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Idiopathic cystic artery aneurysm

complicated with hemobilia
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Abstract

Aneurysm of the cystic artery is not common, and it is a rare cause of hemobilia. Most of

reported cases are pseudoaneurysms resulting from either an inflammatory process in the
abdomen or abdominal trauma. We report a healthy individual who developed hemobilia
associated with cystic artery aneurysm. The patient was managed with cholecystectomy and
concomitant aneurysm repair. Visceral artery aneurysms are rare and can rupture with po-
tentially grave outcome due to excessive bleeding. Angiographic embolization is a common
method of treatment for visceral artery aneurysms. Open cholecystectomy and aneurysm
repair was performed in our patient due to radiological evidence of associated cholecystitis.
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Introduction

Aneurysmal disease of visceral arteries is uncommon, and
it usually involves branches of the hepatic and gastro-duodenal
arteries [1]. We report a patient with severe hematemesis and
abdominal pain due to hemobilia, caused by cystic artery
aneurysm.

Case report

A 35-year-old male patient presented with severe he-
matemesis and upper right quadrant abdominal pain. He
had a history of recurrent vague abdominal pain and melena
for the last 3 months and was treated symptomatically at a
local hospital. He did not undergo any surgeries or diagnostic
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procedures. He had a known history of hypertension, a family
history of hypertension, and was under amlodipine. He had
no history of smoking, alcohol consumption, or drug abuse.
On admission, the patient was afebrile and non-icteric. His
blood pressure was 110/60 mmHg, respiratory rate was 20/min,
and pulse rate was 100 bpm. Physical examination revealed
a well-nourished and oriented young man. The upper right
quadrant appeared full and tender to palpation but without
rebound tenderness. Rectal examination showed fresh blood.
The remainder of the physical examination was normal.
Laboratory investigation revealed an elevated white blood cell
count of 20x10°/pL, hemoglobin of 8.5 g/dL and platelet count
of 227x10%/uL. Blood chemistry showed SGOT:149 U/L (0-
37), SGPT:20°U/L (0-40), Bilirubin total/conjugated:1.27/0.52
(units?), GGT:872 U/L, total protein/albumin:5.70/3.10 g/dL.
Upper GI endoscopy revealed blood was likely to be com-
ing out from pylorus. CT scan revealed markedly distended
gallbladder lumen filled with high Hounsfield Unit (H.U.)
(60-70) content suggestive of blood along with a 20 mm x 16
mm in size, well-defined, intensely enhanced lesion arising
from the wall of the body of the gallbladder and very likely
representing vascular pathology [Fig. 1]. MR angiography
revealed a 21x17 mm sized aneurysm arising from the termi-
nal end of the cystic artery with a secondary bleeding within
gallbladder lumen [Fig. 2,3].

The patient was referred for surgery due to radiological
findings of associated cholecystitis. He underwent open
cholecystectomy and aneurysm repair. Intraoperatively the
gallbladder was hugely distended and there was dense adhesion
surrounding the gallbladder and the Callot’s triangle anatomy
was distorted. Gallbladder was opened on fundus and blood
clots were drained [Fig. 4]. There was active spurt from the
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Figure 1 CT Scan: Demonstration of gallbladder filled with blood
and aneurysm

body of the gallbladder following removal of clot-like mate-
rial which was controlled using 4’0 synthetic, monofilament,
nonabsorbable polypropylene suture. Cholecystectomy was
then performed following dissection of Callot’s triangle and
individually ligating the cystic artery and duct. The condi-
tion of the patient remained clinically stable and subsequent
follow-up showed normal hemoglobin levels. Histopathological
examination revealed chronic cholecystitits. The patient was
discharged after 7 days with a plan for outpatient follow-up.

Discussion

Cystic artery aneurysm is a rare disease, such that an ex-
tensive search identified only 27 published cases. Most of these

Figure 2 Contrast enhanced MRI: Demonstration of features of
cholecystitis with aneurysm

Bleeding cystic artery aneurism 135

Figure 3 MR Angiography: Demonstration of aneurysm arising from
cystic artery

Figure 4 Surgical photographs: Demonstration of blood clots coming
out after opening fundus of the gallbladder

cases are pseudoaneurysms. Pseudoaneurysms are differenti-
ated from true aneurysms by the presence of a known cause
such as trauma or inflammation, and by radiologic findings
of aneurysmal dilatation in the setting of otherwise normal
artery. Causes of cystic artery aneurysms include abdominal
trauma and intra-abdominal inflammatory processes such as
cholecystitis or pancreatitis [1]. The etiology of aneurysm in
our patient is unknown. There was no history of trauma or
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any invasive procedures performed. Radiological evaluation
revealed no evidence of pancreatitis and gallstones.

Cystic artery aneurysm usually manifests itself with hemo-
bilia, hematemesis and/or melena [3-5]. First described in 1654
by Francis Glisson, hemobilia commonly presents as an upper
gastrointestinal hemorrhage [6,7]. Causes of hemobilia can be
traumatic and non-traumatic. The most common traumatic
cause in Western countries is liver trauma, followed by iatro-
genic injury during diagnostic and therapeutic hepatobiliary
procedures [6]. Non-traumatic causes include cholecystitis
and pancreatitis [8, 9]. Hemobilia is classically associated with
Quincke’s clinical triad of colicky abdominal pain, jaundice
and gastrointestinal hemorrhage [5]. Because of the rarity of
this disease, there is no consensus on the clinical management
or operative treatment of cystic artery aneurysms. While
cholecystectomy is considered as the definitive treatment in
most cases, arterial embolization has also been used effectively
to treat visceral artery aneurysms including cystic artery an-
eurysms. Cholecystectomy may specifically be considered if
(necrotizing) cholecystitis is suspected. In the past there was
a concern that embolization of the cystic artery would cause
gallbladder necrosis, but recent publications fail to confirm
this theory [9]. Arterial embolization has the advantages of
reduced surgical morbidity and mortality compared to open
or laparoscopic cholecystectomy. The angiographic treatment
is not possible in all cases. Many of the reported cases had
associated cholecystitis and were surgically managed with
cholecystectomy with operative repair of aneurysm.

In conclusion, visceral artery aneurysms are rare and
can rupture with potentially grave outcome due to excessive
bleeding. Cross-sectional imaging usually demonstrates the
pathological changes of the disease. Angiographic embolization
is a common method of treatment for visceral artery aneu-
rysms. In our case, surgery was considered as the treatment
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of choice, due to cholecystitis probably caused by blockage
of cystic duct by clots.
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