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Introduction

Hemobilia is a rare clinical condition caused by a
pathologic and abnormal communication between a
hepatic vessel and the biliary ducts. A wide range of
conditions can lead to haemobilia: infection, chole-
lithiasis, hepatic tumors, arteriovenous malformations,
coagulopathy, and iatrogenic trauma 1.With the increa-
sing use of interventional radiologic procedures, it
appears that hemobilia is becoming more common. We
report the case of one young woman who developed
obstructive jaundice by hemobilia after percutaneous
liver biopsy. An endoscopic retrograde cholangiopan-
creatography (ERCP) and endoscopic sphincterotomy
(ES) with clot extraction led to relief of symptoms ,with
a favourable outcome.

Case report

A 38-year-old woman that was cholecystectomized 2
years before underwent to liver biopsy for suspected

autoimmune hepatitis. Laboratory test values before and
after biopsy are in Fig. 1.
The biopsy was easily accomplished using a 2.8mm
Menghini-Type needle, according the American College
of Physicians practice guidelines 2 but the result not con-
firmed the clinical suspect (normal).
Ten days after liver biopsy, the patient developed tran-
sient mild abdominal pain in the right upper quadrant.
Fifteen days after liver biopsy she has an episode of mele-
na, related to steroidal therapy (prednisone 25 mg per
os daily) without use of PPI.
At the admission in our hospital 20 days after the epi-
sode of melena, the patient experienced epigastric pain
radiating into the back and to the right upper and lower
quadrants, with mild jaundice but no fever. Laboratory
tests values at the admission are showed in Fi.1.CT scans
and US of the abdomen showed common bile duct slud-
ge and amorphous material.
At ERCP no bleeding gastric lesions were documented:
the ampulla was normal, without any active bleeding;
cholangiography showed two irregular, longitudinal,
streaklike filling defect (6mm in diameter) in the upper
part of the dilated common bile duct (13mm in dia-
meter) (Fig. 2a).
An endoscopic sphincterotomy was performed and one
blood clot evacuated spontaneously; extraction of the
residual clot was achieved with Dormia basket and bal-
loon catheter (Fig. 2b).
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At the end of ERCP, intrahepatic and extrahepatic biliary
tree were normal.
Laboratory test values after ERCP are reported in Fig. 1.

The patient was dismissed 2 days after the procedure in
well good condition, and normalization liver function
tests and red blood cell count (Fig. 1).
Four weeks after ERCP the patient was in good health.  

Discussion

Complications of liver biopsy are rare but potentially
lethal. A thorough understanding of the indications, con-
traindications, technique, and common complications
and their management is imperative.
Among the various causes of hemobilia, iatrogenic trau-
ma related to liver biopsy and percutaneous transbiliary
catheterization are most common, 3,4, but the bleeding
into the biliary ducts as result of percutaneous liver bio-
psy has previously been observed in less than one per
1000 procedures 5,6 (Haemorrhage: intraperitoneal =
0.03-0.7%, intrahepatic and/or subscapular = 0.059-
23%, hemobilia = 0.059-0.2%) 7.
The mortality rate following liver biopsy is between
0.01% and 0.1%, with the main causes of death being
intraperitoneal haemorrhage and biliary peritonitis secon-
dary to puncture of the gallbladder 6.
Francis Glisson reported the first known case of hemo-
bilia and the possible etiologies were summarized in a
review of 544 cases 7: accident trauma (33%), iatroge-
nic trauma (28%), gallstones (11%), acalculous inflam-
mation (10%), vascular conditions (10%), neoplastic
disease (5%) and unspecified causes (3%).
The classic triad of upper GI bleeding, jaundice, and
right upper quadrant pain, originally described by
Quineke in 1871, occurs only in 30%-40% of cases of
hemobilia. The frequency of these presenting symptoms
are as follows: right upper quadrant pain (68%), hema-
temesis (72%), melena (89%), and jaundice (62%).
The classic symptom complex occurs commonly with
hemobilia of traumatic origin (e.g.: percutaneous tran-
sbiliary catheterisation, percutaneous liver biopsy) com-
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Fig. 1: Laboratory test values before liver biopsy
(a), after the melena episode (b), at the admis-
sion (c), after the ERCP (d), at the discharge (e)
Legend: Tot Bil= Total bilirubin (normal <1.10
mg/dl), Alk Ph= Alkaline phosphatease (normal
< 104 IU/U),ALT= Alanine aminotransferase
(normal < 37 U/l); Hb= Hemoglobine (normal
12-17 g/l)

Fig. 2: ERCP: a) Choleangiography; b) Clot extraction with Dormia
basket.

a

b



pared with nontraumatic cases. Complications of hemo-
bilia include cholecystitis, pancreatitis, and formation of
clots in the biliary tree leading to obstructive jaundi-
ce 8,9. Although mild jaundice is common, marked jaun-
dice is rare. Jaundice associated with hemobilia may be
multifactorial, but biliary tract.
Obstruction cause by blood clots plays an important role
, especially when jaundice is sever.
Clots in the biliary tree may resolve in any one of four
ways 10: dissolution due to fibrinolytic properties of the
bile, spontaneous extrusion from the ampulla, a combi-
nation of dissolution and obstructive jaundice, cholan-
gitis, cholecystitis, or pancreatitis.
The clotting properties of blood in bile were studied by
Sandblom et al 11,12

. Profuse hemobilia is though to result
from the mixing of blood and bile, with uninterrupted
flow of blood to the intestine because of the difference
in specific gravity between blood and bile, and subse-
quent clot formation. Once this occurs the interior of
the clot remains sequestered from further contact with
bile with its fibrinolytic properties.

Conclusions

Biliary decompression is required if an intrabiliary clot
causes obstructive jaundice and/or biliary colic. This may
be achieved by intermittent lavage with saline solution
togheter with aspiration trough a nasobiliary catheter and
endoscopic biliary sphincterotomy, with or without bal-
loon extraction of clots 13.
The role of ERCP with endoscopic sphincterotomy in
managing biliary sequelae of haemobilia is already well
established: endoscopic sphincterotomy with clot extrac-
tion (Dormia basket and/or balloon catheter) is feasible
and leads to relief of symptoms in most cases, without
the need of surgery. In selected patients, when conven-
tional endoscopic technique are unsuccessful in relieving
biliary obstruction caused by blood clots, infusion of a
thrombolytic agent through a nasobiliary catheter seems
to be a visible alternative 14.

Riassunto

INTRODUZIONE: Gli AA. riportano il caso di una giova-
ne donna che ha sviluppato un episodio di ittero ostrut-
tivo da emobilia dopo una biopsia epatica percutanea,
trattato con successo con una ERCP.
METODI: È stata eseguita una ERCP con sfinterotomia
endoscopica (SE) ed estrazione dei coaguli.
OSSERVAZIONI: 4 settimane dopo la ERCP la paziente è
rimasta asintomatica ed in buona salute sempre valutata
ambulatoriamente.

CONCLUSIONI: Il ruolo della ERCP nella gestione delle
complicanze biliari della emobilia è ben definito:se un
coagulo causa ostruzione della via biliare principale
(VBP) con ittero ostruttivo o coliche biliari,la decom-
pressione biliare è indicata.La ERCP è un metodo sicu-
ro e può portare alla risoluzione dei sintomi,senza il
ricorso alla chirurgia
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