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CASE REPORT

Introduction:
Acute or spontaneous gallbladder perforation 
(GBP) is rare in surgical practice1, and in chil-
dren it is rarer. In typhoid fever acute cholecys-
titis is a rare complication, while gallbladder 
perforation is extremely rare in children2. It has 
no specifi c presentation 3 , and usually diagnosis 
may not be established pre operatively4. Patients 
usually present with fi ver and acute abdomen, 
with suspected perforation of acute appendici-
tis or typhoid ileal perforation, diagnosis usually 
made while surgery. Morbidity and mortality 
are related to delay in diagnosis5 . At present 
mortality is reduced to nil.6,7,8,9

Case Report:
A 8 year old boy presented with fever for 6 days, 
abdominal pain and abdominal distention for 5 
days, vomiting for 3 days fl atus and faces was not 
passed for 2 days. On clinical examination, pa-
tient was febrile dehydrated, abdominal exami-
nation shows, whole abdomen was distended 
and tender, rigidity and guarding also present, 
on digital rectal examination rectum was found 
empty and no mass was palpable. Plain abdomi-

nal X-Ray showed few air fl uid levels and no 
free intra peritoneal air. Ultrasound abdomen 
show moderate amount of free intra peritoneal 
fl uid. CBC(complete blood cell count) show 
hemoglobin 11 mg/dl, leukocytes 6300/μL. 
On serum electrolyte analysis, there was mild 
hyponatremia and mild hypokalemia (Na: 140 
mmol/L, K: 3.3 mmol/L). Clinical diagnosis of 
generalized peritonitis due to ileal perforation 
or acute appendicitis perforation was made. Af-
ter resuscitation laparotomy was performed.

 At laparotomy 900 ml bilous fl uid was drained, 
appendix was found normal, and no perforation 
was found in large and small bowel both were 
normal. Gallbladder found infl amed, there was 
small hole in the fundus draining bile. Structures 
was identifi ed at calot’s triangle and cholecystec-
tomy was done. Peritoneal toilet also done with 
warm saline. A drain was placed in subhepatic 
space which was removed on 2nd post operative 
day. Patient recover uneventfully. Post operative 
the Widal test was positive for O,H antigen. Bi-
opsy report revealed acute infl ammatory chang-
es in gallbladder.
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Discussion:
Gallbladder perforation usually occur in acute 
obstructive(calculus) cholecystitis, and its in-
cidence is high in patients with diabetes melli-
tus, recent severe trauma, critical illness, severe 
burn10. 2-11% patients of acute cholecystitis 
progress to gallbladder perforation, 4,5,9. Acute 
cholecystitis is a rare complication of typhoid2 
and perforation of gallbladder in typhoid cho-
lecystitis is an uncommon occurrence in pe-
diatric population8. Spontaneous gallbladder 
perforation(GBP) may be caused by an infl am-
matory reaction, weakness and necrosis of its 
wall. Th e most common site of gallbladder per-
foration is the fundus , because this is the most 
distal part with regard to blood supply . Th e clin-
ical features of SGP are non specifi c especially in 
children. Early diagnosis of SGP requires a high 
degree of clinical suspicion. Hence the treating 
surgeon must consider this rare condition in dif-
ferential diagnosis while treating any child with 
acute abdomen.

Plain abdomen X-Ray was not helpful it may 
show no pneumoperitoneum , as in my patient. 
Abdominal ultrasound and computerized tomo-
graphic scan are helpful, but may lack specifi city 
to diagnose GBP, these investigation may only 
show free peritoneal fl uid8. Ultrasound fi nd-
ing of gallbladder wall thickening (>3.5mm), 
gallbladder distension, pericholecystic fl uid, 
and positive sonographic Murphy’s sign are sig-
nifi cant and some time present in GBP 11. Th e 
“HOLE” sign in which the defect in gallblad-
der wall is visualized, is the only reliable sign of 
GBP9. Other investigations uses in the diagnosis 
of GBP are diagnostic peritoneal levage, retro-
grade cholangiography and HIDA scan 12. 

Early diagnosis of GBP and prompt surgical 
intervention is important in the management 
of GBP. Although clinically it is diffi  cult to di-
agnose GBP pre-operatively. It is commonly 
assumed as bowel perforation when a patient 
present with features suggestive of peritonitis 9, 

same happened in my patient. Cholecystectomy 
and peritoneal levage or an abscess drainage if 
present are usually suffi  cient treatment. If GBP 
is diagnoses pre-operatively the laparoscopic 
cholecystectomy will be good a choice.
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Figure 1: Gallbladder is acutely infl ame and there is 
small perforation at fundus


