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Abstract

Hemorrhagic cholecystitis is a very rare condition. It can present 
very different clinical symptoms. It often occurs as a complication of 
cholecystitis. These patients are usually under anticoagulant therapy 
or they have coagulopathy. Patients present to the hospital with a 
wide variety of clinical situations such as cholestasis, hemorrhagic 
shock, acute abdomen.

Intrahepatic subcapsular hematoma is also very rare. It occurs sec-
ondary to trauma or invasive procedures, and as in our case, it may 
also occur due to hemorrhagic cholecystitis. It can be a life-threaten-
ing condition. 

In both clinical situations, various treatment options are available. 
We must prefer the appropriate treatment method such as surgery, 
percutaneous intervention, selective embolization, and medical fol-
low-up according to each patient.

In this case, we aimed to present a case of an intrahepatic subcap-
sular hematoma due to hemorrhagic cholecystitis under anticoagu-
lant treatment in the light of literature data. 

As far as we know, our case is the first case of hemorrhagic chole-
cystitis in the literature that causes an intrahepatic subcapsular he-
matoma.
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Introduction

Hemorrhagic cholecystitis is a rare condition that presents 
with different symptoms. It usually occurs as a complication of 
acute cholecystitis. It may also occur due to malignancy, trau-
ma, bleeding diathesis, cirrhosis, percutaneous interventions, 
renal failure, and anticoagulant use [1].

Cases of intrahepatic subcapsular hematoma are very rare. 
It usually occurs after a trauma or interventional procedures. It 
has high mortality and morbidity rates like hemorrhagic chole-
cystitis. So, follow-up and treatment are difficult [2].

In this article, we aimed to present our case of intrahepat-
ic subcapsular hematoma due to hemorrhagic cholecystitis in 
light of literature data.

Case

An 82-years-old male patient admitted to emergency ser-
vice with right upper abdominal pain for 5 days and high fever 
(39.2°C) for 2 days. He had a history of acute cholecystitis. He 
was using an anticoagulant (edoxaban) due to heart failure and 
atrial fibrillation.

On physical examination, the patient had tenderness and 
palpable stiffness in the right upper quadrant. There was no in-
voluntary defense and rebound. On admission lab tests, white 
blood cell: 32.42×103/ml3, hemoglobin: 10.4 g/dl, platelet 
count: 459.000/ml3, total bilirubin: 2.1 mg/dl, AST: 186 Iu/l, ALT: 
194 Iu/l, INR: 2, kreatin: 2.56.
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Ultrasonography (USG) findings of the patient: The gallblad-
der had a hydropic appearance, wall thickness had increased. 
Also, there were stones and an image of high echogenicity in 
the gallbladder. This view was consistent with hemorrhagic cho-
lecystitis. On the surface of the right lobe of the liver, there was 
a heterogeneous collection. 

Abdominal Computed Tomography (CT) findings of the pa-
tient were similar to USG findings (Figure 1). In CT, there wasn’t 
active arterial bleeding in the gallbladder. Also, the superior 
of the fundus of the gallbladder was curve and joined to the 
liver capsule. We saw a collection of 15x9 cm with clear borders 
starting from here. This was consistent with an intrahepatic 
subcapsular hematoma. The patient had no history of trauma 
or surgical procedures. So, we detected the perforation of the 
hemorrhagic cholecystitis content into the subcapsular region 
of the right lobe of the liver.

In the radiological follow-up, there wasn’t an increase in the 
size of the intrahepatic subcapsular hematoma of the patient. 
We didn’t see free fluid in the abdomen. In laboratory tests, 
the hemoglobin amount of the patient did not decrease. We 
decided on medical follow-up due to the patient’s stable hemo-
dynamics and the presence of many comorbid diseases. On the 
5th day of follow-up, atrial fibrillation with rapid ventricular re-
sponse and pleural effusion occurred. On the 7th day of follow-
up, we intubated and transferred the patient to the intensive 
care unit. During the follow-up of the patient, we scanned 3 CT 
and 3 USG images. We didn’t see an increase in hematoma size 
in any of them (Figure 2). Despite all efforts, we could not cure 
the patient’s respiratory problems. The patient died in intensive 
care on the 23rd day of follow-up.

Figure 1: CT abdomen, same coronal slice, gallstones, high density 
fluid in the gallbladder and image of intrahepatic subcapsular he-
matoma (A) and transvers slice, image of intrahepatic subcapsular 
hematoma (B).

Figure 2: CT abdomen, coronal slice, intrahepatic subcapsular he-
matoma on the 5th day (A) and 17th day (B) of follow-up.

Discussion

Hemorrhagic cholecystitis occurs due to a transmural inflam-
mation that leads to ischemia and mucosal deterioration in the 
gallbladder wall. It causes erosion in the gallbladder vessels. It 
then causes bleeding into the gallbladder lumen or the abdomi-
nal cavity [3].

The hemorrhagic cholecystitis clinic can mimic many clinical 
conditions, from cholestasis to hemorrhagic shock. In hemor-
rhagic cholecystitis, If a blood clot obstructs the biliary ducts, 
obstructive jaundice may occur in the patient. If the gallblad-
der ruptures, bleeding can occur into the abdominal cavity. 
In this case, the clinical picture can progress to hemorrhagic 
shock. In the patient we presented, hemorrhagic cholecystitis 
has ruptured into the intrahepatic subcapsular area. Therefore, 
the bleeding in the patient accumulated in this cavity, and the 
hematoma was formed. So, signs of generalized peritonitis and 
hemorrhagic shock hasn’t occurred in the patient.

Hemorrhagic cholecystitis may present as a complication of 
anticoagulation therapy. It's a rare but fatal complication [4]. 
We should be careful especially in patients using anticoagu-
lants. Also our case, there was a 5-year history of edoxaban use. 
With the launch of a new generation of oral anticoagulants, the 
incidence of hemorrhagic cholecystitis may increase [4]. With 
the widespread use of such drugs, the management of emer-
gency surgical procedures in patients using these drugs has be-
come more complex.

In hemorrhagic cholecystitis, imaging methods are more 
helpful in diagnosis than examination and laboratory findings. 
We see intraluminal membranes and echogenic material and 
thickening of the gallbladder wall on USG. But we may encoun-
ter similar images in other gallbladder diseases. In this case, 
scanning the abdomen with CT and showing active arterial 
bleeding in the gallbladder may be more specific for diagnosis 
[1,4].

There are cases of intrahepatic subcapsular hematoma re-
ported after laparoscopic cholecystectomy, ERCP, and percuta-
neous cholecystostomy. But, the pathophysiology of intrahepat-
ic subcapsular hematoma has not been completely elucidated. 
It has been suggested that traction during surgical or interven-
tional procedures and using guide wires may damage the liver 
capsule and parenchymal vessels or may be due to bleeding 
from existing hemangiomas [2,5]. In our case, there was no 
history of recent trauma or interventional procedure. So, we 
deduce that intrahepatic hematoma was secondary to existing 
hemorrhagic cholecystitis.

In intrahepatic subcapsular hematoma, signs of liver failure 
may occur in the patient. On imaging, we can see ischemic liver 
parenchyma, narrowing of hepatic veins due to hematoma. In 
this case, we should be careful about hepatic compartment syn-
drome. In these patients, percutaneous drainage of the hema-
toma can be life-saving.

Treatment of hemorrhagic cholecystitis is usually cholecys-
tectomy. We may use cholecystostomy in selected patients. 
There are various treatment options for intrahepatic subcapsu-
lar hematoma. These are conservative follow-up, percutaneous 
drainage, selective embolization, and surgical interventions. In 
the case of hemorrhagic cholecystitis with intrahepatic subcap-
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sular hematoma, if surgical treatment is a high risk if there isn't 
an increase in hematoma size, and there isn't hepatic compart-
ment syndrome in hemodynamically stable patients, conserva-
tive treatment is appropriate [2,3,5].

Conclusion

In conclusion, We should not forget that hemorrhagic cho-
lecystitis can have fatal complications such as intrahepatic sub-
capsular hematoma in patients under anticoagulant therapy. In 
these patients, conservative treatment may be possible with 
close follow-up with USG and CT.
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