Case Report

Inflammatory colonic obstruction developed as a
complication of acute gangrenous cholecystitis
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ABSTRACT

Inflammatory colonic obstruction has rarely been reported as a complication of acute gangrenous
cholecystitis. In this paper, we report a male presenting with inflammatory colonic obstruction,
secondary to acute gangrenous cholecystitis. He was successfully treated with a laparotomy,
adhesiolysis and cholecystotomy and went on to make a good recovery. The case highlights the
importance of having a high index of suspicion for acute gangrenous cholecystitis accompanied
by inflammatory colonic obstruction when reviewing patients presenting with cholecystolithiasis
and colonic obstruction in the presence of raised inflammatory markers, as well as having an
early surgery.
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INTRODUCTION

Inflammatory colonic obstruction (ICO) has rare-
ly been reported as a complication of acute gangre-
nous cholecystitis (AGC). The incidence of ICO in
cases of gangrenous gallbladders is lower than 4%.!
The clinical features of ICO may dominate the clini-
cal picture and mask cholecystitis, which can pose
a considerable diagnostic dilemma. In this paper,
we report a case presenting with ICO secondary to
AGC.
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CASE REPORT

A 38-year-old male presented with a 16-hour
history of right upper quadrant abdominal pain,
abdominal distension, vomiting and without
exhaustand defecation. There was no history of prior
abdominal surgery. Physical examination revealed
right upper quadrant abdominal tenderness,
Murphy sign (+) and abdominal distension
with hyperactive bowel sounds. Routine blood
investigations revealed a raised white cell count
(WCC) and C-reactive protein (CRP) of 13.3x10°/L
and 148 mg/L, respectively. The levels of serum
amylase, total bilirubin and tumor markers were
mormal. B-ultrasound showed multiple stones in
the normal gallbladder (Fig.1la). An abdominal
film showed multiple mild dilated loops with gas-
fluid levels (Fig.1b) prompting a computerised
tomography (CT) scan of his abdomen which
revealed normal gallbladder and the presence of
partial obstruction of the proximal transverse colon
(Fig.1c). Nothing was found with colonoscope.

Based on the symptoms and assistant
examinations, the diagnosis was inclined
to  cholecystolithiasis and partial colonic

obstruction with unclear causes. Gastrointestinal
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decompression was performed and broad-spectrum
antibiotics were used because of persistent fever
and raised WCC. However, on the 3th day post-
presentation, his symptoms deteriorated and
routine blood investigations revealed a raised WCC
of 18.72x10°/L. Re-examination of B-ultrasound
showed the same result except perihepatic fluid
collections. An abdominal film and CT scan showed
the more serious colonic obstruction.

Acute cholecystitisassociated withICOwas highly
suspected and subsequently the patient underwent
emergency laparotomy. Intraoperatively, the
mucosa and serosa of gallbladder were separated by
effusion without perforation (Fig.2a). What's more,
there was severe adhesion among gallbladder,
omentum and oedematous transverse colon which
formed a inflammatory mass with severe dilated
ascending colon (Fig.2b). Multiple stones were
also found in gallbladder and a small one was
incarcerated in the neck of gallbladder. Then an
cholecystotomy and adhesiolysis was performed.
Postoperative recovery was unremarkable and
the diagnosis of AGC and ICO was confirmed
at laparotomy and subsequently on histological
examination of the removed gallbladder.

Fig.1:

(a) B-ultrasound showing multiple stones in the normal
gallbladder, without a stone incarcerated in the neck
of gallbladder.

(b) Abdominal film showing multiple mild dilated loops
with gas-fluid levels.

(¢) Abdominal CT scan showing small intestine with
gas-fluid levels (thick and white arrow), severe
dilated ascending colon (thin and white arrow) and
normal descending colon (black arrow).
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DISCUSSION

ICO which is combination of adynamic obstruc-
tion and mechanical obstruction is a rare complica-
tion of AGC. It always results from local muscularis
inflammatory events and formation of an inflam-
matory mass secondary to severe inflammation.?

Despite previous reports, prompt diagnosis
remain a challenge. The presentation of AGC
accompanied by ICO is not widely recognized and
can result in a delayed diagnosis with potential
for increased morbidity and mortality. Right
upper quadrant abdominal pain and abdominal
distension have been found the most common
symptoms, followed by vomiting and non-exhaust.
What's more, there is no single laboratory finding,
apart from a high WCC and CRP, predictive of
severe inflammation. B-Ultrasound is purported to
have greater than 95% specificity and sensitivity in
detecting acute calculous cholecystitis.* However,
in our case repeat examination with B-ultrasound
showed the multiple stones in the normal
gallbladder, without the presentation of acute
cholecystitis, which ascribed to the separation of

Fig.2

(@) The intraoperative picture showing the mucosa
(blue arrow) and serosa (black arrow) of gallbladder
separated by effusion and the oedematous transverse
colon (white arrow).

(b) The intraoperative picture showing an inflammatory
mass (arrow) which was formed by the serosa of
gallbladder, omentum and transverse colon.



mucosa and serosa of the gallbladder. Abdominal
film can reveal the colonic obstruction, as well as
CT scan and barium meal examination which can
also exclude some causes of colonic obstruction,
such as tumors and stones.

When other causes of colonic obstruction are ex-
cluded, ICO should be highly suspected. Despite
antibiotics sometimes can be used to control inflam-
mation, locating and removing the inflammation is
crucial. AGC is the last stage of of acute cholecysti-
tis with high morbidity. Contini et al* showed that
the time of hospitalization delay plays a key role in
the formation of AGC and emphasized the need for
an early surgical treatment in acute cholecystitis,
even with mild symptoms.

With the above mentioned reports and our own
experience, we would like to highlight the impor-
tance of having a high index of suspicion for AGC
accompanied by ICO when reviewing patients
presenting with cholecystolithiasis and colonic ob-
struction in the presence of raised inflammatory
markers, as well as having an early surgery.

Acute gangrenous cholecystitis
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