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Abstract
Purpose  The presence of an aberrant right hepatic artery (aRHA), arising from the superior mesenteric artery, is a common 
variant of the liver vascular anatomy. Considering that tumor spread occurs along vessels, the question arises, whether the 
presence of an aRHA influences the oncologic outcome after resection for cancer of the pancreatic head.
Methods  Patients with ductal adenocarcinoma of the pancreatic head, who underwent resection from 2011 to 2020 at the 
Frankfurt University Hospital, Germany, were analyzed retrospectively. Surgical records and computed tomography imaging 
were reviewed for the presence of aRHA. Overall and disease-free survival as well as hepatic recurrence were analyzed 
according to the presence of aRHA.
Results  aRHA was detected in 21 out of 145 patients (14.5%). The median overall survival was 26 months (95%CI 20.8–34.4), 
median disease-free survival was 12.1 months (95%CI 8.1–17.3). There was no significant difference in overall survival (26.1 
versus 21.4 months, adjusted hazard ratio 1.31, 95%CI 0.7–2.46, p = 0.401) or disease-free survival (14.5 months versus 12 
months, adjusted hazard ratio 0.98, 95%CI 0.57–1.71, p = 0.957) without and with aRHA. The hepatic recurrence rate was 
24.4.% with conventional anatomy versus 30.8% with aRHA (adjusted odds ratio 1.36, 95%CI 0.3–5.38, p = 0.669). In the 
multivariable analysis, only lymphatic vessel invasion was an independent prognostic factor for hepatic recurrence.
Conclusions  The presence of an aRHA does not seem to influence the long-term survival and hepatic recurrence after 
resection for ductal adenocarcinoma of the pancreatic head.

Keywords  Pancreas · Pancreatic cancer · Hepatic artery · Pancreatic surgery

Introduction

The arterial vessels of the liver are in anatomical proximity 
to the pancreatic head. Tumor infiltration, accidental injury 
during resection, or postoperative bleeding from the liver 
arteries could impact oncologic and surgical outcome after 

resection for pancreatic ductal adenocarcinoma (PDAC). In 
addition to the most frequent variant of the hepatic arterial 
anatomy with a single common hepatic artery arising from 
the celiac trunk, there are other variations such as replaced 
or accessory arteries, with origin from the superior mesen-
teric artery, the left gastric artery, the gastroduodenal artery, 
or the aorta.[1–3] A systematic classification of the anatomic 
variants of the hepatic arterial supply has been published 
by Hiatt et al. in a study of 1000 cases of liver harvesting 
for transplantation.[4] The second most common variant 
described by Hiatt was the presence of an accessory or a 
replaced right hepatic artery, arising from the superior mes-
enteric artery (Hiatt Type 3) which was encountered in 10.6 
% of cases. With an accessory right hepatic artery there is 
a dual arterial supply of the right liver lobe from the celiac 
trunk and the superior mesenteric artery, whereas a replaced 
right hepatic artery arising from the superior mesenteric 
artery is the only arterial vessel suppling the right liver lobe.
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The impact of such an aberrant right hepatic artery 
(aRHA) on the long-term overall survival (OS) or disease-
free survival (DFS) after resection for PDAC of the pancre-
atic head is a matter of controversy. Eshuis et al. showed in a 
cohort of 790 patients no significant difference in long-term 
survival in patients undergoing pancreatoduodenectomy for 
PDAC, regardless of the presence of an aRHA.[5] Similarly, 
other retrospective studies showed no difference in survival 
outcomes.[6–8] On the contrary, Mangieri et al. demon-
strated an association between the presence of an aRHA 
and hepatic recurrence as well as shorter DFS and OS.[9] 

The aim of the present study is to analyze the impact of 
the presence of an aRHA on OS, DFS, and hepatic recur-
rence as well as the association with common clinicopatho-
logical parameters in patents that undergo resection for 
PDAC of the pancreatic head.

Materials and methods

Study design

This is a retrospective, explorative, single-center study. It 
was approved by the ethics committee of the Faculty of 
Medicine, Goethe-University Frankfurt, Germany (Refer-
ence number 2023-1207).

Patients

Patients, who underwent pancreatic head resection or total 
pancreatectomy for PDAC of the pancreatic head at the Uni-
versity Hospital Frankfurt, Goethe University Frankfurt, 
Germany in the years 2011 to 2020, were selected. Data was 
retrieved from the patients` records. The presence of distant 
metastases at the time of resection was a predefined exclu-
sion criterion. Patients with neoadjuvant treatment were 
subsequently excluded, due to the small number (eight, of 
whom only one with aRHA).

Clinicopathological parameters

Operation reports and tomography imaging (computed or 
magnetic resonance tomography) were reviewed for the 
presence of an aRHA. Pathology reports were reviewed for 
the total number of lymph nodes retrieved, number of posi-
tive lymph nodes, and tumor size. Lymph node ratio, defined 
as the ratio of the number of positive lymph nodes to the 
total number of lymph nodes retrieved, was calculated. The 
TNM classification was updated according to the Union for 
International Cancer Control (UICC), 8th edition.[10] Resec-
tion margin status was defined as R0 (no tumor cells) ver-
sus R1 (tumor cells) at the resection margin on microscopic 
examination.

Associations between the presence of an aRHA and the 
parameters sex, age at the time of resection, T-stage, grade, 
N-stage, lymph node ratio, lymphatic vessel invasion, blood 
vessel invasion, neural invasion, and resection margin status 
were explored.

Survival

OS was defined as time in months from the day of operation 
to the day of death. Patients alive at the date of last follow-up 
were censored. DFS was defined as time in months from the 
day of surgery until the day of tumor recurrence or death. 
Patients alive and tumor-free at the date of last follow-up 
were censored. Univariable survival analysis for OS and 
DFS according to the presence of aRHA was performed. 
Multivariable survival analysis with adjustment for T-stage, 
N-stage, grade, resection margin status, lymphatic vessel 
invasion, blood vessel invasion, and aRHA was performed 
for OS and DFS. Patients with in-hospital mortality were 
excluded from the survival analysis.

Recurrence

Most of the patients were followed-up about every 6 months 
with physical examination, laboratory tests and some modal-
ity of cross-sectional imaging. Evidence of recurrence was 
either radiological or pathological. Patterns of recurrence 
were classified according to site as liver, lung, local, other 
site, or multiple sites. Hepatic recurrence was defined as the 
manifestation of liver metastases as the first site of tumor 
recurrence. Patients with follow-up of less than 24 months, 
who did not reach the endpoint (death or tumor recurrence) 
or with unknown recurrence status, were excluded. Univari-
able and multivariable analysis of the association of aRHA 
with hepatic recurrence was performed.

Statistical analysis

Statistical analysis was performed with R version 3.6.3.[11] 
Descriptive statistics with absolute number and percentage 
of total for categorical variables and median and range for 
continuous variables was performed. Logistic regression was 
used in the univariable analysis for association of aRHA and 
other parameters. Median follow-up was estimated using the 
reversed Kaplan-Meier method. Univariable survival analy-
sis was performed with the Kaplan-Meier method and the 
log-rank test. Multivariable survival analysis was performed 
using Cox regression. Logistic regression was applied for the 
analysis of the association between aRHA and hepatic recur-
rence. Significance level of 0.05 was assumed. Confidence 
intervals (CI) of 95% are given.
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Results

Out of 468 pancreatic resections, 145 upfront resections for 
PDAC of the pancreatic head were identified. Of those, 123 
(84.8%) were pancreatoduodenectomies and 22 (15.2%) 
total pancreatectomies. Median age at operation time was 
70.4 years (range 40.3 - 87.1) and 46.2% of the patients 
were female. None of the patients had distant metastases 
at the time of resection. In 21 (14.5%) patients aRHA was 
present.[Table 1] Of those, 11 had a replaced right hepatic 
artery, whereas 10 had an accessory hepatic artery from the 
superior mesenteric artery. In none of the patients aRHA 
resection due to oncological considerations was performed. 

In one case, where the tumor was abutting the vessel, divest-
ment of the aRHA was performed. There was one case with 
an accidental injury and a consequent reconstruction of the 
aRHA intraoperatively.

The univariable analysis showed no association between 
the presence of an aRHA and other common clinical and 
histopathologic parameters [Table 2].

Survival

Overall, 133 patients were included in the survival analysis. 
Estimated median follow-up was 61.7 (95%CI 38.9 – 67.3) 
months. Forty-three (32.3%) patients were alive on last 
follow-up.

The estimated median OS was 26 months (95%CI 20.8 
- 34.4), estimated median DFS was 12 months (95%CI 
8.5 -14.5). Patients with an aRHA had shorter estimated 
median OS with 21.4 months (95%CI 11.2 - 49.6) compared 
to patients without aRHA with 26.1 months (95% CI 21.4 - 
36.3), but the difference was not statistically significant with 
hazard ratio (HR) 1.1, 95% CI 0.6 - 1.9, p = 0.797. [Fig. 1A] 
In the multivariable OS survival analysis, positive resec-
tion margin R1, T stage and adjuvant therapy had prognostic 
significance. [Table 3] Adjuvant therapy and T-stage were 
prognostic factors for DFS in the multivariable analysis. 
[Table 3] Again, the presence of aRHA was not associated 
with DFS neither in the univariable analysis (HR 0.9, 95% 
CI 0.6 - 1.6, p = 0.808) [Fig. 1B], nor in the multivariable 
analysis (adjusted HR 0.95, 95% CI 0.57 - 1.71, p = 0.957) 
[Table 3].

Hepatic recurrence

Complete follow-up of at least 24 months after resection 
was present in 91 out of 133 patients (68.4%). There were 
13 out 91 (14.3%) patients with an aRHA. The estimated 
median follow-up in this subgroup was 63.3 (95 %CI 39.2-
71.8) months. The overall recurrence rate among those 91 
patients was 91.2%. The hepatic recurrence rate was 25.3%, 
local 30.8%, pulmonary 12.1%, other site 6.6%, and mul-
tiple sites 16.4%. The hepatic recurrence rate in the group 
of aRHA patients was 30.8% versus 24.4% in the group of 
conventional anatomy (odds ratio 1.38, 95% CI 0.34 - 4.78, p 
= 0.623). In the multivariable analysis, only lymphatic ves-
sel invasion was an independent prognostic factor for hepatic 
recurrence [Table 4].

Discussion

In this retrospective, single-center study, we analyzed the 
impact of aRHA on the oncologic outcome after resec-
tion for PDAC of the pancreatic head. We showed no 

Table 1   Descriptive statistics of clinical and pathological parameters

aRHA – aberrant right hepatic artery, CDC – Clavien-Dindo-classifi-
cation, LNR – lymph node ratio, PD – pancreatoduodenectomy, TPE 
– total pancreatectomy

Parameter N (%)/median (range)

age [years] 70.4 (40.3-87.1)
sex
female 67 (46.2)
male 78 (53.8)
operation type
PD 123 (84.8)
TPE 22 (15.2)
aRHA 21 (14.5)
pT
T1 22 (15.2)
T2 88 (60.7)
T3 33 (22.8)
T4 2 (1.4)
pN
N0 44 (30.3)
N1 57 (39.3)
N2 44 (30.3)
LNR 0.1 (0 -3.2)
neural invasion 122 (84.1)
blood vessel invasion 21 (14.5)
lymphatic vessel invasion 87 (60)
grade
G1 2 (1.4)
G2 97 (66.9)
G3 46 (31.7)
resection margin
R0 117 (80.7)
R1 28 (19.3)
adjuvant therapy 78 (53.8)
morbidity CDC≥3 65 (44.8)
total 145 (100)
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significant difference in OS, DFS, and hepatic recurrence 
between patients with aRHA and typical predominant liver 
vascular anatomy.

In a comprehensive review of the clinical significance 
of variant hepatic artery in pancreatic resection, Xu et al. 
showed that most studies on the subject report an incidence 

Table 2   Univariable logistic 
regression analysis of 
association of the presence of 
an aRHA with other clinical and 
oncological parameters

Parameter N (%) OR (95% CI) p - value

non-aRHA aRHA

age
≤70 65 (52.4) 7 (33.3)
>70 59 (47.6) 14 (66.7) 2.2 (0.86 - 6.16) 0.112
sex
female 60 (48.4) 7 (33.3)
male 64 (51.6) 14 (68.2) 1.87 (0.73 - 5.24) 0.206
pT
T1 17 (13.7) 5 (23.8)
T2 78 (62.9) 10 (47.6) 0.44 (0.14 - 1.55) 0.173
T3/T4 29 (23.4) 6 (28.6) 0.7 (0.18 - 2.77) 0.604
pN
N0 37 (29.8) 7 (33.3)
N1 47 (37.9) 10 (47.6) 1.12 (0.39 - 3.36) 0.828
N2 40 (32.3) 4 (19) 0.53 (0.13 - 1.9) 0.339
LNR >0.2 33 (26.6) 5 (23.8) 0.86 (0.27 – 2.4) 0.787
grade
G1/G2 85 (68.5) 14 (66.7)
G3 39 (31.5) 7 (33.3) 1.09 (0.39 - 2.84) 0.864
neural invasion 104 (83.9) 18 (85.7) 1.15 (0.35 - 5.25) 0.831
blood vessel invasion 19 (15.3) 2 (9.5) 0.58 (0.09 - 2.24) 0.49
lymphatic vessel invasion 75 (60.5) 12 (57.1) 0.87 (0.34 - 2.28) 0.773
resection margin
R0 100 (80.6) 17 (81)
R1 24 (19.4) 4 (19) 0.98 (0.26 – 2.94) 0.974
adjuvant therapy 69 (55.6) 9 (42.9) 0.6 (0.23 to 1.51) 0.28
morbidity CDC≥3 55 (44.4) 10 (47.6) 1.14 (0.44 - 2.9) 0.781
aRHA – aberrant right hepatic artery, CDC – Clavien-Dindo-classification, CI – confidence interval, 

LNR – lymph node ratio, OR – odds ratio

Fig. 1   Kaplan-Meier curves of 
overall and disease-free survival 
according to the presence of 
an aberrant right hepatic artery 
(aRHA)
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of aRHA between 10 and 24%.[12] Reviewing thoroughly 
the operation reports and the tomography imaging, we iden-
tified the presence of an aRHA in 14.5% of the patients, 
which falls in the range Xu et al. reported. We demonstrated 
no association of aRHA with other common clinical and 
histopathological parameters, especially, there was no dif-
ference in the rate of major postoperative complications 
Clavien-Dindo ≥3.[13]

Similarly, there was no difference in long-term outcome. 
Most other studies on the subject also reported no difference 
in oncologic outcome.[5, 6, 8, 14–18] Turrini et al showed 
poorer survival outcome for patients with involvement of 
the aRHA.[19] Of note, in our study none of the patients had 
tumor infiltration of the aRHA and there was only one case 
with the tumor abutting the aRHA, so we could not further 
explore this issue.

In a recent study, Mangieri et al. focused on the hepatic 
recurrence rate, demonstrating significantly higher hepatic 

recurrence rate of 61.8% in patients with an aRHA, com-
pared to 25.3% in patient with conventional vascular anat-
omy.[9] In our study, we detected a hepatic recurrence rate 
of 30.8% in patients with aRHA versus 24.4% in patients 
with conventional anatomy, the difference being not statisti-
cally significant. In a meta-analysis of over 17 000 patients, 
the overall initial hepatic recurrence rate after resection for 
PDAC has been estimated to be around 26.5 %.[20] Again, 
this implies the plausibility of our results. In the cohort of 
Mangieri et al. not only PDAC but also ampullary and distal 
bile duct carcinoma were included, which might account 
for some of the difference in the results. Yet, in the case of 
PDAC, we could not confirm the association of aRHA with 
hepatic recurrence.

The major limitation of our study is its retrospective 
design. Since preoperative imaging and operation reports 
were available for all patients, we could objectively iden-
tify the presence of an aRHA retrospectively. Incomplete 

Table 3   Multivariable survival analysis. N=133

OS DFS

Parameter Estimated median OS 
in months (95%CI)

HR (95%CI) p - value Estimated median DFS 
in months (95%CI)

HR (95%CI) p - value

aRHA
not present 26.1 (21.4 - 36.3) 12 (8.5 - 14.7)
present 21.4 (11.2 - 49.6) 1.31 (0.7 - 2.46) 0.401 14.5 (2 - 18.9) 0.98 (0.57-1.71) 0.957
pT
T1 36.3 (24.4 - NA) 20.6 (18 - 41)
T2 28.5 (21.4 - 37.9) 2.61 (1.26 - 5.43) 0.01 12.1 (8.1 - 14.7) 2.78 (1.55-5) 0.001
T3/T4 18.7 (13.6 - 21.5) 2.92 (1.3 - 6.58) 0.01 4.5 (1.8 - 10) 3.26 (1.62-6.54) 0.001
pN
N0 39.7 (23.8 - 97.6) 19.6 (12.8 - 26.9)
N1 26.1 (14.5 - 34.4) 1.62 (0.85 - 3.07) 0.139 12.1 (4.9 - 14.5) 1.33 (0.77-2.32) 0.31
N2 19.5 (16.6 - 30) 1.74 (0.81 - 3.76) 0.157 5.5 (3.9 - 12) 1.43 (0.77-2.66) 0.251
grade
G1/G2 26.1 (21.4 - 36.3) 12.8 (10 - 16.4)
G3 21.7 (16.6 - 37.9) 1.17 (0.73 - 1.86) 0.512 10.7 (4.9 - 12.9) 0.96 (0.63-1.48) 0.857
lymphatic vessel invasion
L0 28.5 (20.8 - 40.2) 14.2 (8.5 - 20.9)
L1 24.5 (19 - 34.4) 0.71 (0.4 - 1.27) 0.25 11 (4.9 - 14.5) 1.64 (0.98-2.76) 0.062
blood vessel invasion
V0 26 (21.4 - 32.1) 12.8 (10 - 15.5)
V1 34.4 (11.6 - 46.8) 0.79 (0.42 - 1.49) 0.473 5.6 (1.8 - 14.7) 1.12 (0.6-2.08) 0.729
resection margin
R0 29.3 (24.2 - 37.9) 12.9 (10 - 16.4)
R1 16.6 (11.5 - 20.8) 2.34 (1.36 - 4.04) 0.002 10.7 (4.1 - 13.3) 1.52 (0.92-2.5) 0.1
adjuvant therapy
no 18.7 (11.5 23.7) 3.6 (1.6 - 5.2)
yes 37.9 (28.5 - 49.4) 0.33 (0.21 - 0.53) <0.001 15.5 (13.3 - 20.4) 0.25 (0.16-0.39) <0.001
aRHA – aberrant right hepatic artery, CI – confidence interval, DFS – disease free survival, HR - hazard ratio, NA – not available, OS – overall 

survival
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data on recurrence, which is a common problem in survival 
analysis, also poses a potential bias. In accordance to similar 
studies, we excluded patients with incomplete follow-up of 
less than 24 months.[21] In this cohort we demonstrated 
overall recurrence rate of 91% at median follow-up of 63.3 
months. Similarly, Strobel et al. reported that less than 10 % 
of patients after upfront surgery for PDAC are recurrence-
free after 5 years.[22] Further, circumferential margin status 
was not available for all patients, so we could not include 
this important prognostic parameter in the analysis.

The results of this study show no higher recurrence risks 
for patients with aRHA, so we do not advocate neoadjuvant 
therapy in patients with aRHA and otherwise resectable 
tumor. Systematic evaluation of the preoperative imaging 
should always be performed and in case of tumor contact 
to the aRHA, neoadjuvant therapy should be considered. 
Due to the small number of patients, we could not analyze 
the impact of neoadjuvant therapy in this study. Further 
research on the differential influence of neoadjuvant therapy 
in patients with aRHA and PDAC of the pancreatic head is 
warranted. Though in none of the patients in this cohort an 

arterial resection of the aRHA for oncological reason was 
performed, we consider it challenging and with high risk of 
complications, so we would not recommend it. Further stud-
ies on the influence of aRHA on the oncological outcome 
of other periampullary carcinomas such as distal bile duct 
carcinoma and ampullary carcinoma will be of interest.

Conclusion

There is a relevant proportion of patients undergoing 
pancreatic resection that have aberrant vascular anatomy 
of the liver. The presence of an aRHA does not seem to 
influence the long-term outcome after resection for PDAC 
of the pancreatic head.
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Table 4   Multivariable logistic 
regression of hepatic recurrence 
(N=91)

Parameter N (% of total) Hepatic recur-
rence (%)

OR (95% CI) p - value

aRHA
not present 78 (85.7) 19 (24.4)
present 13 (14.3) 4 (30.8) 1.36 (0.3 - 5.38) 0.669
pT
T1 17 (18.7) 5 (29.4)
T2 55 (60.4) 15 (27.3) 0.67 (0.15 - 3.1) 0.601
T3/T4 19 (20.9) 3 (15.8) 0.32 (0.04 - 2.3) 0.269
pN
N0 30 (33) 7 (23.3)
N1 32 (35.2) 7 (21.9) 0.34 (0.06 - 1.61) 0.19
N2 29 (31.9) 9 (31) 0.42 (0.07 - 2.31) 0.333
grade
G1/G2 62 (68.1) 11 (17.7)
G3 29 (31.9) 12 (41.4) 2.89 (0.95 - 9.09) 0.062
lymphatic vessel invasion
L0 36 (39.6) 4 (11.1)
L1 55 (60.4) 19 (34.5) 7.33 (1.6 - 45.38) 0.017
blood vessel invasion
V0 78 (85.7) 19 (24.4)
V1 13 (14.3) 4 (30.8) 0.54 (0.1 - 2.62) 0.452
resection margin
R0 72 (79.1) 18 (25)
R1 19 (20.9) 5 (26.3) 1.06 (0.22 - 4.69) 0.935
adjuvant therapy
no 23 (25.3) 7 (30.4)
yes 68 (74.7) 16 (23.5) 0.67 (0.2 - 2.39) 0.524
aRHA – aberrant right hepatic artery, CI – confidence interval, OR - odds ratio



Langenbeck's Archives of Surgery         (2024) 409:111 	 Page 7 of 7    111 

Funding  Open Access funding enabled and organized by Projekt 
DEAL.

Data availability  The data that support the findings of this study are 
not openly available due to reasons of sensitivity and are available from 
the corresponding author upon reasonable request and with permission 
from the University Hospital, Goethe University Frankfurt.

Declarations 

Competing interests  E. Petrova, E. Mazzella, K. Eichler, T. Gruber-Rouh, 
F. Schulze and A. Schnitzbauer have no disclosures. W. Bechstein has 
participated in the advisory board and received consulting fees from Terumo; 
has received honoraria for lectures, presentations, educational events from 
AOK Bundesverband, Astellas GmbH, Deutsche Gesellschaft für Chirurgie, 
Hessisches Ministerium für Soziales und Integration, Landesärztekammer 
Hessen, MCI Deutschland, Medupdate GmbH, and Aventis; has received 
support for attending meetings from Charite Berlin, Deutsche Gesellschaft 
für Allgemein- und Viszeralchirurgie, Deutsche Gesellschaft für Senelogie, 
Interplan, Medupdate GmbH; has been past president 2020/2021 and 
member of the board of governors of the Deutsche Gesellschaft für 
Allgemein- und Viszeralchirurgie

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Yamaguchi T et al (2021) An aberrant right hepatic artery aris-
ing from the gastroduodenal artery: a pitfall encountered during 
pancreaticoduodenectomy. Surg Today 51(10):1577–1582. https://​
doi.​org/​10.​1007/​s00595-​021-​02242-4

	 2.	 Sayyed R, Baig M, Khan A, Niazi I, Syed A, Hanif F (2019) 
Hepatic arterial system anomalies encountered during pancreati-
coduodenectomy - our experience. J Pak Med Assoc, (0):1, 2019, 
https://​doi.​org/​10.​5455/​JPMA.​9783

	 3.	 Giani A et al (2022) Hepatic vascular anomalies during totally 
laparoscopic pancreaticoduodenectomy: challenging the chal-
lenge. Updat Surg 74(2):583–590. https://​doi.​org/​10.​1007/​
s13304-​021-​01152-x

	 4.	 Hiatt JR, Gabbay J, Busuttil RW (1994) Surgical anatomy of the 
hepatic arteries in 1000 cases. Ann Surg 220(1):50–52. https://​
doi.​org/​10.​1097/​00000​658-​19940​7000-​00008

	 5.	 Eshuis WJ, Olde Loohuis KM, Busch ORC, van Gulik TM, Gouma 
DJ (2011) Influence of aberrant right hepatic artery on perioperative 
course and longterm survival after pancreatoduodenectomy. HPB, 
13(3) 161–167. https://​doi.​org/​10.​1111/j.​1477-​2574.​2010.​00258.x

	 6.	 Lee J-M, Lee Y-J, Kim C-W, Moon K-M, Kim M-W (2009) Clini-
cal implications of an aberrant right hepatic artery in patients 
undergoing pancreaticoduodenectomy. World J Surg 33(8):1727–
1732. https://​doi.​org/​10.​1007/​s00268-​009-​0063-x

	 7.	 Crocetti D et  al. (2019) Does aberrant right hepatic artery 
influence the surgical short- and long-term outcome of 

pancreatoduodenectomy?. Vivo Athens Greece 33(4):1285–1292. 
https://​doi.​org/​10.​21873/​invivo.​11601

	 8.	 Jah A, Jamieson N, Huguet E, Praseedom R (2009) The implica-
tions of the presence of an aberrant right hepatic artery in patients 
undergoing a pancreaticoduodenectomy. Surg Today 39(8):669–
674. https://​doi.​org/​10.​1007/​s00595-​009-​3947-3

	 9.	 Mangieri CW, Valenzuela CD, Erali RA, Shen P, Howerton R, 
Clark CJ (2022) Prognostic effect of aberrant right hepatic artery 
with pancreaticoduodenectomy: focus on hepatic recurrence. 
Ann Surg Oncol 29(5):3219–3228. https://​doi.​org/​10.​1245/​
s10434-​022-​11341-6

	10.	 Brierley J, Gospodarowicz MK, Wittekind C Eds., TNM clas-
sification of malignant tumours, Eighth edition. Chichester, West 
Sussex, UK ; Hoboken, NJ: John Wiley & Sons, Inc, 2017.

	11.	 R Core Team, R: a language and environment for statistical com-
puting. Vienna, Austria: R Foundation for Statistical Computing, 
2020. [Online]. Available: https://​www.R-​proje​ct.​org/

	12.	 Xu Y-C, Yang F, Fu D-L (2022) Clinical significance of variant 
hepatic artery in pancreatic resection: a comprehensive review. 
World J Gastroenterol 28(19):2057–2075. https://​doi.​org/​10.​3748/​
wjg.​v28.​i19.​2057

	13.	 Dindo D, Demartines N, Clavien P-A (2004) Classification of sur-
gical complications: a new proposal with evaluation in a cohort of 
6336 patients and results of a survey. Ann Surg 240(2):205–213. 
https://​doi.​org/​10.​1097/​01.​sla.​00001​33083.​54934.​ae

	14.	 Yang F et al (2008) Aberrant hepatic artery in patients undergoing 
pancreaticoduodenectomy. Pancreatology 8(1):50–54. https://​doi.​
org/​10.​1159/​00011​4867

	15.	 Sulpice L et al (2013) Does an aberrant right hepatic artery really 
influence the short- and long-term results of a pancreaticoduo-
denectomy for malignant disease? A matched case-controlled 
study. J Surg Res 185(2):620–625. https://​doi.​org/​10.​1016/j.​jss.​
2013.​07.​015

	16.	 Rammohan A (2014) Implications of the presence of an aberrant 
right hepatic artery in patients undergoing pancreaticoduodenec-
tomy. World J Gastrointest Surg 6(1):9. https://​doi.​org/​10.​4240/​
wjgs.​v6.​i1.9

	17.	 Pyras C et al. (2022) Preservation of aberrant right hepatic arteries 
does not affect safety and oncological radicality of pancreaticodu-
odenectomy-own results and a systematic review of the literature. 
Hepatobiliary Surg. Nutr 11(1):25–37. https://​doi.​org/​10.​21037/​
hbsn-​20-​352

	18.	 Kim PTW et al (2014) Aberrant right hepatic artery in pancreati-
coduodenectomy for adenocarcinoma: impact on resectability and 
postoperative outcomes. HPB 16(3):204–211. https://​doi.​org/​10.​
1111/​hpb.​12120

	19.	 Turrini O, Wiebke EA, Delpero JR, Viret F, Lillemoe KD, 
Schmidt CM (2010) Preservation of replaced or accessory right 
hepatic artery during pancreaticoduodenectomy for adenocarci-
noma: impact on margin status and survival. J Gastrointest Surg 
14(11):1813–1819. https://​doi.​org/​10.​1007/​s11605-​010-​1272-1

	20.	 Tanaka M et al (2019) Meta-analysis of recurrence pattern after 
resection for pancreatic cancer. Br J Surg 106(12):1590–1601. 
https://​doi.​org/​10.​1002/​bjs.​11295

	21.	 Groot VP et al (2018) Patterns, timing, and predictors of recur-
rence following pancreatectomy for pancreatic ductal adenocar-
cinoma. Ann Surg 267(5):936–945. https://​doi.​org/​10.​1097/​SLA.​
00000​00000​002234

	22.	 Strobel O et al (2022) Actual five-year survival after upfront resec-
tion for pancreatic ductal adenocarcinoma: who beats the odds? 
Ann Surg 275(5):962–971. https://​doi.​org/​10.​1097/​SLA.​00000​
00000​004147

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1007/s00595-021-02242-4
https://doi.org/10.1007/s00595-021-02242-4
https://doi.org/10.5455/JPMA.9783
https://doi.org/10.1007/s13304-021-01152-x
https://doi.org/10.1007/s13304-021-01152-x
https://doi.org/10.1097/00000658-199407000-00008
https://doi.org/10.1097/00000658-199407000-00008
https://doi.org/10.1111/j.1477-2574.2010.00258.x
https://doi.org/10.1007/s00268-009-0063-x
https://doi.org/10.21873/invivo.11601
https://doi.org/10.1007/s00595-009-3947-3
https://doi.org/10.1245/s10434-022-11341-6
https://doi.org/10.1245/s10434-022-11341-6
https://www.R-project.org/
https://doi.org/10.3748/wjg.v28.i19.2057
https://doi.org/10.3748/wjg.v28.i19.2057
https://doi.org/10.1097/01.sla.0000133083.54934.ae
https://doi.org/10.1159/000114867
https://doi.org/10.1159/000114867
https://doi.org/10.1016/j.jss.2013.07.015
https://doi.org/10.1016/j.jss.2013.07.015
https://doi.org/10.4240/wjgs.v6.i1.9
https://doi.org/10.4240/wjgs.v6.i1.9
https://doi.org/10.21037/hbsn-20-352
https://doi.org/10.21037/hbsn-20-352
https://doi.org/10.1111/hpb.12120
https://doi.org/10.1111/hpb.12120
https://doi.org/10.1007/s11605-010-1272-1
https://doi.org/10.1002/bjs.11295
https://doi.org/10.1097/SLA.0000000000002234
https://doi.org/10.1097/SLA.0000000000002234
https://doi.org/10.1097/SLA.0000000000004147
https://doi.org/10.1097/SLA.0000000000004147

	Influence of aberrant right hepatic artery on survival after pancreatic resection for ductal adenocarcinoma of the pancreatic head
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusions 

	Introduction
	Materials and methods
	Study design
	Patients
	Clinicopathological parameters
	Survival
	Recurrence
	Statistical analysis

	Results
	Survival
	Hepatic recurrence

	Discussion
	Conclusion
	References


