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Abstract
Upper gastrointestinal bleeding is defined as bleeding originating in the upper digestive tract proximal to the 
Treitz angle and is the most important gastroenterological emergency. Its incidence varies, depending on 
the area studied, between 48 and 160 cases per 100,000 inhabitants per year. Although it can be caused by 
numerous etiologies, we must not forget the less common ones such as a ruptured hepatic artery aneurysm 
since they can condition high mortality. We present a representative case.
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CLINICAL HISTORY

A 66-year-old man with a history of smoking, hyperten-
sion, and diabetes mellitus was admitted in January 2014 
due to an ulcerated lesion in his right foot. An abscess was 
drained and the second toe was partially amputated. Later, 
an atypical amputation of his right foot was performed. 

The patient was readmitted in September 2014 due 
to cellulitis in the right lower limb. Methicillin-resistant 
Staphylococcus aureus (MRSA) and Enterococcus Faecalis 
were isolated. The man was treated with vancomycin, levo-
floxacin, and linezolid with negative blood cultures.

While hospitalized, he complained of epigastric pain. 
Abdominal ultrasound and endoscopy in the digestive 
department of the hospital found hepatomegaly and ulce-
rative lesions in the duodenum which were probably rela-
ted to stress ulcers. A CT scan found hepatomegaly, bilate-
ral pleural effusion, and focal lesions in the liver and spleen 
which were suggestive of simple cysts. His proton pump 
inhibitor dosage was increased.

Given the finding of bilateral pleural effusion, heart 
failure was suspected, and the patient was evaluated by 

internal medicine. An echocardiogram revealed a calcified 
and unstructured aortic valve with moderate stenosis and 
mild to moderate insufficiency.

A month later, he was readmitted due to sepsis secon-
dary to an infected wound on his right foot plus secondary 
osteomyelitis. Stenotrophomonas maltophila, Pseudo-
monas aeruginosa and MRSA were isolated. An infracon-
dylar amputation was performed and antibiotic therapy 
with Tazocel® and linezolid was started.

During this hospitalization, MRSA bacteremia was 
observed by transthoracic echocardiogram. Later, aortic 
regurgitation progressed from moderate to severe, and pul-
monary hypertension and bi-atrial dilation which had not 
previously existed were observed. The patient was dischar-
ged with linezolid, but abdominal pain persisted.

EVOLUTION

The patient returned to the emergency department 48 hours 
after being discharged due to persistent epigastric pain and 
cardiorespiratory arrest. After advanced cardiopulmonary 
resuscitation, the man recovered and was admitted to the 



Rev Colomb Gastroenterol. 2020;35(2)214 Case report

intensive care unit. A transesophageal echocardiogram diag-
nosed endocarditis on the native aortic valve, and the patient 
was transferred to the referral center for cardiac surgery.

An aortic stent was placed and treatment with Daptomycin, 
gentamicin, and rifampin was started. Shortly afterwards, the 
patient was transferred to the cardiology department of our 
center to complete the antibiotic treatment.

During his stay in cardiology, he began to suffer abdominal 
pain and cholestasis. His alanine aminotransferase (ALT) 
level was 207 U/L, (2-33) his aspartate aminotransferase 
(AST) level was 74 U/L, (1-31) his alkaline phosphatase 
level was 825 U/L, (35-129) and his γ-glutamyltransferase 
level was 1987 U/L. (7-40)

An abdominal CT scan revealed dilation of the bilateral 
intrahepatic biliary tree and the hyper-uptake proximal 
common bile duct, with a distal filiform caliber. Abdominal 
ultrasound confirmed the patency of the portal vein and its 
branches and of the superior mesenteric vein. Upper diges-
tive endoscopy was  normal. The patient was transferred to 
the digestive service.

He continued to suffer epigastric pain and presented 
several episodes of melena, “coffee ground” vomiting and 
rectal bleeding with anemia that required transfusions. 
Thus, several upper digestive endoscopies found only three 
esophageal erosions and chronic gastritis. A colonoscopy 
was performed without findings.

A physical examination found nothing relevant to the 
patient’s condition, but 24 hours after his last normal 
endoscopy, the patient experienced an episode of rectal 

bleeding and hematemesis with secondary hemorrhagic 
shock. He was admitted to the ICU.

Another urgent upper endoscopy was performed. It 
found abundant blood in the stomach and an elongated clot 
in the papilla with adjacent leakage suggestive of hemobilia.

Based on these findings, CT-angiography was perfor-
med (Figure 1). It identified an aneurysm of a segmental 
branch of the right hepatic artery which had fusiform con-
tent suggestive of a biliary intraluminal hematoma.

The aneurysm was then embolized (Figure 2), and the 
patient evolved favorably without further episodes of diges-
tive bleeding and with complete resolution of the biliary 
obstruction.

Figure 1. Aneurysm of a branch of the right hepatic artery in segment V.

Figure 2. Hepatic arteriography and embolization of hepatic artery aneurysm.
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rial aneurysm (after aneurysms of the splenic artery). (11-
13) If we focus specifically on the etiology of hepatic artery 
aneurysms, we observe that their causes are diverse and 
include arteriosclerosis (the most frequent), liver trauma, 
mycosis (up to 10%), IV drug addiction, iatrogenic causes 
and autoimmune diseases. (14)

Our patients etiology of a visceral aneurysm could be 
attributed to two causes: arteriosclerosis, observed in 
various imaging tests, and a mycotic aneurysm due to the 
recent history of endocarditis with MRSA bacteremia (the 
most frequent cause in infected aneurysms).

In most cases, the diagnosis is made with incidental fin-
dings from imaging because both the symptoms and the 
examination of visceral aneurysms are usually unremarka-
ble. The exception to this is when these aneurysms rupture 
and cause hemobilia towards the bile duct. In this scenario, 
treatment must be early since reported mortality is 50% 
and 100% depending on the case series. (3, 11, 14)

CONCLUSIONS

The association between upper gastrointestinal bleeding 
and cholestasis should lead us to think about hemobilia 
and its causes. Differential diagnosis of abdominal pain and 
upper gastrointestinal bleeding of unknown origin must 
include visceral artery aneurysms. Despite their rarity, they 
can cause a patient’s death if they are not acted on in time.

DIAGNOSIS

Our final diagnosis was an upper gastrointestinal hemorr-
hage caused by the rupture of an aneurysm of a segmental 
branch of the right hepatic artery.

DISCUSSION

Abdominal artery aneurysms are among the most infrequent 
of the many possible causes of abdominal pain. A review of 
the literature also shows that hemobilia is an unusual trigger 
for upper gastrointestinal bleeding. It does not directly occur 
in the small intestine, is therefore not directly detectable by 
endoscopy, and is most often considered only as a cause of 
digestive bleeding of obscure origin. (1, 2)

Hemobilia’s symptoms, all of which occurred in our 
patient, include jaundice, pain in the right upper quadrant, 
and upper gastrointestinal bleeding. (3-5) Its cause can be 
traumatic, iatrogenic, inflammatory, infectious, neoplastic 
and vascular such as aneurysms, vasculitis and arteriove-
nous malformations.

Consequently, diagnosis must be made by imaging with 
a CT scan or MRI or by endoscopy. (8). The treatment of 
choice is selective embolization, but there are other options 
such as insertion of an endovascular stent or surgery. (3, 9, 10)

In our case, the origin was an aneurysm of the hepatic 
artery, considered the second most common visceral arte-
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