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Colecistitis hemorragica: un desafio diagndstico

Hemorrhagic cholecystitis: a diagnostic challenge

Pablo R. Torregiani @, Oscar A. Silva @, Luciano M. Coiz

Servicio de Cirugia RESUMEN

, Cristian Martelletti

General,

Hospital Dr. Alberto
Balestrini. Buenos Aires.
Argentina.

Carrera de especialista
en Cirugia de
Emergencias, Urgencias
y Trauma. Universidad
de Buenos Aires. Buenos
Aires. Argentina

Los autores declaran no
tener conflictos

de interés.

Conflicts of interest
None declared.

Correspondencia
Correspondence:
Pablo R. Torregiani
E-mail:
pablotorregiani83@
gmail.com

Recibido | Received

La colecistitis hemorragica es una rara y grave complicacion de la colecistitis aguda. Su diagndstico
preoperatorio es dificil. Existen pocos informes de casos en la literatura y la mayoria de ellos destacan
su alta morbimortalidad y una fuerte asociacién con terapias anticoagulantes. Se presentan dos casos
de colecistitis hemorragica. En ambos, el diagndstico fue intraoperatorio y representd un reto para
los cirujanos de urgencias. Los signos y sintomas son similares a los de la colecistitis aguda. La Unica
diferencia clara seria el aparente subito deterioro clinico, lo cual podria ser confundido como sepsis.
La resolucion debe ser quirdrgica. Un retraso en el diagndstico y en la cirugia se traduciria en alta
morbimortalidad.

B Palabras clave: cirugia de la via biliar, colecistitis aguda, hemorragia gastrointestinal, Cirugia General,
colecistectomia, tomografia computarizada, vesicula biliar, hemorragia, ecografia.

ABSTRACT

Hemorrhagic cholecystitis is a rare and serious complication of acute cholecystitis. The preoperative
diagnosis is difficult. The few clinical cases reported in the literature suggest a strong association with
anticoagulation therapy and high morbidity and mortality rates. We report two cases of hemorrhagic
cholecystitis. The diagnosis was made intraoperatively in both cases and represented a challenge for
on-call surgeons. The signs and symptoms are similar to those of acute cholecystitis, but the sudden
onset of clinical impairment is a clear difference that could be misinterpreted as sepsis. Treatment
requires urgent surgical intervention. Delays in diagnosis and surgery may result in significantly
increased morbidity and mortality.

B Keywords: Biliary Tract Surgical Procedures, Cholecystitis, Acute, Gastrointestinal Hemorrhage, General Surgery,
Cholecystectomy, Computed tomography, Gallbladder, Hemorrhage, Ultrasound.
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La colecistitis hemorragica es una rara y grave
complicaciéon de la colecistitis aguda. Su diagndstico
preoperatorio es dificil. Los escasos informes de casos
en la literatura sugieren una fuerte asociacion con te-
rapias anticoagulantes y una elevada morbimortalidad.
Su incidencia se estima en 0,55%". En nuestro hospital,
sobre 570 colecistitis operadas durante un periodo de
dos afios, los dos casos aqui presentados representan
una frecuencia relativa de 0,35%. A su vez, el hemope-
ritoneo secundario a perforacién vesicular es aiin mas
infrecuente y solo existen en la literatura alrededor de
una veintena de casos publicados hasta 2022.%* No se
encontraron publicaciones recientes en la Argentina, El
objetivo de este trabajo fue presentar dos casos de co-
lecistitis hemorragica y analizar su presentacion clinica,
su resolucion y el papel de los exdamenes complementa-
rios para la toma de decisiones.

0003-3469-4605; Cristian Martelletti, 0000-00010-8212-6050.

Caso 1

Una mujer de 68 afos ingresa por cuadro de
anemia grave con hematocrito de 14% y hemoglobi-
na de 4 g/dL, por lo que requiere varias transfusiones.
Como antecedentes de jerarquia presenta cardiopatia
isquémica que requirié de dos stents (endoprotesis)
coronarios. Actualmente se encuentra en tratamiento
con antiagregantes plaquetarios y hierro por anemia
grave. Durante su internacion presenta un cuadro de
dolor abdominal con predominio en hipocondrio de-
recho y fosfatasa alcalina de 1600 UI/L. Se realiza eco-
grafia abdominal que informa vesicula escleroatréfica,
con calculos multiples y via biliar extrahepatica dilata-
da. En la anamnesis refiere cuadros recurrentes de do-
lor en hipocondrio derecho de aproximadamente dos
meses de evolucion en relacion con las comidas. Inicia
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m FIGURA 1

Tomografia con contraste endovenoso en la que se observa
extravasacion de contraste intravesicular

tratamiento con antibidticos. A las 48 horas evoluciona
con progresion de dolor abdominal, reaccidn perito-
neal e hipotension.

Se realiza tomografia de abdomen con contras-
te endovenoso en la que se evidencia colecistitis con
liquido perivesicular y fuga de contraste o blush intra-
vesicular (Fig. 1).

Evoluciona con shock hipovolémico, por lo que
se decide la conducta quirurgica. Se realiza laparotomia
exploradora mediante incision subcostal derecha y se
constata una colecistitis litidsica con sangrado intravesi-
cular profuso, el cual solo se logra controlar mediante
packings. Pasa a Unidad de Terapia Intensiva (UTI) con
abdomen abierto y contenido y requerimiento de va-
sopresores.

Reingresa en quirdfano a las 24 horas donde se
realiza control definitivo del sangrado y colecistostomia
con tubo de Kehr. La colangiografia evidencié una via
biliar fina sin imagenes de litiasis. Evoluciona favora-
blemente y se externa a los 28 dias del posoperatorio.
El diagndstico histopatoldgico informd pared vesicular
con areas de abscedacién y hemorragia.

Caso 2

Vardn de 70 afios con antecedentes de hiper-
tension, cardiopatia isquémica que requirio dos stents
(endoprotesis) coronarios y en tratamiento con aspirina
y clopidogrel. Ingresa por cuadro de dolor abdominal
intenso difuso, de dos horas de evolucion y de inicio su-
bito. Se presenta febril, sudoroso, con tension arterial
de 90/55 mm Hg, frecuencia cardiaca 130 latidos por
minuto, distensidon abdominal y reaccion peritoneal. En-
tre los exdamenes de laboratorio se destacan: leucocitos
36 900,hematocrito 38%,hemoglobina 11,4 g/dL, crea-
tinina 2,47 mg/dL, urea 77 mg/dL, amilasa 84 Ul/L, tran-
saminasa glutamico oxalacética (TGO) 297 UI/L, tran-
saminasa glutamico piruvica (TGP) 173 Ul/L, fosfatasa
alcalina 433 UI/L, bilirrubina total 1,4 mg/dL, pH 7,23.

Se asume como sepsis de origen abdominal
versus isquemia mesentérica versus abdomen agudo
por perforacidn de viscera hueca. Se administran crista-
loides y se realiza una tomografia computarizada de ab-
domen y pelvis simple, en la que se observa vesicula bi-
liar aumentada de tamafio, con liquido perivesicular, de
densidad heterogénea, dificil de caracterizar por falta
de contraste pero que impresiona como sangre (Fig. 2).

Pasa a terapia intensiva con requerimiento de
asistencia mecanica ventilatoria y vasopresores en altas
dosis. Se constata caida de hematocrito de 18 puntos.
Se realiza colecistostomia percutdnea bajo guia eco-
grafica y se obtiene escaso débito hematico. Se decide
laparotomia exploradora mediante incision mediana
supra e infraumbilical por la grave descompensacién
hemodindmica. Se constata un hemoperitoneo de 4
cuadrantes, vesicula biliar con perforacion de aproxi-
madamente 2 cm a la altura del fondo, un célculo suel-
to en cavidad y sangrado difuso en lecho vesicular. Se
realiza packing, colecistostomia y abdomen abierto y
contenido. Durante el posoperatorio inmediato sufre
dos paros cardiorrespiratorios, por los que fue reani-
mado con éxito.

Reingresa en quiréfano a las 48 horas, y se rea-
liza retiro del packing con control definitivo de hemos-
tasia y colecistectomia parcial mas cierre de la pared
abdominal. Presenta evolucién favorable en el posope-
ratorio, con destete del ventilador y buena tolerancia
oral. Pasa a sala general pero fallece al dia 30 del poso-
peratorio por arritmia ventricular. El diagndstico histo-
patoldgico informd colecistitis cronica reagudizada con
areas de abscedacion y hemorragia.

La perforacidn vesicular es una rara complica-
cién de la colecistitis aguda y ocurre en 2 a 11% de los
casos?. Se acepta que la perforacidn seria consecuencia
del proceso inflamatorio en la pared vesicular, la cual
desarrolla isquemia y necrosis. El sangrado se origina
en la necrosis y rotura de los vasos, ya sean colaterales
en la pared de la vesicula o bien de la arteria cistica,
como observamos en el primer caso®. Mas raramente,

m FIGURA 2

Tomografia computarizada simple que muestra vesicula aumentada de
tamafio con liquido perivesicular heterogéneo
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la erosidn de los vasos del lecho vesicular puede llevar
a una perforacién transhepatica con hemoperitoneo
como vimos en el segundo caso®*. Varias condiciones
han sido asociadas a esta rara complicacion, por ejem-
plo: edad mayor de 60 afios, enfermedades cardiovas-
culares, cirrosis, fallo renal crénico, tratamientos anti-
agregantes y anticoagulantes, terapias prolongadas con
corticoides. Sin embargo, la mayoria de los informes de
casos destaca su asociacion con terapias anticoagulan-
tes®. Los dos pacientes aqui presentados eran mayores
de 60 afos, tenian antecedentes de enfermedad car-
diovascular y recibian tratamiento antiagregante. La
mayor serie de casos publicada hasta el momento (35
casos) destaca que solo dos pacientes (5,7%) estaban
bajo algun tipo de tratamiento anticoagulante?.

Con respecto a su forma de presentacion, el
cuadro clinico es dificil de diferenciar de una colecis-
titis aguda. Se debe tener en cuenta esta presuncion
diagndstica en pacientes con alguna de las condicio-
nes mencionadas anteriormente y que presenten un
deterioro clinico subito con repercusiéon hemodindami-

ca’. Tales casos pueden ser inicialmente malinterpre-
tados como sepsis?, como ocurrié en el segundo caso
y que llevé a optar por el abordaje percutaneo como
primera opcidn terapéutica.

La ecografia suele ser el primer examen com-
plementario en patologia vesicular y su sensibilidad
es del 38,4%°. La tomografia computarizada presenta
una sensibilidad de 69,2%°, muestra la sangre una ma-
yor densidad que la bilis y los cdlculos. A su vez, con la
administracion de contraste endovenoso, puede obser-
varse su fuga o signo de blush. Ambos estudios tienen
dificultad para detectar una solucion de continuidad en
la pared vesicular. La resonancia tiene mayor sensibi-
lidad para mostrar la perforacion pero es limitada su
disponibilidad en urgencias.

La colecistitis hemorragica es una entidad poco
frecuente con una elevada morbimortalidad. Se debe
sospechar en casos de colecistitis aguda que evolucio-
nan con shock. Su tratamiento es quirurgico de urgen-
cia. Un retraso en su resolucion puede llevar a un au-
mento sustancial en la morbimortalidad.

= ENGLISH VERSION

Hemorrhagic cholecystitis is a rare and serious
complication of acute cholecystitis. The preoperative
diagnosis is difficult. The few clinical cases reported
in the literature suggest a strong association with
anticoagulation therapy and high morbidity and
mortality rates. Its incidence is estimated at 0.55%". In
our hospital, out of 570 cases of cholecystitis operated
on over a two-year period, the two cases presented
here represent a relative frequency of 0.35%.
Hemoperitoneum secondary to gallbladder perforation
is even rarer. Approximately 20 cases have been
reported in the literature up to 202223, and no recent
publications have been identified in Argentina. The aim
of this study was to present two cases of hemorrhagic
cholecystitis and analyze their clinical presentation,
management, and the role of complementary tests in
the decision-making process.

Case 1

A 68-year-old woman is admitted with severe
anemia, with a hematocrit of 14% and hemoglobin of
4 g/dL, for which she requires several transfusions. She
reports a history of ischemic heart disease that required
the implantation of two stents. Her current treatment
includes antiplatelet agents and iron supplements for
severe anemia. During hospitalization, the patient
develops abdominal pain predominantly in the right
hypochondriac region with alkaline phosphatase
levels of 1600 IU/L. An abdominal ultrasound shows

a scleroatrophic gallbladder with multiple stones and
dilated extrahepatic bile ducts. The patient reports
having experienced recurrent episodes of pain in
the right hypochondrium over the past two months,
which are associated with meals. Antibiotic treatment
is initiated. After 48 hours, the patient develops
progressive abdominal pain, rebound tenderness, and
hypotension.

A computed tomography (CT) scan
of the abdomen with intravenous contrast
agent reveals cholecystitis with pericholecystic
fluid and extravasation of the contrast agent

= FIGURE 1

Computed tomography (CT) scan of the abdomen with an intravenous
contrast agent showing extravasation of the contrast agent into the
gallbladder lumen
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and blush into the gallbladder lumen (Fig. 1).
The patient progresses to hypovolemic shock
and surgery is decided. An exploratory laparotomy is
performed via a right subcostal incision. A calculous
cholecystitis with profuse bleeding is observed. The
hemorrhage is controlled with packing. The abdomen
is left open with temporary closure and the patient
is admitted to the intensive care unit (ICU) with
requirement of pressor agents.
After24hours,shereturnstotheoperatingroom
for definitive bleeding control and a cholecystostomy
is performed with placement of a T-tube. The
cholangiography showed a fine bile duct without
stones inside. The clinical course was uneventful, and
the patient was discharged on postoperative day 28.
The pathological examination reported a gallbladder
wall with areas of abscess formation and hemorrhage.

Case 2

A 70-year-old male with a history of
hypertension and ischemic heart disease, for which two
coronary stents have been implanted, and who is being
treated with aspirin and clopidogrel, is admitted with
intense, diffuse abdominal painthatsuddenly developed
two hours earlier. On admission, the patient presents
with fever, blood pressure of 90/50 mm Hg, heart rate
of 130 beats per minute, and abdominal distension
with rebound tenderness. Laboratory results were as
follows: white blood cells, 36,900, hematocrit, 38%,
hemoglobin, 11.4 g/dL; creatinine, 2.47 mg/dL; urea,
77 mg/dL, amylase, 84 U/L, aspartate aminotransferase
(AST) 297 IU/L, alanine aminotransferase (ALT), 173
IU/L, alkaline phosphatase, 433 IU/L, total bilirubin, 1.4
mg/dL, and pH, 7.23.

The differential diagnoses are intra-abdominal
sepsis, mesenteric ischemia and acute abdomen due
to perforated hollow viscus. The patient is treated with
crystalloid infusion, and a computed tomography (CT)
scan of the abdomen and pelvis is performed which
reveals an enlarged gallbladder with pericholecystic
fluid of heterogeneous density. The fluid is difficult to
characterize due to the absence of intravenous contrast
agent, but it appears to represent blood (Fig. 2).

The patient is transferred to the ICU with
requirement of mechanical ventilation and high-dose
vasopressors. The patient evolved with an 18-point
drop in hematocrit. A percutaneous cholecystostomy
is performed with ultrasound guidance and a
small amount of blood is obtained. As the patient
develops  hemodynamic  decompensation, an
exploratory laparotomy is performed via a midline
supra-infraumbilical incision. Upon exploration,
hemoperitoneum is observed in all four quadrants.
The gallbladder has a 2-cm perforation at the fundus,
a stone is visible in the cavity, and diffuse bleeding is
present in the gallbladder bed. After the hemorrhage

m FIGURA 2

Figure 2. Computed tomography scan showing enlarged gallbladder
with pericholecystic fluid of heterogeneous density

is controlled with packing, cholecystostomy and
open abdomen with temporary abdominal closure is
performed. During the immediate postoperative period
the patient suffers two episodes of cardiac arrest and is
successfully resuscitated.

After 48 hours, he returns to the operating
room for definitive hemostasis control. Packing is
removed, and a cholecystostomy is performed after
which the abdomen is closed. The patient had a
favorable postoperative course and was successfully
weaned from mechanical ventilation, with good
tolerance to oral feeding. He was transferred to the
general ward but died on postoperative day 30 due to
ventricular arrhythmia. The pathological examination
reported chronic cholecystitis with acute exacerbation
with areas of abscess formation and hemorrhage.

Gallbladder perforation is a rare complication
of acute cholecystitis, occurring in 2-11% of the cases?.
Perforation is accepted to be a consequence of the
inflammatory process in the gallbladder wall, which
develops ischemia and necrosis. Bleeding is caused
by necrosis and the rupture of collateral vessels in the
gallbladder wall or the cystic artery, as was the first
case*. Rarely, as in the second case, the erosion of the
vessels of the gallbladder bed produces transhepatic
perforation and hemoperitoneum®. Several conditions
have been associated with this rare complication, as
age > 60 years, cardiovascular disease, cirrhosis, chronic
kidney failure, treatment with antiplatelet agents and
anticoagulants, and prolonged corticosteroid therapy.
However, most case reports emphasize its association
with anticoagulant therapies®. The two patients
presented here were > 60 years, had a history of
cardiovascular disease, and were receiving antiplatelet
therapy. The largest series of cases published to date
(35 cases) emphasizes that only two patients (5.7%)
were receiving some type of anticoagulant therapy®.

Regarding its presentation, the clinical picture
is difficult to differentiate from acute cholecystitis.
The diagnosis should be considered in patients with
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any of the aforementioned conditions who present
with sudden clinical deterioration and hemodynamic
impact3. Such cases may initially be misinterpreted as
sepsis2, as occurred in the second case, leading to the
implementation of the percutaneous approach as the
first therapeutic option.

Ultrasound is usually the first complementary
test used in gallbladder disease, and its sensitivity
is 38.4%6. The sensitivity of computed tomography
is 69.2%6, and it reveals the presence of blood,
which has a higher density than bile and stones. The
administration of intravenous contrast agent is useful
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