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Abstract
Spontaneous Intra luminal gallbladder bleeding is a rare cause of hemobilia that results in upper gastro-intestinal bleeding. We present a case of 64 year old male 
(Jehovah’s witness) with known case of cholelithiasis presenting with right upper quadrant pain, deranged liver functions, impacted stone at gallbladder neck 
and fresh bleeding on preoperative ERCP through the ampulla of vater. CT Angiography revealed active extravasation of contrast into the gallbladder lumen 
from cystic arterial branch. An emergency laparoscopic subtotal cholecystectomy was performed with uneventful post operative outcome. In times of enhanced 
hepatobiliary interventions, diagnosis of spontaneous hemobilia is challenging warranting strong index of suspicion for timely management.
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Abbreviations
GB: Gallbladder; ERCP: Endoscopic Retrograde 

Cholangiopancreatography; CRP: C Reactive Protein; MRCP: 
Magnetic Resonance Cholangiopancreatography; CHD: Common 
Hepatic Duct; CBD: Common Bile Duct; CT: Computerised 
Tomography; IHBR: Intra-hepatic Biliary Radicles; POD: 
Postoperative Day; LFTs: Liver Function Tests; ALB: Albumin

Introduction
Calculous cholecystitis is one of the common surgical conditions. 

Gallstone eroding into cystic artery and presenting as hemobilia is 
extremely rare, contributing only 5% of all causes of hemobilia [1]. 
The most common causes being iatrogenic, trauma, and neoplasm. 
Hemobilia is defined as haemorrhage into the biliary tract from an 
aberrant connection between a blood vessel and the bile duct [2]. 
The classic triad of hemobilia comprising of biliary colic, obstructive 
jaundice, and gastrointestinal bleeding (Quincke’s triad), is present 
in only 25%-30% of patients [3]. The diagnosis of hemobilia is 

challenging and evaluation is facilitated by the use of ultrasonography, 
contrast enhanced computed tomography and endoscopic retrograde 
cholangiopancreatography. Strong index of suspicion and quick 
decision making is necessitated in the form of angiographic 
embolization or surgery to control the hemorrhage.

Case Presentation
A 64 year old male (Jehovah’s witnesses) presented with sudden 

onset pain in epigastric region. Patient, a known diabetic was diagnosed 
with cholelithiasis four months prior to the presentation. Clinically had 
icterus and was tender in the right hypochondriac region with rest of 
the abdomen soft. He gave history of melena on and off since 20 days 
and stool occult blood was positive. His laboratory work up showed 
hemoglobin of 11 gm/dl; WBC 13,000/cm with CRP of 31 mg, normal 
coagulation profile and deranged liver functions as shown in Table 
1. MRCP revealed a large calculus, GB sludge impacted in the neck, 
thickening of GB wall with pericholecystic inflammation suggestive 
of acute calculus cholecystitis. The impacted calculus in the neck 
caused indentation of the CHD with mild obstructive prominence 
of the central biliary radicles (Figure 1). CBD was clear, non-dilated 
measuring 4-5 mm. Pancreas was normal with no pancreatic duct 
dilatation. In view of the features suggesting obstructive jaundice 
(Mirirzzi syndrome), ERCP was planned. ERCP scope revealed 
fresh blood and clots coming out from ampulla of vater (Figure 2). 
Hence CBD stenting was done and patient shifted for immediate 
CT with angiography in view of presence of hemobilia with drop in 
haemoglobin (from11.0 gm/dl to 8.0 gm/dl) (Figure 3), which showed 
active extravasation of contrast into the gallbladder lumen from cystic 
arterial branch and significant thickening of GB at the neck with mild 
IHBR and periportal lymphadenopathy. Emergency Multidisciplinary 
meeting (surgical team, Gastroenterologist, Intensivist, Intervention 
Radiologist and patient relatives was arranged to decide further 
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management. Angiography vs. Surgery (Laparoscopy vs. Upfront 
open cholecystectomy) were the therapeutic options discussed. It 
was decided to go ahead with emergency laparoscopic SOS open 
cholecystectomy after a detailed informed consent. At laparoscopy, 
we found the gallbladder perforated at Calot’s with presence of blood 
clots, pus and a large impacted calculus at neck (Figure 4a and b). 
The anatomy was distorted and critical view could not be achieved 
so fenestrated type sub-total cholecystectomy was done. Bleeding 
from raw area of erosion was controlled using ultrasonic scissors 
and bipolar forceps. Gallbladder and calculus delivered through 
retrieval bag, thorough lavage given and drain inserted. Patient had 
uneventful post-operative course, extubated on Post Operative Day 
(POD) one, shifted to wards on POD two. By this time, Haemoglobin 
had dropped down to 5.5 gm/dl but since he was Jehovah’s witnesses, 
injectable iron preparations were given and no blood transfusion 
was opted by the relatives. His occult blood in stools turned negative 
and also haemoglobin stabilised at 7.3 gm/dl on POD three. POD 
five drain was removed and patient discharged. Table 1 Summarizes 
postoperative LFTs. Histopathology showed Xanthogranulomatous 

Cholecystitis. Patient is asymptomatic at 28 months follow up.

Discussion
Hemobilia or bleeding into the biliary tree, an uncommon and 

potentially life-threatening cause of upper gastrointestinal bleeding, 
is frequently unrecognized. It was first described by Francis Glison in 
1654 [4]. The incidence of hemobilia has gradually increased due to 
expansion of minimally-invasive hepatopancreatobiliary procedures. 
The common causes of this uncommon condition are Iatrogenic 
trauma following liver biopsy, transhepatic Cholangiography and 
transhepatic drainage or during hepatobiliary surgeries, including 
laparoscopic cholecystectomy. Literature reports spontaneous intra-
cholecystic bleeding in patients with gallstones [5]. Gallbladder 
malignancy [6] and patients receiving anticoagulant therapy [7] as 
rare occurrence. Massive hemobilia arising from the cystic artery was 
first demonstrated on angiography in 1980 [8].

The diagnosis of hemobilia can be challenging because it is 
often simply not suspected or raised in the differential diagnosis 
particularly in cases where there is no history of recent biliary 
tract instrumentation or trauma. Imaging can be highly helpful for 
making initial diagnosis and guiding therapeutic options correlating 
with clinical status of the patient. Though this patient presented 
with Quincke’s triad, hemobilia was not suspected based on clinical 
picture or preliminary imaging (MRCP). ERCP was advised in view 
of obstructive jaundice suspecting Mirizzi syndrome and Hemobilia 
was diagnosed before any intervention through ERCP scope as blood 
clots were seen coming out from the papilla. Upper Gastro Intestinal 
(GI) endoscopy with direct visualization of blood or clot emerging 
from the papilla essentially confirms the diagnosis. ERCP can be 
used to further visualize the biliary tree and may offer therapeutic 
options in patients with hemobilia and associated biliary obstruction. 
Characteristic ERCP findings that suggest the presence of blood clots 
include amorphous, tubular, or cast-like filling defects with otherwise 
unexplained common bile duct or peri-hilar ductal dilation [9]. 
Although formal angiography is no longer used as a first-line study, 
it remains the gold standard for both diagnosis and treatment of 
hemobilia [10]. Management of hemobilia differs as per aetiology, 
severity and hemodynamic stability of the patient. In the present 

Table 1: postoperative LFTs.
  SGOT SGPT GGT ALPO4 T. Bil D. Bil  Ind. Bil Alb. HB
On admission 91 144 402 170  3.0 2.69 0.31 3.3 12
POD 1 62 87 196 97  2.27 2.06 0.21 1.9 6.9
POD 3 39 60 173 107  0.73 0.53 0.2 2.6 7.3

Figure 1: MRCP depicting calculus in neck with indentation of CHD.

Figure 2: ERCP showing blood clots from papilla.

Figure 3: CT angiography showing contrast extravasation within Gallbladder.
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Figure 4: A) Bipolar coagulation on eroded cystic artery. B) Clot evacuation after hemostasis.

scenario, to evaluate the cause of hemobilia, CT angiography was done 
which ascertained bleeding within the Gallbladder. Gallstone erosion 
of the cystic artery has been sparsely reported in the past [11,12], 
none of those patients were treated with percutaneous embolization. 
Majority of them were managed by open cholecystectomy. We 
consented the patient for upfront laparoscopic sos open surgery as he 
was hemodynamically stable and there was no pseudo aneurysm or 
strong suspicion of malignancy on CT angiography.

Conclusion
We conclude that if hemobilia is diagnosed and large stones in the 

gallbladder are detected, bleeding from a gallbladder ulcer should be 
ruled out especially in the absence of hepatobiliary malignancy and 
intervention. If pseudoaneurysm is detected, then angioembolisation 
of cystic artery followed by immediate cholecystectomy is 
recommended. Literature is loaded with case reports on hemobilia post 
laparoscopic cholecystectomy and other diagnostic as well therapeutic 
hepatobiliary interventions; however spontaneous hemobilia due to 
gallstone erosion managed by laparoscopic cholecystectomy is rarely 
reported.
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