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CONSERVATIVE MANAGEMENT OF TRAUMATIC HEMOBILIA:
A CASE REPORT AND REVIEW OF LITERATURE

Saeed Ali Abu-Eshy, MBBS, FRCS(Glasg)

Hemorrhage into the biliary tree, known as
hemobilia, is a serious complication of hepatic
trauma [1]. Treatment in previous reports con-
sisted of surgical intervention ranging from ligation
of the feeding artery after angiographic localization
to hepatic lobe resection which is associated with
high mortality [2-10]. Hepatic artery embolization
may also be successful [11]. To my knowledge,
there are only scanty reports of cases which
responded to conservative treatment alone [1,2,5].
In this communication a case of traumatic
hemobilia which had been solely treated conserva-
tively is presented.

Case Report

A 26-year-old male was referred to Asir Central
Hospital after two admissions to other hospitals.
The first admission was immediately after sustain-
ing a blunt abdominal trauma in a road traffic acci-
dent. At laparotomy, 1.5 liters of free blood in the
peritoneal cavity and a leaking subcapsular
hematoma in the right lobe of the liver hiding a
deep laceration were found. This was explored and
the bleeding was secured. No bile duct injury was
recognized. Repair was followed by an uneventful
postoperative period. One month later he was
readmitted to another hospital with pain in the
right lower chest, fever, and vomiting. Physicial
examination revealed jaundice, tenderness and
guarding in the right hypochondrium. Ultrasound
scanning (USS) showed a distended gallbladder
filled with a clot-like substance. Another
laparotomy was performed in which a distended,
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inflamed gallbladder containing > 250 cc of blood
clots, debris, and pus were found. In view of the
poor general condition of the patient and extensive
adhesions, only cholecystostomy was performed
using a number 20 F Foley catheter. Tube cholecys-
togram demonstrated a honey-comb area in the
right lobe of the liver communicating with the
biliary tree (Figure 1). Two weeks later, the patient
began to have bleeding through the cholecystos-
tomy tube, melena and hematemesis. He was then
referred to our hospital for further management.
On arrival he looked ill, jaundiced, and emaciated,
but was afebrile and the cholecystostomy was still
draining bloody bile. There was tenderness over
the right hypochondrium and the right lower inter-
costal spaces. Pertinent laboratory data revealed:

FiGure 1. Tube cholecystogram showing leak of contrast into
the cavity and a sharp break of a biliary duct.
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Hb was 110 g/L. (dropped to 77 g/L three days
later), WBC 9.1 x 10/L, total bilirubin 140.22
pmol/L, direct bilirubin 56.45 pmol/L, alkaline
phosphatase 4.6 ukat/L, SGOT(AST) 1.38 ukat/L,
SGPT 1.27 pkat/L, albumin 36 g/L and T. protein
57 g/L. Ultrasound scanning (USS) of the abdomen
showed an intrahepatic cavity in the right lobe of
the liver measuring 8.5 X 5.5 X 4 cm with air poc-
kets (Figure 2). A selective celiac angiography was
carried out but was not informative. Computed
tomography (CT) scan showed a gasfilled cavity in
the right lobe of the liver. Aspiration of the intra-
hepatic cavity under USS guidance yielded only
blood.

The patient was treated conservatively because
of the steady clinical and biochemical improve-
ment. The cholecystostomy biliary drainage
gradually became clear bile and melena eventu-
ally ceased. Jaundice subsided and the total biliru-
bin on discharge was 27.36 umol/L. Tube
cholecystogram was repeated prior to discharge
and showed no further abnormalities. The tube
was removed and the patient was discharged
home in good condition after 34 days of hospitali-
zation. He was seen nine months later with no his-
tory of hematemesis, melena, or jaundice.

Discussion

Traumatic hemobilia was described more than
300 years ago (1654) by Francis Glisson [1,12].
Sandblom then studied 500 cases of hemobilia [12]
and since then, numerous cases have been
reported. Two percent of injuries to the liver may
become complicated by hemobilia [4,5]. Other
causes include hepatic artery aneurysms,
cholelithiasis with erosion of the cystic artery,
ascariasis, iatrogenic trauma during hepatobiliary
surgery, hepatic neoplasms especially hepatoma
and rarely portal hypertension and carcinoma of
the gallbladder [1,5].

Traumatic laceration of the liver parenchyma
may involve the biliary ducts (Figure 1) and
associated blood vessels; usually the arteries [1,3].
A central cavity resulting from trauma and diges-
tion by bile becomes filled with blood and bile.
The mounting pressure within this cavity eventu-
ally becomes decompressed into the biliary tree
and then into the gastrointestinal tract (GIT) ex-
plaining the occurrence of biliary colic, GIT
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Ficure 2. Ultrasound scanning (USS) of the liver showing
intrahepatic cavity in the right lobe of the liver.

bleeding and jaundice [3,12,13]. The clotted
blood in the gallbladder acts in the same way as
gallstones [12].

Diagnosis of hemobilia may be extremely dif-
ficult. It should be suspected in a patient who sus-
tains abdominal trauma or undergoes
hepatobiliary surgery followed by hematemesis
and/or melena, upper abdominal pain, jaundice
and raised alkaline phosphatase and bilirubin
levels in serum [1,3,5,12]. Fever and palpable
gallbladder are occasionally present [4,13,14].
The trauma may not necessarily be recent and
may precede the ailment by one year or more
[4,5,12]. In our case, USS was useful in showing
the intrahepatic cavity (Figure 2), the distended
gallbladder and the biliary tree. Selective
arteriography may show the communicating ves-
sel, aneurysms or arteriobiliary fistula [5,7,15].
Detection of hemobilia using Technetium-99m
DTPA and Technmetium-99m labeled red blood
cells has been reported [16,17]. CT of the abdo-
men helps to differentiate bile from blood in the
biliary tree especially in non-traumatic hemobilia
[18].

Treatment of hemobilia depends on the under-
lying cause. Surgical intervention preceded by
arteriographic localization is the hallmark of
treatment [1]. In cases involving aneurysms, exci-
sion of the aneurysm or ligation of the feeding
artery proximally and distally is the treatment of
choice [5,14]. In traumatic hemobilia, ligation of
the common hepatic artery, preferably proximal
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to the gastroduodenal artery, or one of its
branches has been successful [1,4]. Since the mor-
tality is high, hepatic resection should be reserved
for those cases with major damage to the right or
left lobes or when the above mentioned measures
fail to stop the bleeding [4]. Hepatic artery
embolization has been described in hepatic
trauma, hemobilia, aneurysms, and arteriovenous
fistula [11]. In our case, spontaneous recovery on
conservative treatment alone was judged on the
basis of cessation of blood drainage, subsidence of
jaundice, melena and improvement in the
patient’s general condition and laboratory results.
Hence. a plea for conservative approach rather
than aggressive surgery is made especially if the
patient shows such progressive improvement both
clinically and by laboratory tests even in the pre-
sence of arteriobiliary communication which is
demonstrated by angiography [2]. Careful explo-
ration of the cavities and meticulous hemostasis
with good repair at laparotomy for liver injuries is
the key for prevention of hemobilia [1].

Acknowledgments

I would like to thank Dr. Rasheed, Consultant Surgeon,
Khamis Civil Hospital. Khamis Mushayt for referring the case
to me and Dr. Ahmed Ibrahim, Associate Professor and
Chairman of the Department of Surgery, College of Medicine.
Abha for reviewing the manuscript. I am also grateful to both
Mr. Mohammed Rashad and Mr. Rene Saavedra from the
medical photography department, Medical College, Abha for
preparing the photographs and also to Mr. Mike Dela Paz and
Mr. Nestor B. Buena for preparing the manuscript.

References

1. Sandblom P. Hemobilia. Surg Clin North Am
1973:53:1191-201.

Annals of Saudi Medicine. Volume 12, Number 6, 1992

11.
12.
13.

14.

15.

17.

18.

Hendren WH, Warshaw AL, Freischli DJ, et al. Traumatic
hemobilia: nonoperative management with healing
documented by serial angiography. Ann Surg
1971;174:991-3.

Hawes DR, Franken EA, Fitzgerald JF, et al. Traumatic
hematobilia: angiography diagnosis. Am J Dis Child
1973;125:130-1.

McGehee RN, Townsend CM, Thompson JC, et al.
Traumatic hemobilia. Ann Surg 1974;179:311-5.
Bismuth H. Hemobilia. N Engl J Med 1973;288:617-9.
Whelan TJ, Gillespie JT. Treatment of traumatic
hemobilia. Ann Surg 1965;162:920-32.

Taylor SA, Dawson JL. The treatment of haemobilia. Br
J Surg 1978;65:252-3.

Jansen WBJ, Volder JGR. Haemobilia: a report of 2
cases. Br J Surg 1977;64:485-6.

Flint I.M, Polk HC. Selective hepatic artery ligation:
limitations and failures. J Trauma 1979;19:319-23.
Lambeth W. Rubin BE. Nonoperative management of
intrahepatic hemorrhage and hematoma following blunt
trauma. Surg Gynecol and Obstet 1979;148:507-11.
Clouse ME. Hepatic artery embolization for bleeding
and tumors. Surg Clin North Am 1989;69:419-32.
Sandblom P. Hemobilia: some salient features and their
causes. Surg Clin North Am 1977;57:397-408.
Sandblom P. Hemorrhage into the biliary tract following
trauma—“traumatic hemobilia”. Surgery 1948;24:571-
86.

Grove WJ. Biliary tract hemorrhage as a cause of
hematemesis. Arch Surg 1961;83:83-8.

Harlaftis NN, Akin JT. Hemobilia from ruptured hepatic
artery aneurysm: report of a case and review of the liter-
ature. Am J Surg 1977,133:229-32.

Al-Suhaili AR, Ericsson S, Bahar RH. et al. Upper gas-
trointestinal bleeding from the biliary tract (hematobilia)
detection by Technetium-99m DTPA. Clin Nucl Med
1987;12:791-2.

Lee SM, Lee RG, Clouse ME, et al. Demonstration of
hematobilia using Technetium-99m labeled red blood
cells. Clin Nucl Med 1986;11:52.

Lutter DR, Berger ML. Diagnosis of nontraumatic
hematobilia by computerized tomography of the abdo-
men. Am J Gastroenterol 1988;83:329-30.



