CASE REPORT

Acute Cholangitis due to Anomaly of Right Hepatic Artery
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Abstract- Acute cholangitis (AC) is commonly observed in general practice with different causes. We
report a case of recurrent AC caused by anomaly of the right hepatic artery, as a rare underlying condition.
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Introduction
AC may present with different underlying causes such
as stone, tumor or trauma (1). We present a 35-year-old
woman with recurrent acute cholangitis. After evaluation, compression of common bile duct by anomaly of
the right hepatic artery was diagnosed as an underlying
cause of AC in this patient.

Case Report
A 35-year-old woman presented with recurrent acute
cholangitis and weight loss during last six months. She
was icteric and chronically ill. Liver biochemical tests
showed cholestatic pattern but CA19-9 and CEA were in
normal range. Ultrasonography revealed dilatation of the
intrahepatic bile ducts. In endoscopic retrograde
cholangiopancreatography (ERCP), the dilatation of
intrahepatic bile ducts was confirmed (Figure 1).
Percutaneous transhepatic cholangiography (PTC) and
therapeutic biliary drainage was performed (Figure 2).
In surgical laparotomy, anomaly of the right hepatic
artery was seen which compressed common hepatic duct
and
cause
stricture
in
compression
site.
Cholecystectomy
and
hepaticojejunostomy
was
performed. After surgery, the samples of hepatic and
cystic ducts and gallbladder were sent for histopathology
evaluation that showed only inflammation and fibrosis
without any evidence of malignancy (Figures 3 and 4).
Compression of common bile duct by anomaly of the
right hepatic artery diagnosed as an underlying cause of
AC in this patient.

Figure 1. ERCP showed dilation of intrahepatic bile ducts.

Figure 2. PTC before surgery showed dilation of intrahepatic
bile ducts.
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Figure 3. Histological assessment of common hepatic duct revealed the fragments of fibrotic tissue with hemorrhage and foci of
bile.

Figure 4. Histological assessment of cystic duct revealed acute on chronic inflammation.

Figure 5. PTC one week after surgery showed proper biliary drainage.
Two weeks after surgery, patients’ symptoms
resolved and the liver function tests returned to normal
values. In follow up, PTC was performed one week after

surgery that showed proper biliary drainage (Figure 5).
The postoperative period was uneventful and follow-up
at 12 months was excellent
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Discussion
AC is a bacterial infection that occurs when the biliary
tract obstructs. Choledocholithiasis is the common
leading cause of acute cholangitis (1). Benign or
malignant strictures, sclerosing cholangitis, Caroli's
disease,
biliary
intervention,
and
oriental
cholangiohepatitis are the other etiology of the attacks of
AC (3,5). Oriental cholangiohepatitis, also known as,
recurrent pyogenic cholangitis is a complex disease with
associations with parasites, infections and nutritional
deficiency (5). Although AC is usually diagnosed
clinically by presence of the Charcot triad, diagnostic
criteria at an international meeting held in Tokyo is also
useful (1,2). Different therapeutic modality include
antibiotic therapy, endoscopic or radiologic therapy,
surgery, and transplantation was used for patients with
AC (1,5).
A
multidisciplinary
approach
involving
gastroenterologists, interventional radiologists, and
surgeons is recommended in severe case of AC (5).
Therapeutic endoscopic biliary drainage is a safe
option in selected patients with AC (1,4).
Hypoalbuminemia, thrombocytopenia and concomitant
medical problem are risk factors of poor outcome after
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therapeutic endoscopic biliary drainage (4). Although
most patients with AC respond to antibiotic therapy and
biliary drainage, mortality reported up to 10% (1).
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