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Cystic Duct Anatomy on DIC-Helical CT

Tomo Haga and Fumiaki Uchimura

Laparoscopic  cholecystectomy (LC) is  becoming
increasingly common. When performing LC, the surgeon
may face the risk of ductal injury because of the narrow
visual field. Thus, detailed anatomical information on the
biliary tree is necessary.

DIC-helical CT was carried out in 39 patients suspected of
having biliary diseases. The cystic duct was visualized in all
cases. Posterior (30.8%) and posterolateral (17.9%)
cysticohepatic junction were more common than in previous
reports. The cystic duct took the anterior course of the bile
duct in a few cases (12.8%).

DIC-helical CT is useful for the noninvasive detection of
biliary anatomy.
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Table Case Summary
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Etiology No.of patient (%)

Operation (L. C.)
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Cholecystolithiasis

LTHEY, Shaw b3 4 EI50

with acute inflammation® 8 (20.5) 8 () %, PIEIT18%, MEERI32% 12
without acute inflammation 24 (61.5) 14 (14) SEENEHELTWS, L
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# including 1 case : intraoperative diagnosis was gall bladder cancer
with acute cholecystitis due to stone.

Fig.1 39-years-old female with acute choleéystitis
(A)Nonvisualization of the gall bladder
(B)DIC-Helical CT (posterior type)
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C) : a case takes anterior course of the bile duct
.} : a case takes posterior course of the bile duct

C} : a case joins clirectly in lateral aspect

Fig.2 Cysticohepatic Junction on DIC-Helical CT
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