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Introduction

A significant WBC of 18.8 was noted however the patient was afebrile. An Ultrasound
was performed which showed no evidence of cholelithiasis (Fig 1). Biliary “sludge” was
noted without cholecystic fluid or gallbladder wall thickening. Ultrasound impression
was no acute process. A CT of the abdomen and pelvis was obtained. This showed a

Gallbladder volvulus or gall bladder torsion (GBT) 1s a relatively rare condition affecting
roughly 1 in 365,520 patients.' Only about 300 such cases have been reported in the
literature but the age range 1s 2 to 100 years old. The first case was described by Wendel 1n

NOT FOR DIAGHNOSIS

1898 1n which he described it as a “floating gallbladder.” It is defined as a rotation where
there 1s a mechanical organo-axial torsion that occurs along the gallbladders longitudinal
ax1s involving the cystic duct and artery. But the etiology 1s still not well known.

The condition 1s overwhelming found in the geriatric population with 85% of patients
being over the age of 60. There 1s a predilection for white females as well.

Definitive preoperative diagnosis 1s difficult as 1t 1s often confused for acute cholecystitis.
Gallbladder volvulus can lead to obstruction of biliary drainage and arterial flow leading
to 1schemia, necrosis, perforation and biliary peritonits. However, with timely diagnosis
and surgical intervention these complication can be prevented. Currently the disease
mortality 1s quite low at roughly 5%.

Case Presentation

A 76 year old white female presented with severe right upper quadrant pain, nausea and
emesis. The pain was described as achy and radiated to the right mid back. The patient’s
past medical history included hypertension, hyperlipidemia, gerd and irritable bowel
syndrome. Her surgical history included a hysterectomy with bilateral salpingo
ophrectomy and repair of an enterocele.

On examination, the patient was tender in the right upper quadrant without guarding or
rebound. Laboratory values and vitals signs showed the following:

AST: 25

ALT: 20 n 158
Alk Phos: 64 19.4 0.8

T. Bil1: 5

Alb: 4.1 5

Lipase: 41 18.8 404
43.3

Vital Signs
HR: 56 bpm
RR: 16 brths/m
Sys: 138

Dia: 65

Temp: 97.9
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Fig 2. The gallbladder is moderately distended with
pericholcystic fluid, consistent with elements of
inflammation.

Fig 4. Hyperemic gallbladder with areas of necrosis

Lossy: 11:1

Fig 3. No visible gallstones per CT. No Bile duct dilation.
Small, common hepatic and common bile duct

Fig 5. Gallbladder torsed about its longitudinal axis, upper
right is the infundibulum and neck of the gallbladder

moderately distended gallbladder with pericholecystic fluid consistent with
inflammation (Fig 2 and 3).

The patient was consented for a laparoscopic cholecystectomy with intraoperative
cholangiogram; possible open cholecystectomy. Intraoperatively, a floppy/floating
gallbladder was noted without attachment to the liver with the exception of the cystic
artery and cystic duct. The gallbladder was rotated about its longitudinal axis in a
counter clockwise fashion. The gallbladder appeared necrotic (Figures 4 —5). A
cholecystectomy was performed in the routine fashion. Histological examination
revealed a red-purple trabeculated mucosa. The serosa was hyperemic. The wall of
the gallbladder measured to 0.5 cm thick. There were no stones within in the
specimen. The gallbladder wall had extensive hemorrhage and necrosis consistent
with torsion. The patient did well post operatively and was discharged to home the
following day.

Discussion

Gallbladder volvulus 1s a rare condition that 1s more prominent in older, Caucasian
females and the incidence appears to increase with age.2 Our patient fit this
description.

The etiology of gallbladder volvulus 1s unknown but some underlying factors seem to
be present. First the gallbladder 1s usually “floating” that 1s where the entire organ 1s
in contact with the peritoneum and it 1s connected to the porta hepatis only by the
cystic pedicle. A congenital anomaly may be present where an abnormally long
mesentery can suspend the gallbladder away from the liver bed, thus increasing the
chance for torsion. Likewise relaxation and atrophy of previously normal mesentery
can cause visceroptosis.3

But for the torsion to occur a triggering event has to occur. Liver atrophy, loss of
visceral fat and elasticity, weight loss, atherosclerosis of the cystic artery and spinal
deformities have all been theorized as possible triggering factors. 4-7. Interesting to
note that our patient was very thin weighing just under 90 pounds, BMI 19.

Gallstones are unlikely to be the cause of torsion as they have been reported 1in only
20 — 33% of patients. One large study of 245 patients found stones 1n only 24.4%38
Preoperative diagnosis 1s difficult with fewer than a dozen cases found 1n the
literature. Most diagnosis are made intraoperatively.

Gallbladder volvulus 1s a rare occurrence should be suspected in all patients
presenting with signs and symptoms of acute cholecystitis, especially if they are
elderly white woman. Delay in treatment can lead to necrosis, perforation and biliary
peritonitis.
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