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Post-ERCP hepatic subcapsular hematoma.

A case report
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Background:

We report a 5Sl-year-old female native to Chihuahua, Mexico, with no
significant medical history, initially diagnosed with acute cholecystitis based
on clinical and laboratory findings. An laparoscopic cholecystectomy was
performed, revealing a cholecystocholedochal fistula and pyocholecyst. Due
to the inability to achieve a critical view of safety, a partial reconstructive
cholecystectomy was performed. ERCP was subsequently performed to
manage residual lithiasis, involving sphincterotomy and biliary stent
placement. After ERCP, the patient developed melena and clinical signs of
anemic syndrome. Hematologic studies revealed a hemoglobin level of 7.9

mg/dL, prompting an abdominal ultrasound, which indicated perihepatic fluid
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and right paracolic gutter fluid. A non-contrast abdominal CT scan confirmed

the presence of perihepatic fluid and a subcapsular hepatic hematoma. Due to
the acute abdomen presentation, surgical intervention was performed,
resulting in complete drainage of the hematoma and a favorable clinical

outcome.
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ndoscopic Retrograde Cholangio
Epancreatography (ERCP) is widely recognized

as the preferred procedure for managing biliary
obstruction due to  conditions such as
choledocholithiasis, cholangiocarcinoma, and
pancreatic head cancer, as well as associated infections
like cholangitis. Although ERCP is generally safe,
complications including pancreatitis (8%), bleeding
(3%), biliary perforation (0.3%), and cholangitis
(0.5%) are documented. Subcapsular hepatic
hematoma is a rare complication, warranting further
attention for early diagnosis and management.

Case report

A S5l-year-old female presented with
epigastric pain radiating to the right hypochondrium
and ipsilateral interscapular space, positive Murphy's
sign, oral intolerance, jaundice, and fever. Laboratory
tests: hemoglobin: 13.3 g/dL, hematocrit: 40%,
leukocytes: 15.9 x 10*/uL, neutrophils: 14.4 x 10°/uL,
platelets: 197 x 10°/uL ,creatinine: 1.58 mg/dL, urea:
47 mg/dL, glucose: 126 mg/dL, AST: 127 U/L, ALT:
236 U/L, total bilirubin: 5.85 mg/dL, indirect bilirubin:
1.68 mg/dL, direct bilirubin: 4.17 mg/dL, amylase: 29
U/L. Ultrasound of the liver and biliary tract showed a
gallbladder measuring 9x2.7x3.4 cm, with a wall
thickness of 4 mm, and a 10 mm hyperechoic image
suggestive of a gallstone. Due to the clinical and
laboratory findings indicative of cholangitis, urgent
exploratory laparotomy was performed, revealing

Mirizzi syndrome Csendes II, pyocholecyst, and
limited visualization of critical structures, leading to a
partial reconstructive cholecystectomy. Subsequent
ERCP identified a residual 5 mm choledocholithiasis
and a biliary fistula, managed with sphincterotomy and
placement of a biliary stent.

48 hours post-ERCP, the patient developed
mane and tachycardia. Control labs revealed
hemoglobin 7.7 g/dL, hematocrit 23%, leukocytes 11.7
x 10°/uL, platelets 162 x 10°/uL, sodium 137 mmol/L,
chloride 101 mmol/L, potassium 3.0 mmol/L, calcium
7.2 mg/dL, phosphorus 2.5 mg/dL, magnesium 1.7
mg/dL, creatinine 0.45 mg/dL, urea 39.3 mg/dL,
glucose 106 mg/dL, total bilirubin 0.9 mg/dL, direct
bilirubin 0.63 mg/dL, indirect bilirubin 0.27 mg/dL,
AST 29 U/, ALT 16 U/L, gamma-glutamyl
transferase 92 U/L. An abdominal ultrasound
identified perihepatic fluid without an apparent source,
prompting a non-contrast abdominal CT scan, which
confirmed perihepatic subcapsular fluid (Fig. 1).
Urgent surgical intervention was performed, draining a
400 cc subcapsular hepatic hematoma and placing a
Penrose drain. A control CT 24 hours post-drainage
confirmed adequate evacuation (Fig. 2). The patient
demonstrated significant improvement, resuming oral
intake without nausea or vomiting, and received a
transfusion of 3 erythrocyte concentrates, resulting in a
hemoglobin level of 10.2 g/dL. Peristaltic sounds and
stools without mane were present. After 72 hours of
post-surgical follow-up, it was decided to discharge
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Figure 1. CT scan axial and coronal slice showing hepatic
subcapsular hematoma.

him with follow-up through the General Surgery and
Endoscopy consultation for endoprosthesis removal.

Discussion

ERCP remains the principal procedure for

managing biliary obstruction, first developed in 1968
with therapeutic interventions like sphincterotomy
becoming feasible by 1974. [1,2]
While complications such as pancreatitis (8%),
bleeding (3%), biliary perforation (0.3%) and
cholangitis (0.5%) are well-known, subcapsular
hepatic hematoma is rare. Risk factors include
multiple cannulations, portal hypertension,
coagulopathies, anatomical  abnormalities and
malignancy. [3-6]

Clinical presentation often includes abdominal
pain (91%), anemia (43%), hypotension (29%), and
fever (20%), with some patients remaining
asymptomatic. Most symptoms (77.8%) manifest
within the first 48 hours. [7,8]

Theories for hematoma formation include
trauma from biliary guidewires and traction-induced
damage to Glissonian pedicle vessels. Most cases
resolve with conservative management, though some
require vascular embolization or surgical intervention.
Secondary infections emphasize the importance of
prophylactic antibiotics due to the high risk of biliary
contamination. [9-10]

Superinfection has been described in some
cases of hematomas by C. Freundii, in addition to
Escherichia coli. The use of prophylactic antibiotics is
imperative, there is a high risk of presenting infection
secondary to contamination of germs in the bile duct.
[11,12]

Diagnosis relies on imaging modalities,
particularly contrast-enhanced CT for detecting active
bleeding. Conservative management is preferred, with
surgical intervention reserved for hemodynamic
instability or peritoneal irritation. This management
necessitates a multidisciplinary approach. [13-16]

Conclusion

Endoscopic Retrograde
Cholangiopancreatography (ERCP) is the gold
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Figure 2. Post surgical CT scan axial and coronal slice.

standard for managing biliary obstruction and related
infections such as cholangitis. While complications
like pancreatitis, bleeding, and biliary perforation are
well-documented, Subcapsular hepatic hematomas are
uncommon and seldom reported complications. It
should be considered in patients with hemodynamic
instability, pain, melena, or fever post-ERCP. The true
global incidence is unclear, but it should be a
differential diagnosis in patients with poor post-ERCP
clinical evolution. Serial imaging and clinical
monitoring are crucial. This case underscores the need
for awareness of this condition, as it is often
underdiagnosed and can lead to severe consequences.

Conflicts of interests
No conflicts of interest relevant to this article.
Acknowledgements

We would like to thank to Dr. Aleida Gabriela
Serafin Castro for his invaluable teaching and
guidance as a surgeon and associate professor of
general surgery.

References

1. Rueda-Martinez JL, Geronimo-Pardo M, Martinez-
Monsalve A, Martinez-Serrano M. Topical sevoflurane
and healing of a post-operative surgical site
superinfected by multi-drug-resistant Pseudomonas
aeruginosa and susceptible staphylococcus aureus in an
immunocompromised patient. Surg Infect (Larchmt)
[Internet]. 2014;15(6):843—6.

2. Damaso Fernandez-Ginés F, Cortifias-Saenz M, Mateo-
Carrasco H, de Aranda AN-G, Navarro-Mufioz E,
Rodriguez-Carmona R, et al. Efficacy and safety of
topical sevoflurane in the treatment of chronic skin
ulcers. Am J Health Syst Pharm [Internet].
2017;74(9):e176-82.

3. 3. Brioni JD, Varughese S, Ahmed R, Bein B. A clinical
review of inhalation anesthesia with sevoflurane: from
early research to emerging topics. J Anesth [Internet].
2017;31(5):764-78.

4. Kharasch EV, Karol MD, Lanni C, Sawchuk R. Clinical
sevoflurane metabolism and disposition: 1. Sevoflurane
and metabolite pharmacokinetics. Surv Anesthesiol
[Internet]. 1996;40(2):77.

5. Izumi K, Akata T, Takahashi S. The action of
sevoflurane on vascular smooth muscle of isolated
mesenteric resistance arteries (part 1): role of

DOI 10.5281/zenodo.12641934



Fraga Ramos A. et al.

10.

11.

12.

13.

endothelium. Anesthesiology [Internet].
2000;92(5):1426-40.

Herber OR, Schnepp W, Rieger MA. A systematic
review on the impact of leg ulceration on patients’
quality of life. Health Qual Life Outcomes [Internet].
2007;5(1):44.

Aranke M, Pham CT, Yilmaz M, Wang JK, Orhurhu V,
An D, et al. Topical sevoflurane: A novel treatment for
chronic pain caused by venous stasis ulcers. Anesth Pain
Med [Internet]. 2021;11(1).

Briggs M, Nelson EA. Topical agents or dressings for
pain in venous leg ulcers. En: Briggs M, editor.
Cochrane Database of Systematic Reviews. Chichester,
UK: John Wiley & Sons, Ltd; 2010.

Imbernon-Moya A, Ortiz-de Frutos FJ, Sanjuan-Alvarez
M, Portero-Sanchez I, Merinero-Palomares R, Alcazar
V. Healing of chronic venous ulcer with topical
sevoflurane. Int Wound J [Internet]. 2017;14(6):1323—6.

Chiu IM, Heesters BA, Ghasemlou N, Von Hehn CA,
Zhao F, Tran J, et al. Bacteria activate sensory neurons
that modulate pain and inflammation. Nature [Internet].
2013;501(7465):52-7.

Imbernon-Moya A, Ortiz-de Frutos FJ, Sanjuan-Alvarez
M, Portero-Sanchez I, Merinero-Palomares R, Alcazar
V. Pain and analgesic drugs in chronic venous ulcers
with topical sevoflurane use. J Vasc Surg [Internet].
2018;68(3):830-5.

Salavastru CM, Nedelcu LE, Tiplica GS. Management of
leg ulcers in patients with chronic venous insufficiency:
the experience of a dermatology clinic in Bucharest,
Romania. Dermatol Ther. 2012;25:304—13.

Lee H-J, Kwon J-Y, Shin S-W, Baek S-H, Choi K-U,
Jeon Y-H, et al. Effects of sevoflurane on collagen
production and growth factor expression in rats with an
excision wound: Sevoflurane alters wound healing. Acta
Anaesthesiol Scand [Internet]. 2010;54(7):885-93.

Alexis Andrei Granados Flores
General Surgery Departament
Regional General Hospital No. 66
Ciudad Juarez, México

www.amjmedsurg.org

AJMS AmJ Med Surg - July 2024; 16 (3). 1-3

DOI 10.5281/zenodo.12641934



