DOI: https://doi.org/10.22516/25007440.145

Case report

Hemobilia Secondary to Aneurysm of the Hepatic

Artery

Pablo Galindo, MD," Julian David Martinez, MD,? Mario Humberto Rey, MD.®

Gastroenterology and Digestive Endoscopy
Resident at the Universidad del Rosario and
the Gastroenterology Unit at the Hospital de la

Abstract

Samaritana in Bogotd, Colombia of the right hepatic artery.
2 Gastroenterologist, Faculty of Medicine of

the National University of Colombia and the

Gastroenterology Unit at the Hospital de la KEVWOI‘dS

Samaritana in Bogotd, Colombia
3 Gastroenterologist in the Gastroenterology Unit at the
Hospital de la Samaritana in Bogotd, Colombia

Received: 02-08-16
Accepted:  21-04-17

INTRODUCTION

Hemobilia, defined as the presence of blood in the bile
duct, is a rare cause of digestive hemorrhaging which is not
often considered and is therefore seldom diagnosed.

The first case was described by Francis Glisson in 1654,
but Quinke described the classic case of hemobilia’s clini-
cal features in 1871. The classic triad is jaundice, pain in the
right hypochondrium and upper digestive hemorrhaging.
(1-3) In 1903, Kehr first performed surgery on a patient
with hemobilia secondary to rupture of an aneurysm of the
hepatic artery (AHA). (4)

The causes of hemobilia vary and can be traumatic, iatroge-
nic (resulting from surgical or endoscopic manipulation of the
bile duct), inflammatory, infectious, neoplastic and vascular
(aneurysms, vasculitis and arteriovenous malformations).

AHA accounts for about 0.4% of all aneurysms and for
almost one-fifth of all visceral arterial aneurysms. (3-5)
Increasing incidence in recent years is probably due to
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the availability of better diagnostic images. (6) Etiologies
of AHA include atherosclerosis; autoimmune diseases
with vascular involvement such as polyarteritis nodosa,
systemic lupus erythematosus and Takayasu’s arteritis;
Marfan syndrome; tuberculosis and surgical or endoscopic
manipulation of the bile duct. Most frequently they occur
in the hepatic hilum and less frequently within the liver.
Most patients remain asymptomatic, but abdominal pain,
digestive bleeding and hypovolemic shock can result from
hemobilia. When an aneurysm ruptures, mortality occurs
about 40% of time. (5-9)

We present the case of a patient with upper digestive tract
hemorrhaging and jaundice due to the presence of an aneu-
rysm in the right hepatic artery.

CLINICAL CASE

The patient was a 38-year-old man, with a history of severe
cognitive impairment due to chronic convulsive syndrome
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and paranoid schizophrenia. He had no other pathologi-
cal, surgical, or traumatic antecedents. He was admitted to
another institution after 15 days of hematemesis, melena,
mucocutaneous jaundice and pain in the right hypochon-
drium. An esophagogastroduodenoscopy performed upon
admission showed fresh blood in the duodenum but did
not identify its origin. A subsequent ileal colonoscopy also
failed to identify the source of bleeding, so an endoscopic
videocapsule was used, but it also failed to find any hemorr-
haging. Internal bleeding continued as his hemoglobin fell
to 6.8 g/dL. The patient received a transfusion of two units
of packed red blood cells and was transferred sent to our
institution. Upon admission, he had generalized jaundice
but was hemodynamically stable. He suffered pain on pal-
pation of the right hypochondrium, and a rectal examina-
tion showed melena.

Principal laboratory results included hemoglobin of 8.9
g/dL, mean corpuscular volume of 72 fL, total bilirubin
of 6 mg/dL, direct bilirubin of 4.3 mg/dL, and alkaline
phosphatase of 1067 IU/L. Upper digestive tract endos-
copy showed active bleeding from around the ampulla of
Vater giving rise to a suspicion of hemobilia. Abdominal
ultrasound showed a vascular lesion in the hepatic hilus
suggestive of a dilated aneurysm. Abdominal computed
tomography (CT) angiography demonstrated a dilated
aneurysm measuring 37 x 39 x 34 mm with a 50% throm-
bus inside in close relation with the gallbladder and appa-
rently dependent on the right hepatic artery. Selective arte-
riography showed an aneurysm of the right hepatic artery

as described above and with a thrombus in its interior.
Embolization was performed and three micro-coils were
used to completely close the neck of the aneurysm. Five
days later, another abdominal CT scan showed that the size
of the lesion had decreased to 19 x 18 x 15 mm but that
the aneurysm was filled with turbulent contrast medium.
Another arteriography and embolization with micro-coils
achieved complete exclusion of the aneurysm with distal
and proximal occlusion (Figure 1).

The patients subsequent development was favorable:
abdominal pain disappeared, the jaundice resolved, and
there have been no recurrences of gastrointestinal bleeding
since the procedure.

DISCUSSION

Hemobilia is a rare cause of upper gastrointestinal bleeding
that is diagnosed even less frequently than it occurs because
diagnosis usually requires a high level of clinical suspicion and
experienced medical personnel. Its exact incidence is unk-
nown, but a very high mortality rate of up to 25% has been
reported. (10) This case highlights the importance of suspec-
ting this pathology in patients who develop melena. (11)

This patient presented the classic clinical signs of hemobi-
lia: pain in the right hypochondrium, jaundice and evidence
of upper gastrointestinal bleeding. About 40% of those affec-
ted present this triad, but the remaining cases do not.

As described in the medical literature, initial diagno-
sis of hemobilia is elusive in most patients, so it becomes

Figure 1. Arteriography and embolization of an aneurysm in the right hepatic artery.
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necessary to use several endoscopic procedures by diffe-
rent observers. Even then it is often impossible to reach the
diagnosis. For this reason, it is advisable that patients with
melena have clinical and endoscopic reevaluations be per-
formed by physicians with extensive experience in the care
of gastroenterological emergencies.

Esophagogastroduodenoscopy is the diagnostic method
of choice because, in addition to ruling out other causes of
hemorrhaging, it can observe the flow of blood from the duo-
denal papilla. (12) Complementary diagnostic studies include
abdominal ultrasonography, abdominal CT scana, abdominal
magnetic resonance (MRI) and selective arteriography.

AHAs are extremely rare causes of obstructive jaundice
and hemobilia. They are infrequently diagnosed, but their
incidence has been increasing thanks to the development
of better imaging techniques. In most cases, the AHA are
asymptomatic so that when they present their symptoms
are associated with poor prognosis if diagnosis is delayed.

Upper digestive tract hemorrhaging or hemobilia secon-
dary to AHA justifies urgent management since the rupture
can be fatal. There are multiple complementary studies for
diagnosis including CT angiography which allows detec-
tion with good reliability and hepatic angiography which
continues to be the gold standard among diagnostic and
therapeutic options together with selective transarterial
embolization. This is the first choice for managing AHA.
It has success rates of 80% to 100% and lower mortality
rates than in surgical procedures. (4, S) Other therapeutic
options include surgical repair and stenting which should
be reserved for cases in which transarterial embolization is
not possible. (5)

CONCLUSION

Hemobilia should always be suspected in patients with evi-
dence of blood in the duodenum and especially in those
who present the classic triad. AHA is one of the conditions
that can cause hemobilia and, if not considered, may not be
diagnosed. Hepatic angiography remains the gold standard
for diagnosis and treatment in these cases.
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