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CASE REPORT

Gangrene and Perforation of the Gallbladder as
a Complication of Typhoid Fever — A Case Report

Arnabjyoti Deva Sarma,' Chinmoy Das,' Pratap Chandra Sarma?

Abstract

A rare consequence of typhoid illness is gall bladder gangrene with
perforation. The gut and more rarely, the gall bladder are involved in
surgical complications of typhoid fever. The morbidity and fatality rates
are high, especially if they are not discovered and treated in time. Case
report of a male adolescent patient with gall bladder gangrene with per-
foration is presented. Despite the difficult care, cholecystectomy and

early intervention had positive outcome.
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Introduction

A rare complication of typhoid illness is gall blad-
der gangrene with perforation. Although rare
and much more so in the absence of gallstones,
spontaneous perforation in calculus cholecystitis
can occasionally accompany typhoid fever.! Mor-
tality rates are very high if such illnesses are not
addressed in a timely manner. Gangrene refers to
the full necrosis of one or more areas of the gall-
bladder wall. Acute cholecystitis can progress
to gangrene of an area of the gallbladder wall,
which is followed by perforation. The word "gan-
grene" does not indicate that the gallbladder is
gangrenous completely. Here is presented a case
of a male adolescent who developed gall bladder
gangrene with perforation as a complication of
typhoid illness.

Case history

A 14-year-old child was seen with a 10-day fever
and a 1-day history of abdominal pain. Diffuse,

continuing and severe pain that hampered with
daily activities. The child had never vomited, had
no jaundice and had not experienced burning
urine in three days. Physician recommended him
to hospital for additional treatment. During ex-
amination, he was alert, oriented, febrile and his
tongue had an even pallor. He had a normal heart-
beat and tachycardia. There was some slight ab-
dominal distention and the entire abdomen was
tender and hard. Bowel sounds were absent,
there was no palpable bulk in the belly and other
systems remain normal.

Complete blood count (CBC) test revealed: hae-
moglobin: 11.5 g/dL, platelets count: 10,530/m?,
neutrophils count: 44,000/m3. The peripheral
smear showed normal leukocytes with elevat-
ed neutrophils and normocytic, normochromic
erythrocytes, reduced quantity of platelets, no
signs of immature cells or parasites. Impression
of neutrophilia with thrombocytopenia was seen.

Multiple fluid levels were seen on the central
part of the abdomen on an erect abdomen X-ray
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and there was no free air below the diaphragm,
indicating a small bowel obstruction. A mild-
ly enlarged liver with normal echo texture, a
gall bladder that was suitably enlarged and had
normal walls, no calculi, a small volume of free
fluid present in the peritoneum and an impres-
sion of mild hepatomegaly and mild ascites had
been observed on an abdomen ultrasonography.
Widal test revealed high titre of: Salmonella typhi
O titre 1:640, S typhi H titre 1:640; S paratyphi A
(H) negative and S paratyphi B (H) had negative
results, indicating a positive Widal test meaning
that there was a presence of S typhi in the blood.
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Figure 1: Gall bladder showing perforation at fundus

r
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Figure 2: Gall bladder showing perforation and gangrene

Due to the high endemicity of typhoid fever and
the absence of free gas under the diaphragm on
the patient’s X-ray, he was diagnosed with ty-
phoid fever with paralytic ileus. Patient was
treated conservatively, but did not improve.
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Distention and pain in the abdomen persisted
with bilious aspirate, so it was decided to per-
form an exploratory laparotomy on the third day
of admission, which revealed a small fundus per-
foration (Figure 1) and a 50 % gangrenous gall
bladder (Figure 2). There were large, thick pus
flakes inside the peritoneal cavity. The appendix,
cecum and terminal ileum were all inflamed and
oedematous. Cholecystectomy was carried out
and the abdomen was closed in layers and the
peritoneal cavity was thoroughly cleaned with
normal saline. Post-operative discomfort and dis-
tention decreased and the child recovered with-
out any complications.

Discussion

Typhoid gall bladder perforation (GBP) is a rare
surgical complication of typhoid illness and is
virtually ever identified prior to surgery, even in
regions where typhoid ileal perforation is wide-
spread.”* This is because generalised peritoni-
tis is a common symptom of typhoid infection.
Acalculous typhoid GBP is thought to be caused
by the simultaneous existence of severe inflam-
mation, immunosuppression and extremely viru-
lent organisms.® Routine plain radiographs of the
abdomen and chest to check for air under the di-
aphragm may have postponed intervention with-
out significantly advancing diagnosis and care.
Although Sood® stated that ultrasonography had
a high degree of accuracy in detecting GBP, in pre-
sented case ultrasonography gallbladder imaging
showed distention with normal walls and no cal-
culi. This patient’s gangrenous gallbladder, which
affected 50 % of it, had a perforation at its fundus,
making cholecystectomy impossible. Cholecys-
tectomy was performed after it was discovered
that the inflammatory tissues close to the gall-
bladder neck may be easily separated with blunt
dissection. Numerous series have documented
increased fatality rates in GBP patients.”

Conclusion

To avoid the potentially fatal consequences of
perforation and gangrene, acute cholecystitis
in children with typhoid fever demands a high
index of suspicion when diagnosing.
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