
PRACTICAL GASTROENTEROLOGY • SEPTEMBER 2008 63

CASE REPORT

A 50-year-old female underwent a laparoscopic
cholecystectomy approximately one month after
initial presentation with right upper quadrant

pain, nausea, and vomiting. The procedure was
uneventful except for some bleeding from the poste-
rior branch of the cystic artery which was controlled
with clips. The patient did well until approximately
one week after surgery, at which time she presented to
the ER with the sudden onset of abdominal pain, nau-
sea, and vomiting.

Laboratory values upon presentation included a
WBC count of 5.7 × 103/µL and a HCT of 42%. Liver
parameters included a TB of 2.1 mg/dL, an AP of 138
IU/L, an AST of 645 IU/L, and an ALT of 243 IU/L.
Serum amylase and lipase were within normal limits.
A CT scan showed post-operative changes in the right
upper quadrant of the abdomen with probable residual
fluid and/or hematoma in the gallbladder fossa. An

abdominal ultrasound
was performed which
showed a complex mass
in the gallbladder fossa
most likely representing
debris and/or hematoma
and air at the surgical
site The patient was
admitted to the hospital
for clinical observation.
Three days after admis-
sion, her TB rose to 4.9
mg/dL with an AP of
169 IU/L, an AST of

364 IU/L, and an ALT of 295 IU/L. Her HCT dropped
from 42% on admission to 34.8%. The patient had no
overt gastrointestinal bleeding. An ERCP was per-
formed which revealed active bleeding from the major
ampulla. The cholangiogram showed multiple filling
defects in the common bile duct and common hepatic
duct with no ductal dilatation. A sphincterotomy was
performed and a balloon was dragged through the
common bile duct. A few blood clots were obtained
during this maneuver.

Questions
1. What is the diagnosis?

2. What are some common etiologies of this condition?

3. What are some modalities used to diagnose this
condition?

4. What are some treatment options for this condition?
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DISCUSSION
This patient was diagnosed with hemobilia due to a
small intimal dissection in the proximal hepatic artery
diagnosed on arteriogram. Hemobilia is defined as
gastrointestinal bleeding caused by hemorrhage into
the biliary tract. Trauma constitutes almost half of the
cases of hemobilia with infection/inflammation, gall-
stones, aneurysms, and tumor constituting the rest (1).
Bleeding may arise from several areas of the biliary
tree, including the parenchyma of the liver, bile ducts,
gallbladder, and pancreas (2). The possibility of hemo-
bilia is suggested by the triad of right upper quadrant
abdominal pain, jaundice, and gastrointestinal bleed-
ing (either occult or overt). 

The diagnosis of hemobilia can be made by EGD.
Active bleeding may be seen coming from the ampulla
of Vater (3). ERCP can also be performed to delineate
the etiology, often with removal of blood clots upon
sphincterotomy. A CT scan may show a mass lesion at
the porta hepatis. Abdominal ultrasound may show a
filling defect in the biliary tree or a pulsatile mass with
bi-directional flow in the case of hepatic artery
pseudoaneurysms (4). The most useful diagnostic and

therapeutic procedure in cases of hemobilia is celiac
and SMA arteriography. If bleeding is found on arteri-
ography, therapeutic maneuvers such as embolization
or coiling can also be undertaken. 

The goals of management are to stop bleeding and
restore bile flow. There are several therapeutic
approaches that can be undertaken: expectant observa-
tion, surgical intervention, angiography with emboliza-
tion, and electrocoagulation. The etiology of bleeding
should be taken into consideration when looking into
different therapeutic modalities. Angiography has good
success with intrahepatic bleeding sources, while
surgery has good success with extrahepatic bleeding
sources and with blunt trauma (1). �
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