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{Abstract)
A Case of Massive Hemobilia after Laparoscopic Cholecystectomy

Woo Jung Sim, M.D., Yong Keum Park, M.D., Kyong Choun Chi, M.D,,
Jung Hyo Lee, M.D., In Taik Chang, M.D. and Sang Jhoon Kim, M.D.

" Department of Surgery, Sehool of Medicine, Chung Ang University, Seoul, Korea

with a brief review of the literature.

"Hemobilia" upper gastrointestinal bleeding that originates from within the biliary tract, is a rare
complication of the laparoscopic cholecystectomy. Only a few cases have been reported in the literature.
It is more commen in accidential or iatrogenic injury of the liver and bile ducts, even occurring
spontaneously in cholelithiasis, several inflamatory processes and vascular and neoplastic changes. The
laparoscopic cholecystectomy is a recently developed and advanced surgical procedure that has rapidly
gained acceptance. Its complications remain to be clinically analyzed. The authors experienced a case of
massive hemobilia after a laparoscopic cholecystectomy. A 54-years-old man with hemobila resulting
from right hepatic-artery pseudoaneurysm communicating with the intra-hepatic bile duct, who was

treated with angiographic transcatheter embolization on the 24th postoperative day. We report this case
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Fig. 1. Celiac angiography shows focal defect and
pseudoaneurysmal dilatation of proximal portion of
right hepatic artery.

There was no extravasation of contrast media B.
Subtraction view of following feature.
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Fig. 2. Celiac angiography after transcatheter embolization
with coil and gelform. Some part of right lobe of
liver supplied by collateral circulation of left hepatic
artery.
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Table 1. Cause of Hemobilia

Patient, No.(%), by Source

Cause of Hemobilia 'g,nqblom Curet Yoshida Total
(n=355) (n=86) (n=103) (100%)

latrogenic trauma 59(17) 50(58) 42(41) 151(28)

Accidental trauma 137(38) 23(27) 20(19) 180 (33)

Gallstone 53(15) 9(9) 62(11)
Acalculous inflamation 46 (13) : 10(10) 56 (10)
Vascular condition 38(11) - 15(14) 53(10)
Neoplastic Disease 22(16) (7 29(5)
Unspecified atraumatic = 13 (15) 13( 2)
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