International Journal of Science and Research (IJSR)
ISSN (Online): 2319-7064
Index Copernicus Value (2013): 6.14 | Impact Factor (2014): 5.611

A Rare Case Report of Gallbladder Perforation due
to Gall Stone Presented with Acute Abdomen with
Review of Literature

Dr. Sanjit Kumar Nayak', Dr. Debabrata Saha®

'M.K.C.G Medical College, Post office- Berhampur, District- Ganjam, State- Odisha, Pin- 760004, India

Corresponding Author- M.K.C.G Medical College, Post office- Berhampur, District- Ganjam, State- Odisha, Pin- 760004, India

Abstract: Gallbladder perforation is a rare complication of cholecystitis and cholelithiasis. The high morbidity and mortality rates
associated with this condition are due to delays in diagnosis and treatment since signs and symptoms of perforation do not differ
significantly from those of uncomplicated cholecystitis. Most of them are identified and confirmed by laparotomy as preoperative
diagnosis is very rare,that is, on computed tomography scan and ultrasound. We report a case of spontaneous gallbladder perforation
without prior attack of pain in a chronic alcoholics, who developed an acute gallbladder perforation presented with acute abdomen. And

we discussed a review of the current literature in this article.
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1. Introduction

Gallbladder perforation is a rare complication of acute
cholecystitis, and is rarely presents with acute abdomen
without any previous attack of pain abdomen. Here we are
discussing a rare case report of Gallbladder perforation due
to gallstone. Asymptomatic cholelithiasis is a frequent
condition which affects up to 10% of the adult population in
wealthy nations. Acute cholecystitis develops in up to 2% of
patients affected by asymptomatic cholelithiasis. Gallbladder
perforation occurs in 2 to 11% of acute cholecystitis cases.
Due to the high mortality that can be caused by a delay in
the correct diagnosis and following adequatesurgical
treatment, gallbladder perforation represents a special
diagnostic and surgical challenge [1].According to Niemeier
(1934), perforations are classified into three categories: type
I includes patients with free perforation into the peritoneal
cavity, type II describes patients with localized perforation
and type III patients with cholecysto-enteric fistulas. Less
frequent forms include cholecystobiliary fistula and more
complex fistula formations [2].The mortality rate is between
19 and 24% [3].

2. Case Presentation

A 32-years-old man was presented to the emergency
department with complaints of pain in the abdomen for 4
days and obstipation for 2 days. There were no history of
nausea, vomiting, diarrhoea or burning micturition, gall
bladder disease, NSAIDs (non-steroidalanti-inflammatory)
or other medication and no history of trauma. He was a
chronic alcoholic for the past 10 years. He had been treated
with analgesics in the other clinic but with no relief.
Patient’s surface temperature was raised (102 degree F),
Pulse rate 114 beats /min, B.P — 90/74 mm H.g. on
abdominal examinations distended, generalised tenderness
over abdomen, guarding and rigidity all over the abdomen.
Bowel sounds was absent. Liver, spleen was not enlarged.

Blood investigation report shows normal haemoglobin, but
total leucocytes count was high (15100 cells/cumm) with
toxic granules.

Plain x-ray of abdomen suggestive of subacute intestinal
obstruction without free gas under the diaphragm. Ultra
sound of abdomen showed intestinal obstruction, with
peritoneal collection. After resuscitation with fluid, broad
spectrum antibiotics. Emergency laparotomy was done. On
exploration bile coloured fluid collection was noted. All
intestinal loop was normal except gall bladder with posterior
wall perforation with small stone and dribbling of bile was
noticed (Fig. 1). Total cholecystectomy was performed.
Resected sample showed a perforation on the fundus with a
stone (Fig. 2 and 3). Abdomen closed with an abdominal
drain. Histopathology showed acute cholecystitis with area
of focal necrosis. Postoperative recovery was nothing
significant.
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3. Discussion

We reported the case of Gallbladder perforation. Perforation
can develop early in the course of acute cholecystitis (one or
two days) or it may even occur several weeks after onset.
The most common site of perforation is the fundus,
presumably because of its poor blood supply (60% of the
cases in the study of Derici et al[1]. When GB is perforated
at the fundus, it is less possibly covered by the omentum,
thus the bile drains into the peritoneal space. If the
perforation site is not at the fundus it is easily sealed by the
omentum or the intestines and the condition remains limited
in the right upper quadrant with formation of a plastrone and
pericholecystic fluid. This observation suggests that if the
perforation site is at the fundus, it is more likely to end up
with a type 1 perforation. Acute uncomplicated cholecystitis
is more commonamong females with a female to male ratio
of 2:1[4]. However, Gallbladder perforation is more frequent
in male gender[5, 6]. Roslyn et al[5] reported that type 1 and
2 GBP tend to occur in younger patients, especially more or
less at the age of 50 years, whereas type 3 gallbladder

Figure 3: showin A stone yellow colour & perforated Gallbladder

perforations are more common in the elderly. Type 1
gallbladder perforations are usually seen in patients with
diabetes, malignancy, cirrhosis, and immunosuppressive
diseases, or during immunosuppressive treatment, without a
history of chronic cholecystitis. On the other hand, type 3
gallbladder perforations most often occur in patients with a
previous long time history of gall stones [5, 7.,8].
Cholecystectomy, drainage of abscess if present, and
abdominal lavage are usually sufficient to treat gallbladder
perforation [5, 9]. Cholecystectomy may be difficult in type
3 gallbladder perforations. If a cholecystectomy is
performed, additional surgical procedures such as repair of
the fistula may be required [10, 11]. Cholecystectomy can be
performed after the infection is relieved by US guided
percutaneous  drainage in  type 2  gallbladder
perforations[12].Since the difficulties in diagnosis cause
delay in treatment, higher morbidity and mortality rates are
often encountered [5,9,13 ]. Studies reported that the
mortality rates are decreased to 12%-16% owing to the
developments in anesthesiology and intensive care
conditions [5,14].
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4. Conclusion

Gallbladder perforation is a rare but very serious condition
and should be diagnosed and treated as soon as possible to
decrease morbidity and mortality. Although standard
abdominal CT has an important role in diagnosing
Gallbladder perforation, upper abdominal CT for acute
cholecystitis in which pericholecystic fluid is found by US
may increase the rate of preoperative diagnosis of
Gallbladder perforation. But early emergency laparotomy
and Cholecystectomy should be the treatment of choice in
case of acute abdomen due to Gallbladder perforation.

5. Consent

Consent was obtained from the patient for the publication of
this case report.

6. Abbreviations

CT: computed tomography; GB : Gallbladder; US : Ultra
sound; GBP: Gallbladder perforation.

7. Competing Interest

All authors declare no conflicts of interest.

8. Authors’ Contributions

Dr.Sanjit Kumar Nayak operated this case, Dr. Debabrata
Saha collected data and prepared this manuscript. Dr. Sanjit
revised the report. All authors read and approved the final
manuscript.

References

[1] Derici H, Kara C, Bozdag AD, Nazli O, Tansug T,
Akca E: Diagnosis and treatment of gallbladder
perforation. World J Gastroenterol 2006, 12:7832-
7836.

[2] Anderson BB, Nazem A: Perforations of the
gallbladder and cholecystobiliary fistulae: a review of
management and a newclassification. J Natl Med
Assoc 1987, 79:393-399.

[3] Bakalakos EA, Melvin WS, Kirkpatrick R: Liver
abscess secondary tointrahepatic perforation of the
gallbladder, presenting as a liver mass.Am J
Gastroenterol 1996, 91:1644-1646.

[4] Glenn F. Acute cholecystitis. Surg Gynecol Obstet
1976; 143:56-60

[5] Roslyn JJ, Thompson JE Jr, Darvin H, DenBesten L.
Risk factors for gallbladder perforation. Am J
Gastroenterol 1987; 82:636-640

[6] Bedirli A, Sakrak O, Sozuer EM, Kerek M, Guler I.
Factors effectingthe complications in the natural
history of acute cholecystitis.Hepatogastroenterology
2001; 48:1275-1278

[7] Menakuru SR, Kaman L, Behera A, Singh R, Katariya
RN. Current management of gall bladder perforations.
ANZ J Surg2004; 74: 843-846

[8] Isch JH, Finneran JC, Nahrwold DL. Perforation of the
gallbladder.Am J Gastroenterol 1971; 55: 451-458

[9] Ong CL, Wong TH, Rauff A. Acute gall bladder
perforation-adilemma in early diagnosis. Gut 1991; 32:
956-958

[10] Doko M, Zovak M, Kopljar M, Glavan E, Ljubicic N,
Hochstadter H. Comparison of surgical treatments of
gallstone ileus: preliminary report. World J Surg 2003;
27: 400-404

[11] Doherty GM, Way LW. Biliary Tract. In: Way LW,
DohertyGM. Current Surgical Diagnosis & Treatment.
11st ed. NewYork: McGraw-Hill, 2003: 595-624

[12] van Sonnenberg E, D’Agostino H, Casola G.
Interventionalgallbladder procedures. Radiol Clin
North Am 1990; 28:1185-1190

[13] Sood BP, Kalra N, Gupta S, Sidhu R, Gulati M,
KhandelwalN, Suri S. Role of sonography in the
diagnosis of gallbladderperforation. J Clin Ultrasound
2002; 30: 270-274

[14] Lennon F, Green WE. Perforation of the gallbladder. A
reviewof 32 cases. J R Coll Surg Edinb 1983; 28: 169-
173

Author Profile

Dr. Sanjit Kumar Nayak is M.B.B.S, M.S and senior resident of
General Surgery department of M.K.C.G Medical College.

Dr. Debabrata Saha is M.B.B.S and doing Post graduate training
(juniorresident) in M.S General Surgery.

Volume 4 Issue 10, October 2015

Licensed Under Creative Commons Attribution CC BY

Paper ID: SUB159213

1782






