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Clinical case

ABSTRACT
The presence of a subcapsular hepatic hematoma (SHH) after an endo-
scopic retrograde cholangiopancreatography (ERCP) is an uncommon 
complication of this procedure; only a few dozens of cases have been 
reported to this date. This is the case of a 28-year-old woman in whom 
a very large hepatic hematoma was incidentally found during cholecys-
tectomy after an ERCP due to choledocholithiasis. The hematoma was 
treated conservatively with subsequent percutaneous drainage in an out-
patient context.
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RESUMEN
La presencia de un hematoma subcapsular hepático (HSH) posterior 
a una colangiopancreatografía retrógrada endoscópica (CPRE) es una 
complicación infrecuente de dicho procedimiento, habiendo sido re-
portados solo unas decenas de casos hasta la fecha. Presentamos el caso 
de una paciente de 28 años, en quien se encontró de forma incidental 
un hematoma hepático de gran tamaño durante una colecistectomía 
posterior a una CPRE por colédocolitiasis. El hematoma fue tratado de 
manera conservadora, con posterior drenaje percutáneo en contexto 
ambulatorio.

Palabras clave: hematoma hepático subcapsular, cpre, colecistecto-
mia

INTRODUCTION 
The complications of an endoscopic retrograde cholangiopan-
creatography (ERCP) have a prevalence of approximately 10% 
being the most common of all digestive hemorrhages, pancre-
atitis, cholangitis or perforation. The presence of a SHH after an 
ERCP is a rare complication of this procedure, only a few dozen 
cases having been reported to this date. Treatment depends on 
the form of presentation, which can occur as a contained he-
matoma, or as a ruptured hematoma, which should be consid-
ered a true surgical emergency. This study presents the case of 
a finding of a contained SHH following an ERCP treated in a 
conservatively.

CASE REPORT
This is the case of a 28-year-old woman without a past medical 

Incidental intraoperative finding of subcapsular 
liver hematoma post-ERCP. Case report

Hallazgo incidental intraoperatorio de hematoma subcapsular 
hepático post CPRE. Reporte de un caso

Pablo Schaerer * 
Andrea Ramírez * 

 Hospital Central del Instituto de Previsión Social. Asunción, Paraguay.

* Third year resident of general surgery  
Corresponding author: Dr. Pablo Schaerer
Email: psher2025@hotmail.com - Address: Capellanes del ejército en campaña 554.
Date of reception: 18/02/2022 - Date of acceptance: 19/07/2022

 Este es un artículo publicado en acceso abierto bajo una Licencia Creative Commons

history of interest, who came to the ER with epigastric pain of 
12-hour evolution that radiated to her right hypochondrium—
of colic type—of moderate intensity that partially subsided 
with common analgesic drugs. The patient also had nausea and 
vomits on several occasions plus choluria, without acholia. The 
blood testing performed at admission revealed: white blood cells 
(WBC) 7300 IU; neutrophiles (N), 81%; hemoglobin (HB), 11.7 
g/dL; total bilirubin (TB) 3.76 mg/dL; direct bilirubin (DB), 2.80 
mg/dL, alkaline phosphatase (AP), 518 mg/dL; aspartate trans-
ferase alanine (AST), 103 IU; alanine aminotransferase (ALT), 
445 IU; and gamma glutamyl–transferase (GGT), 921 IU. The 
abdominal ultrasound performed revealed the presence of a 
gallbladder with multiple lithiasis, large caliber choledochus 
with image suggestive of lithiasis inside of it. The magnetic chol-
angio-resonance revealed the presence of several non-dilated in-
trahepatic biliary ducts, common hepatic and choledochus duct 
of 7 mm in caliber, a 4 mm image of signal void at choledochus 
orifice level. This examination showed a liver without abnor-
malities. (See Figure 1)

In view of these findings, it was decided to present the case 
to the Digestive Endoscopy unit with an indication for ERCP. 
It revealed topical papilla and biliary duct cannalization. Com-

Figure 1. Coronal view of the cholangio-resonance prior to the 
ERCP. It shows the unharmed liver. Also, it shows a 4 mm image 
of signal void at choledochus orifice level.
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paratively, it was confirmed that choledochus had a stone of 
approximately 9 mm inside of it. Guided papillotomy was per-
formed without complications with removal of the choledochal 
stone with a balloon extractor and control cholangiography with 
free biliary duct. At the end it bleeding was reported that was 
controlled by injecting diluted peripapillary adrenalin. 

It was decided to schedule a laparoscopic cholecystectomy 
24 hours after the procedure where hematic fluid was observed 
in 150 cc approximately distributed in the right paracolic gut-
ter, subcapsular hepatic hematoma of, approximately, 15 cm in 
diameter, located in the hepatic surface at segment VII and seg-
ment VIII level which appeared to be unharmed, distended gall-
bladder with thin walls with multiple infra-centimetric stones, 
thin and long cystic duct. Choledochus appears to have a pre-
served caliber. (See Figure 2). In view of this finding, it is decid-
ed to perform a laparoscopic cholecystectomy that was executed 
without complications and follow watchful waiting of surgical 
treatment of hepatic hematoma at that moment. Tubular drain-
age was left in the right paracolic gutter.

Following surgery, the patient had a torpid evolution, with 
HB dropping from 11.7 gd/dL down to 8 gd/dl, requiring blood 
transfusions, in addition to daily fever peaks. Therefore, on day 9 
after the surgery, a computed axial tomography scan with double 
contrast was indicated. It revealed that the liver had increased 
in size measuring 185 mm in the AP in the right lobe, inhomo-
geneous parenchyma with extensive hematoma probably sub-
capsular, dense, and heterogeneous, with fluid level measuring 
200 mm x 185 mm x 98 mm with an approximate volume of 
1800 cc. It raises the diaphragm to the right and displaces the 
kidney caudally in the absence of biliary duct dilatation. (See 
Figure 3). It was decided to follow conservative treatment and 
antibiotic therapy completing 9 days of intravenous amoxicillin/
sulbactam and then 8 days on intravenous cefotaxime/metroni-
dazole. Twenty days after surgery, an abdominal ultrasound was 
performed that revealed a smaller liver compared to the previ-
ous image (1000 cc of subcapsular fluid approximately). In view 
of this report and due to the patient’s clinical improvement, it 
was decided to discharge the patient on oral antibiotic therapy.

During the outpatient control 10 days after discharge, it was 
confirmed that fever and asthenia persisted, which is why the 
case was referred to the percutaneous surgery unit, where it was 
decided to place multipurpose drainage via percutaneous access. 
A total of 1400 cc of dark hematic fluid was removed. Twenty-
four hours later the patient was discharged with drainage slope 
and outpatient control, which is the state in which the patient 
remains to this date.

DISCUSSION 
ERCP is a procedure that is commonly performed to treat biliary 
disease and it is useful both diagnostically and therapeutically. Its 
main indications are choledocholithiasis, malignant conditions 
of biliary or pancreatic origin or benign biliary adherences.(1.2)

The rate of procedural complications goes from 2.5% to 8% 
when the procedure is performed by an experienced profession-
al team. The most common complication is acute pancreatitis 
(1%-to-7%) followed by acute cholangitis (1-4%), bleeding (1%), 
and duodenal perforation (less than 1%). The procedural mor-
tality rate following an intervention is 0.2%. Other rarer com-
plications are the formation of hepatic abscesses, paralytic ileus, 
pneumothorax, pneumomediastinum, and SHH.(3.4)

SHH is among the rarest complications of this procedure, 
only 62 cases have been reported by the medical literature to 
this date.(5) The mechanism of this complication is not yet fully 
understood. The main hypothesis on how the biliary duct lesion 
is caused is the use of the guidewire when the choledochus is 
being cannulated, which may be damaging the hepatic paren-
chyma and tearing the adjacent blood vessels, thus causing the 
hematoma. Another hypothesis would be that the lesion is due 
to the traction exerted by the balloon extractor, which ruptures 
both the biliary canaliculi and the blood vessels consequently 
causing the hematoma.(6)

A total of 14 out of the 62 cases reported presented with rup-
tured hematoma, a complication often occurring as a surgical 
emergency starting with abdominal pain, low blood pressure 
and hypovolemic shock resulting in death in 4 of the cases re-
ported (7.5%).(5)

Another form of presentation is the one that occurred in the 
present case, which was an incidental finding during a post-ER-
CP laparoscopic cholecystectomy showing symptoms 48 hours 
after the endoscopic procedure. Symptom onset in the medical 
literature was variable; the case of most delayed onset described 
was 15 days after the ERCP.

Treatment depends on each case. Hemodynamically stable 
patients can be treated conservatively. This case was treated 
with antibiotic therapy and percutaneous drainage. Cases that 
present with hemodynamic instability like ruptured hematoma 
should be treated with emergency surgery.(7)(5.6) 

CONCLUSION 
SHH after an ERCP is a potentially fatal complication that 
should be taken into account as differential diagnosis regarding 
procedural complications.

Figure 2. Intraoperative incidental finding of SHH. Figure 3. Tomographic imaging of SHH.
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