
International Journal of Case Reports and Images, Volume 16, Issue 1, 2025; Pages 20–23. ISSN: 0976-3198

Int J Case Rep Images 2025;16(1):20–23.   
www.ijcasereportsandimages.com

Khilji et al.  20

CASE REPORT	 PEER REVIEWED | OPEN ACCESS

Spontaneous gallbladder perforation presenting  
as gastroenteritis

Muhammad Faisal Khilji, Muhammad Akbar Saeed

ABSTRACT

Introduction: Spontaneous gallbladder perforation is a 
rare condition associated with high mortality.

Case Report: We present a case of a 75-year-old woman 
presenting with diarrhea, vomiting, and abdominal pain 
that began the same day. Her stools were loose, watery, 
brownish in color and contained no blood or mucous. She 
vomited several times since morning and her abdominal 
pain was mainly central and not radiating anywhere. 
She was vitally stable and moderately dehydrated on 
examination with mild umbilical tenderness and audible 
gut sounds. Her blood investigations showed slightly 
raised inflammatory markers with normal Amylase and 
Lactate. Intravenous hydration was started with anti-
emetic injection. As she was dehydrated and vomiting 
persistently, she was referred to Medicine for continued 
hydration. Later in the ward her computed tomography 
(CT) abdomen was done due to her persistent abdominal 
pain which showed perforated gallbladder. She was then 
referred to surgeons and she was treated with intravenous 
antibiotics and pigtail cholecystostomy drain. She was 
discharged after eight days with oral antibiotics, a drain in 
place, and red flags explained. The patient did not behave 
clinically or biochemically as perforated gallbladder 
making it a case of spontaneous gallbladder perforation.

Conclusion: Spontaneous gallbladder perforation 
can present in a number of different ways including 
gastroenteritis. The possibility of spontaneous gall 
bladder perforation should be considered if abdominal 
pain is not settling in an elderly patient.
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INTRODUCTION

The gallbladder perforation is a serious condition 
that requires immediate surgical intervention [1]. It is 
an important complication of acute cholecystitis and its 
incidence ranges between 2% and 18% [2]. The incidence 
of acalculous perforation is higher than calculous 
perforation [3]. Gallbladder perforations present 
clinically in the same way despite different etiologies [4]. 
Rarely gallbladder perforation occurs without typical 
clinical, radiological, or histopathological features of 
perforation called spontaneous gallbladder perforation 
and the diagnosis is usually missed or delayed in such 
conditions [5]. Our patient presented with gastroenteritis 
and did not behave clinically or biochemically as 
perforated gallbladder making it a case of spontaneous 
gallbladder perforation.

CASE REPORT

A 75-year-old woman came to the emergency 
department (ED) with complaint of diarrhea, vomiting, 
and abdominal pain for one day. Abdominal pain was 
in whole abdomen and colicky in nature without any 
aggravating or relieving factors. Her stools were loose, 
watery, brownish in color and contain no blood or 
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mucous. She vomited several times since morning and 
her abdominal pain was mainly central and not radiating 
anywhere. She was vitally stable, afebrile, and moderately 
dehydrated on examination with mild umbilical 
tenderness and audible gut sounds. She was maintaining 
her vitals, but as she was still having symptoms, she 
was treated symptomatically. Blood tests were done 
and she was referred to the medical team for admission. 
Her blood showed white cell count of 11.8×109/L and 
C-reactive protein of 12 mg/L. Her serum amylase, 
glucose, renal, and liver functions were normal. Her 
symptoms of diarrhea and vomiting settled by the next 
day but as her abdominal pain was not improving, hence, 
she was referred to the surgical team. Her abdominal 
examination showed mild tenderness in epigastric and 
right hypochondriac areas but not peritonitic. Her CT 
abdomen was done which showed acute cholecystitis 
with possible small perforation of gallbladder (Figure 1).

Her magnetic resonance cholangiopancreatography 
(MRCP) was done after two days which showed 
perforation of gallbladder with 4×4.5 cm abscess in 
adjacent liver (Figure 2).

She was treated with intravenous antibiotics and 
pigtail cholecystostomy drain. She was discharged 
after eight days with oral antibiotics, a drain in place, 
and red flags explained. She was seen weekly in the 
outpatient department where every time she presented 
asymptomatically and finally her cholecystostomy tube 
was removed after four weeks when the output was nil.

types, type 1 acute perforation with peritonitis, type 
2 subacute perforation with pericholecystic abscess, 
and type 3 as chronic perforation forming fistula [6–
8]. Spontaneous perforation is caused by ischemia, 
infection, and lithiasis. The most common cause of 
perforation is the ischemia of fundus of gallbladder 
due to the blockage of the most distant feeding artery. 
The typical presentation of gallbladder perforation is 
clinical peritonitis in the form of abdominal pain, fever, 
and sickness [9, 10]. According to Chen et al., sudden 
loss of intra-cholecystic pressure due to perforation 
causes abrupt relief in pain of the patient; however, 
if left untreated the patient will soon become toxic as 
reported by Gore et al. [11, 12]. It is usually diagnosed 
by ultrasound or CT scan, showing a thickened 
gallbladder wall and pericholecystic fluid collection 
[13]. Ultrasonography can be used for the diagnosis 
but CT scan is more sensitive. The findings of CT scan 
are cholecystic including thickening of wall, intramural 
abscess, and gallstones. The pericholecystic CT scan 
findings include pericholecystic fluid, abscess, and fat 
stranding [14]. Inflammatory markers are raised with 
deranged liver enzymes. The diagnosis between acute 
cholecystitis and perforated gallbladder is difficult. 
Usually, surgical treatment is used for type 1 gallbladder 
perforation but in spontaneous perforation, type 2 as in 
our case, the conservative treatment with intravenous 
antibiotics and pigtail catheter placement is often used. 
In our patient conservative approach was chosen due to 
the lack of acute features, relatively normal inflammatory 
markers, and age of the patient. This approach was used 
in studies by Biolato et al. and Başara et al. Biolato et 
al. used this approach to avoid post-cholecystectomy 
complications in a patient waiting for liver transplant 
and Başara et al. used this approach in an elderly patient 
with spontaneous gall bladder perforation [15, 16].

Figure 1: CT scan showing distended gallbladder with thickened 
wall and trace peritoneal fluid around, consistent with 
cholecystitis and localized perforation.

Figure 2: MRCP showing thickened gallbladder wall with 
perforation of the gallbladder fundus and a small 4×4.5 cm 
abscess within the adjacent liver.

DISCUSSION

Gallbladder perforation is associated with high 
mortality and classified by Niemeier, in 1934, into three 
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CONCLUSION

Spontaneous gallbladder perforation is rare and 
can present in a number of different ways, as in our 
case presented as gastroenteritis. If abdominal pain 
is not settling specially in elderly, then possibility 
of spontaneous gallbladder perforation should be 
considered. Early diagnosis and treatment are important 
as they are associated with significant morbidity and 
mortality.
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