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(" Abstract A

Biliary obstruction is caused by choledocholithiasis or malignancy. We present a rare case of obstruction
due to a gastroduodenal artery aneurysm in a patient with decompensated cirrhosis that presented with
worsening liver function tests after a cholecystostomy tube was placed for suspected cholecystitis. Diag-
nosis was confirmed with a cholecystogram. Embolization was attempted, however due to chronic occlu-
sion of the celiac truck that was unable to be recannulated, this intervention was not offered due to risk of

foregut ischemia. Patient was discharged with hospice. If able to be performed, embolization is the ideal

intervention for gastroduodenal artery aneurysm causing biliary obstruction.
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Introduction

Biliary duct obstruction typically presents with jaundice, pruritis, right upper quadrant abdominal
pain and sometimes signs of sepsis [1]. The most common cause of biliary obstruction is choledocholithiasis
[2]. Other etiologies include malignancy originating from the pancreatobiliary ducts, metastatic malignancy
and acute pancreatitis with associated complications [3,4]. These patients are typically managed with an
endoscopic retrograde cholangiopancreatography (ERCP) with stone extraction or stent placement with
subsequent improvement in biliary obstruction [2-4]. An aneurysm of the surrounding vasculature, most
commonly caused by pancreatitis, is a rare cause of biliary obstruction and few case reports highlight the

diagnosis and management of this unusual complication [5-7]. We present a case of biliary obstruction
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due to a gastroduodenal artery aneurysm in a patient with decompensated alcoholic cirrhosis and aim to

explore the management of this rare complication.
Case Report

A 77 year old male with a past medical history of decompensated alcoholic cirrhosis with continued
alcoholic use initially presented to an outside hospital with three weeks of worsening right upper quadrant
abdominal pain. A right upper quadrant ultrasound at the outside hospital revealed a distended gallbladder
and he underwent placement of a cholecystostomy tube for possible cholecystitis given he was deemed to

not be a candidate for cholecystectomy due to his liver disease.

After the procedure, his liver function tests continued to worsen prompting his transfer. At the time of
presentation, his total bilirubin was 17.7mg/dL (reference range <1.5mg/dL), direct bilirubin 9.8 (reference
range <0.3mg/dL), alanine transaminase 43 U/L (reference range 10-52U/L), aspartate aminotransferase
57 (reference range 14-40U/L), and alkaline phosphatase 110 (reference range 32-126 U/L). INR was 1.5,
platelets were 94 (reference 146-337K/uL) and creatinine was 1.15 (reference range 0.70-1.30 mg/dL)
(Figure 1). His Model for End-Stage Liver Disease (MELD) score was 27.

He underwent an MRI abdomen with and without contrast on presentation which revealed cirrhosis
with suggestion of fibrosis and portal hypertension. A few small T1 hyperintense foci with T1 hypointense
fociwere noted and though to representregenerating nodules. A cysticlesion in the pancreas neck measuring
1.8 x 1.2 x 2.1 cm was noted to be communicating with the main pancreatic ducts. In addition, aneurysmal
dilation of the gastroduodenal artery measuring 3 cm with multiple collateral vessels with significant
tortuosity was seen around the head of the pancreas. The gallbladder was collapsed by the external drain,
the common bile duct was noted to be normal in caliber and tapered at the ampulla and there was mild left

intrahepatic ductal dilation. There were no filling defects throughout the biliary tree.

General surgery recommended performing a cholecystogram to evaluate for cystic duct patency
prior to clamping the tube in preparation of removing the cholecystostomy tube given low suspicion for
acute cholecystitis. Cholecystogram revealed a short segment of high-grade narrowing/stricturing along
the distal third of the common bile duct without any evidence of calculi. Obstruction was thought to be

related to mass effect from the gastroduodenal artery aneurysm (Figure 2).

Interventional radiology evaluated the patient for possible embolization, however due to chronic
occlusion of the celiac trunk and need to embolize branches of the superior mesenteric artery, the risk of
foregut ischemia was deemed to be too high and this intervention was not offered. Vascular surgery then
recommended performing a celiac artery angiogram with recanalization prior to embolization; however
during the procedure, the celiac artery was note to be heavily calcified and recanalization could not be
performed. Unfortunately, the patient continued to decompensate with worsening elevation in his liver
function tests and creatinine (Figure 1). He was ultimately transitioned to comfort care and discharged

with hospice.
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Figure 1: Trend in liver function tests Figure 2: Cholangiogram from Cholecystogram

Discussion

Gastroduodenal artery aneurysms are rare complications of pancreatitis or atherosclerotic disease
and represents about 1.5 % of all visceral aneurysms or pseudoaneurysms. Perhaps the most serious
complication in these patients includes a 50 % chance of gastrointestinal hemorrhage with an associated 40
% chance of mortality [8,9]. Other complications include gastric outlet obstruction and rarely obstructive

jaundice due to biliary obstruction. [8]

Few case reports have highlighted the management of biliary obstruction due to gastroduodenal
artery aneurysm. Some of these patients undergo definitive management including a laparotomy with
resection of the aneurysm and bypass grafting [6,10,11]. Other techniques for management have been
explored as some of these patients were deemed not to be appropriate surgical candidates, similar to the
patient presented in this case report. Patients can also undergo angiography with embolization which
has proven to be an effective intervention and improve biliary obstruction while minimizing risk of life
threatening bleeding and is becoming the preferred intervention of choice for this rare complication based
on previous casereports [12], Unfortunately, notall patients are considered to be candidate for embolization
either given the risk of significant foregut ischemia as highlighted in this case. Interventions other then
surgery and embolization are limited. There may be a role for ERCP to improve the biliary obstruction but

there is little evidence to support this intervention.
Conclusion

In summary, biliary obstruction due to gastroduodenal artery aneurysm is rare. Patients can
present with jaundice, abdominal pain and rarely sepsis or gastrointestinal bleeding. Management can be
surgical or with an embolization. In patients with decompensated cirrhosis, the best intervention may be
like embolizationif they are deemed to be an appropriate candidate given risk of decompensation after

surgery.
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