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ABSTRACT 
The authors have experienced a very rare case of obstructive jaundice resulting from 

direct compression of the region of the porta hepatis by an abdominal aneurysm 
developing below the renal artery, whose life was saved by an operation performed 
just before rupture of the aneurysm occurred. The case is reported. 

INTRODUCTION 
The diagnosis of abdominal aneurysm is 

considered to be comparatively easy because 
a pulsating mass is palpable through the ab­
dominal wall6 >. However, it is difficult to grasp 
the state of compression of surrounding organs, 
because aneurysms develop at different sites 
with different morphologies and the compression 
symptoms they cause are various1• 6>. 

We report here a very rare case of obstructive 
jaundice we experienced in which an abdominal 
aneurysm developing below the bifurcation of 
the renal artery directly compressed the region 
of the porta hepatis. 

THE CASE 
o Patient: A 69-year-old female. 
o Chief complaints: Jaundice, upper abdo­

minal tumor. 
o Past medical history: Gastric ulcer at age 

68. 
o History of present illness: Had hyperten­

sion (B. P. 200,..___,190 mmHg) from the time she 
was 60 years old and was receiving medical 
care at a neighborhood clinic. A pulsating 

mass was palpated in the upper abdomen in 
July 1981 and diagnosed as abdominal aneu­
rysm. Obstructive jaundice appeared in Feb­
ruary 1982. 

o Present· status: Examination on 7 April 
1982 showed generalized jaundice, blood pres­
sure of 160,..___,110 mmHg, and a pulsating tumor 
with bruit(+), 13x14cm in size, in the epigas­
trium. 

LABORATORY FINDINGS 
a) Blood chemistry 

Examination on 19 February 1982 showed 
obstructive jaundice with the findings of total 
bilirubin 11. 3, GOT 78, GPT 74, and alkaline 
phosphatase 30. 8. 
b) Tc-HIDA (Fig. 1) 

The liver presented pictures of compression 
in the lower region of the right lobe and in 
the left lobe, and excretion of bile was observed 
to be markedly delayed, it occurring after two 
hours into the intrahepatic bile duct, after three 
hours into the common bile duct, after five 
hours into the gall bladder, and after seven 
hours into the intestinal canal. 
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Fig. 1. Tc-HIDA 

c) Liver scintigram (Fig. 2) 
A picture of compression from the porta 

hepatis toward the lowermost region of the 
right lobe was depicted, which was considered 
to be compression by the region of thrombus 
formation in the aneurysm and by the dilated 
gall bladder. 

Fig. 2. Liver scintigram 

d) Echogram (Fig. 3) 
The gall bladder was swollen in the manner 

of Courvovisier's sign, and malignancy could 
not be ruled out. A huge abdominal aneurysm 
was found with thrombes formation in the 
lumen. 

Fig. 3. Echogram 

e) R. I. angiography (Fig. 4) 
No aneurysm was present in the thoracic 

aorta. A saccular abdominal aneurysm was 
found to compress the region of the porta 
hepatis. 

Fig. 4. R. I. angiography 

f) C. T. (Fig. 5) 
The aneurysm, which had developed below 



Abdominal Aneurysm 821 

the bifurcation of the renal artery, protruded 
remarkably forward and upward, and com­
pressed and displaced the common bile duct, 
portal vein, pancreas, and hepatic artery. Be­
cause the common bile duct was compressed 
by the aneurysm, the pancreatic duct, intrahe­
patic bile duct, and gall bladder were full and 
tautly stretched. The duodenum was also com­
pressed and displaced to the right side by the 
aneurysm. 

Fig. 5. C. T. 

g) Angiography (Fig. 6, 7, 8) 
The abdominal aorta showed stenosis from 

the region of L2, and due to this, the angiogram 
peripheral to the stenosis was poor and the 
relative positions of the aneurysm and the 
right and the left renal arteries could not be 

Fig. 6. Angiography 

Fig. 7. Angiography 

Fig. 8. Angiography 

determined. The aneurysm was of the saccul ar 
type and extended from Th12 to L;;, and 
dissection to the bifurcation of the internal 
iliac artery was found bilaterally in the 
peripheral wall of the aneurysm. 

Based on the above-described laboratory find­
ings, the case was diagnosed as obstructive 
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jaundice resulting from compression of the 
region of the porta hepatis by an abdominal 
aneurysm developing from the abdominal aorta 
below the renal artery. 

OPERATION 

On 26 April, emergency operation was per­
formed because the patient had hematemesis 
and bloody discharge and, as the aneurysm 
tended to rapidly increase in size, the risk 
of rupture was very great. 

As findings during the operation, the aneu­
rysm was of the saccular type and had developed 
from the abdominal aorta 4 cm peripherally 
from the bifurcation of the left renal artery. 
The aneurysm was of the size of an infant's 
head, the head side of which directly compressed 
the region of the porta hepatis, and marked 
dilatation of the choledochus and gall bladder 
was found. Peripherally, a dissecting aneurysm 
had formed from the lower end of the sac. 

As cause of hematemesis and bloody dis­
charge, the duodenum, compressed by the an­
eurysm, had become almost completely necrotic 
and bleeding was suspected to have occurred 
from that site. The aneurysm was not excised. 
Incision was made in the aneurysm and a 
Y-shaped Dacron grafe was implanted by 
intrasaccular ai1a$tomosis method. 

The postoperative course was satisfactory. 

DISCUSSION 

For definite diagnosis of abdominal aorta 
aneurysm and decision of the indication of 
operation, angiography by the Seldinger method 
or the Dos Santos method has been employed 
heretofore at some risk2• 7l. 

Recently, however, examinations have come 
to be made by generally safe, easy and nonin­
vasive methods, such as ultrasound, R. I. angio­
graphy, C. T., etc 1l. The present case presented 
on biochemical examination the pattern of ob­

structive jaundice comprising mainly a hunge 
pulsating mass in the epigastrium, and abdom­
inal aneurysm complicated with tumor of the 

hepatobiliary duct was tentatively suspected. 
However, complication of tumor was ruled out 

by the afo,rementioned noninvasive examina­
tions. In cases of abdominal aneurysm such 
as the present case, angiography by the Dos 
Santos method is very dangerous; information 
concerning the morphology of the aneurysm, 

the site occupied, etc. should first be collected 
by the aforementioned noninvasive examina­
tions. 

According to Krestein6l, abdominal aneurysm 
usually develops from the abdominal aorta be­
low the left renal artery and presents thru 
symptoms, namely, the symptoms of rupture, 
embolism and compression. 

According to the reports of various investi­
gators, the compression symptoms of abdominal 
aorta aneurysm are: (1) lumbar pain radiating 
to the lower extremities due to compression of 
the spinal and 1 umbar nerve root, (2) edema 
in the lower extremities due to compression of 
the iliac vein, (3) hydronephrosis due to com­
pression of the ureter, (4) varicocele and hydro­
cele due to compression of the spermatic cord 
artery and vein, and (5) nausea and vormiting 
due to compression of the third part of the 
duodenum toward Traiz ligament3 - 6l. However, 
no report has been made so far of obstructive 
jaundice developing as a result of direct com­
pression of the region of the porta hepatis by 
an abdominal aneurysm which developed below 
the renal artery as in the present case. Ours 
is the first report. 

The present case, which showed rapid en­
largement of the aneurysm while waiting for 
the operation and developed hematemesis and 
bloody discharge due to compression of the 
duodenum, whose duodenal wall had become 
almost completely necrotic, was given an emer­
gency operation just before rupture of the 
aneurysm occurred. 

The operative procedure we followed was, 
as in the procedures reported by various inves­
tigators6l, to retain the aneurysmal wall without 
detachment and excision, remove the thrombus 
inside and in its place implant a Y-shaped 
Dacron graft and then lap the aneurysmal 
wall around the artificial blood vessel to 
reinforce it. 

An experienced case of abdominal aneurysm 
which presented the very rare symptom of 
obstructive jaundice has been reported. 
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