Korean J Hepatobiliary Pancreat Surg 2013;17:83-85

Case Report

Acute acalculous cholecystitis after laparoscopic appendectomy in
a young healthy patient: report of a case

Ki Hoon Kim', Jin Su Kim', So-Hyun Nam', Kwan U Kim', Woon-won Kim', and Yong Han Kim?

Departments of 1Surgery and 2Anesthesiology, Haeundae Paik Hospital,
Inje University College of Medicine, Busan, Korea

Acute acalculous cholecystitis (AAC) is defined as acute inflammation of the gallbladder in the absence of gallstones.
AAC occurs in patients after major surgery and in the presence of serious co-morbidities such as severe trauma, burns,
sepsis, prolonged intravenous hyperalimentation and hemodynamic instability. AAC is rare in patients with none of
the established risk factors. We present a case of a 38-year-old woman who developed AAC after laparoscopic
appendectomy. (Korean J Hepatobiliary Pancreat Surg 2013;17:83-85)
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INTRODUCTION

Acute acalculous cholecystitis (AAC) is defined as
acute inflammation of the gallbladder in the absence of
gallstones and has a multifactorial pathogenesis.' AAC oc-
curs in about 10% of all cases of acute cholecystitis. AAC
has numerous causes that produce bile stasis and ischemia
leading to inflammation and infection of the gallbladder.
AAC tends to have a more fulminant course, is frequently
associated with gangrene, perforation and empyema, and
has high morbidity and mortality.2 AAC has traditionally
been recognized to occur in patients with serious co-mor-
bid illnesses especially after a major operation, severe
trauma, burns, systemic sepsis and prolonged intravenous
hyperalimentation.3 However, there has recently been an
increasing number of reports in the literature of the occur-
rence of AAC in patients with none of the established risk
factors.*®* AAC arising as a complication of laparoscopic
appendectomy has been reported in just 1 case and it was
treated conservatively.” Herein, we present the case of a
38-year-old woman who developed AAC after laparo-

scopic appendectomy.

CASE

A 38-year-old woman who was previously in good
health came to our emergency room 3 days after she re-
ceived laparoscopic appendectomy at a local clinic. She
had acute abdominal pain which initially occurred in the
epigastric and umbilical area and then migrated to the
right lower quadrant after 10 hours and was associated
with nausea and anorexia. Acute appendicitis had been di-
agnosed by abdominal computed tomography (CT) and
operative findings at another hospital. Her abdominal pain
and associated symptoms improved after surgery. Howev-
er, on the second postoperative day, she complained of
abdominal pain. Her background history was unremar-
kable except for the laparoscopic appendectomy. She was
on no regular medication, did not smoke or drink alcohol.
On physical examination, she had normal blood pressure
and pulse. Body temperature was 37.8°C. She exhibited
tenderness and guarding in the epigastric region and right
upper quadrant. Results of the laboratory studies were un-
remarkable, except for elevated C-reactive protein (CRP)
which was 8.04 mg/dl (normal range less than 0.5 mg/
dL). Her body mass index (BMI) was 21.7 (height: 168
cm, weight: 61.2 kg). Abdominal CT showed a thickened,
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Fig. 1. Computed tomography showing (A) a normal gallbladder in a local clinic and (B) marked thickening of the gallbladder

wall.

contrast-enhanced wall of the gallbladder (Fig. 1). Percu-
taneous transhepatic gallbladder drainage (PTGBD) was
performed initially. Her abdominal pain subsided and
CRP decreased to 1.33 mg/dl after the PTGBD. After 4
days, laparoscopic cholecystectomy was performed. The
gallbladder appeared acutely inflamed and contained no
stones. Histopathologic examination of the resected gall-
bladder showed acute cholecystitis. The patient’s post-
operative progress was uneventful, and she was dis-

charged 5 days after surgery.

DISCUSSION

AAC generally occurs in patients after major surgery,
in the presence of critical illnesses such as trauma, burns,
and sepsis, and in the elderly.' However there have been
recent reports of acalculous cholecystitis in young healthy
patients who had none of the established risk factors.”®
The patient described in this case report was young and
healthy and exhibited none of the standard risk factors
other than recent surgery, although laparoscopic appen-
dectomy is not considered to be a major operation.

The pathogenesis of AAC in patients with no risk fac-
tors is as yet unclear. The commonest postulated patho-
genesis of AAC is bile stasis resulting in a change of bile
composition and ischemia.” Factors known to contribute
to bile stasis in the postoperative patient are fasting, anes-
thesia, dehydration, fever, and narcotics for the relief of

pain.9 I believe that the most probable mechanism of AAC

in this woman was bile stasis that resulted from the anes-
thesia given to her during the appendectomy and the nar-
cotics given for the relief of pain.

AAC is difficult to diagnose because clinical signs such
as abdominal pain and fever, and laboratory test results
are non-specific. Moreover, these findings may be masked
in postoperative patients. Delayed diagnosis of AAC is as-
sociated with high morbidity and mortality due to the high
prevalence of gangrene and perforation.m Early diagnosis
and appropriate treatment can improve outcomes in pa-
tients with AAC."

The treatment options for AAC are cholecystostomy
and/or cholecystectomy.g’12 Cholecystectomy generally is
considered the definitive therapy, and percutaneous chol-
ecystostomy can be performed safely and rapidly.9 Stan-
dard treatment methods of AAC have not yet been estab-
lished, but it is usually determined by the patient’s condi-
tion. I believe that early cholecystectomy in this case was
an effective treatment tool for avoiding potential failure
of conservative management and for preventing re-
currence, although the patient was young and had none
of the risk factors.

As mentioned above, laparoscopic appendectomy may
mask clinical signs and symptoms of AAC. Therefore,
when right upper quadrant pain, fever, leukocytosis, and
abnormal liver function tests are observed after surgery,
physicians should consider the possibility of AAC, and
promptly check radiological findings.

AAC arising as a complication of laparoscopic appen-
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dectomy has been reported rarely, especially in young
healthy patients. When abdominal pain, leukocytosis, fe-
ver and abnormal results of liver function tests are ob-
served in patients after appendectomy, the possibility of
AAC should be considered. Prompt recognition and ap-
propriate treatment of AAC is necessary to minimize the

associated morbidity and mortality.
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