






and placement of the hepatic artery
catheter for regional chemotherapy.

The incidence of communication
between a blood vessel and the biliary
tract after percutaneous liver biopsy
ranges from 0 to 10%.2 Most of the
 affected patients were asymptomatic
and the condition resolved sponta-
neously.2 In 1992, Lichtenstein, Kim
and Chopra6 reviewed the literature
and found only 32 cases of hemobilia
related to percutaneous liver biopsy,
and the mean interval from the time
of biopsy to the onset of symptoms
was about 5 days. Furthermore, the
authors proposed that possible risk
factors for hemobilia were the pres-
ence of thrombocytopenia, coagu-
lopathy, the type of needle used and
the number of passes made.

Hemobilia has been reported after
cholecystectomy, performed open7 or
laparoscopically.8 The site of the
pseudoaneurysm is most likely the
right hepatic artery, and bleeding may
occur several months after the surgery.
Most occurred in association with
cholecystectomies where the anatomy

was difficult to define, and in the pres-
ence of excessive bleeding. Deziel and
associates9 surveyed 77 604 cases of
 laparoscopic cholecystectomy and
found only 1 case of hemobilia. Our
patient had both percutaneous hepatic
biopsy and laparoscopic cholecystec-
tomy. An intrahepatic hematoma with
associated melena was evident on CT
after the liver biopsy. Therefore this
represents the most likely etiology for
the hemobilia. The laparoscopic
cholecystectomy was reported to have
been associated with essentially no
blood loss yet still must be considered
as a possible contributing factor.

The standard presentation of hemo-
bilia is gastrointestinal bleeding, tran-
sient right upper quadrant pain and
jaundice. This is noted in most patients
with hemobilia secondary to percuta-
neous hepatic biopsy but in less than
40% of patients with hemobilia from
other causes.4 The condition of our pa-
tient was complicated by several fac-
tors: primary biliary cirrhosis, acalcu-
lous cholecystitis and laparoscopic
cholecystectomy. In retrospect, the

right upper quadrant pain initially may
have been secondary to biliary dyski-
nesia, with worsening of her symptoms
after percutaneous biopsy and associ-
ated intrahepatic hematoma. Laparo-
scopic cholecystectomy relieved her
pain for 2 weeks, but the pain returned
with increased severity and associated
jaundice and recurrence of her hemo-
bilia.

The diagnosis of hemobilia must be
based on acute awareness of the con-
dition. Gastroscopy can reveal other
causes of upper gastrointestinal bleed-
ing. Occasionally blood can be seen
flowing from the ampulla of Vater, but
usually the bleeding is intermittent.
ERCP may demonstrate the presence
of clots in the common bile duct.10 Se-
lective angiography is the investigation
of choice. The test localizes the
aneurysm, and occasionally delayed
films will demonstrate contrast in the
common bile duct outlining the clots.

In our patient, a contrast study
through a drain placed percutaneously
in the gallbladder fossa demonstrated a
communication between the collection
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FIG. 4. Selective angiogram of the right hepatic artery after embolization
with 2 coils.

FIG. 5. Contrast study through the percutaneous tube demonstrating no
communication between the biliary tract and the drainage tube.



in the fossa and the biliary tract, and the
clots in the common bile duct were out-
lined during the delayed film. The leak-
age of bile into the gallbladder fossa was
probably a combination of increased
pressure in the biliary tract secondary to
the clots intermittently blocking the
common bile duct and disruption of the
liver parenchyma at the time of laparo-
scopic cholecystectomy.

The treatment of hemobilia de-
pends on the etiology. In an initial se-
ries of 9 patients with hemobilia sec-
ondary to trauma, treatment ranged
from observation with spontaneous
resolution to operative evacuation of
the hepatic hematoma.1 Spontaneous
resolution of hemobilia secondary to
percutaneous liver biopsy has been
documented by Ball and associates.10

Baker and associates11 believed that the
placement of a nasobiliary tube would
relieve the jaundice, promote lysis of
the clot and bring about cessation of
bleeding. Angiography plus emboliza-
tion has the advantage of being both
diagnostic and therapeutic. Material
used for embolization includes
Gelfoam pledgets, stored human dura
mater12 and balloons.5 Lee, Tasman-
Jones and Wattie13 described the intra-
arterial infusion of epinephrine and
propranolol12 to reduce the flow into

the aneurysm. Potential complications
of angiographic embolization are low
but may be serious. They include liver
ischemia, infarction and embolization
of nontargeted tissue. Surgery is usu-
ally reserved for failed angiographic
embolization or recurrent aneurysm.
The procedure involves either ligation
of the hepatic artery or partial hepatec-
tomy.6
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