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Background

* Percutaneous cholecystostomy tube (PCT) placement is
frequently employed for patients with acute cholecystitis In
the setting of poor operative candidacy to obtain source
control.

 PCT has a low mortality rate, is minimally invasive, and
provides relief in over 90% of cases. This, however, Is not
without risk including: bleeding, dislodgement, visceral injury,
and nidus for ongoing infection.

* Mycotic aneurysms are a rare clinical entity, with rupture
being the main cause of their high morbidity and mortality if
left untreated. Staphylococcus aureus followed by E. Coli
and Salmonella species being the most common isolates.

* In most clinical scenarios, the etiology of the bacterial isolate
IS unknown or unable to be determined

Case Description

We present a 68-year-old-male with a history of chronic kidney
disease, CVA, CAD, who Initially presented to the hospital in
septic shock with altered mental status. Initial CT, US, and HIDA
were consistent with acute calculous cholecystitis. Given the
patient’s poor operative candidacy, a PCT was placed by
Interventional radiology. Blood cultures were positive for
Salmonella species by DNA PCR as were biliary fluid samples.
The patient was discharged to a skilled nursing facility, where
several week later the PCT was dislodged entirely. He
represented two months later with recurrence of his initial
symptoms. In additional, he was found to have a new pulsatile
mass In his left groin. A new limited abdominal ultrasound
demonstrated a contracted gallbladder, not amenable to PCT
replacement. CTA demonstrated a 4cm left common femoral
aneurysm with inflammatory stranding consistent with mycotic
aneurysm. Vein mapping was performed, and he was without an
adequate autologous conduit.

The patient underwent an uncomplicated laparoscopic
cholecystectomy for source control first. This was followed by left
common femoral artery aneurysm resection, external iliac to
superficial femoral artery interposition graft with cryopreserved
femoral vein, profunda femoral artery reimplantation and
sartorius muscle flap. Final tissue pathology from the mycotic
aneurysm was Salmonella enterica.

Figure 1. Limited abdominal ultrasound on re-admission, contracted gallbladder with a thickened
wall

Figure 3. Processed and reconstructed CT images from CTA abdomen with run-off. Left common
femoral artery aneurysm.

Figure 2. Axial CT. Left common femoral artery with a 4cm aneurysm with peripheral thrombosis

Discussion and Conclusions

* Cholecystectomy remains the mainstay of treatment for

patients with acute cholecystitis that can tolerate the

orocedure. PCT Is a viable alternative In high-risk patient

populations. Interval cholecystectomy can be pursued if their
condition or risk factors resolve.

 PCT is a lower risk alternative for temporary source control in
high-risk patients, however, Is not necessarily a permanent
or no-risk solution.

» This case highlights one of the dangers of percutaneous
cholecystostomy. Dislodgement can lead to a recurrence of
the infection, and if this is not identified immediately, can
lead to fulminant systemic infection.

* In this case, a life-threatening mycotic aneurysm was the
resultant complication of PCT. Although a rare clinical entity,
the cause of it, as demonstrated in this case, was a common
complication of PCT that we see In clinical practice.

 Clinicians should strongly consider this danger when
discussing PCT with patients and should have a high index
of suspicion when patients are representing with signs of
recurrent infection.
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