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ABSTRACT

Introduction: spontaneous gallbladder perforation
is a rare complication of gallbladder pathologies; in
acute cholecystitis, it occurs in approximately 2% of
cases and is associated with mortality between 12 and
42%. If it occurs with a concomitant hepatic abscess,
it is even rarer. Material and methods: a 55-year-old
female patient attended the emergency department
for abdominal pain in the epigastrium and right
hypochondrium, radiating to the interscapular region of
one month of evolution. Leukocytosis, elevated alkaline
phosphatase (ALP), and gamma-glutamy! transferase
(GGT) were found; contrasted abdominal computed
axial tomography (CT) scan showed gallbladder with
impacted lithos in its interior, intrahepatic rupture,
and intrahepatic abscess. Results: we performed
cholecystectomy plus abscess drainage and placement
of drains by laparoscopy. We placed four trocars; we
found a Parkland 5 gallbladder and a hepatic abscess
in segments IV and V and extracted the piece with
an extractor bag. Finally, we placed 19 Fr drains to
Winslow’s hiatus and the abscess cavity. Conclusions:
vesicular rupture with liver abscess formation is a rare
complication. It represents a diagnostic challenge for the
surgeon; however, the diagnosis can be made promptly
thanks to new diagnostic tools.

INTRODUCTION

Spontaneous perforation of the gallbladder
is a rare and severe complication of
gallbladder pathologies that can put the
patient’s life at risk.’ Its presentation with
concomitant hepatic abscess is an even rarer
complication. In the case of patients with acute

RESUMEN

Introduccion: la perforacion espontanea de la vesicula
biliar es una complicacién poco frecuente de las pato-
logias vesiculares, en la colecistitis aguda se presenta
aproximadamente 2% de los casos, se asocia con una
mortalidad entre 12 y 42%. Si se presenta con un abs-
ceso hepatico concomitante es alin mas rara. Material y
métodos: paciente femenino de 55 afios, quien acudid al
Servicio de Urgencias por dolor abdominal en epigastrio
e hipocondrio derecho, irradiado a region interescapu-
lar de un mes de evolucion. Se encontrd leucocitosis,
elevacion de fosfatasa alcalina (FA) y gamma-glutamil
transferasa (GGT); la tomografia axial computarizada
(TAC) abdominal contrastada mostré vesicula biliar
con litos impactados en su interior, ruptura y absceso
intrahepaticos. Resultados: realizamos colecistectomia
mas drenaje de absceso y colocacion de drenajes por
laparoscopia. Colocamos cuatro trocares, encontramos
vesicular biliar Parkland 5 y absceso hepatico en seg-
mentos 1V y V, se extrajo pieza con bolsa extractora y
finalmente se colocaron drenajes de 19 Fr en el hiato
de Winslow y a cavidad del absceso. Conclusiones: la
ruptura vesicular con formacion de absceso hepatico
es una complicacion poco frecuente. Representa un reto
diagnéstico para el cirujano; sin embargo, gracias a las
nuevas herramientas diagnésticas se puede realizar el
diagnéstico de manera oportuna.

cholecystitis, it is known that approximately
0.8 to 3.2% of cases present perforation of
the gallbladder into the abdominal cavity;?*°
however, the incidence of perforation with the
formation of a secondary intrahepatic abscess is
unknown, and there are only a few case reports
in the literature.? This is associated with high
morbimortality, with reported mortality ranging
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Figure 2:

Computed axial
tomography with sagittal
reconstruction in the
venous phase image. The
gallbladder (arrow) with
a 2 mm communication
(arrowhead) towards

the collection (star)

of biliary-type liquid
content located in
hepatic segments 1V

and V is visualized.

Figure 3:

VR3D reconstruction with
the siemens Syngo via
platform in which bilioma
is quantified (arrow) with
a volume of 119.5 ml.
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Figure 1: An axial plane computed tomography
showing the intravenous contrast in the venous phase.
The gallbladder (arrow) is visualized as expanded with
localized lithos towards the gallbladder neck, and the
fundus wall is visualized discontinuously towards the
hepatic parenchyma with associated edema.

Bilioma ¥ ,

Volume 11950 cm®
Min/max: 27 HU/51 HU®,
Mean/SD: 24 HU/11 HU*=

between 12 and 42% of cases,”> even with
aggressive medical management and multiple
interventions.?

Perforation of the gallbladder develops from
a series of events triggered by obstruction of the
cystic duct, usually by a litho, followed by bile
stasis and gallbladder distension. Subsequently,
it causes increased intraluminal pressure
leading to vascular and lymphatic compromise,
resulting in vesicular necrosis and, finally,
vesicular perforation. The gastric fundus is the
most frequent location of vesicular perforations
because it is the most distal area and contains
the most precarious blood supply.’24

In the approach to this pathology, abdominal
ultrasound can provide vital information
for the diagnosis; however, a computerized
tomography scan is a more sensitive tool to
reach an accurate diagnosis and plan the
resolution of the condition.?

PRESENTATION OF THE CASE

A 55-year-old female patient came to the
emergency department with a picture of a
month of evolution characterized by abdominal
pain located in the epigastrium and right
hypochondrium, radiating to the interscapular
region, which was increasing, so she decided
to go to the doctor who started homeopathic
treatment; however, she did not improve, so
she went to the emergency department of our
hospital unit where the following vital signs
were recorded: BP (blood pressure) 114/76
mmHg, HR (heart rate) 124 bpm, RR (respiratory
rate) 16/min, and temperature of 36 °C. On
questioning, the patient denied the presence of
fever, nausea, vomiting, or the presence of bowel
movements of decreased consistency. For her
approach, general laboratories were requested,
highlighting the presence of leukocytosis (12,300
mm?), elevated alkaline phosphatase, and GGT
(315 and 268 U/l respectively); a CT scan of
the abdomen with intravenous contrast was
requested (Figures 1 to 3) which showed the
presence of gallbladder with impacted lithos
in its interior, and an intrahepatic rupture, in
addition to an intrahepatic abscess in segments
IV and V (Figure 2).

Antibiotic therapy based on carbapenems
and imidazole was started with subsequent
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Figure 4: Gallbladder completely covered by omentum
(Parkland 5) and hepatic abscess.

surgical management. Cholecystectomy plus
abscess drainage and placement of drains by
laparoscopy were performed. Four trocars
of 12 mm were placed in the umbilical and
subxiphoid region; in the hypochondrium
and right flank, a 5 mm trocar was placed.
We found a gallbladder covered entirely
by omentum corresponding to Parkland 5
(Figure 4) with edematous walls and a hepatic
abscess in segments IV and V adhered to the
abdominal wall. Approximately 200 cm? of
purulent material (pyococcus and abscess) were
drained (Figure 5), which were sent to culture,
where growing of Streptococcus anginosus
and Enterobacter cloacae was reported. The
surgical piece was removed with an extractor
bag, and finally, 19 Fr Blake-type closed drains
were placed into the Winslow’s hiatus and
the abscess cavity, the patient was discharged
home on the fourth postoperative day. The
antimicrobial scheme was adjusted at discharge
with ampicillin/sulbactam and metronidazole
to complete 14 days of antibiotic therapy. In
the follow-up consultation, on the seventh
postoperative day, the patient was pain-free at
the surgical site, afebrile, with good tolerance
to oral administration and regular bowel
movements. It was decided to remove both
drains.

DISCUSSION

Gallbladder rupture is an infrequent
complication' of biliary pathologies. It is more
prevalentin the female sex in acute cholecystitis;
however, gallbladder perforation is more
common in men." It occurs in approximately

45

2-10% of patients with acute cholecystitis,*®
with a mortality of 12-42%.°

Gallbladder perforation secondary to
lithiasis occurs in patients who delay surgical
treatment or who do not improve with
conservative management;* on the other hand,
in the context of an alithiasic cholecystitis,
patients are more susceptible to gallbladder
perforation.”

The clinical presentation is usually insidious,
with abdominal pain predominantly in the right
upper quadrant, and may be associated with
fever and jaundice. Elevation of liver enzymes,
predominantly alkaline phosphatase (ALP), is
expected.?”

Gallbladder perforation begins due to
obstruction of the cystic duct, preventing the
outflow of bile to the main biliary tract, which
is secondary to a litho causing stasis inside the
gallbladder and subsequent distension. This
increases intravesicular pressure, compromising
venous and lymphatic drainage, resulting in
ischemia and, finally, gallbladder perforation
occurs.”® The leading perforation site is the
fundus; since it is the most distal portion of
the organ, it has the least blood supply and
therefore is more susceptible to ischemia
and necrosis.® The development of biliary
peritonitis is more common in this location;
however, perforations in other portions of the
gallbladder are usually sealed by the omentum
or intestinal loops, which limits damage to the
right hypochondrium and abdominal cavity.®

In 1934 Niemeier proposed a classification
for gallbladder perforation (Table 1):¢ type 1
perforations represent 16% and are considered
chronic because they have a fistulous tract;

Figure 5: Drainage of purulent material.
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Table 1: Niemeier classification: types of gallbladder perforation.

Type Features
1 Chronic perforations: the fistulous tract is seen between the gallbladder and some other
viscera
2 Subacute perforations: the gallbladder is surrounded by an abscess and adhesions in the
peritoneal cavity
3 Acute perforation: free perforation into the abdominal cavity

type 2 perforations are the most common
(60%); and type 3 perforations represent
16% and are associated with more significant
mortality;*” however, this classification does
not include complications such as intrahepatic
rupture with the formation of a secondary
hepatic abscess.! Nevertheless, any vesicular
perforation is considered a surgical emergency.!
Niemeier perforations types 1 and 3 usually
require urgent surgical management, while
type 2 perforations can be managed initially
with drainage or cholecystostomy and later
cholecystectomy.*®

In an article published by Hussain in 2016,
itis reported that most cases of hepatic abscess
secondary to vesicular rupture are resolved with
open cholecystectomy. In our case, we opted
for an initial laparoscopic approach obtaining
good postoperative results like those published
by Quiroga,® where the mean in-hospital stay
was five days. This same study reports that
almost half (42%) of the patients submitted
to laparoscopic cholecystectomy required a
second intervention; in our case, no additional
procedure was necessary.

CONCLUSIONS

Vesicular rupture with subsequent liver abscess
formation is a rare complication. It represents a
diagnostic challenge for the surgeon; however,
early diagnosis is possible thanks to new
diagnostic tools.
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