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I n t r o d u c t i o n  
 

If not identified and treated right once, gallbladder 

perforation—an uncommon but dangerous 

consequence of acute cholecystitis - can result in 

significant morbidity and mortality.1 It is more 

common in elderly patients and those with 

comorbidities but can also occur in young patients 

with no underlying medical conditions.2 In 

underdeveloped nations, Salmonella typhi-induced 

enteric fever is a frequent cause of severe febrile 

sickness and can result in complications such as 

gallbladder rupture.3  

We present a 19-year-old female patient in this case 

report who had a 10-day history of fever and 

abdomen pain. Positive results for Salmonella typhi 

IgG and IgM tests led to the diagnosis of enteric 

fever, and imaging examinations showed a 

gallbladder wall rupture with a nearby subhepatic 

collection.  

The patient underwent diagnostic laparoscopy 

followed by exploration laparotomy and subtotal 

cholecystectomy and was managed postoperatively 

with antibiotics and supportive care. This case 

highlights the significance of surgical intervention in 

the treatment of gallbladder perforation as well as 

the role that imaging tests like contrast-enhanced CT 

and ultrasonography play in the identification of this 

problem.  

Case Representation: A 19-year-old female patient 

arrived with a 10-day history of fever and abdomen  

 

If not identified and treated right once, gallbladder perforation—an uncommon but dangerous consequence of 
acute cholecystitis—can result in significant morbidity and mortality. We describe the example of a female patient, 
19 years of age, who had a history of constipation. The patient was diagnosed with typhoid fever and underwent 
imaging studies that revealed gallbladder wall perforation along its posteroinferior aspect with adjacent contained 
right subhepatic collection. The patient underwent diagnostic laparoscopy and subtotal cholecystectomy. This 
instance emphasizes how crucial it is to rule out gallbladder perforation while diagnosing acute abdomen in 
typhoid fever patients. Prompt surgical intervention and early diagnosis can avert major problems and enhance 
results.  
  
 

CASE REPORT 
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Figure 1: A) Dilated tiny gut loops and various air fluid 

levels associated with a minor bowel blockage; B) Axial 

CECT abdomen demonstrating multiple dilated gut loops 

with air fluid levels 

  

 
Figure 2: Coronal CECT abdomen showing gall bladder 

perforation with multiple contained intra-hepatic 

collections. Small focal defect visualized in posterior wall 

through which bile contents seen tracking 

posteroinferiorly into the right sub hepatic space 

forming collection between liver and kidney. Abdomino-

pelvic free fluid collection also appreciated. 

 

ache. The pain was predominantly in the 

epigastrium region. Pain was associated with on- 

Abdominal radiograph appreciated multiple dilated 

gut loops showing air-fluid levels (Figure 1.A) which 

was subsequently re-demonstrated on Contrast 

Enhanced CT abdomen and pelvis, likely 

representing subacute small bowel obstructions as 

shown in Figure 1b. CECT abdomen/ pelvis also 

showed multiple gall bladder wall perforations with 

extravasation of biliary fluid into the right 

subhepatic region forming contained collection 

(38ml). Coronal CECT abdomen showing gall bladder 

perforation with multiple contained intra-hepatic 

collections. Small focal defect visualized in posterior 

wall through which bile contents seen tracking 

posteroinferiorly into the right sub hepatic space 

forming collection between liver and kidney. 

Abdomino-pelvic free fluid collection also 

appreciated in Figure 2.  Multiple tiny intrahepatic 

collections are also appreciated in segment V of the 

liver as shown in Figure 2.  Based on history, clinical 

examination, and imaging findings diagnosis of fever 

of unknown origin and perforated gall bladder 

leading to acute abdomen was made. Diagnostic 

laparoscopy was done which showed a 2-liter bilious 

collection within the abdomen. The gall bladder 

exhibited multiple perforations in its fundus, body & 

Hartman’s pouch (Figure 3). Notably, multiple pus 

pockets were found between the abdomen and the 

liver. No signs of abdominal lymphadenopathy were 

observed. Further exploratory laparotomy was done 

via midline incision. The abdomen was opened in 

layers and subtotal cholecystectomy was done. The 

gall bladder stump was closed with Vicryl, the 

abdominal cavity was washed with 10 litres of 

normal saline, and drains were placed in the 

subhepatic space (Figure 3) and pelvis. The abdomen 

was closed in the interrupted figure of 8-morning 

skin stitches.  
 

D i s c u s s i o n  
 

The 19-year-old female patient in the case study had 

a history of constipation, vomiting, fever, nausea, 

and abdomen pain. Based on the patient's clinical 

presentation and the results of the laboratory tests, 

enteric fever was the diagnosis made.  
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However, her condition worsened, and she 

developed signs of peritonitis. An emergency 

laparotomy was performed, which revealed a 

perforated gallbladder. the patient underwent 

subtotal cholecystectomy and made an uneventful 

recovery. Salmonella typhi or Salmonella paratyphi, 

which is widespread in many developing countries,  

Table I: The Gallbladder Perforation Classification 
System by Niemeier: Categorizing Severity and 
Clinical Implications  

Type  Description  Severity  Clinical Features  

Type 

I  

Acute-free 

perforation 

causes 

peritonitis 

due to bile 

spillage into 

the 

peritoneal 

cavity. High 

mortality.  

Most 

severe  

Severe peritonitis, 

high mortality  

    

Type 

II  

Subacute or 

localized 

perforation 

causes 

abscesses in 

the vicinity of 

the 

gallbladder.  

Moderate 

severity.  

Moderate 

severity  

Localized 

 abscesses,  

significant 

infection  

Type 

III  

Moderate, 

chronic 

symptoms, 

and a 

persistent 

fistula 

forming 

between the 

gallbladder 

and nearby 

organs.  

Least 

severe  

Cholecystoenteric 

or cholecystocolic 

fistula  

can cause enteric fever, a systemic illness.4 It might 

cause fatal consequences such as intestinal 

perforation, sepsis, and diarrhoea in addition to the 

usual symptoms of fever, abdominal discomfort, and 

diarrhoea.5 Enteric fever can have rare but 

potentially fatal complications, including gallbladder 

perforation, which can be hard to identify because 

of its vague symptoms6. Gallbladder perforations 

were categorized by Niemeier into three kinds 

(Table I). Imaging investigations, laboratory results, 

and clinical presentation is used to diagnose enteric  

 

 

 

fever. Complications like gallbladder perforation can 

be diagnosed with the aid of imaging studies like CT 

and ultrasound.7 The incidence of gallbladder 

perforation is less than 1%, making it an uncommon 

consequence of enteric fever.8 Although the exact 

cause of gallbladder perforation in enteric fever is 

unknown, it is believed to result from Salmonella 

typhi or Salmonella Paratyphi directly invading the 

gallbladder wall, causing necrosis and perforation.9  

The preferred surgical procedure for treating 

gallbladder perforation in enteric fever is 

cholecystectomy. In cases of perforation, subtotal 

cholecystectomy may be performed to avoid injury 

to the common bile duct. Antibiotics are also given 

to treat the underlying infection.10 A rare but 

possibly fatal consequence of enteric fever is gall 

Figure 3: Multiple perforations were noted within 
the gall bladder. Surgical drain placed seen in situ. 
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bladder perforation. Prompt surgical intervention 

and early diagnosis can avert potentially fatal 

consequences.  
 

C o n c l u s i o n  
If left untreated, gallbladder perforation can lead to 

significant morbidity and mortality. In 

underdeveloped nations, Salmonella typhi-induced 

enteric fever is a common cause of severe febrile 

sickness and complications like gallbladder rupture. 

Managing gallbladder perforation as an enteric fever 

complication necessitates early diagnosis and swift 

surgical intervention. Diagnostic imaging, including 

contrast enhanced CT, abdominal radiography, and 

ultrasonography, aids in diagnosing gallbladder 

perforation. This case study underscores the 

importance of considering gallbladder perforation as 

a potential enteric fever consequence, emphasizing 

the urgency of identification and treatment to 

prevent severe morbidity and fatality.  
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