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Case Report

Isolated Gallbladder Injury Due to Blunt
Abdominal Trauma: A Case Report

Yu-Chen Cheng', Pai-Chun Yen'”, I-Ting Tsai’

While blunt trauma-induced gallbladder injury is rare with a prevalence of only 2% in all patients
undergoing laparotomy, the incidence of isolated traumatic gallbladder injury is even lower
because of the frequent presence of other associated intra-abdominal injuries. We present a case
of isolated gallbladder avulsion in an unrestrained driver of a vehicle with alcohol consumption.
The diagnosis was based on imaging findings and later corroborated by surgery. Since gallbladder
injury can be a difficult diagnosis to make, early detection with ultrasound and computed
tomography (CT) is essential. Signs of gallbladder injury include a collapsed gallbladder with
pericholecystic fluid or a hydroptic gallbladder with intraluminal hematoma. The treatment of
gallbladder injury depends on the severity and pattern of injury. Contusion of the gallbladder can
be observed, but surgery is necessary in case of perforation or traumatic cholecystitis.
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revealed an elevated hepatic enzyme level

Case Report

A 36-year-old man was an unrestrained
driver of a vehicle with alcohol consump-
tion. The patient was transported to the Emer-
gency Department by an ambulance with the
presentation of a superficial facial laceration
and a right upper abdominal abrasion. Initial
vital signs showed a normal body temperature
(36°C), an elevated blood pressure of 177/94
mmHg, and a pulse rate of 106/min. There was
right upper abdominal tenderness on palpation
without rebound tenderness or muscle guard-
ing. The remainder of the physical examina-
tion was unremarkable. Laboratory findings

with a serum glutamic pyruvic transaminase
(GPT) activity of 76 TU/L and a blood alcohol
level of 296 mg/dL. An abdominal computed
tomography (CT) was performed 3 hours later
due to progressive right upper abdominal pain.
CT scan of the abdomen demonstrated high-
density changes in the gallbladder and pericho-
lecystic fluid accumulation (Fig. 1). The liver,
spleen, both kidneys, and duodenum showed
no significant anomaly.

Under the diagnosis of gallbladder perfo-
ration, exploratory laparotomy was subse-
quently performed that revealed a non-perfo-
rated gallbladder avulsion with hematoma from
the liver bed (Fig. 2) without gross hepatic
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Fig. 1 Hydroptic gallbladder with intraluminal hema-
toma and pericholecystic fluid.

Fig. 2 Gallbladder avulsion with hematoma from liver
bed.

injury. Further exploration of the abdomen
showed neither injury to the hepatoduode-
nal ligament nor bile leak. Cholecystectomy
was performed. The abdomen was cleaned,
drained, and closed in layers. The patient’s
postoperative course was uneventful.

Discussion

While most cases of gallbladder injury
occur following penetrating trauma,' injury
after blunt trauma is rare. Only 2% of patients
undergoing laparotomy for blunt abdomi-
nal trauma showed evidence of gallbladder
injury.>® The incidence of isolated damage to
the gallbladder is even lower. According to a
review by Soderstrom et al.,” only 5 out of 30
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cases of gallbladder injuries were isolated. The
low incidence of gallbladder injury is attrib-
uted to the organ’s well-protected location that
also explains the high incidence of other asso-
ciated intra-abdominal injuries if gallbladder
injury is present.

Most blunt gallbladder injuries result
from motor vehicle crashes, falls, and kicks or
blows to the abdomen.® Factors predisposing to
blunt gallbladder injuries are a thin-walled or
distended gallbladder, and alcohol consumption
that increases the tone of sphincter of Oddi and
biliary tract pressure.’®

Gallbladder injuries includes contusion,
laceration, and avulsion, with the mechanism
involving compressive and shearing forces
seen most commonly in motor vehicle colli-
sions.>*% Contusion, defined as intramural
hematoma, is most often diagnosed at the time
of laparotomy and is probably underreported.
Perforation, also known as “rupture” or “lacer-
ation,” is the most commonly reported injury.
Avulsion, the second most commonly reported
injury, has three subtypes: partial avulsion, in
which the gallbladder is partially torn from the
liver bed; complete avulsion, in which the gall-
bladder is completely torn from the liver bed
but with intact cystic duct and artery; and total
avulsion, in which the gallbladder lies free in
the abdomen, torn from all attachments.>->%*

Associated  intra-abdominal  injuries
are very common in patients with traumatic
gallbladder
and spleen are most commonly involved, in

injury. The liver, duodenum,
decreasing order of frequency.>® In our case,
however, no evidence of other intra-abdominal
injury was noted both on imaging studies and
on surgical exploration.

Early diagnosis of gallbladder injury due
to blunt abdominal trauma is essential but
is difficult to establish. Although diagnostic
peritoneal lavage has not been proven to be
useful in detecting gallbladder trauma,” ultra-
sound and CT are appropriate diagnostic tools
to detect gallbladder injuries.”®" CT findings
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suggestive of gallbladder injury include ill-
defined contour or thickening of gallbladder
wall, a hydroptic gallbladder with an intralu-
minal inhomogenic fluid mass known as trau-
matic cholecystitis, active arterial extravasa-
tion into the lumen, and collapsed gallblad-
der lumen.>> Pericholecystic fluid is the most
common but less specific finding of gallblad-
der trauma.’ Delayed imaging can be useful
in differentiating true gallbladder hemorrhage
from other non-traumatic gallbladder patholo-
gies because of an increase in the amount of
dense fluid or extravasation as the hemorrhage
progresses.'?
culties in stable patients, laparoscopy may be

If there are diagnostic diffi-

considered. It is useful both as a diagnostic and
a therapeutic tool. When laparoscopy does not
give therapeutic success, it should be switched
to laparotomy.”® In our case, however, due to
uncertainty of the diagnosis, an exploratory
laparotomy was chosen as the safest option.
The of gallbladder injury
depends on the severity of the injury and

treatment

the general condition of the patient. In cases
of gallbladder rupture and major tears as
complete or total avulsion, cholecystectomy
is the recommended treatment. However, less
severe injuries such as gallbladder contu-
sion and isolated partial avulsion may be
observed.*578

with  blunt abdominal

trauma, traumatic gallbladder injury is com-

In patients

monly associated with other intra-abdominal
injuries that should always be taken into
Isolated gallbladder injury
allows conservative treatment as long as no

consideration.

perforation or traumatic cholecystitis is present.
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