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ABSTRACT 

 
A 63 years old female with 1 month history of hematemesis and malena, severe weakness and lethargy, for 
which she had upper GI endoscopies multiple times, but the source of bleeding could not be identified. 
Base line investigations revealed Hb of 6.0g/dl. CT scan abdomen showed cholelithiasis with air inside the 
gallbladder. The selective celiac axis / Hepatic artery angiogram revealed a right hepatic artery aneurysm 
(pseudoaneurysm). After resuscitation with blood transfusion and fluids, the patient under went surgical 
exploration, revealing an aberrant right hepatic artery aneurysm bleeding inside the gall bladder with a 
cholecystodeudenal fistula (Mirrizi type III) into the 1st part of the deudenum form where the blood was 
leaking into the gastrointestinal tract and causing severe hematemesis and malena. A cholecystectomy, 
dissection of sleeve of liver bed, ligation of the aneurysmal bleeding vessel, repair of the 
cholecystodendenal fistula and placement of the T-Tube done. Post operative the patient remained stable 
and was discharged on 7th post operative day. Biopsy revealed acute on chronic cholecystitis and 
cholelithiasis. Biopsy of the aneurysmal wall revealed inflamed granulation tissue. 
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INTRODUCTION 
 

his condition is rare but may present as a 
diagnostic challenge. It accounts for 20% of the 

entire splanchnic artery aneurysms. Most commonly 
associated are common hepatic artery proximal to 
gastrodeudenal artery, in the hepatic artery distal to 
the gastrodeudenal artery, in the right and left 
hepatic arteries or in the hepatic parenchyma in 
order of frequency1. Etiological factors include 
atheroma, infection (bacterial endocarditis, fungal 
infections) trauma, radiological interventions, 
needle biopsies and biliary surgery 
(cholecystectomy etc)1,2. Rupture may occur in the 
peritoneal cavity, in the bile duct , in the portal vein 
or in the duodenum (as in this case) leading to 
massive upper GI bleeding.  
 Most of the hepatic artery aneurysms are seen 
during  middle age and are more common in males 
than females with a ratio of 2:1 whereas some 

aneurysms are asymptomatic and are discovered on 
imaging tests done for other disorders. The patient 
may present with non specific right upper quadrant 
pain usually diagnosed by ultrasound and confirmed 
by CT angiography. It can also present as biliary 
colic, jaundice and evidence of upper 
gastrointestinal hemorrhage with sudden collapse 
and peritonitis. 
 Even asymptomatic hepatic artery aneurysms 
should be treated because of the risks of rupture1-3. 
Ideally they should by managed by percutaneous 
embolization but sometimes technical difficulties 
make open surgery inevitable. 
 If the aneurysms arise from the common 
hepatic artery, isolation with exclusion or excision 
and ligation is safe provided the liver function is 
normal, otherwise, an aorto-hepatic bypass is 
needed in addition .to the excision. Percentage of 
patients who present with intra peritoneal rupture 
carries a grave prognosis with a mortality 
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approaching approximately 100%. However, most 
patients with aneurysmal rupture into the biliary 
tract are salvageable after achieving control3.  
 

CASE REPORT 
 
 A 63 years old female with no known co-
morbids, admitted with 1 month history of 
intermittent hematemesis and malena, exacerbated 
over the past few days with 4-5 episodes of 
vomiting (hematemesis) accounting to 
approximately l00 ml each, with passage of tarry 
stool. 
 On examination the patient had a pulse rate of 
110/min, regular with a systolic blood pressure of 
100 mmHg and postural drop of >l0 mmHg. R/Rate 
was 25/mm with 36.6°C temperature. 
 Clinically the patient looked pale and 
dehydrated. No jaundice or cyanosis. Chest was 
clear to auscultation with no adventitious sounds. 
Abdomen was tender in right upper quadrant, no 
visceromegally and gut sounds were audible. There 
was no focal neurological deficit. 
 The investigations done at that time included. 
 
CBC: 
 Hb:  6 gm/dl 
 TLC:  11500 with neutrophils of 90% 
 Platelets:  348,000 
 PT:  13 
 APTT  29 
 INR  1.0 
 
LFT’s: 
 ALP:  453 
 ALT:  83 
 AST:  94 
 T. Bill:  0.78 
 
RFT’s: 
 Bun:  11 
 Creatinine:  0.8 
 
SIE: 
 Na+:  144 
 K+: 3.4 
 
Hepatitis Screening: 
 HBsAg   Negative 

 Anti HCV  Negative 
 
USG Abdomen: 
- Done at that time was normal.  
- Shows contracted gall bladder 
 
GI Endoscopy 
 A series of upper GI Endoscopies were done 
(total 4 times) without identifying the source of GI 
bleed. 
 
CT Enteroclysis 
 On initial CT Enteroclysis done it was 
reported that the gall bladder had diffuse wall 
thickening and multiple large calculi compressing 
upon the adjacent 1st part of duodenum with hazy 
surrounding fat planes. Some air was also noted in 
the gall bladder. A patent portal vein and minimal 
prominence of intra hepatic biliary channels. No 
ascities or lymphadenopathy. Pancreas, spleen, 
kidneys, adrenals and bladder were unremarkable. 
 On the basis of above findings a repeat CT 
Abdomen / CT hepatic artery angiogram was done 
which showed a distended gall bladder containing 
multiple calculi and air with significant wall 
thickening, compressing upon the CBD in supra 
pancreatic part and causing mild intrahepatic biliary 
dilation. Wall of the first part of the duodenum, the 
celiac trunk, SMA, common hepatic artery and 
gastroduodenal arteries were normal. The right 
hepatic artery was tortuous and small in caliber 
passing in closed proximity between fundus of gall 
bladder and adjoining part of the duodenum 
showing a 5 mm dilatation at the corresponding 
level - pseudoanerysm??). 
 After a review of relevant investigations a 
decision to rescope the patient was made which 
showed the stomach full of blood which was sucked 
out and a gush of fresh blood from the duodenum 
without localization of the source. So an emergency 
exploration was done with an inverted L-Shaped 
incision in right hypochondrium. The intra operative 
findings included. 
• A thick walled distended gall bladder with 

multiple large stones 5-6 in numbers largest 
3cm in diameter. 

• Gall bladder densely adherent to the liver, 
omentum, duodenum and transverse colon. 
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• A cholecystoduodenal fistula into the first 
part of the deudenum and CBD (Merrizi type 
III). 

• An aberrant Right Hepatic artery forming a 
5mm aneurysm inside the gall bladder and 
actively bleeding inside the gall bladder. 

 
 After acknowledging the above findings, a 
cholecystectomy and dissecting a sleeve of liver bed 
along with repair of the duodenal fistula, ligation of 
the bleeding  pseudoaneurysm and CBD exploration 
plus placement of T-Tube was done. 
 The specimen was sent for histopathology the 
patient was reversed and shifted to recovery in 
stable condition and after 24 hrs stay in ICU 
(intensive care unit) the patient was shifted to the 
general ward from where she was discharged on her 
7th post operative day along with T-Tube in situ. 
 On her follow up visit as an out patient a T-
Tube cholangiogram was done which was normal 
and was removed after clamping. Her post operative 
investigations included complete blood counts, 
Liver function tests, renal function test and serum 
electrolytes, were all unremarkable. The biopsy 
report turned out to be acute on chronic cholecystitis 
with cholelithiasis, wedge resection specimen of 
liver revealed mild to moderate triditis. Wall of the 
vessel and aneurysm revealed fragments of blood 
clot, fibrin necrotic tissue and inflamed granulation 
tissue. 
 

DISCUSSION 
 
 Aneurysm of the hepatic artery contribute 
approximately 20% of all visceral aneurysm out of 
these 80% of HAA are extra-hepatic and 20% are 
lntrahepatic. In 63% of the cases the Left hepatic is 
involved while the anomalies of Right Hepatic 
artery and left hepatic artery is 28% and 5% 
respectively in 4% of the cases both hepatic  
artery1-4. 
 True aneurysms are either segmental or 
diffuse dilation of arteries. On the other hand 
pseudoaneurysms are dilatations which don’t 
involve all the three layers. True aneurysm occurs 
more frequently (4 times) in extra hepatic artery and 
involves the common hepatic artery and is 
associated with arthrosclerosis6-8. 

 Pseudoaneurysm arises as a consequence of 
inflammation adjacent to the arterial wall damaging 
the adventitia. This causes thrombosis of the vasa 
vasorum leading to weakness of the vessel wall. 
 Hepatic artery aneurysm also results from 
abdominal trauma, transhepatic procedures (TIPS), 
pancreatitis, liver transplantation, percutaneous 
biopsies, choledochal cysts and cholecystectomy5,9-

12. Most patients of hepatic artery aneurysm are 
asymptomatic while some presents with right upper 
quadrant pain, jaundice or symptoms associated 
with rupture. Risk of rupture of hepatic artery into 
the adjacent viscous (stomach, duodenum and 
colon) peritoneal. retroperitoneal area or biliary tract 
leads to GI heamonorhage, hypvolumic shock. 
biliary colic, hemobilia or obstructive jaundice1,2,14-

17. In this case the nupture of an aneurysm in the 
aberrant right hepatic artery into the gall bladder 
which was forming a cholecystodendenal fistula led 
to massive GI bleed (mirrizi type). This is very rare 
presentation of erosion and rupture of hepatic artery 
aneurysm presenting as massive GI bleed21-22. 
 Hepatic artery aneurysms are better depicted 
by spiral or multisection CT as it can be scanned 
during peak contrast enhancement19-20. 
 An angiographic study may demonstrate the 
site of active bleeding and the sac of 
pseudoaneurysm. Once an aneurysm is identified, 
treatment is indicated regardless of bleeding14. 
Percutanous embolization is the gold standard for 
intrahepatic artery aneurysm having a success rate 
of more than 80%23-26. 
 In the present case the initial CT Scan done 
did not reveal any aneurysm or fistula formation. 
However, subsequent CT angiography following a 
massive episode of GI bleeding revealed an 
aneurysm. 
 Although primary surgery has largely been 
replaced by selective angiographic embolization of 
the intrahepatic artery aneurysm. Surgery is till 
reserved for extrahepatic artery aneurysms of 
greater than 2 cm and embolization failure2, 4, 13.25, 27. 
The surgery was undertaken in this case because of 
the patient developing massive GI bleeding, 
requiring emergency exploration. 
 Surgical ligation carries a complication rate 
of 20-29% and a mortality rate of 50% in 
hemodynamically unstable patients27,28. The surgical 
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approach involving ligation for hepatic artery distal 
to celiac trunk in patients with delayed hemorrhage 
is preferred as this will preserve hepatic circulation 
and ensure homeostasis. 
 Proximal control of hepatic artery should be 
attempted first but in the present case due to easy 
access of the aneurysm this was not required. Post 
operatively the patient should be closely monitored 
with liver function test and serial ultrasounds to 
check the liver perfusion. 
 

CONCLUSION 
 
 Right Hepatic artery aneurysm bleeding into 
the gall bladder having a cholecystoduodenal fistula 
and causing gastrointestinal bleeding is a rare cause 
of massive upper GI Bleeding. 
 Since the bleeding vessel is obscured from 
the Gl tract, it cannot be picked up with endoscopies 
which was the case in our patient, in which multiple 
endoscopies did not reveal the bleeding point. 
 Radiological contrast studies (Angiogram) 
are ideal investigations for obscure GI bleed, which 
also offers the advantage of therapeutic 
angioablation/embolization, where the expertise are 
available. 
 Surgical intervention is indicated when all the 
other modalities (Endoscopy, angioablation) fail to 
control the source of bleeding or there is immediate 
life threatening heamorrhoage. 
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