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Figure 5 a & b. One month (a) and three months (b) post emblization; Decreasing in size of the

lesion is showed.

Discussion

Hepatic artery false aneurysm was first
described by Dr. Wilson in 1809 in a 50-year-
old man who died because of rupture of a large
aneurysm of the left hepatic artery.'”

The false aneurysm may result from

(1247.8) jatrogenic procedures such as

trauma,
percutaneous liver biopsy, transhepatic cholan-
giography and biliary drainage®® and infective
processes which were common in the past.""*"*

Pitfall at the initial operative management

of a hepatic injury can contribute to the develop-

ment of a hepatic artery false aneurysm. Suture

repair of the liver wound without hepatotomy to
open up the bullet tract in gunshot wounds of the
liver may occasionally be successful if no branch
of the hepatic artery is injured. When branches of
the hepatic artery are injured as in the bullet tract
in this case, false aneurysm formation is inevi-
table without suture ligation of the injured vessels.
This forms the basis of management of pene-
trating injuries of the liver by hepatotomy and

) However,

suture ligature of bleeding vessels.®
when the bullet tract is located in the depth of

liver parenchyma and hepatotomy, unroofing the

tract may be dangerous, it can be left undis-
turbed. If injury to branches of the hepatic artery
is doubtful or strongly suspected, angiography and
PTE may be performed later.”

Complications of false aneurysms of

hepatic artery are ruptured intrahepatic hema-
(8)

(1-3,5-9

toma, " hemobilia, ) liver abscess,® all of

which are potentially fatal if improperly treated.
In the past, most hepatic artery false
aneurysms were treated by surgical means, i.e.

(1-4,6,7,9)

, hepatotomy and
(6.9)

hepatic arterial ligation
suture ligation of the feeding hepatic artery
and frequently hepatic resection."**** High
morbidity and mortality have been reported with

)

such surgical management'” which have been

now almost totally replaced by angiography and
therapeutic embolization." >

Successful PTE for posttraumatic hepatic
artery false aneurysm was introduced in the late
1970s""""" It has been employed with increasing
popularity and is widely accepted nowadays.
Several advantages of PTE over surgical appro-
aches have been described.* It is a treatment
that can be repeated. It is safer because it deals

directly with the arterial lesion. It is better tole-
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rated in debilitated patients who are poor surgical
risks. Surgery should be reserved for cases in
which PTE fails.®> Highly selective emboli-
zation reduces both the risk of hepatic necrosis
and the possibility of recurrent bleeding.*“* After
embolization,some ischemic damage to hepatocyte
may be produced, but this is transient because of
the blood supply by the portal system and the
rapid development of an intrahepatic arteriole
collateral circulation.®

In conclusion, PTE is an effective and
safe procedure for the management of posttrau-
matic hepatic artery false aneurysm. The pro-
cedure is simple and may spare the patients from

potentially dangerous major hepatic surgery.
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