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Abdominal pain in patients with significant alcohol use and smoking history presents diag-
nostic challenges due to overlapping clinical features of complications like acute cholecys-
titis and peptic ulcers. The unreliable physical examinations of intoxicated patients often
complicate accurate diagnosis. We present a case of a 56-year-old male with a history of
alcoholism and smoking, who presented to the emergency department with nonspecific ab-
dominal pain. Initial imaging suggested cholecystitis, but due to the patient’s intoxication,
his physical examination was unreliable. During a laparoscopic cholecystectomy, a perfo-
rated prepyloric ulcer was unexpectedly discovered, sealed by the gallbladder. This case
highlights the limitations of relying solely on imaging for diagnosing abdominal conditions
in intoxicated patients. The intraoperative discovery of the perforated ulcer necessitated a
shift in the surgical approach, emphasizing the need for flexibility in surgical planning and a
high index of suspicion for other abdominal pathologies in patients with significant lifestyle
risks. The successful management of this patient through adaptive surgical techniques and
comprehensive postoperative care, including Helicobacter pylori eradication therapy, under-
scores the importance of maintaining a broad differential diagnosis and readiness to adapt
surgical plans. This approach is essential for managing complex cases effectively, ensuring
that both the immediate surgical issues and underlying causes are addressed to optimize
recovery and prevent recurrence.
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Introduction

Abdominal pain is one of the most common yet complex
challenges in emergency medicine, demanding a deep under-
standing of its diverse causes and implications [1]. Among
the critical conditions associated with abdominal pain are
acute cholecystitis and duodenal ulcers, which stand out due
to their potential severity and the complexities involved in
their diagnosis and management [1,2]. Acute cholecystitis, of-
ten triggered by gallstones, manifests typically with right up-
per quadrant pain [3]. The variability in presentation, influ-
enced by the level of inflammation and complications such
as perforation, highlights the necessity for precise diagnostic
strategies.

The reliability of the abdominal examination often be-
comes compromised in cases involving intoxicated or non-
cooperative patients, further complicating the identification
of underlying pathologies, particularly when symptoms are
vague [4]. These scenarios require a high index of suspi-
cion and often rely heavily on imaging techniques, although
these tools also have limitations. This scenario exemplifies
the need for adaptable diagnostic approaches that can accom-
modate the complexities of individual patient presentations
[5,6].

Furthermore, the impact of lifestyle factors such as alco-
hol consumption and smoking on the gastrointestinal sys-
tem cannot be overstated [6]. Both habits significantly con-
tribute to the development of gastrointestinal disorders, in-
cluding ulcers and gallbladder diseases [7]. Alcohol, by in-
creasing gastric acid secretion and decreasing mucosal de-
fense, and smoking, by impairing mucosal blood flow and en-
hancing the harmful effects of Helicobacter pylori, synergis-
tically elevate the risk of complications like perforations [8,9].
Understanding these relationships is crucial for effective pa-
tient counseling and preventive care strategies, emphasizing
the need for an integrated approach to patient education and
management [10].

Case presentation

A 56-year-old male with a significant history of alcoholism and
smoking presented to the emergency department exhibiting
non-specific abdominal pain. The patient was notably intoxi-
cated upon arrival, complicating the clinical examination. He
was uncooperative and exhibited right upper quadrant ten-
derness and guarding. His medical history was significant for
a Mallory-Weiss syndrome episode, likely induced by exces-
sive alcohol consumption.

120 mm

Fig. 1 - Axial computerized tomography (CT) with IV contrast of the abdomen that shows gallbladder wall thickening and
mucosal enhancement (yellow arrow). No radiopaque stones were identified. Findings are consistent with acute

cholecystitis.
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Fig. 2 - Sagittal CT with IV contrast of the abdomen and pelvis, blue arrow pointing to gallbladder mucosal enhancement.
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SAG GALLBLADDER

Fig. 3 - Right upper quadrant ultrasound sagittal view with cholelithiasis (blue arrow) and gallbladder wall thickening.

On initial presentation, the lab results were as follows:
white blood cell count (WBC) was 6.6 K/uL (normal range:
4.0-11.0 K/uL), hemoglobin (Hgb) was 13.0 g/dL (normal range:
13.8-17.2 g/dL), total bilirubin was 0.30 mg/dL (normal range:
0.3-1.2 mg/dL), aspartate aminotransferase (AST) was 32 U/L
(normal range: 10-40 U/L), and alanine aminotransferase (ALT)
was 39 U/L (normal range: 7-56 U/L).

Despite his intoxication, a CT scan (Figs. 1 and 2) and ultra-
sound (Figs. 3 and 4) of his abdomen were performed due to
the persistence of his symptoms. The imaging revealed gall-
bladder wall thickening and cholelithiasis, suggesting acute
cholecystitis. Given the patient’s symptoms and imaging re-
sults, he was scheduled for a laparoscopic cholecystectomy.

Intraoperative findings

During the laparoscopic procedure, dense adhesions were
found between the gallbladder and the duodenum. Upon dis-
section, an abscess cavity was entered, revealing a prepyloric
ulcer sealed by the gallbladder wall (Figs. 5 and 6). This finding
necessitated a modified approach; a Graham patch repair was
performed on the prepyloric ulcer (Fig. 7), and the cholecys-
tectomy proceeded with careful dissection due to significant
inflammation.

The inflamed tissues and complex adhesions led to chal-
lenges in controlling the cystic artery, which was eventually
clipped for hemostatic control. Multiple cholangiograms were
performed to ensure there were no bile duct injuries or leaks
before concluding the surgery (Fig. 8).

Postoperative course

The patient’s postoperative period was unremarkable. He was
managed with nasogastric suction, intravenous antibiotics,
and PPIs to prevent infection and manage gastric acidity. His
recovery was monitored with an upper GI study (Fig. 9) which
confirmed no leaks from the ulcer repair site. The patient was
gradually transitioned from a clear liquid diet to a regular diet
and discharged on postoperative day 6 on triple therapy for
Helicobacter pylori eradication.

Discussion

This case report describes a 56-year-old male with significant
lifestyle risks (alcoholism and smoking), presenting with
nonspecific abdominal pain, who was ultimately found to
have a perforated pre-pyloric ulcer sealed by the gallbladder
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TRANS GALLBLADDER

Fig. 4 - Right upper quadrant ultrasound transverse view, shows gallbladder wall thickening and a red arrow pointing to the

area of contained perforated pre-pyloric ulcer.

during an operation initially intended to treat presumed acute
cholecystitis. This scenario illustrates the complexities in-
volved in diagnosing and managing abdominal emergencies,
particularly in patients with unreliable clinical examinations.

Diagnostic challenges

The initial assessment was hindered by the patient’s intox-
ication, which is a common obstacle in emergency settings.
The diagnostic process in such patients must be approached
with flexibility and a readiness to adapt based on evolving in-
traoperative findings. Although imaging studies (CT and ul-
trasound) suggested cholecystitis by showing gallbladder wall
thickening and cholelithiasis, these modalities failed to de-
tect the prepyloric ulcer, a critical finding only revealed during
surgery. This highlights a pivotal learning point about the lim-
itations of imaging in abdominal diagnostics, especially in the
presence of acute inflammatory processes that may obscure
or mimic other pathologies.

Diagnostic limitations of imaging modalities

Imaging studies play a crucial role in the initial evaluation
and diagnosis of abdominal pain, especially in patients
with confounding factors such as intoxication. However,
the literature highlights significant limitations of imaging
modalities in certain contexts [11]. While CT scans and ul-
trasounds are invaluable in diagnosing conditions like acute
cholecystitis, as they can reveal gallbladder wall thickening,
cholelithiasis, and mucosal enhancement, they may fail to
detect other critical pathologies [12]. For instance, prepy-
loric ulcers, particularly those sealed by adjacent organs
like the gallbladder, can be missed. Studies indicate that
the sensitivity of CT scans for detecting perforated peptic
ulcers can be compromised by factors such as localized
inflammation and the presence of adhesions, which obscure
direct visualization of the ulcer site [13]. Additionally, ultra-
sound, although effective for identifying gallbladder-related
issues, is less reliable for detecting gastric and duodenal
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Fig. 5 - Intraoperative laparoscopic view of the right upper quadrant. Blue arrow (right lobe of the liver) black arrow
(retracted gallbladder), green arrow (left lobe of the liver), yellow arrow (pylorus).

Fig. 6 - Intraoperative laparoscopic view of the right upper quadrant. The black arrow (right hepatic lobe), blue arrow (left
hepatic lobe), green arrow (retracted gallbladder), and purple arrow (pylorus).
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Fig. 7 - Intraoperative laparoscopic view of the right upper quadrant after completion of the procedure. Black arrows show
clips on the cystic duct and cystic artery, and the blue arrow points to a tongue of omentum used for graham patch repair.

Fig. 8 - Intraoperative cholangiogram shows good proximal and distal filling of the biliary tree and good emptying into the
duodenum. No filling defects are appreciated.
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Fig. 9 - Fluoroscopic Gastrographin upper GI study. Water-soluble contrast was administered through the patient’s
nasogastric tube. The image demonstrates opacification of the stomach and proximal small bowel without evidence of
extravasation of the contrast to suggest a leak. Contrast flowed freely into the proximal small bowel loops.

ulcers due to its lower resolution for deeper abdominal
structures [14].

Surgical insights

The intraoperative discovery of the prepyloric ulcer neces-
sitated an immediate surgical strategy adjustment, illustrat-
ing the importance of being prepared for unexpected find-
ings during abdominal surgeries. The use of a Graham patch
repair, a procedure typically reserved for peptic ulcer per-
forations, points out the adaptability required in surgical
practice.

Lifestyle factors and gastrointestinal health

This case also brings to light the detrimental impact of
lifestyle choices on gastrointestinal health. Alcohol and
smoking are well-documented risk factors for both cholecys-
titis and peptic ulcers [8]. Alcohol can increase gastric acid
secretion while decreasing the protective mucosal barrier,
thereby predisposing to ulcer formation. Smoking not only
exacerbates the effects of Helicobacter pylori but also impairs
the healing of gastric mucosa [15]. Recognizing these factors
is crucial for developing effective management and preven-
tative strategies, highlighting the necessity of integrating
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lifestyle modification counseling as part of comprehensive
patient care.

Management of helicobacter pylori

Another critical aspect of this case is the management of He-
licobacter pylori, a key factor in the development of duodenal
ulcers [16]. The decision to initiate triple therapy postopera-
tively reflects the current best practices for managing Heli-
cobacter pylori-associated peptic ulcer disease [16].

Conclusion

This case report encapsulates the critical importance of
adaptability and comprehensive care in the management of
complex abdominal pathologies. The discovery of a contained
perforated pre pyloric ulcer during a routine cholecystectomy
highlights the necessity for surgeons to remain vigilant and
prepared for unexpected findings, particularly in patients with
complicating factors such as intoxication and unreliable self-
reporting.

The insights derived from this case contribute to the
broader medical understanding of how intertwined lifestyle
factors and underlying health conditions can complicate the
presentation and management of abdominal emergencies. Ul-
timately, this case emphasizes the critical need for thorough
evaluation, preparedness for variable intraoperative scenar-
ios, and a tailored approach to treatment that addresses all
aspects of the patient’s health.

Patient consent

We confirm that we have obtained written, informed consent
from the patient for the publication of this case report. The pa-
tient has been thoroughly informed about the details that will
be published and understands the implications of the publi-
cation. The written consent is stored securely and is available
for review by the editorial team upon request.
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