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Case Report

An unusual experience with endoscopic retrograde
cholangiopancreatography
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Abstract

The endoscopic retrograde cholangiopancreatography (ERCP) is known for its varied diagnostic

and therapeutic utility for a variety of disorders. However it has greater likelihood of
procedure related complications among the endoscopic procedures of gastrointestinal tract.
The extraluminal hemorrhagic complications following ERCP are potentially life threatening
though relatively rare. We present a 50 year patient with choledocholithiasis and cholelithiasis
developing rare complication of subcapsular hepatic hematoma, following ERCP due to guide

wire injury.
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Introduction

The endoscopic retrograde cholangiopancreatography (ERCP)
is a well-established procedure for diagnostic and therapeutic
interventions for a wide variety of disorders. However, it
is associated with a number of complications. In ERCP,
extraluminal hemorrhagic complications are potentially
life-threatening though relatively rare. Hence, these
complications should be diagnosed early for treatment. We
present a rare complication of subcapsular hepatic hematoma
with ERCP due to guide wire injury.

Case Report

A 50-year-old male presented to us with right upper quadrant
abdominal pain, moderate grade fever associated with chills,
and jaundice for last 4 days. He had no history of weight loss,
change in bowel habits, or alcohol intake. He was not on any
medication. He was febrile with tachycardia of 120/min. He also
had icterus with right upper quadrant tenderness. Laboratory
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data showed leukocytosis with total count around 14,000/ mm?®.
Liver biochemical tests showed cholestasis with serum total
bilirubin of 3.8 mg/dL (normal less than 1.0 mg/dL) with
conjugated bilirubin 3.0 mg/dL (normal less than 0.3 mg/dL),
serum alkaline phosphatase of 320 U/L (normal 50-136), serum
gamma glutamyl transferase 430 U/L (normal 15-85 U/L), serum
aspartate aminotransferase 110 U/L (normal 15-37 U/L), and
serum alanine aminotransferase 120 U/L (normal 30-65 U/L).
Ultrasound (US) of abdomen showed gallstones, and dilated
common bile duct (CBD) and intrahepatic biliary radicals.
In view of cholangitis, ERCP was performed, which showed
dilated CBD containing multiple calculi. Endoscopic
sphincterotomy was performed over a 0.035 inch diameter
straight tip guide wire with successful clearance of stones with
balloon sweeps.

He was asymptomatic for next 48 h, when he suddenly
complained of right upper quadrant abdominal pain which
was not relieved with analgesics. His serum amylase,
lipase, coagulation work-up, and plain radiograph of the
abdomen were within normal limits. An urgent US and
subsequent contrast-enhanced computed tomography
[Figures 1 and 2] demonstrated 5 X 3 cm subcapsular
hepatic hematoma on right lobe of liver with air foci in
it. He was afebrile and hematocrit remained stable. On
reviewing, ERCP fluoroscopy images [Figure 3], we found
bile duct leak on cholangiogram probably due to guide wire
injury. Hematoma [Figure 4] was aspirated percutaneously
under US-guidance, which revealed blood. He was
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Figure 1: Contrast-enhanced computed tomography scan showing
subcapsular hematoma with air foci
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Figure 3: Endoscopic retrograde showing contrast leak from bile duct

managed conservatively with antibiotics and analgesics.
He improved gradually and repeat US done after 6 weeks
showed complete resolution of hematoma. He subsequently
underwent an uneventful cholecystectomy.

Discussion

The ERCP offers unprecedented opportunities for therapeutic
interventions for variety of pathologic disorders including
the management of choledocholithiasis, diagnosis and
management of biliary and pancreatic neoplasms, and
postoperative management of biliary perioperative
complications. The common complications of ERCP includes
pancreatitis (2-25%), bleeding (1-2%), perforation (0.5%), and
cholangitis (less than 1%).

Subcapsular hematoma as a complication of ERCP is rare.
It most likely developed following guide wire trauma during
ERCP. Patient had received no other trauma or intervention
other than ERCP to cause hematoma. It is assumed that
subcapsular hematoma formation occurs as an accidental
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Figure 2: CECT scan showing subcapsular hepatic hematoma

Figure 4: Ultrasound guided percutaneous aspiration of hematoma

rupture of intrahepatic bile duct followed by rupture of
small blood vessels within the liver parenchyma.l'! ERCP
is not performed under srtict sterile conditions, hence,
there is always a risk of infection and abscess formation.!
Conservative treatment involving antibiotics and analgesics
is quite enough in most cases. Hepatic artery embolization
may be required in refractory cases, whereas, operative
management may be required for refractory or ruptured
subcapsular hematoma.?

Ertugrul et al.," reported a 41-year-old man who underwent
ERCP to replace a biliary stent for cholangiocarcinoma.
He was seen 2 days later complaining of fever and right
upper quadrant pain. A subcapsular hepatic hematoma was
demonstrated on US and CT scanning. He was also managed
conservatively with intravenous fluid replacement, antibiotics,
and analgesics. A subsequent scan 29 days later confirmed
complete resolution.

Horn and Pena® reported a case of an 88-year-old woman
who had jaundice due to cholangiocarcinoma and underwent

emergency ERCP. She developed abdominal pain and a
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falling hematocrit after the procedure. On imaging, large
subcapsular hepatic hematoma was found. She was managed
conservatively with transfusion of packed red blood cells,
as well as intravenous administration of crystalloids and
antibiotics.

McArthur and Mills® reported a case of 71-year-old man
with 4 weeks history of right upper quadrant abdominal
pain, fever, jaundice, and itching. He underwent ERCP with
sphincterotomy and biliary stenting for choledocholithiasis.
After 12 h he had abdominal pain and later found to have
subcapsular hepatic hematoma post ERCP. He was managed
conservatively with antibiotics, analgesia, and intravenous
crystalloids.

Chi and Waxman® reported a case of 43-year-old woman
who had obstructive jaundice as a result of metastatic
cancer. She underwent ERCP as a palliative measure and
unfortunately a subcapsular hepatic hematoma developed,
which eventually ruptured. She was managed with
emergency embolization of right hepatic artery due to falling
hematocrit.

Conclusion

Fortunately, occurrence of subcapsular hepatic hematoma post
ERCP is rare. However, it should be included in post ERCP
complications because early recognition and conservative
management is enough in most of the cases.
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