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Case Report / Olgu Sunumu

A Series of Five Complicated Cases with
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Abstract
Gallbladder perforation is one of the rarely feared complications of acute
cholecystitis. It is usually not seen very often, but it is seen in 10% (2-20). Despite
radiological progresses, morbidity and mortality are high due to late diagnosis. The
time of diagnosis and the general condition of the patient during diagnosis are very
likely to affect mortality, so you have to be careful in these cases. Because it is a
rare complication, it is not the first diagnosis that comes to mind in the preliminary
diagnoses in the case of acute abdomen in cases of emergency.
In this article we will present a series of complicated cases from the emergency
department with gallbladder perforation. We would like to emphasize that gallbladder
perforation with this case series presentation should be one of the diagnoses that
should be kept in mind in emergency patients.
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Öz

Safra kesesi perforasyonu akut kolesistitin çok korkulan, nadir komplikasyonlarından
birisidir. Genellikle çok sık görülmemekle birlikte %10 (2-20) oranında görülmektedir.
Radyolojik ilerlemelere rağmen geç tanı konması nedeniyle morbidite ve mortalitesi
yüksektir. Tanı konma zamanı ve tanı konma sırasında hastanın genel durumu
mortaliteyi çok etkilemektedir. Bu yüzden bu olgularda dikkatli olunmalıdır. Nadir
görülen bir komplikasyon olduğu için genellikle acil servise gelen olgularda akut batın
tanılarında ön tanılarda ilk akla gelen tanılardan olmamaktadır. Bu makalemizde
safra kesesi perforasyonu ile acil servise gelen komplike 5 olgu serisini sunacağız. Bu
olgu serisi sunumumuz ile safra kesesi perforasyonunun acil servise gelen hastalarda
akılda tutulması gereken tanılardan birisi olması gerektiğine vurgu yapmak istedik.

Introduction
Gallbladder perforation is a life-threatening complication which
occurs in approximately 2 to 11% of patients with acute cholecystitis.
It has high morbidity and mortality rates due to the difficulty of early
diagnosis (1). While the management of acute cholecystitis is easy
in case of early diagnosis and intervention, it can evolve to a much
more complicated condition such as perforation of gallbladder if the
diagnosis is missed and the intervention is delayed. In such cases,
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the treatment involves much more complicated
interventions than a simple cholecystectomy, and this
situation can result in morbidity and even mortality. In
this case series, we presented five complicated cases
diagnosed with gallbladder perforation, who were
referred to our hospital in various forms within a 10day period.

Case Reports
Case 1
A seventy-nine-year-old male patient was
admitted to the emergency room with the complaint
of abdominal pain for the last three days. Physical
examination revealed tenderness and defense in the
right subcostal region and the rebound was positive.
On abdominal tomography, free fluid around the
stomach antrum and free air around the gallbladder
were detected. The patient had Systemic Inflammatory
Response syndrome (SIRS). After informing the patient
and his relatives and obtaining the written consent,
the patient was taken into operation. Necrosis of
the gallbladder was observed as an operative finding
(Figure 1). The omentum and the transverse colon
were adherent to the gallbladder, and a fistula
formation was observed between the transverse
colon and the gallbladder (Mirizzi syndrome, type 5).
Perforation of the colon was observed, together with
the perforation of the gallbladder at the site of the
fistulized Hartmann’s pouch. It was decided to perform
cholecystectomy together with right hemicolectomy.
Since anastomosis was not considered as safe due to
the presence of peritonitis and extensive amount of

Figure 1. Necrotized gallbladder
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bile in the abdomen, an ileostomy was performed. The
patient was transferred to the postoperative intensive
care unit in an intubated state. Administration of
positive inotropic agents was initiated, and septic
shock developed. The patient died on the fifth
postoperative day.
Case 2
A thirty-three-year-old male patient, who was
treated with analgesics in three different hospitals
due to the complaint of abdominal pain for ten
days, was admitted to the emergency department
when his complaint became intensified. His physical
examination revealed rigidity of the abdominal wall.
Abdominal tomography showed free fluid in the
right paracolic space. The patient was transferred
to the operation room urgently, following informing
the patient and his relatives and obtaining written
consent. In operation, the gallbladder was found
distended, inflamed and covered with omentum.
The gallbladder was found to be perforated at the
site of Hartmann’s pouch, and cholecystectomy was
performed. The patient was discharged on the 4th
postoperative day.
Case 3
A seventy-three-year-old male patient with a
one-week history of abdominal pain, who had been
hospitalized, treated with analgesics and discharged
in another healthcare center, was admitted to
the emergency department due to his persistent
abdominal pain. His physical examination revealed
defense on palpation of the epigastrium and the right
subcostal region. The patient had comorbidities such
as congestive heart failure and chronic obstructive
pulmonary disease. His abdominal tomography
revealed an extremely thickened gallbladder
wall together with free fluid surrounding it. After
informing the patient and his relatives and then,
obtaining the written consent, the patient was
transferred to the operation room due to the findings
of acute abdomen. The gallbladder was found to
be perforated at the level of the infundibulum. The
omentum was adherent to the transverse colon,
and the colon was fistulized (Mirizzi syndrome, type
5). Cholecystectomy and right hemicolectomy were
performed. Anastomosis was performed since the
amount of bile inside the abdominal cavity was not
extensive. The patient developed postoperative
ileus together with pneumonia of the lower right
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pulmonary lobe. Antibiotherapy was initiated
due to the recommendations of the departments
of pulmonary diseases and infectious diseases.
However, the patient had a persistent cough despite
antibiotic treatment; evisceration developed, and the
patient was re-operated. Bridectomy was performed
in order to get rid of the extensive adhesions. The
anastomosis was evaluated as intact. Following the
period of postoperative intensive care, the patient
was discharged on the 12th day when pneumonia
regressed.
Case 3
A seventy-four-year-old male patient with a
three-day history of severe abdominal pain had
been admitted to another healthcare center. The
patient was admitted to our emergency service since
his complaints had not regressed despite analgesic
use. His physical examination revealed extensive
tenderness and rebound. Abdominal computed
tomography was performed; the gallbladder was found
to be distended, and the thickness of gallbladder wall
was determined as 9 mm. The patient was diagnosed
as acute abdomen and was taken into operation
urgently after informing the patient, his relatives
and obtaining the written consent. In operation, the
omentum was observed to be extensively adherent to
the gallbladder. A perforation was observed at the site
which was estimated as the Hartmann pouch (Figure
2). The adhesions were dissected carefully. Calot’s
triangle could not be exposed due to the suboptimal
exposure. After performing partial cholecystectomy
and placing a drain, the procedure was terminated.

Figure 2. The gallbladder showing adherence to the omentum
and perforation at the supposed site of the Hartmann pouch
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The mean daily drainage output was 500-600 cc
during the postoperative follow-up. The patient
developed evisceration on the 3rd postoperative day
and underwent an emergency surgery. During the
operation, it was observed that the anatomy was
better exposed, and inflammation had regressed. The
cystic duct was exposed, ligated and the operation
was terminated. The patient was transferred to the
postoperative intensive care unit and discharged on
the 7th postoperative day.
A seventy-four-year-old male patient with a fourmonth history of abdominal pain was admitted to the
emergency service due to his increased abdominal
pain for the last one week. On physical examination,
the rigidity of the abdominal wall was present. The
computed tomography, performed in the emergency
service, revealed irregular and thickened gallbladder
wall and the presence of pericholecystic fluid.
After informing the patient and his relatives and
obtaining the written consent, the patient was taken
into surgery. An extensive distension and necrosis
of the gallbladder were present. The patient was
transferred to the intensive care unit following his
cholecystectomy. The patient presented somnolence
during the postoperative recovery period and was
consulted to the department of neurology; the cranial
computed tomography scan was found as normal.
The somnolence was improved, and the patient was
discharged on the 5th postoperative day.

Discussion
Gallbladder perforation is one of the lifethreatening complications of acute cholecystitis.
Despite the advances in medical technology, there
has been no significant progress yet in reducing
morbidity, mortality, and early diagnosis (2). Although
Glenn and Moore (2) had reported mortality rate
up to 42%, this rate was reported as 12-16% in
recent publications (3). Three major factors have
been reported to be associated with the morbidity
of gallbladder perforation. These factors are
preoperative albumin level, laparoscopic surgery,
and the presence of preoperative SIRS or sepsis (4).
In gallbladder perforations, total cholecystectomy
should be performed when possible, depending
on the general condition of the patient. Otherwise,
partial cholecystectomy should be performed if there
is a risk of bile duct injury and the anatomy cannot
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be fully exposed (5). In the case of cholecystoenteric
fistula development, primary bowel repair is
recommended in addition to cholecystectomy when
possible; however, when primary bowel recovery
is not possible, bowel resection and anastomosis or
stoma is recommended (6).
Preoperative hypoalbuminemia is considered as a
risk factor for in abdominal operations. Preoperative
hypoalbuminemia was present in two of our cases, and
it could have been considered as a risk factor (albumin
levels were 2.4 g/dL and 2.2 g/dL, respectively).
While the presence of an association between
the inflammation and albumin was not accepted
previously, hepatic proteins, especially albumin, have
recently been considered to play a significant role in the
inflammatory response. Therefore, hypoalbuminemia
can be named as an important risk factor for episodes
of acute cholecystitis and gallbladder perforations (7).
Köksal et al. (8) indicated that the level of modified
albumin was an important factor in determining the
hemodynamic alterations and they emphasized the
importance of maintaining high albumin level in this
condition.
The laparoscopic approach is much more
advantageous in terms of both the operation time
and postoperative wound healing when compared
to conventional surgery. In patients with gallbladder
perforation and poor general condition, completing
the surgery with the laparoscopic approach is a
positive prognostic factor for the patient (9). However,
studies have indicated that completing the surgery
with the laparoscopic approach is rather difficult and
less frequent due to delayed diagnosis and anatomic
difficulties, as a consequence of inflammatory
processes, in patients admitted to emergency services
with gallbladder perforation (9). Furthermore,
decreased splanchnic blood flow, as a result of
increased intraabdominal and intrathoracic pressure
derived from pneumoperitoneum formation during
the laparoscopic approach, can lead to additional
morbidity in patients with poor hemodynamic status.
Therefore, in such complicated patients, possible
profits of the laparoscopic approach, estimated time
of the perforation, age and general condition of the
patient, presence or absence of the history of previous
surgeries, and the severity of the inflammation should
be evaluated and the most appropriate surgical
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method should be chosen, based on these factors. In
our cases, we decided to perform the open surgery
technique since all cases had severe inflammation
and some had necrosis together with the risk of bile
duct injury in the laparoscopic approach. Even in
one of our cases, we preferred the development of
fistulization; since we could not find the cystic duct,
we placed a drain even in the open surgery in order
to prevent any biliary tract damage. This suggests that
we had to take into consideration the risk factors of
the open surgery.
The existence of preoperative sepsis or SIRS is also
a criterion for the mortality and morbidity risk for
abdominal surgery, and it is also an important risk factor
in patients with gallbladder perforation (10). While the
surgery and anesthesia-related complications increase
in patients with preoperative sepsis or SIRS, the need
for postoperative broad-spectrum antibiotic use and
postoperative complications such as organ failure,
shock, and even mortality can also occur due to the
delay in diagnosis. Patients with preoperative sepsis
or SIRS should receive an appropriate antibiotherapy
following rapid resuscitation. In the presence of organ
failure, this condition should be corrected if possible,
and if there is an adequate time, the patient should
be prepared for the operation, and taken urgently into
operation. Despite such multidisciplinary approach,
the postoperative results are often dissatisfying in
these patients. As a matter of fact, one of our cases
had preoperative SIRS, and the patient died on the
fifth postoperative day due to septic shock.
Preliminary diagnosis of gallbladder perforation
should be kept in mind in patients who were admitted
to the emergency department with the symptoms
of acute cholecystitis, and the associations of all risk
factors with the patient and the disorder should be
evaluated.
Gallbladder perforation is one of the complications
of acute cholecystitis with high morbidity and
mortality rates. Although the availability of the
radiological examination methods is increasing at the
present time, the diagnosis can be delayed, and this
can lead to a worsened prognosis. The complication
of gallbladder perforation should be kept in mind as
a preliminary diagnosis in patients diagnosed with
acute cholecystitis, and these patients should be
evaluated within this perspective.
Meandros Med Dent J 2018;19:86-90
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