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Abstract

Emphysematous cholecystitis is a comparatively rare but life-threatening disease, most frequently
seen in elderly, debilitated, or diabetic patients. Simultaneous existence of emphysematous cholecys-
titis and acute pancreatitis is even rare from previous report. We described an elderly woman of em-
physematous cholecystitis associated with cholelithiasis and acute pancreatitis presenting with a 3 days'
duration of epigastric and right upper quadrant pain. Ultrasound and computed tomographic scans of
the abdomen showed multiple stones and gas in the gallbladder and mild swelling of the pancreas with
ascites. Antibiotics were given and percutaneous drainage of the gallbladder was performed.
Subsequently, cholangiography via cholecystostomy was done and revealed no evidence of filling de-
fect in the common bile duct. The patient was discharged on the 9th hospital day and the cholecys-
tostomy tube was removed on the 7th day after discharge. Elective cholecystectomy was advised, but
refused. There was no recurrence of abdominal pain after 6 months' follow-up. ( J Intern Med Taiwan

2008; 19: 428-431 )

Key Words : Emphysematous cholecystitis, Pancreatitis, Gallbladder

Introduction
Emphysematous cholecystitis defined clinically
by the presence of air in the gallbladder lumen, in the

wall, or in the tissues adjacent to the wall of the gall-

bladder, in the absence of an abnormal communica-
tion with the gastrointestinal tract, is a rare but life-
threatening complication of acute cholecystitis. But
coexistence of emphysematous cholecystitis and

acute pancreatitis was rarely reported'. We described
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a case of simultaneous occurrence of both conditions
with successful management of antibiotics and per-

cutaneous drainage of the gallbladder.

Case Report

An 81-year-old female was admitted to our hos-
pital presenting with a 3-day history of epigastric and
right upper quadrant pain. The patient had a history
of hypertension for 5 years and underwent subtotal
gastrectomy with Billroth II anastomosis for gastric
ulcer bleeding 30 years previously. Physical exami-
nation showed icteric sclera and tenderness in the epi-
gastric area and right upper quadrant. Laboratory da-
ta showed a white cell count 13000/mm’ (normal
range: 4000-10000/mm*), amylase 931 TU/L (48-158
IU/L), lipase 6261 IU/L (13-60 IU/L), AST 82 IU/L
(5-40 TU/L), ALT 43 IU/L (5-40 IU/L), total biliru-
bin 4.3 mg/dl (0.2-1.0 mg/dl), r-glutamyl transpepti-
dase 131 IU/L (4-73 IU/L), triglyceride 44 mg/dl (40-
150 mg/dl), carcinoembryonic antigen 3.7 ng/ml
(<3.0 ng/ml). Abdominal sonography showed multi-

ple gall bladder stones and reverberation shadow con-

sistent of gas in the gallbladder (Fig. 1), but with no

Fig.1.Abdominal sonogrpahy showing multiple stones
(arrowhead) and reverberation shadow in the gall-
bladder (arrow)

evidence of biliary tree dilatation. Computed tomo-
graphic (CT) scans of the abdomen showed the pres-
ence of stones and gas within the gallbladder (Fig. 2),
mild swelling of the pancreas and ascites (Fig. 3).
Broad-spectum antibiotics were given initially and
percutaneous drainage of the gallbladder was done on
the 3rd hospital day. Enterobacter species were later
cultured from the bile. Cholangiography via chole-
cystostomy done on the 9th day of admission showed
neither evidence of filling defects in the common bile
duct nor a fistulous communication between the bil-

iary tract and the gastrointestinal tract. The patient re-

Fig.2.Computed tomographic scan of the abdomen af-
ter contrast enhancement showing intraluminal
gas in the nondependent portion of the gallblad-
der (arrow) and stones in the dependent portion
of the gallbladder (arrowhead)

Fig.3.Computed tomographic scan of the abdomen
showing mild swelling of the pancreas and small
amount of ascites
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fused cholecystectomy and she was discharged on the
9th day of the hospitalization. The cholecystostomy
tube was removed on the 7th day after discharge.
There was no recurrence of abdominal pain after 6

months' follow-up.

Discussion

Emphysematous cholecystitis is an uncommnon
variant of acute cholecystitis produced by gas-form-
ing bacteria associated with ischemic change. Two
possible pathomechanisms of emphysematous
cholecystitis were reported. One theory was occlu-
sion of the cystic duct’ and another was vascular oc-
clusion of the cystic artery and its branches’, followed
by proliferation of gas-forming organisms such as
Clostridia species, Escherichia coli and anaerobic
streptococci, resulting in formation of gas in the gall-
bladder and penetration of gas into the gallbladder
wall. Emphysematous cholecystitis predominantly
affects elderly men and occurs frequently in diabetic
patients’. Emphysematous cholecystitis has a high
risk for gallbladder necrosis and perforation, but a
substantial number of patients do not have associat-
ed cholelithiasis’. The diagnosis of emphysematous
cholecystitis was made on the basis of plain film of
the abdomen, abdominal sonography and CT scans
of the abdomen. Plain abdominal films occasionally
show the presence of an air-fluid level in the gall-
bladder lumen, or air in the gallbladder wall’.
Sonography is usually the initial diagnostic tool for
observing the gallbladder. The ultrasound features of
emphysematous cholecystitis depending on the
amount and location of gas have been well described:
highly echogenic collections with shadowing and re-
verberation emanating from the gallbladder wall or
lumen®’. Another sonographic sign of emphysema-
tous cholecystitis is the effervescent gallbladder
which show tiny echogenic foci (gas bubbles) ob-
served rising from the dependent portion of the gall-
bladder, reminiscent of rising champagne bubbles".

CT scans might be the best modality for diagnosing

emphysematous cholecystitis because it shows the
exact location of air, whether in the gallbladder wall,
in the lumen or thoughout the bile duct’. The treat-
ment of emphysematous cholecystitis is cholecys-
tectomy, either conventional or laparoscopic.
Percutaneous drainage of the gallbladder may be an
alternative treatment when it is not safe to carry out
a surgical procedure, especially in severely ill pa-
tients".

Our case is unique because of coexistence of em-
physematous cholecystitis and acute pancreatitis. The
precise etiology for the simultaneous occurrence of
both conditions in this patient was not clear. As there
was no filling defect in the common bile duct, we
thought that the most likely possibility was a stone
impacted in the distal portion of the common bile duct
causing gallstone pancreatitis with spontaneous stone

passage.

References

1.Wu CS, Yao W], Hsiao CH. Effervescent gallbladder: sono-
graphic findings in emphysematous cholecystitis. J Clin
Ultrasound 1998; 26: 272-5.

2.Lorenz RW, Steffen HM. Emphysematous cholecystitis: diag-
nostic problems and differential diagnosis of gallbladder gas col-
lection. HepatoGastroent 1990; 37(Suppl): 103-6.

3.May RE, Strong R. Acute emphysematous cholecystitis. Brit J
Surg 1971; 58: 453-8.

4 Mentzer RM, Golden GT, Chandler JG, Horsley JS. A compar-
ative appraisal of emphysematous cholecystitis. Am J Surg
1975; 129: 10-5.

5.Jacob H, Appelman R, Stein HD. The radiology corner: em-
physematous cholecystitis. Am J Gastroenterol 1979; 71: 325-
30.

6.Parulekar SG. Sonographic findings in acute emphysematous
cholecystitis. Radiology 1982; 145: 117-9.

7.Blaquiere RM, Dewbury KC. The ultrasound diagnosis of em-
physematous cholecystitis. Br J Radiol 1982; 55: 114-6.

8.Nemcek AA Jr, Gore RM, Vogelzang RL, Grant M. The effer-
vescent gallbladder: a sonographic sign of emphysematous
cholecystitis. Am J Roentgenol 1988; 150: 575-7.

9.McMillin K. Computed tomography of emphysematous chole-
cystitis. J Comput Assist Tomogr 1985; 9: 330-2.

10.Virgan HL, Wohlgemuth SD, Bell JS 3rd. Percutaneous chole-
cystostomy drainage for the treatment of acute emphysematous
cholecystitis. Am J Roentgenol 1990; 155: 1013-4.



Synchronous Emphysematous Cholecystitis and Acute Pancreatitis : A Case Report

7l B R PR AE S R R B TERR R -
— Rl $

REEAE HAE KER O FLHK

FEOBE AR CHEH

B =

FRERERERZ AP A EHGEIERERLOFEL  HHNR2EFA KD £
H BB EBE - FIE A REMRER XA EHEREK B E P BE - RMRE —FI81 &
LR BARIERERRFEAERLEEREEREE » A3 RZ LR A EERAR -
ANRERERBERR BT RERAA SR RABENEEA » BREEME KRR K - 2K AR
RARAEFFRREERNANER - RFEECHKR  BROBEIIATEITEERIMN 1228
W P BEE o RBAEERPIRBR  AAKRKRT RBRKREEI AT » RARERK
£ REERH T o ZHB6MEA RER B -

431



