
planchnic artery aneurysms (SAA) are seen rarely, but this entity is
clinically important.1 Hepatic artery aneurysm (HAA) may be seen as
the true aneurysms or pseudoaneurysms. True HAA is the fourth most

common site of splanchnic artery aneursym, following infrarenal aorta, iliac
artery and splenic artery.2 HAA accounts for approximately 20% of SAA,
80% of which are extrahepatic and solitary.3,4 The rest are intrahepatic.1-5 It
is known that 63% of HAAs involve the common hepatic artery. False ane-
urysms mostly occur in the right hepatic artery.6 Previously, HAAs were
known to be frequently caused by mycotic infections and inflammation.7,8

However currently, atherosclerosis is accepted as the most common cause
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Surgical Repair of
a Hepatic Artery Aneurysm:

A Rare Case Report

AABBSS  TTRRAACCTT  Hepatic artery aneurysms (HAAs) account for approximately 20% of splanchnic ar-
tery aneurysms (SAAs). Most of the SAAs are generally asymptomatic and detected incidentally.
Rupture of HAA is the first clinical manifestation in 80% of the cases. A 54-year-old female patient
whose HAA was incidentally detected with abdominal ultrasonography two years ago, was referred
to our clinic. Celiac artery angiography demonstrated a HAA in 4x6 cm diameters arising from the
common hepatic artery. Abdominal wall opened through a median incision. After 5000 IU of sys-
temic heparinization, proximal hepatic, distal hepatic and gastroduodenal arteries were clamped.
Aneurysm was removed and saphenous vein interposition was performed by end-to-end anasto-
mosis. Gastroduodenal artery end-to-side anastomosis was performed through the interposition of
a 2 cm saphenous vein. The patient was discharged uneventfully on the postoperative eighth day.

KKeeyy  WWoorrddss::  Aneurysm; splanchnic circulation; hepatic artery aneurysms

ÖÖZZEETT  Hepatik arter anevrizmaları(HAA) intraabdominal organ anevrizmaların yaklaşık %20’sin-
den sorumludur. Batın içindeki organ anevrizmalarının çoğunluğu asemptomatiktir ve tesadüfen
tespit edilir. Batın ultrasonografi sırasında tesadüfen HAA tespit edilen 54 yaşındaki kadın hasta
kliniğimize kabul edildi. Çölyak arter anjiyografisinde ana hepatik arterden kaynaklanan 4x6 cm
çapında HAA tespit edildi. Batın median kesi ile açıldı. Takiben 5000 IU sistemik heparinizasyon
yapıldı ve proksimal, distal ve gastroduodenal arterler klemplendi. Anevrizma çıkarıldı, 6 cm uzun-
luğunda safen ven ile uç-uca anastomoz yapıldı. Gastroduodenal arter 2 cm’lik safen ven interpoze
edilerek uç-yan anastomoze edildi. Hasta post operatif 8. gün şifa ile taburcu edildi. 

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: Anevrizma; splanknik dolaşım; hepatik arter anevrizması 
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of HA A.7,9 Most SA As are ge ne rally asym pto ma tic
and usu ally fo und in ci den tally.10 Rup tu re of HA A
is the first cli ni cal ma ni fes ta ti on in 80% of the ca -
ses.6 He re, we re port a ra re ca se of a pa ti ent with a
HA A who was tre a ted suc ces fully. 

CASE REPORT

A 54 ye ar-old fe ma le pa ti ent who se HA A was in ci-
den tally de tec ted with ab do mi nal ul tra so nog raphy
two ye ars ago, was re fer red to our cli nic. She had
left up per qu ad rant pa in. In the physi cal exa mi na -
ti on; ten der ness, re bo und, or dis ten si on was not
ob ser ved in all fo ur qu ad rants. Vi tal fin dings inc -
lu ded he art ra te of 82 bpm, ar te ri al blo od pres su re
of 110/60 mmHg. La bo ra tory tests re ve a led; he mo-
g lo bi n of 12.5 gr/dl, ALP of 25 units/L, ALT of 18
units/L, AST of 17 units/L, cre a ti ni ne of 0.9 mg/dL
and to tal bi li ru bin of 0.6 mg/dL. Ce li ac an gi og -
raphy de mons tra ted a HA A in 4x6 cm di a me ters,
ari sing from com mon he pa tic ar tery (Fi gu re 1).

We ope ned the ab do mi nal wall thro ugh a me-
di an in ci si on from um bi li cal re gi on up to xip ho id.
Sharp and blunt dis sec ti on was used to re ach the
fre e pro xi mal he pa tic ar tery, dis tal he pa tic ar tery
and gas tro du o de nal ar tery (Fi gu re 2). Af ter 5000 IU
of syste mic he pa ri ni za ti on, pro xi mal he pa tic, dis-
tal he pa tic and gas tro du o de nal ar te ri es we re clam -
ped. Ane urysm was re mo ved and sap he no us ve in
in ter po si ti on (6 cm) was per for med in the form of
end-to-end anas to mo sis. In addition, gas tro du o de -
nal ar tery end-to-si de anas to mo sis was per for med

thro ugh the in ter po si ti on of a 2 cm sap he no us ve -
in. In the pos to pe ra ti ve pe ri od, AST and ALT in-
cre a sed up to 1600 and 100U/L, res pec ti vely. By
ti me, they dec re a sed to nor mal va lu es. The pa ti ent
was disc har ged on the pos to pe ra ti ve eighth day un-
e vent fully.

DISCUSSION

Most ca ses of the HA As re ma in asym pto ma tic and
are com monly di ag no sed as an in ci den tal fin ding
on the ab do mi nal ul tra so nog raphy or com pu te ri -
zed to mog raphy. The first cli ni cal ma ni fes ta ti on is
the rup tu re of the ane urysm in most of the HA A
ca ses. The ot her cli ni cal signs are ab do mi nal pa in
and gas tro in tes ti nal he morr ha ge.2 The clas sic tri ad
of HA A are epi gas tric pa in, he mo bi li a and obs truc -
ti ve ja un di ce; just abo ut one third of the pa ti ents
ad mit to hos pi tal with the se comp la ints. In the pre -
sent ca se, the pa ti ent was di ag no sed with the com-
p la int of ab do mi nal pa in two ye ars ago.

The re are dif fe rent eti o lo gi es for HA As. In the
eti o logy, myco tic ane urysms we re ac cu sed for most
of the HA A ca ses pre vi o usly, but cur rently, at he -
rosc le ro sis is re por ted to be the most com mon ca -
u se of HA As.2,5,11 In addition, ot her ca u ses of HA As
such as me di al de ge ne ra ti on and con ge ni tal fib -
rodys pla si a are com mon.7,9 In our ca se, any ca u ses
ot her than at he rosc le ro sis we re not de tec ted. Mo -
re o ver, syphi lis, tu ber cu lo sis or Beh cet di se a se we -
re not de tec ted as well.

When the di a me ter of a HA A is gre a ter 2 cm,
in ter ven ti on is re com men ded.10 The most ad vi sed
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FIGURE 1: Selective celiac angiography.

FIGURE 2: Hepatic artery aneurysm.



op ti on of the tre at ment is per cu ta ne o us trans cat -
he ter em bo li za ti on (PTE).12,13 PTE is mostly pre-
fer red for in tra he pa tic or pse u do a neu rysms.10,14

Anot her op ti on is the li ga ti on. Li ga ti on is only re -
com men ded when the ane urysm is so lely lo ca ted
in the pro xi mal parts of com mon he pa tic ar tery be-
ca u se the gas tro du o de nal ar tery can pro vi de col la -
te ral blo od supply to the li ver from the su pe ri or
me sen te ric ar tery.7,13 If the ane urysm is lo ca ted at
mo re dis tal re gi ons, li ga ti on is ge ne rally con tra in -
di ca ted be ca u se of the li ver nec ro sis risk. In this in-
s tan ce, li ver can be as ses sed in tra o pe ra ti vely for
development of cya no sis. Op ti ons ot her than li ga -
ti on inc lu de ane ury smorr haphy of ane urysm, ex-
ci si on ane ury smorr haphy of ane urysm with graft
in ter po si ti on, ex ci si on with sple no he pa tic anas to -
mo sis and aor to he pa tic bypass.15 In our ca se, HA A
was lo ca ted at the bi fur ca ti on of right or left he pa -
tic ar te ri es. Thus we car ri ed out sur gı cal re pa ir of
the HA A by using sap he no us ve ins (Fi gu re 3).

In conc lu si on, HHA can be comp li ca ted by
rup tu re and me di cal en do vas cu lar and/or sur gi cal
tre at ment can be used to con trol the ane urysm de-
pen ding on the di a me ter of ane urysm and he mody-

na mic sta tus of the pa ti ents. The rup tu re of HA As
may le ad to a li fe-thre a te ning si tu a ti on. Thus, for
ap prop ri a te pa ti ents, en do vas cu lar tre at ment sho -
uld be con si de red to be a first cho i ce of tre at ment
of HA A, but open sur gery is ine vi tab le in ca se of
eit her fa i lu re or lack of ava i la bi lity of the en do vas -
cu lar pro ce du res.
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FIGURE 3: Hepatic artery aneurysm repair with a saphenous vein interposi-
tion.




