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Abstract
Acute abdomen syndrome is a frequently encountered clinical condition in emergency departments and includes a wide spectrum of
surgical diagnoses. On the other hand, gallbladder torsion is a very
rarely seen cause of the acute abdomen syndrome. A 74-year-old
male patient admitted to the emergency department with abdominal pain present for two days, with gradually increasing intensity.
Diffuse tenderness and guarding was present in the abdominal examination with positive Murphy sign. According to the radiologic
evaluation, the patient was taken to the operation room under emergency condition with the preliminary diagnosis of gallbladder perforation. Total gallbladder necrosis due to torsion was detected in
operation and cholecystectomy was performed. This case has been
presented because of its rare incidence and emphasize that its preoperative diagnosis is very difficult.
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Introduction
Abdominal pain is one of the most frequently encountered
complaints in emergency services with varying duration and

severity. Although gallbladder pathologies are frequently
encountered clinical situations worldwide, spontaneous
perforation or necrosis of the gallbladder are very unusual
compared to some other gallbladder conditions that might
be managed non-operatively. Gallbladder torsion which has
been first described in 1898, is an extremely rare surgical
acute abdomen etiology [1]. Literature findings are generally
limited to case reports of intra-operatively diagnosed cases.
In this paper, diagnostic approaches and treatment result of a
patient with gallbladder torsion are presented.

Case Report
A 74-year-old male patient admitted to the emergency department with progressively increasing abdominal pain of
two days’ duration. His past medical history revealed a surgical operation for cancer of the larynx 18 years prior. Hemodynamic parameters of the patient with a tracheostomy were
stable at admission (Blood pressure: 130/90 mmHg, pulse
rate: 84 /min). He had no fever. Upon physical examination,
diffuse tenderness and guarding in the abdomen, which was
more marked in the right upper quadrant, was present with a
palpable gallbladder in the right upper quadrant and a posi-
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Figure 1. Abdomen USG; hydropic and lobulated gallbladder
(arrow).
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Discussion

Figure 2. Abdomen CT; a hydropic gallbladder with a thickened
wall (arrow) and pericholecystic free-fluid (double arrow).

tive Murphy’s sign. Laboratory evaluations were within the
normal range, other than leukocytosis (27,800 /mm3). Abdominal graphy examination was normal. Abdominal ultrasonography (USG) and computed tomography (CT) imaging
revealed a hydropic gallbladder with a thickened wall (20
mm) and pericholecystic free-fluid, and its borders with the
liver could not be defined clearly (Fig. 1, 2). Gallbladder perforation was considered as preliminary diagnosis. The decision to operate was made according to the physical examination, radiological findings, and presence of leukocytosis.
Upon exploration of the abdomen, the gallbladder area was
found to be severely inflamed with adhesions to surrounding
tissues. The gallbladder was black in color, but there was no
free bile in the abdomen. With continuing exploration, the
gallbladder was found to have torsion of 180o along the axis
of the cystic duct and artery. Necrosis had developed due to
torsion, but no perforation was present (Fig. 3). The patient
underwent a cholecystectomy with an uneventful postoperative course and was discharged on the second postoperative
day. The patient was fine on the third month of follow-up.

Torsion of the gallbladder is quite a rare condition and the
literature findings are limited to case reports. A common
point in the reported cases is the presence of an anatomical
attachment of a short segment of gallbladder to the liver or a
completely separated gallbladder and liver, which merits the
expression “floating gallbladder”. Liver atrophy and a loss
of visceral fat with supportive tissue function are thought to
cause this situation [2]. Inadequate fixation of the gallbladder
to the liver results in excessive mobilization ability, which
increases its chance of torsion. Although the peristaltic movements of the stomach and colon have also been blamed to
cause gallbladder torsion, it is not yet clear which mechanism
of movement may actually cause gallbladder torsion [3]. In
the present case, the gallbladder was almost completely separated from the liver bed, and was able to freely rotate along its
pedicle composed of the cystic artery and duct.
Gallbladder torsion is more frequent in the elderly and
in females, although it can be seen in all age groups [4]. The
main complaint is the sudden onset of severe abdominal
pain, generally localized in the right upper quadrant; nausea and vomiting and fever may sometimes accompany this
complaint. A common finding upon physical examination is
a mass in the right upper quadrant of the abdomen. Our case
presented with a severe sudden onset of right upper quadrant
pain in accordance with the literature. Although there was
no nausea or vomiting at presentation, a palpable mass was
present on physical examination in the right upper quadrant.
Abdominal USG and CT findings in gallbladder torsion
are a thickened gallbladder wall due to edema, a volume
increase in the gallbladder lumen due to bile accumulation,
necrosis in the gallbladder wall in the chronic phase, and
pericholecystic fluid and free air when perforation is present [5]. Gallbladder blood flow can be examined in detail
by Doppler USG, and a decreased or absent pericholecystic

Figure 3. Operative findings; gallbladder necrosis view (a), and torsion of 180o along the axis of the cystic
duct and artery (b).
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vascularity suggests torsion [6]. In the present case, the gallbladder was hydropic with an increased wall thickness and
hypoechogenic submucosal layer. Gallbladder wall margins
were obscured with condensed bile with linear echogenities
seen in the lumen. These findings were consistent with acute
cholecystitis. An abdomen CT revealed a severely hydropic
gallbladder (11 × 9 × 7 cm) with a thickened wall (20 mm),
pericholecystic free fluid, and increased density in the surrounding fatty tissue. Perforation of the gallbladder was assumed, according to the present findings.
Although various radiological signs have been defined
in gallbladder torsion, preoperative diagnosis is extremely
difficult. Surgical treatment, which is the only treatment option, usually serves as a diagnostic tool, as well. The choice
of treatment is a cholecystectomy, which may be performed
by open or laparoscopic methods [7]. Although it is very
difficult to diagnose gallbladder torsion preoperatively, the
possibility to encounter a technical problem during surgery
is low, since the gallbladder is generally separated from the
liver bed with a free pedicle in these cases, and can be mobilized easily. In this case, we did not think of gallbladder
torsion preoperatively. We chose the option of open surgery
since we thought to encounter a complicated clinical picture
of gallbladder perforation or empyema, based on radiologic findings. During the operation, we discovered a floating
gallbladder, and thus the procedure of cholecystectomy was
completed easily without any complications.
In conclusion, torsion of the gallbladder is an extremely
rare etiology of acute abdomen syndrome. Preoperative diagnosis necessitates advanced surgical and radiologic experience.
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