Unusual rare case of upper

gastrointestinal bleeding

Abstract

o2
N

o
L

linical

.

SN

Ly

A case report of a 64-year-old man who presented with upper gastrointestinal bleeding due to Choledocholithiasis
eroding to the duodenum, diagnosed with gastroscopy and a CT scan. The patient was managed by Choledocho-Jejunal
anastomosis, after extraction of a giant common bile duct stone measuring 11.9 x 5.0 x 4.0 centimeters.
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Introduction

Bile duct stones obstructing the common
bile duct may lead to complications such as
pancreatitis and acute cholangitis. Though
some patients may remain asymptomatic, others
develop symptoms. Laboratory findings show
Cholestatic liver function tests abnormality, with
elevated serum Gamma-Glutamyltranspeptidase
(GGT) and alkaline phosphatase. Impacted
stones in the ampulla of vater may be removed
with sphincterotomy; however, size, site and the
form of the impacted stone will play a role in the
difficulty of endoscopic treatment. In the case
of large stones or multiple stones, recurrence is
frequent. Surgical options will vary according to
the clinical condition and the size of the dilated
common bile duct.

Hemobilia, from the Greek haima (blood) and
the Latin bilis (bile), occurs when an abnormal
communication between the bile ducts and the
blood vessels exists, causing hemorrhage in the
bile ducts; While Bilhemia is a rare condition
when bile enters the bloodstream.

Causes of hemobilia may be iatrogenic,
traumatic, due to vascular diseases, neoplasms,
inflammation, and gallstones. Microscopic
hemorrhage occurs in a quarter of cases with
cholelithiasis and in one-third of cases of
Choledocholithiasis. Macroscopic Hemobilia is
rare, it occurs in less than 1% of reported cases
of hemobilia. It arises generally when a large
stone erodes the cystic artery or enters into an

adjacent vessel, or organ. Occasionally it can be

the cause of a profuse Hemobilia; which must be
regarded as a serious condition.

Case Report

A 77-year-old gentleman was admitted
with a one-week history of melena, epigastric
discomfort, postprandial abdominal pain, and
coffee-ground emesis. Past Medical history
hypertension and controlled diabetes mellitus;
Past Surgical history open cholecystectomy ten
years ago.

Physical exam revealed an ill-appearing patient
hemodynamically stable, with tenderness in the
right upper quadrant. Complete blood count
showed no abnormalities; Hemoglobin -12.6,

y GT -585 UI/L, SGOT -135 UI/L, Alkaline
phosphatase -516 UI/L, but normal bilirubin,
amylase, and lipase; CRP was significantly
elevated (>150 mg/L).

An  Esophagogastroduodenoscopy (EGD)
showed bleeding from an ulcer of the posterior
duodenal wall, managed with the application of
2 clips. Two hours after the endoscopy, patient
developed severe abdominal pain with repetitive
episodes of hematemesis. An urgent abdominal
CT (with iv contrast)y FIGURES 1 and 2
revealed intrahepatic stones in segments 4 and 5,
large impacted common bile duct stone causing
common bile duct fusiform dilatation with
markedly dilated Intrahepatic and extrahepatic
bile ducts. Thus repeat upper GI endoscopy was
performed that confirmed bleeding from the
previously described ulceration.
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Due to the early recurrence and continuing

bleeding; an exploratory laparotomy was
decided. Upon exploration, multiple adhesions
were found, that were carefully lysed. A
longitudinal pyloromyotomy was done for
better assessment of the bleeding source which
seemed to be coming from the base of the ulcer.
However the base of the ulcer was hard and it
leads to communication with the common
bile duct which was thickened and dilated. A
palpable hard mass was felt in the middle portion
of the CBD extending down to the duodenum.

A choledochotomy was done, revealing an
enormous large stone 12 x 5 cm (taking the shape
of the CBD) and other multiple small stones
filling the common bile duct. The giant stone
was fragmented and removed in pieces and the
intrahepatic stones were also cleared FIGURE
3. Atherectomy, Roux-en-Y Choledocho-

FIGURE 1. Computed tomography shows huge common
bile duct stone of 5 cm in diameter impacted in the
common bile duct.

FIGURE 2. Computed tomography shows huge common
bile duct stone of 11.91 cm length bifurcated to right and
left hepatic duct.

Enterostomy, and Gastro-Jejunostomy were
performed as described in FIGURE 4. The
post-operative course was complicated with bile
fistula that closed spontancously progressively
after 2 weeks.

Discussion and Conclusion

In summary, patient with common bile duct
stone, hemodynamically stable presented with
severe hemobilia (major upper GI bleeding).

Stones in CBD may reach very considerable
dimensions without causing serious symptoms.
The most common symptom is jaundice. During
the preoperative radiological examination, giant
stones may be confused with malignancies [1].
Therefore, surgeons should follow conventional
algorithms in diagnosis, and open surgery must
be kept in mind in the earlier stages without
relying totally on endoscopic interventions [2].
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FIGURE 3. Fragments of stone extracted.

FIGURE 4. Choledocho-jejunostomy,
gastrojejunostomy in roux en Y anastomosis.

Several cases involving giant common duct
stones have been reported, and hepatolithiasis
was often associated. A case report dating
back to 2012, describes gallstone-induced
auto-sphincterotomy and resulting upper GI
bleeding, similar to our case [3].

Giant common duct stones cause an insidious
enlargement of ducts over time, with late
symptoms. Undiagnosed “choledochal cyst”
is a cause, especially when there is associated

leads

of common duct stones cause microscopic

pancreaticobiliary  junction anomaly.
hemorrhage; however, macroscopic hemobilia
is uncommon [4]. It generally occurs when
large stones erode the cystic artery or penetrate
into an adjacent viscous or vessel [5]. Chronic
obstruction of the pancreatobiliary tract can
potentially lead to inflammation, erosion, and
fistulization with adjacent vascular structures
with resultant hemobilia. Mechanical lithotripsy
is reserved for stones smaller than 2.5 cm,
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unlike our patient [6]. The initial diagnostic
test of choice for patients with UGI bleeding
is EGD, which might identify blood or clot at
the ampulla of Vater in the setting of hemobilia.
Selective arteriography of the hepatic artery
is the best confirming test [7,8]. In our case,
bleeding was not minor and hemostasis couldn’t
be achieved by therapeutic endoscopy [9,10].

As for the surgical treatment, which mainly
resides in ligation of the bleeding vessel, its use
has decreased with the advent of non-operative

Ghandour, Awar, Dbouk, Mcheimeche & Sanhili

modalities such as trans-arterial embolization
[11,12].  Nevertheless,  surgery  remains
the optimal option in patients with failed
embolization or those in whom the etiology for
hemobilia demands a surgical approach [11].
Gallstones, notably giant ones, are certainly on
the list.
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