Case report

AN UNUSUAL PRESENTATION OF GALL BLADDER PERFORATION AS AN ANTERIOR
ABDOMINAL WALL ABSCESS.

ABSTRACT:

A lump in the abdominal wall in right upper quadrant of abdomen can be because of a myriad of
reasons and a ruptured gall bladder is one of the least suspected underlying causes.Overall,
gallbladder perforation is quite serious an entity with high morbidity and mortality rates and hence
early detection of this entity and subsequent needed interventions are extremely important for
successful treatment of the patient. We hereby report a case of a perforated gallbladder.secondary to
underlying acute calculous cholecystitis. The patient had presented with a painful:swelling over right
upper quadrant of abdomen with no septic complication and stable vitals. Upon cross sectional
imaging it was diagnosed as acute calculus cholecystitis with rupture ‘of gallbladder and adjacent
pericholecystic and anterior abdominal wall abscess formation. It was managed with: percutaneous
pigtail placement under ultrasound guidance and was discharged'with stable vitals'with pigtail-in-situ
after 6 days. Pigtail was functional and definitive therapy in the form of:interval cholecystectomy was
undertaken after a gap of 3 months which was uneventful. Appropriate identification of cause and
subsequent intervention is imperative to patient’s well-being. Also'not rushing into a cholecystectomy
in an acutely inflamed gall-bladder is a very good decision to prevent inadvertent bile duct injuries.
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INTRODUCTION: Gall-bladder perforation is an unusual and potentially serious clinical scenario
and timely diagnosis is extremely necessary to obtain good results. A perforated gallbladder being the
cause of right upper quadrant anterior abdominal swelling is rather unusual. The main cause of gall
bladder perforation is usually cholecystitis — which may or may not be associated with gallstones.
The incidence of gall bladder perforation in acute cholecystitis lies between 2-18%.***°**The chance
of gallbladder perforation is even higher in,a case of acalculous cholecystitis, varying between 10-
20%. Clinical presentations of: gallbladder perforations are similar irrespective of the underlying

PRESENTATION OF CASE: A 72-year-old man was admitted with a painful lump of about 6x6cms
over right hypechondrium for 2 weeksassociated with nausea and vomiting (FigurelA&B). He was
vitally stable. His blood reports were within normal range for age - haemoglobin 11 g/dl, white blood
cell.count 7600/cc and platelet count 1,73,000/cc. His Alkaline phosphataselevel was 91UIL,
Aspartate transaminase (AST)and Alanine transaminase (ALT) levels were40 U/L and 24 U/L
respectively. His total bilirubin was 0.5 mg/dl, urea was 14 mg/dL and creatinine 0.89 mg/dL. Serum
amylase and lipase were 200 IU/L and 3001U/L respectively.

IMAGING FINDINGS-

ULTRASOUND ABDOMEN-revealed a defect in the wall of the gallbladder near fundus with
loculated, hypoechoic collection of around 35-40 cc volume in pericholecystic region with contracted
and edematous gall bladder with wall thickness of 6mm. Also a 6 mm stone in fundal region of gall
bladder with dilated proximal common bile duct(11mm) and mild localized collection in parietal wall of
right upper abdomen communicating with pericholecystic collection. On ultrasound guided fluid



aspiration (FigurelC) a yellow-green tinged fluid aspirate was seen (bile tinged) and was sent for
culture which was negative for any growth.

CECT ABDOMEN(Figure 2&3) - A contrast enhanced CT scan of abdomen was performed which
showed 4 mm focal defect in gallbladder fundal region with radio dense 6*6mm calculus within gall
bladder with near total contracted lumen and thickenedgall bladder wall(upto 6 mm). There was also
evidence of irregularly shaped heterogenous, hypodense, peripherally enhancing collection in right
upper quadrant region around gall bladder fossa, extending along liver with mesenteric fat streakiness
leading to a focal elliptical lump formation measuring 89*42*80 mm. Extraperitoneal extension of
collection in adjacent abdominal wall in right upper quadrant of abdomen was seen with
subcutaneous oedema. Common bile duct was mildly prominent (upto 10 mm) but with a tapering
course and with no intraluminal contents to suggest choledocholithiasis (due to stasis).

MANAGEMENT-

¢ IMMEDIATE MANAGEMENT -A pigtail was placed under ultrasound guidanee, inside the
abscess cavity. The pigtail started draining all the intraparietal as well as. perichelecystic
collection. Stat output of approximately 30cc was noted within cellection bag. The pigtail was
kept in-situ and the patient was discharged under stable condition next day and called for
follow up in OPD.

¢ SURGICAL MANAGEMENT-Interval cholecystectomy was.done after 3 months interval.
Histopathology revealed acute inflammatory infiltrates within. background of chronic
cholecystitis however negative for any features of malignancy.

DISCUSSION:

Gallbladder perforation is potentially life-threatening. Niemier classified gallbladder perforation into
three types- type 1: acute free perforation into peritoneal cavity, type 2: subacute perforation into
pericholecystic abscess, type 3: chronic petforation into cholecysto-enteric fistula.>® Roselyn et al
concluded in their study that type 1 and-2 mostly take place in young patients whereas type 3 occurs
in older population.®Gallbladder perforationscan be further classified based on the underlying etiology
into — 1)spontaneous, 2)traumatic and 3)iatrogenic. Although the cause of perforation is often
debated, the most plausible cause is increased.intraluminal pressure possibly due to an impacted
stone in the neck which leads.to venous and lymphatic stasis and eventually subsequent necrosis of
the wall. The presence of60% perforations in the fundus region which has the least blood-supply
further substantiates this ischaemic theory.**'12*°

Clinical diagnosis of gallbladder perforation is quite difficult and in mild cases, may be inseparable
from acute uncomplicated cholecystitis cases. But its very important to distinguish these two entities
as bile leak can cause an overwhelming biliary peritonitis in which case any delay in initiation of
treatment will adversely affect the outcome.® Ultrasound is the first imaging modality to be used in
such cases but, manyat-times it may be very difficult to distinguish it from justan acute cholecystitis
because in both conditions there is gallbladder distension and wall edema.A defect in the wall of gall
bladder (Hole sign) is a positive imaging sign for gallbladder perforation but can be demonstrated on
high resolution ultrasound in only 70% cases.'*****Contrast enhanced CTabdomen (CECT)is usually
the confirmatory investigation which not only depicts changes in gallbladder such as gallbladder wall
thickness, edema and wall defects but also haemorrhage or abscess formation along with cystic duct
or common bile duct stones and any evidence of intra-luminal gas. Pericholecystic changes are also
detected on CECT abdomen which include pericholecystic fat stranding, pericholecystic fluid
collection, abscess or bilioma formation, presence of extra-luminal stones,adjacent liver bed
enhancement, liver abscess, portal vein thrombosis, lymphadenopathy, reactive mural thickening of
adjacent hollow organs (hepatic flexure of colon and duodenum), intra-peritoneal free air, ascites and
features suggesting Mirizzi syndrome.*®*

In cases of type 1 perforation, there can be either exploratory laparotomy and open cholecystectomy
with peritoneal lavage or,in some cases |laparoscopic cholecystectomy with peritoneal lavage — both
are equally acceptable and both have good results. In fact, most of the studies show good results
post-operatively even after biliary peritonitis. But in cases of type 2 or type 3 gall bladder perforation



with stable vitals, pigtail drainage of the local collection followed by interval cholecystectomy is a good
option and should be considered. It has favourable outcome and very low risk of bile duct injuries that
could take place if surgery takes place at the peak of inflammation.”****

CONCLUSION:

Our case highlights a serious complication of acute cholecystitis which is gallbladder perforation
presenting as a contained parietal and abdominal wall abscess. It is a rather uncommon etiology for a
right upper quadrant abdominal lump. Gall bladder perforation needs early diagnosis and immediate
management to prevent mortality. It is diagnosed with the help of prompt imaging (ultrasound and
CECT abdomen)and managed by an immediate surgical intervention. In cases of contained
perforation, minimally invasive intervention like pigtail drainage or cholecystostomy followed later by
definitive surgical management -open interval cholecystectomy can be performed.

CONSENT- informed consent was taken over our institutional consent form for procedure and
publication of the case. Identity of the patient is not revealed anywhere in the case report
directly/indirectly.
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Figurel A,B — clinical picture of the patient's abdomen showing a right upper quadrant lump of
anterior abdominal wall with mild skin inflammation evident as redness.

C- Ultrasound guided aspirate from the anterior abdominal wall collection reveals bile tinged serous
fluid..



Figure2-Axial CECT Upper abdomen image reveals mild peripherally enhancing collection anterior to
liver with heterogeneity and bulky anterior abdominal wall muscles.
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Figure3-Axial CECT zoomed view reveals a hyperdense calculus in gall bladder fundus (marked by
black arrow), a focal defect in fundal wall of gall bladder (marked by star) and peripherally enhancing
collection anterior to liver and going into the adjacent right abdominal wall within intermuscular planes
forming a lump there (marked by pentagon). The gall bladder overall is contracted and thickened and

liver bed is not infiltrated.



