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Introduction

Hepatic artery aneurysms account for nearly one-fifth of all
visceral artery aneurysms.' The incidence of hepatic artery
aneurysm has been on the rise due to the increasing numbers
of imaging studies and hepatobiliary procedures being per-
formed. The classical presentation of Quincke’s triad, com-
prising abdominal pain, obstructive jaundice, and hemobilia,
has been reported in only one-third of the cases.? While the
vast majority of cases remain asymptomatic, those who
present clinically are the ones which rupture having a
mortality of around 40%.3

Visceral artery aneurysms are uncommon but significant
vascular lesions. More than 2,500 cases of visceral artery
aneurysms have been published; the most commonly in-
volved vessels are the splenic (60%), hepatic (20%), superior
mesenteric (5.5%), celiac (4%), and gastroduodenal arteries.*
Bleedings from the biliary tract usually play a minor role in
the differential diagnosis of upper gastrointestinal bleedings.
The causes for hemobilia vary from trauma, neoplastic trans-
formations, vascular malformation, and iatrogenic causes.”
Postoperative bleedings from the biliary tract after a chole-
cystectomy have been reported for both laparoscopic and
open surgery.s’7 We report a case of right hepatic artery
pseudoaneurysm after open cholecystectomy successfully
treated by transarterial coil embolization.
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Hemobilia is one of the rare causes of upper gastrointestinal (Gl) bleeding. Causes of
hemobilia vary from benign lesions, malignant tumors, to vascular causes. Rupture of a
hepatic artery aneurysm into common bile duct is rarely encountered in clinical
practice, and sometimes can be very tricky to diagnose if the clinician is not aware of
this cause of Gl bleeding. We diagnosed a young female who has had a recent
gallbladder surgery and presented with a massive upper Gl bleeding. She was managed
with coil embolization of the right hepatic artery.

Case Presentation

A 30-year-old female underlying hypothyroidism with a
history of open cholecystectomy 3 weeks back presented
to hospital with multiple episodes of melena and one
episode of hematemesis. On examination, patient was
conscious, oriented to time place and person, hemodynam-
ically stable with investigation revealing hemoglobin of 8.8,
total leucocyte count of 6.1, platelet of 248, hematocrit of
27, mean corpuscular volume of 89, and mean corpuscular
hemoglobin of 28.

Kidney function, liver function, and coagulation were
normal.

Patient underwent an upper gastrointestinal endoscopy
within 6 hours of bleeding, showing blood in second part of
duodenum; however, no lesion could be seen. Side-view
duodenoscopy was done few hours later that showed normal
papilla with no blood in duodenum.

Patient was kept under observation overnight. However,
the patient again developed multiple episodes of melena
overnight with significant drop in blood pressure. Hemoglo-
bin dropped from 8.8 to 5.5 gm/dL and patient required five
units of blood transfusion. Repeat esophagogastroduodeno-
scopy was done the next day showing fresh blood in second
part of duodenum and blood seen coming out of papilla and
an impression of hemobilia was made.
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Fig. 1 Blood and clots across papilla.

Patient was subjected to endoscopic retrograde cholan-
giopancreatography with cholangiogram showing common
bile duct filling defect with small communicating cavity with
right hepatic duct like pseudoaneurysm. Papillotomy was
done and lots of clots came out (~Fig. 1). Patient underwent
computed tomography angiogram that revealed right hepat-
ic artery pseudoaneurysm (=Fig. 2). Following this patient
underwent radiological intervention with coil embolization
of the right hepatic artery (=Figs. 3 and 4) and was dis-
charged from hospital in the next 2 days.

Discussion

Hemobilia occurs in 2.5% of accidental hepatic traumas and
in 3 to 7% of incidental hepatic traumas, and its onset may be
observed several months after the trauma.®

In the past decades, the development of pseudoaneur-
ysms after cholecystectomy has only been described in case
reports or smaller case series.” The precise pathogenesis,
underlying the development of postoperative pseudoaneur-

Fig. 2 Computed tomography angiogram revealing right hepatic
artery pseudoaneurysm.
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Fig. 3 Coil being introduced into right hepatic artery.

ysms, is unclear. Mechanical or thermal injuries probably are
the main factors.'® Furthermore, the cytotoxic character of
bile acids might cause vascular damage after a bile leak."’
There are several case reports with a symptomatic manifes-
tation of the pseudoaneurysm only 1 to 2 weeks after a
laparoscopic cholecystectomy for acute cholecystitis. In
these cases, the inflammatory process presumably plays a
major role as an additional etiological factor.'? Laparoscopic
cholecystectomy is associated with increased incidence of

Fig. 4 Embolized pseudoaneurysm and right hepatic artery.



biliary as well as vascular injuries. Biliary injuries occur in
around 0.2 to 1% of cases with 10-fold increase as compared
to open cholecystectomy, while vascular complication occur
in 0.25 to 0.5% of cases.'

Currently, selective arterial embolization constitutes the
treatment of choice with a cure rate above 90%, and is
associated with lower morbidity and mortality as compared
with surgical treatment that should be reserved for those
cases where embolization fails to succeed.®'*'> Nowadays,
there is a wide availability of embolic agents such as detach-
able balloons, coils, polyvinyl alcohol particles, and n-butyl
cyanoacrylate.'® Gelfoam is a nonexpensive, easily available,
and absorbable gelatin powder. Coils allow a greater accura-
cy, but they make the procedure more expensive. Complica-
tions from arterial embolization include hepatic infarction,
gallbladder necrosis, gastrointestinal bleeding, acute pan-
creatitis, and are related to the incorrect selection of embolic
agents and inappropriate utilization of the super selective
embolization technique.'®

Conclusion

Pseudoaneurysmal bleedings as a complication after chole-
cystectomy (open or laparoscopic) is a rare possibility and
should be kept in mind. Latency time until manifestation of
the first symptoms can be days to weeks after the surgery.
Embolization is the treatment of choice with success rates of
approximately 85%.
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