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Letters to the Editor

Hepatic artery pseudoaneurysm following
open cholecystectomy
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Dear Editor,

Hepatic artery pseudoaneurysm (HAP) is an uncommon
complication following cholecystectomy. A high clinical suspi-
cion and radiological imaging are required to establish the diag-
nosis. Endovascular treatment seems to be the best approach.
We report a case of HAP following open cholecystectomy.

Case report

A 36-year-old female patient presented with right upper
quadrant colic pain, nausea and vomiting of three month’s du-
ration, treated with omeprazole. Her past medical history in-
cluded an open cholecystectomy four years ago.

On physical examination, she was afebrile, hemodynamical-
ly stable and she complained of a right upper quadrant pain
without guarding or rebound tenderness. Laboratory tests were
normal. An abdominal ultrasound and computed tomography
(CT) scan revealed a 5.9 cm (1.5 cm lumen and 4.4 ¢cm mural
thrombosis) proper HAP near to its bifurcation which com-
pressed the common bile duct.

The next day, a selective angiography was performed
through a right transfemoral approach which showed a proper
HAP near to its bifurcation with normal outflow and retrograde
inflow via pancreaticoduodenal artery (Fig. 1). An expandable

Fig. 1. Angiography. Proper hepatic artery pseudoaneurysm (red
arrow).

stent graft placement and pseudoaneurysm coils embolization
were performed, without complications from the procedure.
The final angiography showed total exclusion of the pseudoa-
neurysm with flow into the stent graft. Three days later, the pa-
tient developed a sudden diffuse abdominal pain and hypoten-
sion due to pseudoaneurysm rupture and she died during

surgery.

Discusion

The pseudoaneurysm pathogenesis is unclear. Direct (clips
and diathermy) or indirect injuries due to acute cholecystitis or
bile leak, since bile is cytotoxic to the vascular wall, are the
most important factors (1,2).

The most common clinical presentation includes gastroin-
testinal bleeding due to its rupture, and cholangitis secondary to
the compression of the common bile duct and, less frequently,
nonspecific abdominal pain and absence of symptoms (2.3).
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Gastroscopy is required to perform differential diagnosis of
gastrointestinal bleeding, but abdominal CT scan and angiogra-
phy establish the definitive diagnosis. Moreover, angiography
reveals the relationship between the celiac axis and superior
mesenteric vessels. Abdominal ultrasound has been recom-
mended by some as the initial radiological test for suspected
HAP, but many demand CT scan since bowel gas limits visual-
ization and it is highly operator dependent. Magnetic resonance
is an alternative to CT scan in patients with iodinated contrast
allergy, renal insufficiency or pregnancy. Most HAP are intra-
hepatic (65%) (2.4).

Pseudoaneurysm evolution is towards growth and eventual
rupture (21-80%) with a significant morbidity and mortality
rate (0-40%) and, so, its diagnosis implies an active treatment
4).

Surgery has long been accepted as the only therapeutic op-
tion with a high rate of failure, morbidity and mortality. Re-
cently, endovascular treatment with embolization or stent-graft
placement seems to be the best approach, and the main compli-
cations include gallbladder/hepatic necrosis, pseudoaneurysm
rupture, delayed common bile duct stricture due to ischemia,
etc. Surgery is reserved for patients who fail endovascular
treatment or have complications. Embolization of the afferent
artery can be applied to pseudoaneurysms without collateral
supply, whereas afferent and efferent embolization are both re-
quired in the case of well established collateral supply to pre-
vent backflow. A direct sac embolization can be used in the
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narrow-neck pseudoaneurysm, whereas stent-graft placement is
appropiate in the wide-neck pseudoaneurysm (3-5).
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