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Hepatic artery pseudoaneurysm (HAP), a rare life-threatening complication, typically
occurs following trauma or surgical procedures such as liver transplantation. Initially
asymptomatic, its rupture risk escalates with increasing size. Once ruptured, it
carries an extremely high mortality rate, and delayed intervention may lead to
fatal hemorrhagic shock. Consequently, early diagnosis and timely intervention
are pivotal in managing HAP. Herein, we present a case of a HAP measuring
approximately 10 cm in diameter. The patient was admitted with abdominal
pain, and the clinical history did not indicate a definitive etiology. Computed
tomography angiography revealed that the rupture site of the pseudoaneurysm
was located in the common hepatic artery, with partial thrombus formation within
the aneurysmal sac. The expansive lesion compressed the hepatic artery, resulting
in hypoperfusion. Following multidisciplinary consultation and obtaining informed
consent from the patient and her family, the patient underwent endovascular
treatment under local anesthesia. During the procedure, two covered stents were
successfully implanted. Postoperatively, the rupture of the HAP was effectively
excluded, hepatic arterial patency was restored, and the patient’'s abdominal pain
was alleviated significantly. She was discharged 5 days after receiving antiplatelet
and anti-infective therapy. Long-term antiplatelet treatment was continued, and
at a one-year follow-up, the stent remained patent with no evidence of lesion
recurrence. This case report, combined with literature review, aims to analyze
HAP etiology and summarize diagnostic and therapeutic experiences.
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hepatic artery pseudoaneurysm, endovascular therapy, cover stent, transcatheter
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1 Introduction

Hepatic artery pseudoaneurysm (HAP) is a pulsatile hematoma-like lesion formed by
extravasated blood following damage to the hepatic arterial wall, with the hematoma
encapsulated by organized fibrous tissue. It commonly arises secondary to hepatic trauma,
abdominal surgery, liver transplantation, or biliary infections. In the early stages, symptoms
may not be apparent due to the small size of the lesion. However, as the lesion progresses,
symptoms such as abdominal distension and pain may occur. Once it ruptures and bleeds, the
mortality rate can be as high as 60-70%, necessitating immediate intervention upon
diagnosis (1, 2).
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The inducing factors of HAP primarily includes trauma, infection,
and vascular degeneration. Hepatic artery injury from traumatic or
iatrogenic injuries is common such as abdominal surgery,
interventional catheterization, or orthotopic liver transplantation, etc.
Moreover, the intraperitoneal infectious diseases such as pancreatitis,
pyogenic cholangitis, or hepatic abscesses may also cause vascular
erosion, thus inducing HAP formation. Furthermore, vascular
degenerative diseases, such as atherosclerosis, penetrating ulcers, or
autoimmune diseases causing vascular deterioration, are also
significant contributing factors that accelerate the formation of HAP
(2-6).Currently, with the widespread adoption of laparoscopic
techniques and imaging examination, more and more HAPs are
diagnosed clinically, but there is still a lack of unified standards for
their treatment. Historically, surgical repair dominated management.
Recently, with the development of interventional radiology, in
addition to surgical repair, choosing a more minimally invasive
endovascular treatment, such as covered stent implantation or
selective hepatic artery catheterization embolization (TAE), seems to
have become a new and more popular method (1, 6, 7). TAE is
preferred for distal branch lesions, whereas preservation of hepatic
arterial flow is critical for main trunk or major branch
pseudoaneurysm to avoid hepatic ischemia, infarction, abscesses, or
liver failure. In such cases, covered stent implantation offers a viable
alternative (6). Clinical studies have validated the efficacy and safety
of stent grafts for HAPs (8, 9). However, most of the literature reports
that the size of pseudoaneurysms is still small, and HAP with a
diameter exceeding 5 cm is rare, while giant pseudoaneurysms with a
lesion diameter exceeding 8 cm have not been reported. Here,
we describe the endovascular management process of a giant HAP
measuring nearly 10 cm in diameter, and by reviewing relevant
literature, analyze and summarize the diagnosis and treatment
experience of HAP, aims to refine diagnostic and therapeutic strategies
for HAP, particularly advocating for endovascular interventions in
managing such rare, life-threatening entities.

2 Case presentation

A 67-year-old female was admitted with epigastric pain persisting
for over 1 week. The pain began insidiously without identifiable
triggers, characterized by intermittent distending discomfort lasting
minutes to hours, tolerable in severity. It was accompanied by lower

10.3389/fmed.2025.1579860

abdominal needle-like pain. Notably, the patient denied nausea,
vomiting, chest tightness, chest pain, cough, sputum production,
abdominal distension, diarrhea, hematochezia, or hematuria. A
computed tomography examination in the local hospital identified a
huge space-occupying lesion in the liver-stomach gap, suspected to
be a pseudoaneurysm, which may have originated from the distal
common hepatic artery. The patient was transferred urgently due to
the high risk of rupture. Her medical history was unremarkable aside
from childhood right eye blindness (etiology unknown) and a prior
excision of a knee skin mass over a decade ago. She denied significant
comorbidities or previous trauma.

Physical examination: A pulsatile, border-cleared, texture-
toughed mass (~10 x 10 cm) was palpated in the right upper
abdomen, tender on pressure, with pulsations synchronous with the
cardiac cycle. In addition, a blowing-like vascular murmur can
be heard in the abdominal wall. Laboratory examination: Hemoglobin:
105 g/L; high-sensitivity C-reactive protein: 25.55 mg/L; D-dimer:
3.26 mg/L. Liver and renal function tests were unremarkable.
Computed tomography angiography (CTA) showed that there was a
spheroid shadow about 8.5 x 7.8 x 8.0 cm in size below the left lobe of
the liver in the hepatic hilum area. The contrast agent could be seen
entering, and part of the lesion was enhanced, with a large amount of
thrombosis formation, which was consistent with the manifestations
of pseudoaneurysm, suggesting the possibility of a common hepatic
artery pseudoaneurysm. The hepatic artery was compressed and
narrowed, and the rupture site of the pseudoaneurysm was not clearly
displayed. Collateral circulation via the superior mesenteric-
pancreaticoduodenal artery and right hepatic artery, with the right
hepatic artery primarily supplied by the pancreaticoduodenal artery
and the left hepatic artery originating from the left gastric artery. The
main trunk of the portal vein was compressed and narrowed with
collateral branches open, and the common bile duct was compressed
with mild dilation of the intrahepatic bile ducts (Figure 1).

Following multi-disciplinary consultation and informed consent,
the patient underwent local anesthesia-assisted hepatic artery
angiography and endovascular repair. Initial digital subtraction
angiography (DSA) confirmed a spherical pseudoaneurysm
(~9 x 9 cm) arising from the mid-segment of the common hepatic
artery, with active contrast extravasation at the rupture site
(Figure 2A). During the operation, a 6 mm x 58 mm balloon-
expandable covered stent (Bard, United States) was implanted into the
common hepatic artery. However, contrast agent extravasation was
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FIGURE 1

and the left hepatic artery originates from the left gastric artery.

Abdominal CTA examination. (A,B) Axial CT images during the arterial phase and portal venous phase show a spherical occupying lesion in the upper
abdomen, measuring approximately 8.5 X 7.8 x 8.0 cm. There is partial enhancement within it, accompanied by a large amount of thrombus
formation. (C,D) CTA reconstructions reveal the common hepatic artery is compressed and narrowed, and the branches of the superior mesenteric
artery—pancreaticoduodenal artery and the right hepatic artery are open. The right hepatic artery is mainly supplied by the pancreaticoduodenal artery,

Frontiers in Medicine

02

frontiersin.org


https://doi.org/10.3389/fmed.2025.1579860
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org

Hou et al.

10.3389/fmed.2025.1579860

pseudoaneurysm

pseudo?furysm

~ ) splenic artery
stent-graft1

splenic artery

‘spleni‘}artery
hepatic artery

proper hepatic artery \ stent'graft 1
stent-graft 2

t “common
" rupture position.

FIGURE 2

Intraoperative DSA imaging. (A) Hepatic arteriography shows contrast agent overflowing from the common hepatic artery, presenting as a spheroid
aneurysmal dilation with a size of about 9 X 9 cm, on the verge of rupture. The common hepatic artery is significantly narrowed due to compression,
and the distal proper hepatic artery and its branch vessels are not visible. (B) After the implantation of a covered stent-graft in the common hepatic
artery, the pseudoaneurysm is still visible on angiography, and the distal hepatic artery remains invisible. (C) After the implantation of a second stent-
graft in the hepatic artery, the pseudoaneurysm disappears on angiography, and the distal proper hepatic artery and its branch vessels are clearly
visible

FIGURE 3

Imaging evaluation after interventional operation. (A) Preoperative ultrasound shows a spherical mass in the upper abdomen with clear boundaries,
measuring approximately 8 x 8 cm, with uneven internal echo. (B) Doppler imaging shows a large amount of blood flow signals within the lesion
connected to the common hepatic artery. (C) Three months after the operation, ultrasound review shows the lesion has decreased in size, with more
uniform internal echo and no obvious blood flow signals. (D) One year later, CTA shows the stent graft is patent, with patent proper hepatic artery and

its distal branches as well.

still visible on angiography (Figure 2B), suggesting incomplete
coverage of the rupture site. To address this, another 5 mm x 37 mm
balloon-expandable covered stent (Bard, United States) was implanted
to bridge with the first stent. After re-angiography, the rupture of the
pseudoaneurysm was completely isolated, the stent-grafts remained
patent, without contrast agent extravasation, and the common hepatic
artery and its distal proper hepatic artery were well visualized,
indicating a successful operation (Figure 2C).

The
postoperatively, and she was successfully discharged after 5 days of

patient’s abdominal pain improved significantly
antiplatelet and anti-infective therapy. After discharge, the patient
continued to receive dual antiplatelet therapy with low-dose aspirin
(100 mg/d) and clopidogrel (75 mg/d) for 6 months, and then the
treatment was adjusted to single antiplatelet therapy with low-dose
aspirin (100 mg/d). Three months later, the follow-up ultrasound
showed that the volume of the lesion was significantly reduced and the
lesion diameter was also reduced by nearly 2 cm compared with that
before operation, no obvious blood flow signal was seen in the lesion
site, and a large amount of thrombosis formation was visible
(Figures 3A—C). One year later, the follow-up abdominal CTA showed
that the stent-grafts were unobstructed, and the distal proper hepatic

artery and its branches were still well visualized (Figure 3D).
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3 Discussion

HAP is clinically rare, with an incidence of approximately
0.27-2%, and carries a rupture risk of 21-80% (3, 10). Despite its
rarity, it is recognized as a severe and potentially fatal complication,
with mortality rates as high as 69-75% (3, 11, 12). Therefore, prompt
intervention is required once a definitive diagnosis is established. The
pathogenesis and exact etiology of HAP remain unclear. Some studies
classify HAP into two distinct types: intrahepatic and extrahepatic,
based on associated predisposing factors (13). Intrahepatic HAP is
relatively uncommon and is often caused by iatrogenic injuries,
including percutaneous transhepatic procedures such as liver mass
biopsy, cholangiography, biliary stent implantation, and hepatic artery
(13, 14).
pseudoaneurysms are more prevalent, accounting for over 69% of

chemoembolization In contrast, extrahepatic
HAP cases (13, 15). Local infection and trauma are the two primary
predisposing factors, associated with both types of pseudoaneurysms
but demonstrating a stronger correlation with the extrahepatic type
(3, 10, 16). Studies indicate that approximately 80% of HAP cases are
infection-related, where bacteria erode the arterial adventitia,
promoting pseudoaneurysm formation (5, 16). For instance, infected

bile due to bile leakage is believed to directly weaken and erode
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vascular walls, increasing HAP risk (17). Infections may also accelerate
bile duct wall thinning and HAP rupture into the biliary tract or
duodenum, triggering biliary or gastrointestinal hemorrhage.
Additionally, trauma or intraoperative injury is a significant
predisposing factor for extrahepatic HAP (4). This is usually triggered
by improper operation during surgery, such as mistakes in dissection
during cholecystectomy or indirect induction of HAP caused by
thermal damage to blood vessels due to heat radiation generated
during the use of electrocautery or ultrasonic scalpel (18).

Although HAP is life-threatening, it is often difficult to detect
before rupture because of atypical early symptoms. Upon HAP
rupture, intra-abdominal hemorrhage may manifest as peritoneal
signs (e.g., abdominal tenderness) or localized hematoma in the
hepatogastric space causing epigastric distension and pain (19). Some
patients may also present with gastrointestinal bleeding due to
bleeding into the gastrointestinal tract (16). Literature also reports
HAP involvement in the biliary system, leading to hepatic artery-
biliary fistulas and subsequent haemobilia (20). Given the high post-
rupture mortality, early diagnosis and timely intervention before
rupture are critical for favorable outcomes.

The diagnosis of HAP relies on the patient’s medical history
(particularly prior trauma, surgical history, or abdominal infections)
and is confirmed through imaging modalities such as ultrasound,
contrast-enhanced CT, and/or DSA (4, 5). Although selective hepatic
arteriography is an invasive diagnostic method, it remains the most
accurate modality for HAP diagnosis. During the procedure, it
visualizes damaged vascular walls and contrast extravasation, precisely
identifying the lesion’s location, thus earning its reputation as the gold
standard for HAP diagnosis (21). This patient had no history of
abdominal trauma, surgery, infection, or vascular disease. Upon
discovery, the HAP was notably large, with intermittent epigastric pain
and discomfort as the primary symptom. Relevant laboratory
examinations did not suggest signs of intra-abdominal infection.
Based on clinical presentation, the case was presumed to be an
idiopathic hepatic artery pseudoaneurysm of unknown etiology.
Selective hepatic arteriography accurately identified a vascular wall
defect and contrast extravasation in the common hepatic artery,
clearly delineating the pseudoaneurysm’s morphology, size, and the
precise location of the rupture. These findings provided robust support
for formulating the treatment plan.

The traditional treatment methods for HAP are surgical
operations (partial hepatic lobectomy or arterial ligation), which can
achieve the purpose of hemostasis. However, these methods are highly
invasive, with a high incidence of complications and a slow recovery.
Consequently, they are no longer considered the first-line treatment.
In recent years, with advancements in endovascular techniques, the
treatment of HAP mainly adopts more minimally invasive
endovascular methods, such as TAE or stent-graft implantation, with
surgery reserved only for exceptional cases (22). In most reported
cases, TAE appears to be the optimal approach for managing
HAP. However, simple vascular embolization may cause occlusion of
the main hepatic artery trunk, potentially leading to acute liver failure,
making it unsuitable for embolization of lesions in the main hepatic
artery trunk (23, 24). Therefore, it is necessary to evaluate sufficient
arterial and collateral blood flow before hepatic artery embolization,
so as to reduce the risk of local ischemia and prevent complications
related to reduced blood flow. Endovascular stent repair is a procedure
that uses a covered stent to completely isolate the rupture of the
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diseased artery from the HAP, reducing the pressure within the
aneurysmal cavity and stopping blood flow, ultimately leading to
thrombus formation within the cavity. By maintaining hepatic arterial
patency through the stent’s radial support, this technique prevents
hepatic tissue ischemia and serves as an effective endovascular
treatment for HAP (7). Pedersol et al. reported their experience with
endovascular treatment in 30 HAP patients, where 25 underwent
covered stent placement and 5 received coil embolization. The
technical success rate for stent implantation was 92%, with hepatic
arterial patency achieved in 88% of cases. Short-term follow-up
revealed a high stent patency rate (81%), which declined to 40% in
mid- to long-term follow-up. Although these data suggest that the
long-term patency rate of stents may not be optimistic, the number of
cases included in the study was too small, and some patients were lost
to follow-up, making it impossible to accurately assess the long-term
patency of the stents (1). Other studies have reported widely varying
stent patency rates, ranging from 42 to 100% (8, 9, 25, 26). This
discrepancy may relate to variability in postoperative antithrombotic
regimens. Reported anticoagulation and antiplatelet protocols after
stent implantation vary significantly across studies, ranging from no
therapy to lifelong aspirin (150 mg/d) combined with clopidogrel
(75 mg/d for 12 weeks) (8, 27).

The optimal use of anticoagulation or antiplatelet therapy following
stent implantation remains controversial. Typically, anticoagulation and
antiplatelet therapy are required for at least 3-6 months after the
implantation of a covered stent to avoid thrombosis within the stent.
However, for patients with contraindications to anticoagulation, the use
of anticoagulants or antiplatelet agents carries a risk of recurrent bleeding.
For this reason, some researchers believe that a larger-sized covered stent
can be selected to reduce the requirements for postoperative
anticoagulation and antiplatelet therapy (8). According to guidelines from
the European Society of Cardiology and the Society for Vascular Surgery,
there is no specific recommendation for single or dual antiplatelet therapy
after endovascular treatment of visceral arteries. However, empirically,
most medical centers prescribe daily clopidogrel (75 mg) combined with
low-dose aspirin for durations ranging from 1 month to 1 year (28).
Although a direct causal link between stent occlusion and discontinuation
of dual antiplatelet therapy has not been definitively proven, the
concurrent occurrence of stent occlusion and cessation of antiplatelet
therapy suggests that except in patients at high risk of bleeding dual
antiplatelet therapy may offer potential benefits for maintaining long-term
stent patency (29). Reassuringly, during long-term follow-up, while some
patients experienced stent occlusion, 86% of these individuals developed
collateral circulation in the hepatic artery, effectively preserving hepatic
blood supply without ischemic symptoms. Only 14% of patients
developed hepatic abscesses, potentially triggered by acute ischemia (1).

In previous reports, HAP with diameters exceeding 5 cm have
been extremely rare. Here, by reviewing relevant literature in recent
years, we have summarized the treatment methods and clinical
outcomes of previously reported HAP cases >5 cm in Table 1 below.
Although treatment approaches are diverse, including open surgical
repair, TAE, and stent implantation, it is evident that for patients with
giant HAP, endovascular therapy demonstrates significantly superior
prognosis compared to open surgery (30-39). In this case, the patient
presented with a large HAP, significant stenosis due to hepatic artery
compression, and no visualization of distal vasculature. Although
collateral communication existed between the left hepatic artery and
the left gastric artery, the HAP rupture site was located in the common
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TABLE 1 The HAP cases >5 cm with pathogenesis, management approaches and outcomes reported previously.

10.3389/fmed.2025.1579860

Size of HAP Pathogenesis Management Outcomes References
approaches

8.5x10.2 cm Unclear Surgical treatment by laparotomy | Success, alive (30)

8.0 x 6.5 cm Liver transplantation Stent implantation is to Preoperative death (10)
be performed

Diameter 6.5 cm Post gunshot injury Balloon assisted thrombin Success, alive 31)
injection

14.8 x 9.8 cm Unclear Open surgical repair Success, alive (32)

5.8x4.1 x3.0cm Abdominal trauma TAE with gel foam, particle, and Success, alive (33)
microcoils

6.7 X 6.0 X 5.6 cm Unclear The patient requested Died 5 days after admission (34)
conservative treatment

10.3 x 8.5 x 8.1 cm Post radical gastrectomy Endoaortic stent grafting Success, alive 5 years (35)

Diameter 14.0 cm Unclear TAE with coils Success, alive (36)

4.5x% 5.7 cm Chronic pancreatitis TAE with coils Success, alive 1 years (37)

8.0x7.2x7.0cm Chronic pancreatitis Aneurysm resection and Died 135 days after surgery (38)
common hepatic artery bypass

Diameter 5.9 cm Unclear TAE with coils Success, alive 3 years (39)

hepatic artery. Direct embolization of the common hepatic artery
would inevitably lead to extensive hepatic ischemia, posing a high risk
of postoperative liver failure. Therefore, simple embolization was
deemed unsuitable for this patient. The use of a covered stent not only
effectively sealed the HAP but also preserved hepatic arterial
perfusion. Although the origin of the gastroduodenal artery was also
covered by the stent, its extensive collateral circulation with the
superior mesenteric artery alleviated concerns about ischemic
complications. Consequently, we successfully treated this giant
common HAP using covered stent endovascular repair.
Postoperatively, the patient was assessed to have a low bleeding risk
and thus received dual antiplatelet therapy. At the 1-year follow-up,
the stent remained patent, liver function was normal, and the patient
exhibited a favorable prognosis. While covered stent placement
effectively sealed the rupture site of pseudoaneurysm and controlled
bleeding, postoperative infection prevention remained critical due to
the risk of secondary infection from post-hemorrhagic hematoma. In
this case, although preoperative routine blood tests did not indicate
obvious signs of infection, we still carried out prophylactic anti-
infection treatment. The patient had a good prognosis after the
operation, without fever, chills or other infectious complications.

4 Conclusion

The etiology and mechanisms underlying HAP remain
unclear, and their nonspecific clinical presentation complicates
early diagnosis. Therefore, imaging screening should
be emphasized for patients with a history of hepatic trauma,
surgery (particularly liver transplantation or biliary-enteric
anastomosis), or intra-abdominal infections. Treatment should
adhere to personalized principles, with the choice between
covered stent implantation and TAE tailored to the patient’s
lesion characteristics, anatomical location, and clinical
manifestations. Although the efficacy and safety of stent-graft

Frontiers in Medicine

implantation for the treatment of HAP have been preliminarily
validated, it is worth noting that existing relevant studies
are limited by small sample sizes and short follow-up
periods. The long-term efficacy and safety still need to
be further verified.

Data availability statement

The original contributions presented in the study are included in
the article/supplementary material, further inquiries can be directed
to the corresponding authors.

Ethics statement

The studies involving humans were approved by Ethics Committee
of the Affiliated Traditional Chinese Medicine Hospital of Southwest
Medical University. The studies were conducted in accordance with
the local legislation and institutional requirements. The participants
provided their written informed consent to participate in this study.
Written informed consent was obtained from the participant/
patient(s) for the publication of this case report.

Author contributions

QH: Data curation, Formal analysis, Investigation, Resources,
Writing - original draft. WWe: Data curation, Formal analysis,
Resources, Writing - original draft. WWa: Data curation, Formal
analysis, Resources, Writing - original draft. WM: Data curation,
Formal analysis, Investigation, Writing - review & editing. YX: Data
curation, Formal analysis, Investigation, Writing — review & editing.
WH: Data curation, Formal analysis, Investigation, Writing -
review & editing. GS: Conceptualization, Funding acquisition,

frontiersin.org


https://doi.org/10.3389/fmed.2025.1579860
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org

Hou et al.

Supervision, Validation, Writing - review & editing. GY: Data
curation, Formal analysis, Investigation, Resources, Writing -
original draft.

Funding

The author(s) declare that financial support was received for
the research and/or publication of this article. This study was
supported by the Sichuan Medical Association Youth Innovation
Project (Q2024039), and the Natural Science Foundation of
Southwest Medical University (2022QN114).

Acknowledgments

We acknowledge the contributions from Department of Vascular
Surgery, Zigong Fourth People’s Hospital, which provides some
clinical data and all the investigators of this study for their help in
this review.

References

1. Pedersoli F, Van den Bosch V, Sieben P, Barzakova E, Schulze-Hagen M, Isfort P,
et al. Stent graft placement by Pseudoaneurysm of the hepatic arteries: efficacy and
patency rate in follow-up. Cardiovasc Intervent Radiol. (2022) 45:21-8. doi:
10.1007/500270-021-02993-0

2. Reiter DA, Fischman AM, Shy BD. Hepatic artery pseudoaneurysm rupture: a case
report and review of the literature. J Emerg Med. (2013) 44:100-3. doi:
10.1016/j.jemermed.2011.08.021

3. Nejatollahi SMR, Hasanzade A, Ghorbani E Successful surgical management of
ruptured hepatic artery pseudoaneurysm post-liver retransplant: a case report. Int ] Surg
Case Rep. (2023) 112:108989. doi: 10.1016/j.ijscr.2023.108989

4. Zhao YQ, Yang YY, Yao SY, Dong XE. Hepatic artery pseudoaneurysm: three case
reports and literature review. Front Med. (2024) 11:1422895. doi:
10.3389/fmed.2024.1422895

5. Jia E Xia G, Zhu Q, Yu S, Hu N, Zhang H. Hepatic artery pseudoaneurysm caused
by chronic pancreatitis: case report and literature review. Medicine. (2023) 102:e32834.
doi: 10.1097/MD.0000000000032834

6. Jablonska B, Mrowiec S. Endovascular treatment of hepatic artery pseudoaneurysm
after pancreaticoduodenectomy: a literature review. Life. (2024) 14:920. doi:
10.3390/1ife 14080920

7. Larner B, Maingard J, Ren Y, Kok HK, Chandra RV, Lee M]J, et al. Endovascular
treatment of a hepatic artery pseudoaneurysm using a novel pericardium covered stent.
J Med Imaging Radiat Oncol. (2019) 63:765-9. doi: 10.1111/1754-9485.12960

8. Cui L, Kong L, Bai YH, Li XH, Wang XQ, Hao J], et al. Covered stent placement for
hepatic artery pseudoaneurysm. Abdom Radiol. (2020) 45:3337-41. doi:
10.1007/s00261-020-02452-3

9. Bellemann N, Sommer CM, Mokry T, Kortes N, Gnutzmann D, Gockner T, et al.
Hepatic artery stent-grafts for the emergency treatment of acute bleeding. Eur J Radiol.
(2014) 83:1799-803. doi: 10.1016/j.ejrad.2014.06.030

10. Parlak S, Gulcek S, Kaplanoglu H, Altin L, Deveer M, Pasaoglu L. Hepatic artery
Pseudoaneurysm: a life-threatening complication of liver transplantation. J Belg Soc
Radiol. (2015) 99:61-4. doi: 10.5334/jbr-btr.970

11. Harrison J, Harrison M, Doria C. Hepatic artery pseudoaneurysm following
orthotopic liver transplantation: increasing clinical suspicion for a rare but lethal
pathology. Ann Transplant. (2017) 22:417-24. doi: 10.12659/a0t.903367

12. Panaro F, Miggino M, Bouyabrine H, Carabalona JP, Berthet JP, Canaud L, et al.
Reversed saphenous bypass for hepatic artery pseudoaneurysm after liver
transplantation. Ann Vasc Surg. (2013) 27:1088-97. doi: 10.1016/j.avsg.2013.01.007

13. Saad WE, Dasgupta N, Lippert AJ, Turba UC, Davies MG, Kumer S, et al.
Extrahepatic pseudoaneurysms and ruptures of the hepatic artery in liver transplant
recipients: endovascular management and a new iatrogenic etiology. Cardiovasc
Intervent Radiol. (2013) 36:118-27. doi: 10.1007/s00270-012-0408-y

14. Jeng KS, Huang CC, Lin CK, Lin CC, Liang CC, Chung CS, et al. Early detection
of a hepatic artery Pseudoaneurysm after liver transplantation is the determinant of
survival. Transplant Proc. (2016) 48:1149-55. doi: 10.1016/j.transproceed.2015.11.017

Frontiers in Medicine

10.3389/fmed.2025.1579860

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Generative Al statement

The authors declare that no Gen Al was used in the creation of
this manuscript.

Publisher’'s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations,
or those of the publisher, the editors and the reviewers. Any product
that may be evaluated in this article, or claim that may be made by its
manufacturer, is not guaranteed or endorsed by the publisher.

15. Ou HY, Concejero AM, Yu CY, Huang TL, Chen TY, Tsang LL, et al. Hepatic
arterial embolization for massive bleeding from an intrahepatic artery pseudoaneurysm
using N-butyl-2-cyanoacrylate after living donor liver transplantation. Transpl Int.
(2011) 24:e19-22. doi: 10.1111/j.1432-2277.2010.01186.x

16.Kadohisa M, Inomata Y, Sakisaka M, Sugawara Y, Hibi T. Massive duodenal
ulcer bleeding due to the ruptured hepatic artery pseudoaneurysm after living
donor liver transplantation. Surg Case Rep. (2022) 8:199. doi:
10.1186/540792-022-01558-8

17. Ayyasrah M, Qtaish I, Qtaish NR. Intrahepatic Pseudoaneurysm developing
at the confluence of bilateral biliary drains six months following a procedure- a
case report. Curr Med Imaging. (2023) 20. doi:
10.2174/0115734056252548231016052611

18. Lampropoulos C, Markopoulos G, Tsochatzis S, Bellou A, Amanatidis T, Kehagias
D, et al. Symptomatic pseudoaneurysms following laparoscopic cholecystectomy: focus
on an unusual and dangerous complication. ] Minim Access Surg. (2021) 17:450-7. doi:
10.4103/jmas.JMAS_164_20

19. Tsai YH, Chang HM. Post-cholecystectomy right hepatic artery Pseudoaneurysm
induced by generalized seizure: a case report. Medicina. (2022) 58:568. doi:
10.3390/medicina58050568

20. Paez-Carpio A, Serrano E, Zarco F, Fondevila C, Burrel M. Arterio-biliary fistula
caused by a hepatic artery pseudoaneurysm in a recently performed liver transplant:
successful resolution and long-term liver implant preservation using a covered coronary
stent. CVIR Endovasc. (2020) 3:93. doi: 10.1186/s42155-020-00191-6

21. Chaer RA, Abularrage CJ, Coleman DM, Eslami MH, Kashyap VS, Rockman C,
et al. The Society for Vascular Surgery clinical practice guidelines on the management
of visceral aneurysms. J Vasc Surg. (2020) 72:35-39S. doi: 10.1016/j.jvs.2020.01.039

22.Khan A, Fosby B, Labori KJ, Lanari ], Dorenberg E, Line PD. Management of
Coeliac and Hepatic Artery Aneurysms: an experience of 84 cases. Eur ] Vasc Endovasc
Surg. (2023) 66:814-20. doi: 10.1016/j.ejvs.2023.09.032

23. Cadili A, Gates J. The role of angioembolization in hepatic trauma. Am Surg.
(2020) 87:1793-801. doi: 10.1177/0003134820973729

24.Green CS, Bulger EM, Kwan SW. Outcomes and complications of
angioembolization for hepatic trauma: a systematic review of the literature. J Trauma
Acute Care Surg. (2016) 80:529-37. doi: 10.1097/TA.0000000000000942

25. Hassold N, Wolfschmidt F, Dierks A, Klein I, Bley T, Kickuth R. Effectiveness and
outcome of endovascular therapy for late-onset postpancreatectomy hemorrhage using
covered stents and embolization. J Vasc Surg. (2016) 64:1373-83. doi:
10.1016/j.jvs.2016.05.071

26.You Y, Choi SH, Choi DW, Heo JS, Han IW, Han S, et al. Long-term clinical
outcomes after endovascular management of ruptured pseudoaneurysm in patients
undergoing pancreaticoduodenectomy. Ann Surg Treat Res. (2019) 96:237-49. doi:
10.4174/astr.2019.96.5.237

27.Lu PH, Zhang XC, Wang LFE, Chen ZL, Shi HB. Stent graft in the treatment of

pseudoaneurysms of the hepatic arteries. Vasc Endovasc Surg. (2013) 47:551-4. doi:
10.1177/1538574413488460

frontiersin.org


https://doi.org/10.3389/fmed.2025.1579860
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://doi.org/10.1007/s00270-021-02993-0
https://doi.org/10.1016/j.jemermed.2011.08.021
https://doi.org/10.1016/j.ijscr.2023.108989
https://doi.org/10.3389/fmed.2024.1422895
https://doi.org/10.1097/MD.0000000000032834
https://doi.org/10.3390/life14080920
https://doi.org/10.1111/1754-9485.12960
https://doi.org/10.1007/s00261-020-02452-3
https://doi.org/10.1016/j.ejrad.2014.06.030
https://doi.org/10.5334/jbr-btr.970
https://doi.org/10.12659/aot.903367
https://doi.org/10.1016/j.avsg.2013.01.007
https://doi.org/10.1007/s00270-012-0408-y
https://doi.org/10.1016/j.transproceed.2015.11.017
https://doi.org/10.1111/j.1432-2277.2010.01186.x
https://doi.org/10.1186/s40792-022-01558-8
https://doi.org/10.2174/0115734056252548231016052611
https://doi.org/10.4103/jmas.JMAS_164_20
https://doi.org/10.3390/medicina58050568
https://doi.org/10.1186/s42155-020-00191-6
https://doi.org/10.1016/j.jvs.2020.01.039
https://doi.org/10.1016/j.ejvs.2023.09.032
https://doi.org/10.1177/0003134820973729
https://doi.org/10.1097/TA.0000000000000942
https://doi.org/10.1016/j.jvs.2016.05.071
https://doi.org/10.4174/astr.2019.96.5.237
https://doi.org/10.1177/1538574413488460

Hou et al.

28. Aboyans V, Ricco JB, Bartelink MEL, Bjorck M, Brodmann M, Cohnert T, et al.
2017 ESC guidelines on the diagnosis and treatment of peripheral arterial diseases, in
collaboration with the European Society for Vascular Surgery (ESVS). Rev Esp Cardiol.
(2018) 71:111. doi: 10.1016/j.rec.2017.12.014

29. Sumner JD, Zinser B, Smith A. Dual antiplatelet therapy beyond one year in patients
after stent placement: a review. ] Pharm Pract. (2018) 31:335-41. doi:
10.1177/0897190017715560

30. Charo D, Al Naser Q, Shawach S, Al AA. A large common hepatic artery pseudo
aneurysm: a case report. Int ] Surg Case Rep. (2023) 113:109092. doi: 10.1016/.ijscr.2023.109092

31. Ghasemi-Rad M, Shastri R, Amaresh A, Wynne D, Whigham C. Trans-arterial
balloon-assisted embolization of traumatic Giant hepatic Pseudoaneurysm with
thrombin. Vasc Endovasc Surg. (2023) 57:764-7. doi: 10.1177/15385744231165595

32. Tsuchida K, Kokaguchi K, Akamatsu D, Namiki K. Open surgical repair of a giant
common hepatic artery pseudoaneurysm that perforated into the duodenum and common
bile duct. J Vasc Surg Cases Innov Tech. (2023) 9:101226. doi: 10.1016/.jvscit.2023.101226

33. Mahmood I, Kasim M, El-Menyar A, Nabir S, Afifi I, Abdelrahman H, et al. Late
development of giant hepatic artery pseudoaneurysm following abdominal trauma due
to tire blast: case report and literature review. J Surg Case Rep. (2021) 2021:rjab564. doi:
10.1093/jscr/rjab564

Frontiers in Medicine

07

10.3389/fmed.2025.1579860

34. Shelton J, Raviraj S. A case report: hepatic artery pseudoaneurysm causing life-
threatening haemobilia. Int ] Surg Case Rep. (2021) 86:106350. doi:
10.1016/j.ijscr.2021.106350

35.Qu L, Jing Z, Feng R. Endoaortic stent grafting of a giant infected hepatic-celiac
pseudoaneurysm. J Vasc Surg. (2005) 42:159-62. doi: 10.1016/j.jvs.2005.03.057

36. Abdelbaki A, Bhatt N, Gupta N, Li S, Abdelbaki S, Kumar Y. Idiopathic Giant
hepatic artery Pseudoaneurysm. Case Rep Vasc Med. (2017) 2017:4658065-4. doi:
10.1155/2017/4658065

37.Klauss M, Heye T, Stampfl U, Grenacher L, Radeleff B. Successful arterial
embolization of a giant pseudoaneurysm of the gastroduodenal artery secondary to
chronic pancreatitis with literature review. J Radiol Case Rep. (2012) 6:9-16. doi:
10.3941/jrcr.v6i2.919

38.Shiraishi M, Takahashi M, Yamaguchi A, Adachi H. Hepatic artery
pseudoaneurysm with extrahepatic biliary obstruction. Ann Vasc Dis. (2012) 5:100-3.
doi: 10.3400/avd.cr.11.00080

39. Van Holsbeeck A, Dhondt E, Marrannes J, Claus E, Bonne L, Defreyne L, et al. Coil
embolization of true, common and proper, hepatic artery aneurysms: technique, safety
and outcome. Cardiovasc Intervent Radiol. (2023) 46:480-7. doi:
10.1007/s00270-023-03379-0

frontiersin.org


https://doi.org/10.3389/fmed.2025.1579860
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://doi.org/10.1016/j.rec.2017.12.014
https://doi.org/10.1177/0897190017715560
https://doi.org/10.1016/j.ijscr.2023.109092
https://doi.org/10.1177/15385744231165595
https://doi.org/10.1016/j.jvscit.2023.101226
https://doi.org/10.1093/jscr/rjab564
https://doi.org/10.1016/j.ijscr.2021.106350
https://doi.org/10.1016/j.jvs.2005.03.057
https://doi.org/10.1155/2017/4658065
https://doi.org/10.3941/jrcr.v6i2.919
https://doi.org/10.3400/avd.cr.11.00080
https://doi.org/10.1007/s00270-023-03379-0

	Endovascular repair with covered stent for a giant hepatic artery pseudoaneurysm: a case report and literature review
	1 Introduction
	2 Case presentation
	3 Discussion
	4 Conclusion

	 References

