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Case report 
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A B S T R A C T   

Background: Laparoscopic cholecystectomy is the standard treatment for acute cholecystitis. Cholecystostomy is a 
good option in patients with significant comorbidities. We report a case of a patient having had a percutaneous 
cholecystostomy for acute cholecystitis complicated with haemobilia and acute cholangitis. 
Presentation of a case: A woman aged 64 years old, with a history of diabetes, arterial hypertension, and chronic 
obstructive pulmonary disease was admitted to our institution with acute cholecystitis. 
We opted for transhepatic percutaneous cholecystostomy (PC) and antibiotics. 
On the fourth day, the patient had acute cholangitis due to haemobilia. 
We injected physiologic saline serum through the drain of cholecystostomy to dissolve the blood clot. There was 
a clinical improvement. 
We performed laparoscopic cholecystectomy two months later. The patient had an uneventful recovery with a 
follow-up of five months. 
Discussion: We report the first literature report of acute cholangitis due to haemobilia complicating percutaneous 
cholecystostomy in a patient admitted for cholecystitis. 
We highlight the importance of the injection of saline physiologic serum from the catheter. Medical treatment 
with antibiotics may be enough knowing that blood clots can disappear spontaneously. In case of failure, ERCP 
with sphincterotomy should be performed. 
Conclusion: Haemobilia causing acute cholangitis is a rare complication of percutaneous cholecystostomy. 
Conservative treatment with antibiotics and injection of saline physiologic serum from the catheter is a good 
treatment option. In case of failure, ERCP should not be delayed.   

1. Background 

Laparoscopic cholecystectomy is the standard treatment for acute 
cholecystitis [1]. In patients with significant comorbidities and high 
operative risk, percutaneous cholecystostomy (PC) can be a good option 
to avoid perioperative morbidity and mortality. It is considered a safe 
procedure with complication rates of 0–16 % [2]. Haemobilia causing 
acute cholangitis is an extremely rare complication that was never 
described in the literature. We report a case of a patient having had a 
percutaneous cholecystostomy for acute cholecystitis complicated with 
haemobilia and acute cholangitis. 

This work has been reported in line with the SCARE 2020 criteria 
[3]. 

2. Presentation of a case 

A woman aged 64 years old, with a history of diabetes, arterial hy-
pertension, and chronic obstructive pulmonary disease was admitted to 
our institution due to acute constant pain localized in the right upper 
abdomen evolving for three days. 

On the physical examination at admission, she had a fever of 39 
degrees. Her blood pressure was 100/60 mmHg and pulse rate 110/min, 
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regular. Abdominal examination revealed tenderness in the right upper 
quadrant with a positive Murphy's sign. 

Laboratory studies revealed leukocytosis with 19,500/mm3 and 
elevation of C reactive protein to 22 mg/L. Prothrombin time, bilirubin 
level, and liver enzymes were normal. 

Abdominal ultrasound showed the presence of multiple gallstones 
with a wall thickening and pericholecystic abscess of 3 cm. 

The diagnosis of acute cholecystitis was confirmed. Due to the age 
and comorbidities of the patient, we opted for transhepatic percuta-
neous cholecystostomy (PC) and antibiotics. 

Initially, there was a clinical improvement. But on the fourth day, the 
patient presented abdominal pain, fever, and jaundice. 

Laboratory findings showed leukocytosis with 21,200/mm3 and 
elevation of C reactive protein to 21 mg/L, Total bilirubin/direct 
bilurbin = 86 μmol/L/78 μmol/L, AST/ALT = 128/95. We made a 
computed tomography (CT) scan showing blood within the common bile 
duct appearing as high-density material (Fig. 1). 

We injected 5 cubic centimeters (cc) of physiologic saline serum 
through the drain of cholecystostomy three times per day to dissolve the 
blood clot. There was a clinical improvement with the disappearance of 
fever and jaundice after five days. 

In laboratory findings, there was normalization of liver enzymes and 
total bilirubin. 

We made a magnetic resonance cholangiopancreatography (MRCP) 
which confirmed the vacuity of the bile common duct (Fig. 2). The drain 
of cholecystostomy was removed after one month. 

We performed laparoscopic cholecystectomy two months later. 
The patient had an uneventful recovery with a follow-up of five 

months. 

3. Discussion 

We reported the first literature report of acute cholangitis due to 
hemobilia complicating percutaneous cholecystostomy in a patient 

Fig. 1. Sagittal CT scan view showing high-density material in the common bile duct.  
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admitted for calculous cholecystitis. We successfully treated this 
complication by injections of physiologic serum saline from the drain to 
make the dissolution of the blood clot. 

One of the weaknesses of our work is the inaccessibility of the 
emergency MRI exam. 

Laparoscopic cholecystectomy is the gold standard treatment for 
cholecystitis. PC has emerged in the last decades as an alternative 
treatment to decrease morbidity and mortality related to surgery in 
elderly and comorbid patients [4–7]. This technique allows bile 
drainage for patients initially unfit for surgery. Once the patient's con-
dition has improved, laparoscopic cholecystectomy is performed within 
two months [8,9]. 

Complications associated with percutaneous cholecystostomy 
include catheter dislocations, bile leakage, hemorrhage, and perforation 
of the intestinal loop [10–12]. 

Acute cholangitis secondary to haemobilia is an extremely rare 
complication that was never reported in the literature. The main 
symptoms are recurrence of abdominal pain with fever and jaundice. 

MRCP is the best exam to confirm hemobilia [13,14]. In our case, 
haemobilia was due to a hemorrhage in the gallbladder wall. A blood 
clot migrated from the gallbladder to the common bile duct and caused 
acute cholangitis. 

Endoscopic retrograde cholangiopancreatography (ERCP) is consid-
ered to be an excellent diagnostic and treatment modality for hemobilia. 
In case of failure, percutaneous transhepatic biliary drainage can be 
performed. Blood clots generally disappear afterward [15]. Endoscopic 
nasobiliary drainage (ENBD) also presents a therapeutic alternative 
[16]. 

In our case, we opted to inject carefully physiologic serum saline 
from the drain to make the dissolution of the blood clot faster. Our 
procedure presents a risk of migration of gallstones into the common bile 
duct which would cause recurrence of acute cholangitis. We tried to 
minimize that risk by injecting 15 mL of physiologic serum saline and 
splitting it into three injections per day. 

In summary, acute cholangitis secondary to haemobilia, compli-
cating percutaneous cholecystostomy is a very rare situation. We high-
light the importance of the injection of saline physiologic serum from 
the catheter. Otherwise, medical treatment with antibiotics may be 
enough knowing that blood clots can disappear spontaneously. In the 
absence of clinical improvement, ERCP with sphincterotomy should be 

performed. 

4. Conclusion 

Percutaneous cholecystostomy is a safe procedure for acute chole-
cystitis in patients with comorbidities. Haemobilia causing acute chol-
angitis is an extremely rare complication. Conservative treatment with 
antibiotics and injection of saline physiologic serum from the catheter is 
a good treatment option. In case of failure, ERCP should not be delayed. 
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