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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. We report a case of 17 year old boy who presented with perforation at 

the neck of gall bladder with extrusion of a stone. It was associated with bile infected with S. typhi. 
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INTRODUCTION: Spontaneous perforation of the gallbladder is rare. It occurs in approximately 3% 

of cases of acute cholecystitis, usually associated with advanced age and the presence of stones1. 

Fundus is the commonest site of perforation. Incidence of perforation is lower with acalculus 

cholecystitis2.Rare cause of GB perforation is typhoid fever, where patients carry Salmonella typhi in 

the GB and develop acute acalculus cholecystitis. 

 We report a case of 17 year old boy who presented with perforation at the neck of gall bladder 

with extrusion of a stone. It was associated with bile infected with S. typhi. 

 

CASE PRESENTATION: A 17 year old male presented with history of pain in right upper quadrant of 

abdomen since 2 days. It was associated with high-grade continuous fever not subsiding after 

medication. There was mild tachycardia. Abdominal examination showed tenderness in right 

hypochondriac region. 

 The laboratory tests showed leukocytosis (with neutrophilia). Abdominal x-ray was normal. 

Ultrasonography of abdomen showed distended Gall Bladder with mild thickening and cholelithiasis 

with the possibility of perforation. A contrast enhanced CT scan of abdomen revealed impacted 

calculus of 1cm at the neck with one extruded stone with a small pericholecystic collection likely to 

be a sealed off gall bladder perforation. (Figure 1). 

 In view of these findings it was decided to explore the patient. Intraoperatively, the omentum, 

colon and duodenum were adherent to the gall bladder. After adhesiolysis, a 0.5x0.5cm perforation 

was seen at the neck of the gall bladder with necrotic edges and extruded stone with minimal 

purulent collection (Figure 2). Bile admixed with pus was sent for culture. Cholecystectomy was 

performed. Postoperative period was uneventful. 

 The histopathology report of the specimen showed features of acute cholecystitis. The bile 

culture revealed S. typhi. Blood, urine cultures were negative for S. typhi. 

 

DISCUSSION: Perforation of the gall bladder may occur in both calculus and acalculus cholecystitis. In 

cholelithiasis, the sequence of events that leads to acute cholecystitis and subsequently to perforation 

is thought to result from occlusion of the cystic duct by a calculus, resulting in retention of 

intraluminal secretions. Distension of the organ with a consequent rise in intraluminal pressure 
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impedes venous and lymphatic drainage, leading to vascular compromise and ultimately to necrosis 

and perforation of the wall of the gallbladder3. In the absence of stone disease, typhoid fever is also 

known to occasionally cause spontaneous perforation of the gall bladder 4. In such cases perforation 

is thought to result from intense inflammation leading to thrombosis of the blood vessels. 

 The presumed cause of perforation in this case was impacted stone in the neck causing vascular 

compromise and pressure necrosis of the gall bladder wall. The presence of S. typhi may have 

compounded the problem and accelerated the process, as the perforation was found at the neck of the 

gall bladder which is a far less common site than the fundus (due to its poorer vascularity).3 

 Epidemiological studies conducted in endemic regions have indicated that there is a strong link 

between the development of the chronic carrier state and the presence of gallstones. In fact, 

approximately 90% of chronically infected carriers have gallstones.5 However, whether these 

microorganisms have a primary role in causing cholecystitis or cholelithiasis, or are merely 

colonizers of a previously damaged gall bladder, is still unknown.  

 Although management is same, it is difficult to determine whether the patient developed 

gallstones first and then became infected with S typhi, or vice versa. 

 Niemeier classified gallbladder perforation into three clinical types: type 1 (acute) - 

presentation as generalized peritonitis; type 2 (subacute) - pericholecystic abscess and localized 

peritonitis; type 3 (chronic) - cholecystoenteric fistula.6 This patient had a type 2 perforation. 

 It is difficult to diagnose perforation of gall bladder clinically. Ultrasonography and 

computerized tomography (CT) may demonstrate abdominal fluid but lack specificity to diagnose gall 

bladder perforation.7  

 Kim et al in their comparative study of CT and ultrasonography with gallbladder perforation 

detected the site of perforation in 50% of patients on CT but in no patient on ultrasonography8. Sood 

et al noted that the sonographic hole sign, in which the defect in GB wall is visualized, is the only 

reliable sign of gallbladder perforation.9 

 The best form of management is early surgery as delay in surgery increases both mortality and 

morbidity of patient.10 
 

CONCLUSION: Although GB perforation due to stones is predominantly found in the elderly, it can 

occur in the young, so high index of suspicion in acute upper abdomen is required. Early diagnosis of 

gallbladder perforation and timely intervention are of crucial importance. Ultrasound scan and CT 

scan compliment the clinical diagnosis. “What the mind does not think, the eyes do not see” This 

dictum should be remembered. 
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