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INTRODUCTION

The endoscopic retrograde cholangiopancreatography ERCP is an endoscopic

procedure with a complication risk ranging from 2.5 to 8%. The most frequent

complications are pancreatitis, cholangitis, hemorrhage or perforation. Hepatic

hematoma after ERCP is a potentially serious, rare complication. Not many cases are

reported in the literature. We present here two new cases of hepatic hematoma

following ERCP along with a review of the literature and possible therapeutic options.

CASE REPORT 1

A 37-year-old woman was admitted to hospital, as programmed, to perform an ERCP

due to a diagnosis of a common-bile-duct stone the previous week via a magnetic

resonance (MR) cholangiography. On admission, she was asymptomatic. The patient

had no significant past medical and family history. During the examination, a marked

cutaneous-mucous jaundice was observed. Laboratory tests showed: total bilirubin

7.91 mg/dl, direct bilirubin 7.13 mg/dl, aspartate aminotransferase (AST) 366 U/l,

alanine aminotransferase (ALT) 407 U/l, GGT 812 U/l, and alkaline phosphatase (ALP)



332 U/l; the rest of the parameters showed no alteration.

An ERCP was performed, revealing a small papilla difficult to cannulate, and gaining

access into the pancreatic duct on two occasions. By performing a precut, access was

gained into the common bile duct, which was dilated, and an impacted calculus about

2 cm in diameter was found. A wide papillotomy was performed, the calculus was

removed with the help of the Fogarty balloon and an outflow of retained bile and pus

remains was observed.

Six hours after the ERCP was performed, the patient began to complain of intense

diffuse abdominal pain associated with diffuse discomfort. She did not present with

fever or hyperthermia. An urgent laboratory test showed amylase at 1,702 U/l and no

other alterations. The patient was diagnosed with acute pancreatitis post-ERCP and

she was prescribed serum therapy, nil per os (NPO), analgesic perfusion and vital signs

monitoring. A few hours later, the patient had a presyncopal episode and her diffuse

discomfort and intense abdominal pain persisted, observing a blood pressure (BP) of

85/45 mmHg, heart rate (HR) of 120 bpm and SatO2 of 97% with no O2 supply, so a new

laboratory test was requested in order to evaluate possible complications.

A new laboratory test revealed a marked drop in hemoglobin from 12 to 7.6 g/dl, along

with the already known hyperamylasemia; there was no rise in acute phase reactants

and no other alterations. The patient presented neither tarry stools nor hematemesis,

and no blood exteriorization was observed. In view of this findings, an abdominopelvic

computed tomography (CT) scan was requested in order to preclude possible

complications. The CT scan revealed two large subcapsular/intraparenchymal

hypodense collections, one of them (measuring 70 x 107 x 120 mm) in the left hepatic

lobe and the other one affecting the entire right hepatic lobe, compatible with

hematomas. A small amount of subphrenic intraparenchymal air in contact with the

right hepatic lobe collection was observed. Hepatic artery and portal vein permeability

was noticed, with no contrast extravasation (Fig. 1).

A red blood cell transfusion and intravenous antibiotic therapy were initiated, and the

patient was transferred to the Intensive Care Unit for stabilization and monitoring. An

urgent arteriography revealed no contrast extravasation. Since the patient was

successfully stabilized, afebrile and in good condition, with a stable hemoglobin level,



she was managed by close observation.

Two weeks later she remained afebrile and there was no evidence of additional

bleeding, so she was discharged from the hospital. The patient attended monthly

follow-up visits in the clinic, which included laboratory tests and ultrasound

monitoring. No clinical or analytical repercussion was observed and the imaging tests

showed a progressive reduction in the size of the injuries. Six months after being

discharged, a follow-up abdominal CT scan was performed, which revealed that the

two hypodense collections in the subphrenic space remained over the right and the

left hepatic lobes, though they had decreased significantly, measuring about

11 x 8.5 x 10.5 cm and 2.8 x 2.6 x 2.3 cm (anteroposterior x lateral x transverse

diameters, respectively).

CASE REPORT 2

A 60-year-old woman with no significant past medical history was admitted from the

Emergency Department with clinical symptoms suggestive of cholangitis. During her

stay, an MR cholangiography was performed, which revealed a retained 7.7 mm

calculus in the common bile duct, about 4.4 cm from the papilla, with intra- and

extrahepatic bile duct dilatation. In view of this finding, we decided to perform an

ERCP, but the papilla of Vater could not be cannulated. Two days later, as the jaundice

persisted, a new ERCP was performed. A fresh clot covering the papilla was detected.

After removing it, access was gained into the bile duct, observing the calculus

described during the MR cholangiography, which was removed after performing a

biliary sphincterotomy. Finally, diluted epinephrine was injected into the papilla, still

with signs of recent bleeding.

Seven days after being discharged from the hospital, the patient presented to the

Emergency Department with fever, abdominal pain and intense asthenia. Laboratory

tests showed hemoglobin (Hb) 8.6 g/dl, hematocrit (Hct) 27.2%, white blood cells

(WBC) 10,000 U/ml with 68% polymorphonuclear, platelets 627,000 U/ml, and C-

reactive protein (CRP9 187.4 mg/l. An abdominal ultrasound was performed, during

which a hepatic space occupying lesion (SOL) in segment III measuring about 10 x 6 cm

with ultrasound signs of an abscess was observed. Percutaneous drainage was



attempted, but it was not possible due to the lesion density. A fine-needle biopsy was

performed and Enterobacter cloacae was isolated in the culture of the obtained

material.

A follow-up abdominal CT scan after antibiotic therapy revealed the lesion described

above, corresponding to a possible hepatic hematoma (Fig. 2). Since a high fever

persisted, an 8-Fr drainage catheter was placed.

After drainage, the patient remained asymptomatic, afebrile and hemodynamically

stable. The patient underwent weekly abdominal ultrasound examinations to monitor

the hematoma evolution, observing its progressive reduction. Six weeks later, the

drainage was removed with no complications.

DISCUSSION

ERCP is an endoscopic procedure with a complication rate ranging from 2.5 to 8% and

a mortality rate ranging from 0.5 to 1%. The most frequently described complications

are acute pancreatitis (1-7%), acute cholangitis (1.4%), hemorrhage (1%) and duodenal

perforation (1%) (1). Nevertheless, there are some exceptional complications, such as

hepatic hematoma.

Hepatic hematoma after ERCP is a rare complication, the frequency of which is scarcely

reported. We have reviewed the cases reported in the literature, and when entering

the terms “hepatic hematoma after ERCP” and “ERCP complications” in PUBMED 25

cases reported to date were found (Table I).

Etiopathogenesis is not completely clear. Two hypothesis have been proposed. One of

them states that the lesion would be caused by the guide wire usually used to

cannulate the common bile duct, which would perforate the bile duct, thus damaging

the hepatic parenchyma. As a result of this, blood vessels would break and air would

enter the bile duct and the hematoma, which would explain the presence of

subphrenic air in our first patient’s CT scan. The other hypothesis states that the

hepatic damage is secondary to the traction force exerted with the balloon on the bile

duct when trying to remove a retained calculus. This force would cause the rupture of

bile ductules and vessels, as well as the consequent bleeding (2).



The clinical manifestations are variable, including abdominal pain, anemia, fever and

hemodynamic shock. According to the cases reported in the literature, abdominal pain

was the first clinical manifestation in 87% of the cases, associated with anemia (29%)

and fever (25%). The onset of symptoms can vary as well, ranging from hours to days.

The longest period described in a case was fifteen days after ERCP (3).

The treatment must be personalized depending on the case. Those patients clinically

and hemodynamically stable can be managed conservatively (3,4,5). Prophylactic

antibiotic therapy is usually administered, given the high risk of infection. For those

cases presenting with hemodynamical instability or associated complications, such as

hematoma breakage, urgent surgical treatment should be considered (6,7,8). There

are some case reports in which an arteriography with embolization of the bleeding

vessel has successfully resolved the clinical situation (9,10).
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Table I. Description of published case reports

Author
Ag

e
Sex

Indication

for ERCP

Use of

guidewir

e

Onset Symptoms Treatment ATB

Ortega-

Deballon

et al.,

2000

81 Male

Common

bile duct

stone

NA NA
Abdominal

pain

Percutaneous

drainage
Yes

Horn et

al., 2004
88

Fem

ale

Pancreatic

pseudocys

t

Yes 48 h
Abdominal

pain/anemia
Conservative Yes

Chi et al,

2004
43

Fem

ale

Pancreatic

cancer
Yes NA

Abdominal

pain
Embolization Yes

Ertuğrul et

al., 2006
41 Male

Cholangio-

carcinoma
Yes 48 h

Fever/abdom

inal pain
Conservative Yes

Priego et

al., 2007
30

Fem

ale

Obstructiv

e jaundice
NA NA

Abdominal

pain
Surgery Yes

Petit-

Laurent et

al., 2007

98 Male

Common

bile duct

stone

Yes NA NA
Percutaneous

drainage
NA



Bhati et

al., 2007
51

Fem

ale

Common

bile duct

stone

Yes NA
Pain/hypoten

sion

Percutaneous

drainage
NA

McArthur

et al.,

2008

71 Male

Common

bile duct

stone

Yes 12 h
Pain/leukocyt

osis
Conservative Yes

De la

Serna et

al., 2008

71
Fem

ale

Common

bile duct

stone

Yes 48 h
Pain/leukocyt

osis
Conservative Yes

Cárdenas

et al.,

2008

54
Fem

ale
Bile leak Yes 24 h Pain/anemia Conservative Yes

Nari et al.,

2009
15

Fem

ale

Pancreatiti

s
NA NA

Fever/anemi

a
Conservative Yes

Revuelto

et al.,

2010

41 Male

Common

bile duct

stone

NA 6 h Pain Conservative Yes

Baudet et

al., 2010
69

Fem

ale

Common

bile duct

stone

Yes 24 h
Pain/fever/a

nemia

Embolization

/surgery
Yes

Pérez-

Legaz et

al., 2011

72
Fem

ale

Common

bile duct

stone

Yes 2 h Pain/anemia Surgery Yes

Del Pozo

et al.,

2011

NA NA

Common

bile duct

stone

Yes 5 days Pain/anemia Conservative Yes

Orellana

et al.,

2012

96

49

55

Male

Male

Fem

ale

Periampull

ary tumor

Biliary

stent

exchange

Gallbladde

r cancer

Yes

4 h

2 h

NA

Pain

Pain/hypoten

sion

Pain

Conservative

Embolization

Conservative

Yes

NA

NA

Oliviera et 84 Male Common Yes 10 Pain/fever Percutaneous Yes



al., 2013 bile duct

stone

days drainage

Fei et al.,

2013
56 Male

Common

bile duct

stone

Yes 2 h Fever
Percutaneous

drainage
Yes

Carrica et

al., 2014
37

Fem

ale

Common

bile duct

stone

Yes 72 h Pain/fever
Percutaneous

drainage
Yes

Klimová et

al., 2014
54 Male

Main

pancreatic

duct stone

Yes 6 h
Anemia/pain

/hypotension

Embolization

/surgery/per

cutaneous

drainage

Yes

Zizzo et

al., 2015
52

Fem

ale

Common

bile duct

stone

Yes 24 h Pain Embolization Yes

González-

López et

al., 2015

30
Fem

ale

Benign

strictures

after

surgery

Yes 72 h
Pain/hemody

namic shock
Surgery Yes

Servide

MJ et al.,

2016

83 Male

Common

bile duct

stone

NA
15

days

Abdominal

pain/anemia
Conservative Yes

NA: Not available.



Fig. 1. Abdominopelvic CT scan (coronal): two subcapsular/intraparenchymal

hypodense collections, one of them (measuring 70 x 107 x 120 mm) in the left hepatic

lobe, and the other one affecting the entire right hepatic lobe, compatible with

hematomas.

Fig. 2. Abdominal CT scan with IV contrast (axial): hypodense collection in hepatic

segment III measuring about 10 x 6 cm.


