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ABSTRACT

Hemobilia is a potentially fatal condition if not diagnosed and treated early. One of the rare causes of hemobilia is
hepatic artery pseudoaneurysm. Herein, we present a case of hemobilia caused by hepatic artery pseudoaneurysm
rupture. A patient with a benign stricture in the distal common bile duct who had undergone multiple endoscopic
retrograde cholangiopancreatography (ERCP) procedures had a pigtail stent placed during the last ERCP. Ten days
after the procedure, the patient presented to our emergency department with abdominal pain and was admitted
with a diagnosis of acute pancreatitis. During follow-up, the patient underwent another ERCP due to suspected
cholangitis, and severe hemobilia was observed following removal of the pigtail stent. Computed tomography (CT)
angiography revealed a hepatic artery pseudoaneurysm, which was successfully treated with coil embolization.
Patients with hemobilia may present with symptoms of upper gastrointestinal bleeding as well as conditions such as
cholangitis and pancreatitis due to hepatic artery pseudoaneurysm rupture. Coil embolization is the first-line of
interventional to stop bleeding. If this method is insufficient, surgical treatment may be considered.
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’ INTRODUCTION

Hepatic artery pseudoaneurysm (HAP) accounts for 20%
of nontraumatic abdominal visceral artery pseudoaneurysms
[1]. HAPs are extrahepatic in 75% and intrahepatic in 25% of
cases, and they most commonly originate from the right
hepatic artery. Patients may present with hemobilia, anemia,
and jaundice [2]. Furthermore, the most common causes of
HAP are trauma and iatrogenic factors. Iatrogenic causes
include liver transplantation, liver biopsy, laparoscopic
cholecystectomy, and percutaneous transhepatic biliary
drainage [3]. Herein, we present a case of HAP and
associated hemobilia occurring as a rare complication of
biliary pigtail stent placement.

’ CASE PRESENTATION

A 59-year-old man with no known chronic illnesses had
initially undergone endoscopic retrograde cholangiopancrea-
tography (ERCP) for distal common bile duct benign
stricture 6 years ago. To address this issue, the patient
underwent 12 ERCPs for dilation and stent replacement, and
during the 8th ERCP, the plastic stent migrated into the
common bile duct. However, this stent could not be removed
in subsequent ERCP procedures. A second plastic stent was
placed alongside the first stent, and the patient was

followed-up with the second stent being replaced at each
subsequent procedure. In the most recent ERCP procedure at
another hospital, the migrated stent could not be removed
again. The other stent was removed, and a pigtail stent was
placed for the first time.

Ten days later, the patient presented to our emergency
department with abdominal pain, and tests revealed a white
blood cell (WBC) count of 18.2� 103/mL (N: 3.7–10.1�103/
mL), hemoglobin (Hgb) of 10.6 g/dL (N: 13–16g/dL),
hematocrit (Hct) of 34.4% (N :39%–49%), aspartate amino-
transferase (AST) of 54 U/L (N: o37U/L), alanine amino-
transferase (ALT) of 31 IU/L (N: o41 IU/L), gamma-
glutamyl transferase (GGT) of 230 U/L (N: o60U/L), total
bilirubin (T.BIL) of 2.4 mg/dL (N: o1.2mg/dL), direct
bilirubin (D.BIL) of 2.3 mg/dL (N: o0.3mg/dL), amylase of
359 U/L (N: o100U/L), lipase of 843 U/L (N: o60U/L),
and C-reactive protein (CRP) of 27 mg/L (N: 0–5mg/L). The
patient was admitted to our hospital with a diagnosis of
acute pancreatitis. During follow-up, after an improvement
in laboratory values, there was a recurrence of elevated levels
of WBC (24.5� 103/mL), CRP (133 mg/L), T.BIL (5.8 mg/dL),
and D.BIL (4.7 mg/dL), prompting the planning of another
ERCP due to suspected cholangitis. The pigtail stent was
grasped and removed using a snare. Upon re-entering with a
duodenoscope, intense bleeding from the duodenum into
the stomach was observed. Bleeding was found to be due
to severe hemobilia. Considering the recent history of ERCP,
an 8-cm covered metal stent was placed in the common
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bile duct. Subsequently, it was observed that the bleeding
had stopped. Due to uncertainty about the diagnosis, a CT
angiography was performed after the ERCP. HAP was
detected on CT angiography, and the patient was urgently
referred to interventional radiology (Figure 1). Interventional
radiology angiograms showed pathological contrast
enhancement corresponding to a 16 � 19 mm pseudoaneur-
ysm in the midportion of the left hepatic artery, and coil
embolization was performed (Figure 2). During the proce-
dure, due to the gallbladder being filled with dense
hematoma, the patient also underwent cholecystostomy. It
was found that the pseudoaneurysm was located away from
the covered metal stent that had been placed. Therefore, it
was considered that the cessation of bleeding during ERCP
occurred spontaneously and not due to the effect of the
covered metal stent. The patient, who had no issues during
follow-up, underwent another ERCP 14 days later, and the
metal stent was removed. On fluoroscopic examination, it
was observed that the stricture appearance described in
previous ERCP procedures had likely resolved due to the
presence of the metal stent. However, as a precautionary
measure, a final plastic stent was placed. One day later, the

cholecystostomy was also terminated, and the patient was
discharged with plans for outpatient follow-up.

’ DISCUSSION

Hemobilia occurs due to a fistula forming between the
biliary system and a vessel of the splanchnic circulation
(portal vein or hepatic artery); it is a rare condition [4]. The
most common cause of hemobilia was believed to be
penetrating liver trauma, but it occurs primarily due to
radiological, surgical, and endoscopic procedures [5]. Other
causes of hemobilia include malignancies of the gallbladder,
bile duct, pancreas, and liver; inflammatory conditions such
as cholangitis, pancreatitis, cholecystitis, and hepatic abscess;
renal aneurysms; gallstones; and coagulopathy [6].
The diagnosis of hemobilia is challenging. Rapid bleeding

can occur into the duodenum and can obstruct the bile ducts,
leading to abdominal pain, jaundice, and abnormal liver
tests. Acute biliary obstruction caused by a clot can lead to
pancreatitis, cholangitis, and cholecystitis [5].
HAP is rare and not commonly reported in the literature.

Approximately 50% of hepatic artery aneurysms are pseu-
doaneurysms [7]. Such aneurysms are at high risk of
spontaneous rupture. Among all visceral aneurysms, hepatic
aneurysms have the highest rupture rate of 44% [8].
Presentation of HAP ranges from asymptomatic incidental
findings to life-threatening bleeding. HAP can resolve
spontaneously by thrombosis. However, there is a high risk
of rupture associated with a high mortality rate. Therefore,
early diagnosis and intervention are very crucial [9].
Selective angiography (SA) is the most sensitive test for the
detection of HAP. If HAP is suspected, CT angiography is
recommended first, followed by SA, if necessary [8-10].
Interventional angiography is considered the gold stan-

dard for diagnosing hemobilia and treating the underlying
cause of bleeding [11]. Coil embolization is the first-line
interventional method to stop bleeding and its success rate
varies between 80% and 100% [6]. Surgical treatment should
be considered only if embolization is insufficient [12].
The most common causes of HAP are trauma and

iatrogenic factors. Iatrogenic causes include procedures such
as liver transplantation, liver biopsy, laparoscopic cholecys-
tectomy, and percutaneous transhepatic biliary drainage [13].
Additionally, HAP very rarely develops due to biliary stent
placement, but can lead to hemobilia. There are very few case
reports in the literature related to this [14,15]. Among these,
only a few are related to pigtail stents [16,17]. The case
presented in this paper is one of them.

’ CONCLUSION

In cases of unexplained upper gastrointestinal bleeding,
hemobilia, although rare, should always be considered, and
potential past iatrogenic causes should be thoroughly
investigated. In cases of suspected HAP, CT angiography
should be rapidly performed, and if necessary, interventional
angiography should be planned for treatment.
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Fig. 1. CT angiography shows hepatic artery pseudoaneurysm
(arrow).

Fig. 2. Interventional radiology angiogram shows coil emboliza-
tion (arrow) and the migrated stent.

DOI: 10.22551/2025.46.1201.10309 Arch Clin Cases 2025; 12(1):34-36
35

www.clinicalcases.eu Archive of Clinical Cases

https://doi.org/10.22551/2025.46.1201.10309


’ REFERENCES

1. Arend P, Douillez V. Hepatic artery aneurysm. Case report. Acta Chir
Belg. 2007 Jul-Aug;107(4):409-11. PMID: 17966535. doi: 10.1080/
00015458.2007.11680084.

2. Kaur M, Bhatia H, Muktesh G, et al. Hepatic artery pseudoaneurysm
secondary to a cholangitic abscess and its spontaneous thrombosis.
BMJ Case Rep. 2021 Nov 12;14(11):e247304. PMID: 34772687; PMCID:
PMC8593705. doi: 10.1136/bcr-2021-247304.

3. Yanagisawa M, Kaneko M, Aizawa T, et al. A case of amebic liver
abscess complicated by hemobilia due to rupture of hepatic artery
aneurysm. Hepatogastroenterology. 2002 Mar-Apr;49(44):375-8. PMID:
11995454.

4. Green MH, Duell RM, Johnson CD, et al. Haemobilia. Br J Surg. 2001
Jun;88(6):773-86. PMID: 11412246. doi: 10.1046/j.1365-2168.2001.01756.x.

5. Teixeira C, Ribeiro SM, Alves AL, et al. Haemobilia due to
hepatic artery pseudoaneurysm. BMJ Case Rep. 2017 May 29;2017:
bcr2017220575. PMID: 28559387; PMCID: PMC5747666. doi:
10.1136/bcr-2017-220575.

6. Lee YT, Lin H, Chen KY, et al. Life-threatening hemobilia caused by
hepatic pseudoaneurysm after T-tube choledochostomy: report of a
case. BMC Gastroenterol. 2010 Jul 14;10:81. PMID: 20630083; PMCID:
PMC2911400. doi: 10.1186/1471-230X-10-81.

7. Abbas MA, Fowl RJ, Stone WM, et al. Hepatic artery aneurysm:
factors that predict complications. J Vasc Surg. 2003 Jul;38(1):41-5.
PMID: 12844087. doi: 10.1016/S0741-5214(03)00090-9.

8. Reiter DA, Fischman AM, Shy BD. Hepatic artery pseudoaneurysm
rupture: a case report and review of the literature. J Emerg Med. 2013
Jan;44(1):100-3. Epub 2012 Jan 4. PMID: 22221986. doi: 10.1016/
j.jemermed.2011.08.021.

9. Finley DS, Hinojosa MW, Paya M, et al. Hepatic artery pseudoa-
neurysm: a report of seven cases and a review of the literature.

Surg Today. 2005;35(7):543-7. PMID: 15976950. doi: 10.1007/s00595-
005-2987-6.

10. Soudack M, Epelman M, Gaitini D. Spontaneous thrombosis of
hepatic posttraumatic pseudoaneurysms: sonographic and com-
puted tomographic features. J Ultrasound Med. 2003 Jan;22(1):99-103.
PMID: 12523615. doi: 10.7863/jum.2003.22.1.99.

11. Welsch T, Hallscheidt P, Schmidt J, et al. Management of a rare
case of fulminant hemobilia due to arteriobiliary fistula following
total pancreatectomy. J Gastroenterol. 2006 Nov;41(11):1116-9. PMID:
17160523. doi: 10.1007/s00535-006-1905-z.

12. Moodley J, Singh B, Lalloo S, et al. Non-operative management
of haemobilia. Br J Surg. 2001 Aug;88(8):1073-6. PMID: 11488792. doi:
10.1046/j.0007-1323.2001.01825.x.

13. Kim KH, Kim TN. Etiology, clinical features, and endoscopic man-
agement of hemobilia: a retrospective analysis of 37 cases. Korean J
Gastroenterol. 2012 Apr;59(4):296-302. PMID: 22544027. doi: 10.4166/
kjg.2012.59.4.296.

14. Park JY, Ryu H, Bang S, et al. Hepatic artery pseudoaneurysm
associated with plastic biliary stent. Yonsei Med J. 2007 Jun 30;48(3):
546-8. PMID: 17594167; PMCID: PMC2628107. doi: 10.3349/ymj.
2007.48.3.546.

15. Yamauchi K, Uchida D, Kato H, et al. Recurrent Bleeding from a
Hepatic Artery Pseudoaneurysm after Biliary Stent Placement. Intern
Med. 2018 Jan 1;57(1):49-52. PMID: 29033423; PMCID: PMC5799056.
doi: 10.2169/internalmedicine.8983-17.

16. Yasuda M, Sato H, Koyama Y, et al. Late-onset severe biliary
bleeding after endoscopic pigtail plastic stent insertion. World J
Gastroenterol. 2017 Jan 28;23(4):735-9. PMID: 28216982; PMCID:
PMC5292349. doi: 10.3748/wjg.v23.i4.735.

17. Motohara T, Yamamura K, Ueno S, et al. Clin J Gastroenterol. 2024
Apr;17(2):352-5. PMID: 38363445. doi: 10.1007/s12328-024-01920-3.

DOI: 10.22551/2025.46.1201.10309 Arch Clin Cases 2025; 12(1):34-36
36

www.clinicalcases.eu Archive of Clinical Cases

https://doi.org/10.1080/00015458.2007.11680084
https://doi.org/10.1080/00015458.2007.11680084
https://doi.org/10.1136/bcr-2021-247304
https://doi.org/10.1046/j.1365-2168.2001.01756.x
https://doi.org/10.1136/bcr-2017-220575
https://doi.org/10.1186/1471-230X-10-81
https://doi.org/10.1016/S0741-5214(03)00090-9
https://doi.org/10.1016/j.jemermed.2011.08.021
https://doi.org/10.1016/j.jemermed.2011.08.021
https://doi.org/10.1007/s00595-005-2987-6
https://doi.org/10.1007/s00595-005-2987-6
https://doi.org/10.7863/jum.2003.22.1.99
https://doi.org/10.1007/s00535-006-1905-z
https://doi.org/10.1046/j.0007-1323.2001.01825.x
https://doi.org/10.4166/kjg.2012.59.4.296
https://doi.org/10.4166/kjg.2012.59.4.296
https://doi.org/10.3349/ymj.2007.48.3.546
https://doi.org/10.3349/ymj.2007.48.3.546
https://doi.org/10.2169/internalmedicine.8983-17
https://doi.org/10.3748/wjg.v23.i4.735
https://doi.org/10.1007/s12328-024-01920-3
https://doi.org/10.22551/2025.46.1201.10309

	title_link
	Introduction
	Case&#146;presentation
	Discussion
	Conclusion
	Conflict of&#146;Interest
	Informed&#146;Consent

	CT angiography shows hepatic artery pseudoaneurysm lpararrowrpar
	Interventional radiology angiogram shows coil embolization lpararrowrpar and the migrated stent
	References


