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ABSTRACT 

Gallbladder perforation (GP) is a well-recognized condition in adults but uncommon in 

childhood. Early diagnosis and immediate surgical intervention are of prime importance in 

decreasing morbidity and mortality associated within this condition. We report two cases 

that had spontaneous perforation of gall bladder, where no obvious cause of perforation 

could be elicited, that too in pediatric age group. Cholecystectomy was done in both cases. 

That makes these cases worth reporting. 
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INTRODUCTION 

Acute biliary tract disease is uncommon in childhood. Apart from bile duct perforations, 

spontaneous rupture of gallbladder (GB) itself is very rare in pediatric age; recorded cases 

were mostly secondary to coexistent disease.
(1,2)

 We present two cases that presented with 

idiopathic gallbladder perforation (GP) in children. Idiopathic perforation of the gallbladder 

without any demonstrable cause is an extremely rare occurrence, and is the subject of this 

report. Gall bladder perforation occurs in 3-10% of patients with acute cholecystitis and is 

usually associated with stones. But this occurs in old age groups, not seen in childhood as is 

our scenario. 

Conditions such as cholelithiasis, infections, malignancy, steroid therapy, diabetes mellitus 

and atherosclerotic heart disease are all predisposing factors for gallbladder perforation. In 

our cases none of above factors was there. Only indirect evidence of infection in form of 

raised TLC was there. But this raised TLC could be due to secondary biliary peritonitis as 

well. 

GB perforation once diagnosed is managed by operative measures only. Emergency 

laprotomy or laproscopic surgery is the only option available to treat this condition. 

 

CASE REPORT 

CASE 1: 

A twelve-year-old boy complained of abdominal pain for the last 5 days, vomiting and fever 

for 1 day. Abdomen was painful and tender. Complete blood count revealed raised TLC. 

Abdominal ultrasonography demonstrated moderate free intraperitoneal fluid, mainly in the 

Morrison pouch and inter bowel region. Morrison pouch is the space between liver postero-

inferiorly and kidney on right side. An emergency laparotomy was performed with the 

presumptive diagnosis of peritonitis secondary to appendicitis but there was a 500 ml bile-

stained ascites. Exploration of the abdominal cavity revealed a type 1 perforation
(3)

 at 

inferior surface of body of gallbladder. There were no gallstones or bile duct dilatation. 

Cholecystectomy was then performed and the child experienced an uneventful recovery. 

Histological examination revealed minimal inflammatory infiltrate without any other 

significant alteration of the gallbladder wall. The cultures of peritoneal fluid were negative. 

 

CASE 2: 

A 10 year old male boy presented with one day history of abdominal pain. There had been 

no previous episodes of pain abdomen. Pain was associated with vomiting and fever. 

Physical examination revealed considerable tenderness all over right side of abdomen. He 

was febrile. Clinical diagnosis of intestinal obstruction was made. On X-ray there was no free 

gas under the diaphragm Abdominal ultrasonography revealed distended gallbladder and 

dilated gut loops with some gut loops showing increased wall thickness. Patient was 

managed conservatively initially but later on intensity of pain increased. An emergency 

laparotomy was performed with the presumptive diagnosis of peritonitis. Exploration of the 

abdominal cavity revealed type 2 perforations
(3)

 at fundus of gallbladder. There were no 

gallstones or bile duct dilatation. Cholecystectomy was then performed and the child 
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experienced an uneventful recovery. Microscopic examination of the gallbladder showed 

localized necrosis with minimal inflammation. No other significant alteration of the 

gallbladder wall was noted. The cultures of peritoneal fluid were negative. A diagnosis of 

idiopathic perforation of the gallbladder was established.  

 

DISCUSSION 

Gallbladder perforation (GP) is a well-recognized condition in adults, usually located at the 

least vascularized fundus and body of gall bladder.
(4,5)

 It is a rare but life threatening 

event.
(6)

 Broadly speaking, gallbladder perforations can be traumatic, iatrogenic, or 

idiopathic. Conditions such as cholelithiasis, infections, malignancy, steroid therapy, 

diabetes mellitus and atherosclerotic heart disease are all predisposing factors for 

gallbladder perforation.
(7)

  

Gallbladder perforation without any apparent cause is thought to be very rare and presents 

a difficult problem. Niemeier in 1934 classified free gallbladder perforation into 3 types. 

Type 1 (acute) is associated with generalized biliary peritonitis; type 2 (subacute) consists of 

localization of fluid at the site of perforation, pericholecystic abscess and localized 

peritonitis while type 3 (chronic) comprises formation of internal or external fistulae.
(3)

 

Recent studies have cited higher rates of subacute or Type 2 perforations as compared to 

other types.
(8,9)

 

In children, biliary tract perforations are usually located at bile ducts, the gallbladder itself 

being the least common situation. There are few scattered reports of spontaneous GP in 

childhood; however, all recorded cases were secondary to obstruction.
(1,2,10,11)

  

Although we cannot entirely exclude a minor trauma, the present case was classified as 

idiopathic because comprehensive investigation did not disclose any 

inflammatory/infectious condition (local or systemic) or biliary tract obstruction; moreover, 

the location of GP at infundibulum and absence of histological signs of ischemia did not 

suggest a vascular etiology. Thus, congenital weakness of the gallbladder wall could have 

been a potential explanation. 

The diagnosis of spontaneous GP is often delayed or missed altogether, the majority being 

made only at surgery. Since the difficulties in diagnosis cause delay in treatment, higher 

morbidity and mortality rates are often encountered.
(12) 

Sensitivity of CT in the detection of 

gallbladder perforation and biliary calculi has been reported to be 88% and 89%; these 

figures are higher than those reported for ultrasonographic examination.
(8)

 Doppler 

ultrasound, magnetic resonance imaging and radionuclide methods have been used in the 

diagnosis of gallbladder perforation.
(13,14)

 Prompt recognition and early treatment are 

critical to prevent serious complications.
(2,10,15,16)
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