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ABSTRACT

Hemorrhagic cholecystitis is a rare complication of acute 
cholecystitis. We present the case of a 77-year-old male 
patient with a history of ischemic heart disease, pulmonary 
thromboembolism, and aortic aneurysm. He was taken 
oral anticoagulants; he attended the emergency room for 
presenting abdominal pain; a computed angiotomography 
scan reported active bleeding into the gallbladder lumen and 
hemoperitoneum, a four-port laparoscopic cholecystectomy 
was performed, with the following findings: perforated 
gallbladder, hemoperitoneum, and active intravesicular 
bleeding. Conclusion: hemocholecystitis is a rare 
pathology, and laparoscopic cholecystectomy is a safe 
technique for treating this pathology.

RESUMEN

La colecistitis hemorrágica es una complicación rara de 
la colecistitis aguda. Presentamos el caso de un paciente 
masculino de 77 años de edad con el antecedente de car-
diopatía isquémica, tromboembolia pulmonar y aneurisma 
aórtico por medio de manejo con anticoagulación oral; 
acudió a urgencias por presentar dolor abdominal, la 
angiotomografía computarizada reportó sangrado activo 
hacia la luz de la vesícula biliar y hemoperitoneo, se rea-
lizó una colecistectomía laparoscópica de cuatro puertos, 
con los siguientes hallazgos: vesícula biliar perforada, 
hemoperitoneo y sangrado activo intravesicular. Conclu-
sión: el hemocolecisto es una patología poco frecuente, 
la colecistectomía laparoscópica constituye una técnica 
segura en el tratamiento de esta patología.
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INTRODUCTION

Hemorrhagic cholecystit is is a rare 
complication of acute cholecystitis. 

This entity is difficult to detect since its 
symptoms are easily confused with more 
common diagnoses.1 It was first described in 
1892 by Naunyn, although it was not until 
1938 that Fiessinger and colleagues used the 
term hemocholecystitis. Since then, there 
have been only series and case reports of 
this pathology, with different diagnostic and 
therapeutic protocols.2

Despite being a rare entity, hemorrhagic 
cholecystitis with gallbladder perforation 
and hemoperitoneum has a high mortality.2 
Ultrasonographic findings may present as acute 
cholecystitis with indirect signs of complex 
free fluid, gallbladder fossa hematoma, and 
intrahepatic hemorrhage.3

PRESENTATION OF THE CASE

A 77-year-old male patient with a history 
of unspecified ischemic heart disease in 
2001. He was managed with the placement 
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of two coronary stents and acetylsalicylic 
acid. Additionally, he had a pulmonary 
thromboembolism in 2009, treated with 
acenocoumarin. He also had an aortic 
aneurysm treated in 2012 with an aortoiliac 
stent. He went to the emergency department 
for diffuse abdominal pain of 12 hours of 
evolution and an intensity 8/10 on the VAS 
scale, without irradiation nor exacerbating 
factors, and with nausea without vomiting. 
The patient self-medicated with butylhioscine 
and presented partial improvement of 6/10 
on VAS scale. Physical examination showed a 
Glasgow score of 15, oxygen saturation at 90%, 
arterial hypertension of 211/116, temperature 
36 oC, and respiratory rate of 13x’. He had a 
distended abdomen with signs of peritoneal 
irritation. Lab tests reported hemoglobin 18.5 g/
dL (14.5-18.5), hematocrit 54.4% (42.0-50.0), 
leukocytes 13.9 103/µL (4.8-10.0), platelets 
170 103/µL (150-450), PT 42.34 seconds (9.60-
12.00), INR 4.33 (0.90-1.20) and TTPa 34 
seconds (22-35). Due to the patient’s medical 
and surgical history, the medical team decided 
to perform a computerized angiotomography 
scan. The results showed active bleeding 
towards the gallbladder lumen (Figures 1 and 
2), hemoperitoneum, a permeable aortoiliac 
stent in normal condition, and an obliterated 
inferior mesenteric artery. The medical team 
admitted the patient to the intensive care unit 
for hemodynamic stabilization. The patient 

received ix Octapro® (coagulation factors IX, 
II, VII, and X), two packs of red blood cells, 
four plasmas, and three platelet apheresis. 
Two hours after admission, a laparoscopic 
cholecystectomy was performed.

Surgical technique

Under general anesthesia, the patient 
was placed in the American position; 
pneumoperitoneum was performed through 
a 12 mm trans umbilical port with open 
technique; a 10 mm subxiphoid port and 
two 5 mm working ports were placed under 
direct vision. A diagnostic laparoscopy found 
a perforated gallbladder, hemoperitoneum, 
and active intravesicular bleeding (Figure 3). 
Hemoperitoneum and bile were aspirated; 
zenithal traction of the gallbladder and cystic 
artery dissection and clipping with Hem-O-
Lok® in the cystic artery and duct was done 
after critical view (Figure 4). The gallbladder 
was resected with a harmonic scalpel, and 
the surgical piece was removed using an 
endoscopic bag; the cavity was washed and 
aspirated. Surgicel® in the surgical bed and 
a Blake 19 Fr drainage were placed. The 
working ports were removed, under direct 
vision, without evidence of bleeding. The 
aponeurosis and skin were confronted, and 
the surgical act was concluded. 1,000 mL of 
bleeding and a surgical time of 100 minutes 

Figure 1: Axial CT scan with arterial phase contrast, 
showing active bleeding into the gallbladder lumen, 
which is distended.

Figure 2: Contrast CT scan in the venous phase, 
showing extravasation of the contrast medium into the 
gallbladder lumen.
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were reported. After the surgical procedure, 
the patient exhibited a favorable postoperative 
evolution, successfully transitioning to the 
oral route on the second day. The medical 
team determined that the patient was ready 
for discharge on the fifth postoperative day. 
Pathology reported a gallbladder with acute 
perforated cholecystitis and transmural 
necrosis, with no evidence of malignancy.

DISCUSSION

The origin of hemoperitoneum due to 
gallbladder perforation can be a rupture 
of the cystic artery or any of its branches, 
transhepatic perforation of the gallbladder, and 
bleeding from the margins of the perforation. 
The presence of hemoperitoneum during 
gallbladder perforation is very rare.4

The patient with gallbladder hemorrhage 
may present in several ways. Blood may clot 

within the gallbladder, resulting in distention 
of the gallbladder and possibly perforation in 
the abdomen, leading to peritonitis. Blood may 
also clot within the common bile duct, resulting 
in obstructive symptoms. Blood may enter the 
intestinal lumen, with subsequent hematemesis 
or melena.5

Pathogenesis is an acute necroinflammatory 
process leading to bleeding. Gremmels et al. 
described the pathologic findings of acute 
cholecystitis, which show that intramural 
inflammation damages the mucosa with 
infarction and erosion. Rupture of the mucosa 
may cause bleeding into the gallbladder 
lumen.6

The etiology of cholecystitis involves various 
factors, including gallstones (accounting for 
50% of cases), anticoagulation, anti-aggregation 
or coagulopathy, gallbladder cancer, trauma, 
portal hypertension, corticotherapy, blood 
dyscrasias, ectopic gastric or pancreatic 
mucosa, and parasites.7

Patients receiving anticoagulant therapy 
have a high risk of hemorrhagic diathesis and 
may present with symptoms of biliary colic, 
hematemesis, jaundice, and melena. So, they 
should be considered with the possibility of 
hemorrhagic cholecystitis. The clinical picture 
of hemocholecystitis is nonspecific, and 
patients may present with pain in the right 
hypochondrium due to gallbladder distension 
secondary to cystic duct obstruction by blood 
clots.8

The importance of a thorough initial 
evaluation in patients with suspected 
hemorrhagic cholecystitis should be recognized, 
in addition to performing the indicated 
radiological studies that help to suspect this rare 
and challenging manifestation of gallbladder 
pathology.9

Ultrasound findings of hemorrhagic 
cholecystitis may show thickening of the 
gallbladder wall, intraluminal membranes, 
and nonmobile, non-shadowed intraluminal 
echogenic material. Computed tomography 
(CT) findings may demonstrate contrast 
extravasation, high attenuation within 
the gallbladder lumen, and fluid-fluid 
stratification.10

A CT scan with arterial phase can help 
diagnose and demonstrate the characteristic 

Figure 3: Laparoscopic cholecystectomy with findings of the perforated 
gallbladder with hemoperitoneum.

Figure 4: Laparoscopic cholecystectomy: cystic artery clipped with Hem-O-Lok®.
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f indings of wall thickening , distended 
gallbladder, and heterogeneous materials within 
it, in addition to active contrast extravasation 
into the gallbladder lumen.11

M o s t  o f  t h e  l i t e r a t u r e  r e p o r t s 
cholecystectomy as the treatment for 
hemorrhagic cholecystitis. The literature 
generally recommends cholecystectomy as 
the treatment for hemorrhagic cholecystitis. In 
cases where the likelihood of associated injuries 
is low, laparoscopic surgical techniques have 
shown to be a safe option. These techniques 
can provide definitive treatment without 
increasing patient morbidity and mortality.12

CONCLUSION

Hemorrhagic cholecystitis with gallbladder 
perforation and hemoperitoneum is a rare 
entity in gallbladder pathology, establishing 
a medical challenge for the surgeon dealing 
with abdominal emergencies. Laparoscopic 
cholecystectomy is a safe technique in the 
treatment of this pathology.
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