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ABSTRACT
Quincke’s triad is characterized by upper abdominal pain, jaundice, and upper gastrointestinal bleeding. It
represents a rare complication following traumatic liver injury. Here we reported a classical case of Quincke’s triad as a sequelae of blunt liver injury in a 14-year-old girl following involvement in a motor vehicle
accident. She sustained a grade 3 liver injury, grade 2 right renal injury and right adrenal hematoma. She
was initially managed conservatively in view of her haemodynamic stability but developed upper gastrointestinal bleeding on 3rd week of admission with severe right upper quadrant abdominal pain and jaundice.
An urgent esophagogastroduodenoscopy was performed which revealed the presence of blood within the
upper gastrointestinal tract but no primary source of the bleeding was identified. A Contrast-enhanced computed tomography of the abdomen revealed dilated biliary tree with the presence of filling defect within
suggestive of blood clot in common bile duct. A subsequent scan following a recurrent bleed revealed a
right hepatic artery pseudoaneurysm which was successfully managed with endovascular coil embolization.
Keywords: Gastrointestinal haemorrhage, Haemobilia, Liver injury, Jaundice, Quincke’s triad.

Brunei Int Med J. 2020;16:24-28

ISSN 1560 5876 Print
ISSN 2079 3146 Online

Online version of the journal is available at www.bimjonline.com

Brunei International
Medical Journal (BIMJ)

Official Publication of the Ministry of Health,
Brunei Darussalam

EDITORIAL BOARD
Editor-in-Chief

William Chee Fui CHONG

Sub-Editors

Vui Heng CHONG

Ketan PANDE
Editorial Board Members

Muhd Syafiq ABDULLAH
Alice Moi Ling YONG
Ahmad Yazid ABDUL WAHAB
Jackson Chee Seng TAN
Pemasiri Upali TELISINGHE

Roselina YAAKUB
Pengiran Khairol Asmee PENGIRAN SABTU
Dayangku Siti Nur Ashikin PENGIRAN TENGAH

INTERNATIONAL EDITORIAL BOARD MEMBERS

Lawrence HO Khek Yu (Singapore)

Surinderpal S BIRRING (United Kingdom)

Emily Felicia Jan Ee SHEN (Singapore)

Leslie GOH (United Kingdom)

John YAP (United Kingdom)

Chuen Neng LEE (Singapore)

Christopher HAYWARD (Australia)

Jimmy SO (Singapore)

Jose F LAPENA (Philippines)

Simon Peter FROSTICK (United Kingdom)

Dipo OLABUMUYI

Nazar LUQMAN

Advisor
Wilfred PEH (Singapore)
Past Editors
Nagamuttu RAVINDRANATHAN
Kenneth Yuh Yen KOK

Proof reader
John WOLSTENHOLME (CfBT Brunei Darussalam)

ISSN 1560-5876 Print
ISSN 2079-3146 Online

Aim and Scope of Brunei International Medical Journal
The Brunei International Medical Journal (BIMJ) is a six monthly peer reviewed
official publication of the Ministry of Health under the auspices of the Clinical Research
Unit, Ministry of Health, Brunei Darussalam.

The BIMJ publishes articles ranging from original research papers, review articles, medical practice papers, special reports, audits, case reports, images of interest,
education and technical/innovation papers, editorials, commentaries and letters to the
Editor. Topics of interest include all subjects that relate to clinical practice and research
in all branches of medicine, basic and clinical including topics related to allied health
care fields. The BIMJ welcomes manuscripts from contributors, but usually solicits reviews articles and special reports. Proposals for review papers can be sent to the Managing Editor directly. Please refer to the contact information of the Editorial Office.

Instruction to authors
Manuscript submissions
All manuscripts should be sent to the Managing
Editor, BIMJ, Ministry of Health, Brunei Darussalam;
e-mail:
editor-in-chief@bimjonline.com.
Subsequent correspondence between the BIMJ and
authors will, as far as possible via should be conducted via email quoting the reference number.
Conditions
Submission of an article for consideration for publication implies the transfer of the copyright from the
authors to the BIMJ upon acceptance. The final
decision of acceptance rests with the Editor-inChief. All accepted papers become the permanent
property of the BIMJ and may not be published
elsewhere without written permission from the
BIMJ.
Ethics
Ethical considerations will be taken into account in
the assessment of papers that have experimental
investigations of human or animal subjects. Authors should state clearly in the Materials and
Methods section of the manuscript that institutional
review board has approved the project. Those investigators without such review boards should ensure that the principles outlined in the Declaration
of Helsinki have been followed.
Manuscript categories
Original articles
These include controlled trials, interventional studies, studies of screening and diagnostic tests, outcome studies, cost-effectiveness analyses, and
large-scale epidemiological studies. Manuscript
should include the following; introduction, materials
and methods, results and conclusion. The objective
should be stated clearly in the introduction. The
text should not exceed 2500 words and references
not more than 30.
Review articles
These are, in general, invited papers, but unsolicited reviews, if of good quality, may be considered.
Reviews are systematic critical assessments of

literature and data sources pertaining to clinical
topics, emphasising factors such as cause, diagnosis, prognosis, therapy, or prevention. Reviews
should be made relevant to our local setting and
preferably supported by local data. The text should
not exceed 3000 words and references not more
than 40.
Special Reports
This section usually consist of invited reports that
have significant impact on healthcare practice and
usually cover disease outbreaks, management
guidelines or policy statement paper.
Audits
Audits of relevant topics generally follow the same
format as original article and the text should not
exceed 1,500 words and references not more than
20.
Case reports
Case reports should highlight interesting rare cases
or provide good learning points. The text should not
exceed 1000 words; the number of tables, figures,
or both should not be more than two, and references should not be more than 15.
Education section
This section includes papers (i.e. how to interpret
ECG or chest radiography) with particular aim of
broadening knowledge or serve as revision materials. Papers will usually be invited but well written
paper on relevant topics may be accepted. The text
should not exceed 1500 words and should include
not more than 15 figures illustration and references
should not be more than 15.
Images of interest
These are papers presenting unique clinical encounters that are illustrated by photographs, radiographs, or other figures. Image of interest should
include a brief description of the case and discussion with educational aspects. Alternatively, a mini
quiz can be presented and answers will be posted in
a different section of the publication. A maximum of

Brunei Int Med J. 2020; 16: ii

three relevant references should be included. Only
images of high quality (at least 300dpi) will be acceptable.
Technical innovations
This section include papers looking at novel or new
techniques that have been developed or introduced
to the local setting. The text should not exceed
1000 words and should include not more than 10
figures illustration and references should not be
more than 10.
Letters to the Editor
Letters discussing a recent article published in the
BIMJ are welcome and should be sent to the Editorial Office by e-mail. The text should not exceed
250 words; have no more than one figure or table,
and five references.

Criteria for manuscripts
Manuscripts submitted to the BIMJ should meet the
following criteria: the content is original; the writing is clear; the study methods are appropriate; the
data are valid; the conclusions are reasonable and
supported by the data; the information is important; and the topic has general medical interest.
Manuscripts will be accepted only if both their contents and style meet the standards required by the
BIMJ.
Authorship information
Designate one corresponding author and provide a
complete address, telephone and fax numbers, and
e-mail address. The number of authors of each
paper should not be more than twelve; a greater
number requires justification. Authors may add a
publishable footnote explaining order of authorship.

Group authorship
If authorship is attributed to a group (either solely
or in addition to one or more individual authors), all
members of the group must meet the full criteria
and requirements for authorship described in the
following paragraphs. One or more authors may
take responsibility ‘for’ a group, in which case the
other group members are not authors, but may be
listed in an acknowledgement.
Authorship requirement
When the BIMJ accepts a paper for publication,
authors will be asked to sign statements on (1)
financial disclosure, (2) conflict of interest and (3)
copyright transfer. The correspondence author may
sign on behalf of co-authors.
Authorship criteria and responsibility
All authors must meet the following criteria: to
have participated sufficiently in the work to take
public responsibility for the content; to have made
substantial contributions to the conception and de-

DISCLAIMER

sign, and the analysis and interpretation of the
data (where applicable); to have made substantial contributions to the writing or revision of
the manuscript; and to have reviewed the final
version of the submitted manuscript and approved it for publication. Authors will be asked to
certify that their contribution represents valid
work and that neither the manuscript nor one
with substantially similar content under their authorship has been published or is being considered for publication elsewhere, except as described in an attachment. If requested, authors
shall provide the data on which the manuscript is
based for examination by the editors or their assignees.
Financial disclosure or conflict of interest
Any affiliation with or involvement in any organisation or entity with a direct financial interest in
the subject matter or materials discussed in the
manuscript should be disclosed in an attachment.
Any financial or material support should be identified in the manuscript.
Copyright transfer
In consideration of the action of the BIMJ in reviewing and editing a submission, the author/s
will transfer, assign, or otherwise convey all copyright ownership to the Clinical Research Unit,
RIPAS Hospital, Ministry of Health in the event
that such work is published by the BIMJ.
Acknowledgements
Only persons who have made substantial contributions but who do not fulfill the authorship criteria should be acknowledged.
Accepted manuscripts
Authors will be informed of acceptances and accepted manuscripts will be sent for copyediting.
During copyediting, there may be some changes
made to accommodate the style of journal format. Attempts will be made to ensure that the
overall meaning of the texts are not altered. Authors will be informed by email of the estimated
time of publication. Authors may be requested to
provide raw data, especially those presented in
graph such as bar charts or figures so that
presentations can be constructed following the
format and style of the journal. Proofs will be
sent to authors to check for any mistakes made
during copyediting. Authors are usually given 72
hours to return the proof. No response will be
taken as no further corrections required. Corrections should be kept to a minimum. Otherwise, it
may cause delay in publication.
Offprint
Contributors will not be given any offprint of their
published articles. Contributors can obtain an
electronic reprint from the journal website.

All articles published, including editorials and letters, represent the opinion of the contributors and do not reflect the official
view or policy of the Clinical Research Unit, the Ministry of Health or the institutions with which the contributors are affi liated
to unless this is clearly stated. The appearance of advertisement does not necessarily constitute endorsement by the Clinical
Research Unit or Ministry of Health, Brunei Darussalam. Furthermore, the publisher cannot accept responsibility for the correctness or accuracy of the advertisers’ text and/or claim or any opinion expressed.

Case Report

Brunei Int Med J. 2020;16:24-28

QUINCKE’S TRIAD: SEQUELAE OF
TRAUMATIC LIVER INJURY.
Faiz Najmuddin GHAZI1,2 , Ikhwan Sani MOHAMAD1,2 ,Wan Mokhzani WAN MOKHTER1,2 ,
Chandran NADARAJAN2,3 , Mohd Shafie ABDULLAH2,3
1

Department of Surgery, School of Medical Sciences, Universiti Sains Malaysia, 16150,
Kubang Kerian, Kelantan ,Malaysia.
2
Hospital Universiti Sains Malaysia, 16150, Kubang Kerian ,Kelantan , Malaysia.
3
Department of Radiology, School of Medical Sciences, Universiti Sains Malaysia,
16150, Kubang Kerian, Kelantan, Malaysia.

ABSTRACT
Quincke’s triad is characterized by upper abdominal pain, jaundice, and upper gastrointestinal
(GI) bleeding. It represents a rare complication following traumatic liver injury. Here we reported
a classical case of Quincke’s triad as a sequelae of blunt liver injury in a 14-year-old girl following
involvement in a motor vehicle accident. She sustained a grade 3 liver injury, grade 2 right renal
injury and right adrenal hematoma. She was initially managed conservatively in view of her haemodynamic stability but developed upper GI bleeding on 3rd week of admission with severe right
upper quadrant abdominal pain and jaundice. An urgent esophagogastroduodenoscopy was performed which revealed the presence of blood within the upper gastrointestinal tract but no primary source of the bleeding was identified. A Contrast-enhanced computed tomography of the abdomen revealed dilated biliary tree with the presence of filling defect within suggestive of blood clot
in common bile duct. A subsequent scan following a recurrent bleed revealed a right hepatic artery pseudoaneurysm which was successfully managed with endovascular coil embolization.
Keywords: Gastrointestinal haemorrhage, Haemobilia, Liver injury, Jaundice, Quincke’s
triad.

INTRODUCTION

(PTBD) and liver biopsy were the commonest

Quincke's triad was first described in 1871

reported causes of haemobilia and Quincke's

and characterized by upper abdominal pain,

triad.1,2 Other causes include malignancy, bili-

jaundice,

ary tract inflammation and vascular malfor-

and

upper gastrointestinal (GI)

Upper GI bleeding is by far the

mation.3 Here we reported a case of blunt liv-

commonest presentation in Quincke’s triad

er injury complicated with Quincke’s triad fo-

and is seen in up to 90% of the patients. 2

cusing on clinical presentation and its man-

Meanwhile, the classical presentation of this

agement.

bleeding.

1

triad only occurs in 20-35% of the patients
with the presence of haemobilia.1 Trauma to
the hepatobiliary tract from accidental trauma

CASE REPORT

and medical procedures such as endoscopic

A 14-year-old girl* was admitted to our hospi-

retrograde cholangiopancreatography (ERCP),

tal following a road traffic accident. She was a

percutaneous transhepatic biliary drainage

motorcyclist who had collided with a car and
landed onto the right side of her body. At

Correspondence: I kh w an Sani MOHA MA D, Department of Surgery, Universiti Sains Malaysia,
Kubang Kerian,16150 Kota Bharu, Kelantan, Malaysia
Email: ikhwansani@yahoo.com.my

presentation, she was hemodynamically stable. Focus assessment with sonography for
trauma (FAST) scan revealed free fluids within

(*The legal age for getting a licence for riding a motorcycle in Malaysia is 16 years of age, hence this 14-year-old girl was
riding the motorcycle illegally without a valid motorcycle licence.)
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Morrison's

pouch

and

pelvis.

Contrast-

could be detected.

enhanced computed tomography (CECT) of
abdomen and pelvis was performed which

CECT abdomen was then performed to

showed multiple liver lacerations involving

exclude delayed secondary hemorrhage due

segments IV, V, VI, VII, and VIII as well as

to the liver injury. It revealed an organized

right renal and adrenal injury. She also suf-

hematoma within the liver with the presence

fered from multiple right sided rib fractures,

of filling defect with Hounsfield unit of 60-80

lung contusion and closed fracture of right

within the dilated common bile duct sugges-

femur.

tive of blood clot (Figure 1). The diagnosis of
haemobilia with Quincke's triad was estabBecause of hemodynamic stability and

considering the extent of the polytrauma, she

lished based on the clinical manifestation as
well as imaging findings.

was managed conservatively in our surgical
high dependency unit. The recovery was une-

She was managed conservatively for

ventful until the 3rd week of admission when

the haemobilia with packed cells transfusion

she developed hematemesis and black tarry

and correction of coagulopathy. Her condition

stool with accompanying upper abdominal

improved initially but she developed a second

pain. On physical examination, the patient

episode of upper GI bleeding 48 hours after

was pale and jaundiced with hemoglobin and

receiving the blood transfusion. A four-phase

bilirubin level of 6.1 g/dL and 135 mmol/L

CECT liver was performed and it revealed a

respectively. She was resuscitated with 2

right hepatic artery pseudoaneurysm (Figure

units of packed cells, and an urgent oesoph-

2A&B). She successfully underwent urgent

agogastroduodenoscopy

per-

endovascular coil embolization of right hepatic

formed, which only confirmed presence of

artery pseudoaneurysm (Figure 3A&B). No

fresh blood within the second part of the duo-

further bleeding episode was observed follow-

denum but no primary source of bleeding

ing embolization. Her abdominal pain resolved

(OGDS)

was

Figure 1: Contrast-enhanced abdominal computed tomography. Dilated common bile duct with the presence of
hyperdense substance within representing the blood clot (black arrow). Right renal contusion was also visualized in this image.
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Figure 2: (a) Contrast-enhanced abdominal computed tomography illustrating right hepatic artery pseudoaneurysm (black arrow). (b) 3D reconstruction highlighting the vascular supply of the liver and kidneys, with white
arrow indicating the hepatic artery pseudoaneurysm.

and jaundice subsequently improved with bili-

tract, the formation of hepatic artery pseudo-

rubin level returning to normal after 1 week.

aneurysm, or vascular fistula with the biliary

She was discharged after 2 months of hospi-

system.2-4 The occurrence of haemobilia after

talization and was well at 6 months follow-up.

a traumatic liver injury is rare, with a reported
incidence of less than 3%.1,4 Haemobilia that
manifest as upper GI bleeding with concurrent

DISCUSSION

upper abdominal pain and jaundice is identi-

Haemobilia is defined as the presence of

fied as Quincke’s triad.1,3,5

gross blood within the biliary tree.1 It occurs

due to direct mucosal trauma to the biliary

Classical Quincke’s triad is relatively
rare with a reported incidence of 20-35% in

Figure 3: (A) Selective angiography showing right hepatic artery pseudoaneurysm (white arrow), preembolization. (B) Successful post coil embolization showing completed occlusion of the pseudoaneurysm.
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patients presented with haemobilia.1,4 Among

to 80%.1,3

the components of the triad, upper GI bleeding is the most common presentation (90%),

Management of patients with Quinck-

followed by upper abdominal pain (70%) and

e’s triad is similar to those with upper GI

jaundice (60%).2 The time interval from initial

bleeding with initial resuscitation to ensure

injury to the manifestation of triad varies

hemodynamic stability with blood transfusion

from immediately in cases of penetrating in-

if indicated together with correction of coag-

jury or can be delayed up to several weeks or

ulopathy.1,4,5 Two important aspects of the

months.2,4 In our case, the patient developed

management are control of the bleeding and

Quincke’s triad 3 weeks after sustaining her

to ensure patency of biliary outflow.1,2,5 The

injuries.

choice of treatment is mainly dictated by the
patient's clinical status, degree of the hemor-

The diagnosis of Quincke's triad re-

rhage, and the cause of the bleeding.2

mains difficult due to the intermittent nature
of the upper GI bleeding as well as its rare
occurrence.

2,5

Conservative management was re-

It should be suspected in a pa-

ported to be successful in up to 50% of the

tient with a history of traumatic liver injury

cases.2 ERCP and stenting are mainly used to

who developed upper GI bleeding, especially

achieve hemostasis in case of ductal bleeding

1

if endoscopy is negative. Laboratory investi-

with various types of biliary stents have

gations usually will show a low hemoglobin

shown similar efficacy.1 It acts by producing a

level with an elevation of serum bilirubin due

tamponade effect on the ductal wall along

to obstruction of bile outflow by blood clots.

with providing for the passage for biliary out-

OGDS is routinely performed to identify the

flow.1,5 Transcatheter arterial embolization is

source of bleeding but has a very low diag-

indicated in case of presence of significant

nostic yield to diagnose haemobilia. 3 Indirect

arterial extravasation, arterial aneurysm or

OGDS findings that related to haemobilia in-

pseudoaneurysm and vascular fistula with

clude blood clots at the ampulla of Vater or

biliary tract with a high success rate up to 80-

presence of blood within the second part of

100%.5

the duodenum.2 ERCP offers both diagnostic
and therapeutic option with the characteristic

Surgery remains the last resort in the

finding of blood clots within the biliary tree is

management of Quincke's triad and mainly

described as amorphous, tubular, cast-like

reserved for patients with hemodynamic in-

filing defect with or without biliary tree dilata-

stability, failed endoscopic or radiological in-

tion.

1,5

tervention or concurrent abdominal pathology
requiring surgery such as hemorrhagic chole-

CECT abdomen is an excellent tool

cystitis.1,2 It is reported up to 20% of the pa-

due to the non-invasive nature of the proce-

tients with Quincke’s triad or haemobilia re-

dure as well as produces a rapid result with

quired surgery.2 Surgical interventions include

excellent diagnostic accuracy.5 CT findings

ligation of bleeding vessel, excision of vascu-

suggestive of haemobilia include blood clots

lar pseudoaneurysm and liver resection with

in the biliary tree, biliary tree dilatation, he-

or without concurrent cholecystectomy.5 Sur-

pseudoaneurysm.2-4

gical intervention is associated with a high

Conventional angiography, on the other hand,

success rate up to 90% with 5% risk of re-

remains the gold standard for diagnosis of the

bleeding and 10% mortality rate.2,5

patic

cavitation,

and

haemobilia.1,5 It allows delineation of vascular
anatomy as well as the possibility of therapeutic intervention with a success rate of up
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CONCLUSION
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