoy, DY Dlo] ¢
FoHHo] ASFHo g wiEHE Aolv, D2FL 5
Hdgde] H&d#Hoz mMEse Aok E¥S
°

fu

pod)
o
)
S|
oflt
fo
o
Ay
o
hiash
aft
1)
2
o
oL
r 2.

(3
=
aft
iy
B}
Lo
22

3 (intrahepatic ductal system varia-
tion) > Healey & Schroyol 93 EF& AF&3t9th

B3+ Healey & Schroyel 913 1 ¥ Subvesical duct
o] EARFE ZARIACHT). THEREH LS 87 &
FEE TRIAL, FEAN FeEddEdE o9

zohs AU RYE AAE AN X2 Aol
A5t

ARG BA T A PGAAGR) BHe g
HAN SR G AN T F4UB Y]
de BN Y GUPHNPTEE JEFOR Hu
FRFHAN B ) AR FEE APTOR vt
SIMEEEEEINEER-

z
HHFREN Y EF FPe AFoz GeAYe

ra r ra
Y”‘ “’\i\”‘“ i N rpﬁ\’h

A57% B12 D&% g/ E\
ra
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Table 1. Intrahepatic Duct Stone Location and Anatomy
Variation.

. No. of  anatomy
location o s
patient variation

Right duct 8

main duct 2

segment VIII duct 1

anterior duct 2

posterior duct 3 CI1(1)
Left duct 22

main duct 16 DI1(2).D2(1)

lateral duct 4

segment III duct 2
Both duct 9

Left main+seg.VII 4  DI(1)

left main+right anterior 2

left main +right posterior 1

left laterial duct+seg. VI 1

left main+right main 1  E(1)
Total 39 *():number

of anomaly
Table 2. Heptic Duct Confluence

Type A 95 (74 %)
Type B 17 (12%)
Type C 5 (4%)

Cl 1

c2 4
Type D 10 (9%)

D1 4

D2 6
Type E 1 (1%)
Total 128
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Fig.3. Hepatic duct confluence Type C2. right posterior Fig.5. Segment IV duct draining into the left lateral
sectoral duct (Segment VI and Segment VII) draining into duct(Segment II and III).
the Common hepatic duct.

Fig.4. Hepatic duct confluence Type D1. Right posterior Fig.6. Hepatic duct contluence Type is A, but ectopic
sectoral duct draining into the left main duct. draining of Segment VII into the left main duct. (long ar-

row head). Subvesical duct (small arrow head) draining
o, B¥ 17¢], C¥ Cl1 1, C2 44l (Fig. 3), D& D1 4  intoright duct.
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Table 3. Intrahepatic Ductal System Variation

Segment IV
type a
type ¢
type d
type g
Segment V
type a
type b
Segment VI
type a
type b
type c
type d
Segment VIII
type a
type b
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127 (99%)
1 (1%)

117 (94%)
3 (2%)
2 (2%)
4 (4%)

121 (95%)
7 (5%)
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