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Background: Pseudoaneurysm of right hepatic artery is a rare complication after bile duct injury (BDI) repair. An unidentified
rupture of pseudoanuerysm will lead to mismanagement of this fatal complication. Massive haemorrhage can present and
causes high mortality
Case Description: We report a 60-year-old female who suffered jaundice and massive upper gastrointestinal bleeding
two weeks after cholodocoduodenostomy bypass surgery in rural hospital. That procedure was done because of BDI after
laparoscopic cholecystectomy. Embolisation was carried out after identifying an pseudoaneurysm of right hepatic artery to
stop bleeding. Bleeding was transiently stopped, and rebleeding occurred several weeks later. Surgery was performed because
of repeated bleeding after third embolization in Kariadi hospital. Ruptured pseudoaneurysm to choledocoduodenostomy
anastomosis was found. Pseudoaneurysm was resected and right hepatic artery was sutured. Choledocoduodenostomy was
closed. Continuity of biliary tract was maintained by re-reconstruction choledoco-jejunostomy roux n Y. Upper gastrointestinal
bleeding symptom was disappeared, and bilirubin level was returned to normal at outpatient follow up after operation.
Conclusion: This patient had a hemobilia because of ruptured right hepatic artery pseudoaneurysm. Triad Quincke which
consist of right upper quadrant pain, jaundice and upper gastrointestinal bleeding, occurs in 30% of patient with hemobilia.
This sign of hemobilia after biliary tract procedure must be managed quickly and accurately. Angiography is main diagnostic
procedure. Arterial embolisation is first line intervention to stop the bleeding. Surgery is preserved in case where rebleeding
occurs. Good anatomical knowledge can prevent this complication.
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INTRODUCTION
Vascular injury or vasculobiliary injury
following cholecystectomy had been
reported in open and laparoscopic
surgery.1,2,3 Minimal invasive surgery
in hepatobiliary procedure also played
a role in increasing number of vascular
injury.4 Vascular injury after laparoscopic
cholecystectomy had been reported
around 0.8%.2 Pseudoaneurysm is one of
the rare complication after vasculobiliary
injury, and had been reported in 2.6-5.4%
vasculobiliary injury cases.5,6 Rupture
of pseudoaneurysm can cause massive
hemorrhage.7 Rupture of pseudoaneurysm
to the biliary tract will cause haemobilia.
Quincke triad (QT) which consist of

right upper abdominal pain, jaundice and
upper gastrointestinal (UGI) bleeding will
occur in 22-35% patient with haemobilia.4
The most common artery involved in
vasculobiliary injury was right hepatic
artery (RHA).1,6 Angiography is the main
diagnostic tool for pseudoaneurysm in
vasculobiliary injury.6,8

CASE REPORT
A 60 year-old woman had massive
UGI bleeding and admitted to hospital.
Her condition started a month after
Common Bile Duct (CBD) procedure
because of bile leakage following open
cholecystectomy two weeks earlier in
regional hospital. She also had jaundice
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and complained right upper abdominal
pain before the bleeding occured. She got
massive blood tranfusion, and once fell in
shock condition. UGI endoscopy couldn’t
identify the source of bleeding. Abdominal
MRI with contrast and Angiography
revealed pseudoaneurysm in RHA (figure
1). Pneumobilia was also found which
indicates the presence of bilio-digestive
bypass. Patient was diagnosed with
haemobilia because of ruptured RHA
pseudoaneurysm after bilio-digestive
bypass. Embolization was done to occlude
pseudoaneurysm. Unfortunately, UGI
bleeding re-occured two months after
first embolization. Second and third
embolization was carried out because of
recurrence of UGI bleeding with 2 months
35
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maintain biliary continuity. The patient
had uneventful recovery. She was followed
up until six months after surgery. There was
no complain of UGI bleeding, Bilirubin
and Haemoglobin level were normal.

DISCUSSION

Figure 1. Pseudoaneurysm (yellow arrow) of right hepatic artery

Figure 2. Pseudoaneurysm
(white
arrow) adhered to choledocoduodenostomy bypass (yellow
arrow)

Figure 3. Pseudoaneurysm
excised

wall

was

Pseudoaneurysm of RHA is a rare
complication of vasculobiliary injury.
This complication can occur after
cholecystectomy and increase after bile
duct injury (BDI) repair. It can develop
from several weeks to months after
surgery.5,9 In our case, pseudoaneurysm
occured four weeks after CBD procedure.
Pseudoaneurysm is initiated by direct or
indirect vascular injury (eg. clip errosion,
thermal injury).9 In our case it was
initiated by direct vascular injury when
suturing bilio-digestive bypass. Lesion that
appeared near the clip after laparoscopic
cholecystectomy with UGI bleeding should
raise the suspicion of pseudoaneurysm.2
Rupture of RHA pseudoaneurysm in to
biliary tract will cause haemobilia, and in
our case haemobilia was characterized by
the presence of QT. All QT only occurs
in about 22-35% patient with haemobilia.
The absence of either QT should not rule
out hemobilia, the history of a patient
with suspected hemobilia plays a key
role for diagnosis.4 Pseudoaneurysm
can be diagnosed with CT angiography,
in our case abdominal MRI followed by
angiography was used. Embolization
should be first management, and it can
be repeated several times.5,8 In our case
embolization was done three times.
Surgical exploration was chosen because
of repeated UGI bleeding after several
embolization. This complication may
occur because of altered anatomy of liver
hilum after existing inflammation or
because of high incision of choledocotomy
that reached RHA level. Good anatomical
knowledge of liver hilum can help avoid
this complication.
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time of surgery (figure 2). It adhered and
ruptured to the choledocoduodenostomy
bypass. Pseudoaneurysm was excised
(figure 3), and the artery was sutured.
Choledocoduodenostomy was changed
to choledocojejunostomy roux n Y to
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