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A Rare Cause of Acute Abdomen: Torsion of the Gallbladder
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Abstract

Gallbladder (GB) torsion is defined as a rotation of the GB on its mesentery along the axis of the cystic duct and cystic artery. It is a rare case that might be
the cause of GB necrosis and consequent acute abdomen. To date, approximately 500 patients with GB torsion have been reported. In this case, the patient
is a 42-year-old woman who was admitted to our hospital with abdominal pain. The patient was subjected to laparotomy; during the operation, a GB torsion
resulting in necrosis was observed, and cholecystectomy was performed. (Eurasian JEmerg Med 2015; 14: 197-8)
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Introduction

Gallbladder (GB) torsion is a very rare clinical entity and was first
described in 1896 by Wendel (1). It may be seen commonly in elder-
ly individuals and in women with thin body type but affecting all age
groups (2, 3). There are approximately 500 cases reported and the re-
centincrease in reported cases may be because of increased mean life-
time of the population (4). Recent reports also suggest that incidence
is higher than expected (5). The patients usually complain nonspecific
symptoms such as abdominal pain, nausea, and vomiting. Physical
signs may interfere with the signs of acute cholecystitis and acute ap-
pendicitis. GB may be palpable on the upper right quadrant. Surgical
management is performed for GB torsion. Many patients have the ex-
act diagnosis during surgical exploration. The surgical management
involves performing cholecystectomy with detorsion of GB (6).

Case Presentation

A 42-year-old female patient had been admitted to the emergency
service with complaints of acute abdominal pain, nausea, and vomiting.
She had no specific medical history. On physical examination, tender-
ness on all quadrants of the abdomen (most evident on the upper and
lower right quadrants) had been found. Murphy’s sign was negative. On
complete blood count testing, white blood cell count was 17400/mm?3.
Biochemical parameters were in normal ranges. A hypoechoic solid
mass lesion at segments 4-8 of the liver, which was compatible with
hemangioma and hydrops of GB, and increased GB wall thickness were
the main findings of abdominal ultrasonography. Moreover, cholelithi-
asis was absent. On computerized tomography, there was no additional
finding in the examination of the abdomen (Figure 1). Subsequently,

an abdominal exploration decision was made under the guidance of
physical examination signs. A median laparotomy was performed after
obtaining a written informed consent from the patient. In addition, the
appendix was normal. There was serohemorrhagic fluid collection at
the pelvis and left lower quadrant. GB was gangrenous and congested
(Figure 2 and 3). GB had a loose meso and was torsioned by a rotation
of 360° around itself. Cholecystectomy was performed after the detor-
sion of GB (Figure 4). There was no additional finding. The patient was
discharged on the 6" postoperative day with no complication.

Discussion

Gallbladder torsion is a rare cause of acute abdomen. Eighty-five
percent of the affected patients are between the age of 60 and 80
years. Female/male ratio is 3/1 (7, 8). Etiology of GB torsion is not clearly
defined, but risk factors have been identified. Usually, GB meso is very
long and loose in these patients. Elderly patients and patients with liv-
er atrophy, decreased fat tissue in the abdomen, kyphoscoliosis, ath-
erosclerosis of the cystic artery, and increased peristalsis of neighbor-
ing organs were defined as predisposal factors (7-9). GB stones were
found in only 20%-50% of these patients, and it has been suggested
that they had no importance as an etiological factor (10).

The symptoms of GB torsion are usually nonspecific and mimic
those of acute cholecystitis. There may be complete or incomplete tor-
sion. Torsion with a degree of rotation of less than 180° is defined as
incomplete. In this situation, clinical signs may mimic biliary colic. In
complete torsion, GB perfusion is deteriorated, and patients show the
signs of acute cholecystitis (7-9). Physical examination findings may be
nonspecific, but many patients have clinical signs of acute cholecystitis
at admission. Laboratory studies are usually nondiagnostic.
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Figure 1. Computerized tomography image of gallbladder torsion

Figure 2. Gallbladder during laparotomy

Despite the recent developments in imaging modalities, it is diffi-
cult to diagnose with imaging studies. Usually, diagnosis is performed
during operation. However, ultrasonography, computerized tomogra-
phy, doppler ultrasonography, and magnetic resonance imaging are
the commonly used radiological modalities in diagnosis (10-12).

In this case, we performed a laparotomy as there was a lack of pre-
operative diagnosis. If imaging studies clearly diagnosed GB torsion,
laparoscopic cholecystectomy may be performed as the operation of
choice.

Conclusion

Gallbladder torsion is a rare situation that is difficult to diagnose
preoperatively and needs urgent surgical management. Suspicion
with only clinical findings, urgent diagnosis and management are very
important in this fatal disease.
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Figure 4. Detorsioned gallbladder
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