
of  stones. Traditionally, it was considered a fatal disease 
almost exclusively of  critical ill patients; however, there 
are recent reports of  cases of  AAC affecting less severe 
patients with good prognosis treated with antibiotics, in 
the absence of  cholecystectomy.

We herein report a case of  a young man who 
developed AAC after a Salmonella enteritidis gastrointestinal 
infection.

CASE REPORT
A 27-year-old man was admitted to hospital with 
abdominal pain, diarrhoea, persistent vomiting and 38℃ 
temperature. On physical examination, he was febrile, 
but in a good state of  health. His abdomen was mildly 
tender to palpation with guarding in his lower right area. 
Laboratory tests disclosed a white cell count of  5300 × 
1000/μL with 50% neutrophils and 32% lymphocytes, 
and haemoglobin and platelets were normal. The 
biochemical studies including liver and renal tests, 
electrolyte panel and coagulation profile, were normal. 
An abdominal X-ray film showed gas in several loops 
of  a moderately dilated small bowel, and an abdominal 
sonography disclosed marked mucosal thickening in 
the right quadrant affecting ileon loops, cecum and 
ascending colon with small lymph node enlargement; 
the remainder of  the abdominal contents, including the 
gallbladder were normal. Serology for Salmonella typhi H 
and O, Yersinia and Shigella were negative, as were blood 
cultures. The coproculture obtained on admission was 
positive for Salmonella enteritidis. 

The patient was treated with intravenous fluids, 
analgesics and antipyretics and became afebrile on the 
second day; in a week time, the abdominal pain subsided 
and he was able to restart oral diet so he was discharged 
from hospital.

The following day he returned to the Emergency 
Department due to epigastric and right hypochondria 
pain, nausea and fever. He had no diarrhoea. On physical 
examination, he presented a temperature of  38℃, a tender 
upper abdomen, and Murphy’s sign. The laboratory tests 
showed mild normocytic-normochromic anaemia with 
7900 × 1000/μL white cells. The biochemical tests were 
normal. A new abdominal sonography disclosed normal 
intestinal loops, but his gallbladder was distended and 
presented a markedly thick wall (7 mm) with no stones, 
and was surrounded by a little fluid collection.

He was then administered intravenous antibiotics 
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Abstract
Acute acalculous cholecystitis (AAC) is defined as an 
acute inflammation of the gallbladder in the absence of 
stones. We herein report a case of a young man who 
developed AAC after a Salmonella enteritidis  gastroin-
testinal infection.
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INTRODUCTION
Acute acalculous cholecystitis (AAC) is defined as an 
acute inflammation of  the gallbladder in the absence 
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(ciprofloxacine and metronidazole) and showed no signs 
of  fever on the second day. The abdominal pain slowly 
subsided. Blood, urine and faeces cultures taken on 
admission showed negative results. He was discharged 
10 d later on oral antibiotics and controlled as an 
outpatient. A new abdominal ultrasound disclosed a 
normal gallbladder without lithiasis or sludge.

DISCUSSION
AAC accounts for 5%-14% of  all cases of  acute 
cholecystitis[1,2]. Patients tend to be predominantly male 
and older than 50 years of  age.

The pathogenesis of  AAC is not well defined as 
the precise mechanism is unknown to date. It seems 
that several factors such as ischemia, infection and bile 
changes are involved. Ryu et al[1] found that patients with 
visceral atherosclerosis may be at increased risk for acute 
acalculous cholecystitis due to an impaired mucosal 
resistance. Systemic sepsis with release of  mediators and 
bile stasis with alterations in the chemical composition 
of  bile are another implicated potential pathogenic 
mechanisms involved. Multiple risk factors such as 
previous surgery and trauma or burn injury have been 
associated, but none of  them were present in our patient.

However, as in our patient, AAC may also occur from 
secondary infection of  the gallbladder following a systemic 
infection by bacteria[3], virus[4], parasites[5] or fungi. 

AAC due to primary bacterial infection is rare. 
Several cases have been reported complicating Salmonella 
typhi infection[3,6] and after non-typhoidal salmonellosis[7,8] 

as well.
During the past two decades, an increase in the 

number of  Salmonella enteritidis isolates has been observed 
even in developed countries[9], and there are also rare 
complications of  this common disease described in 
medical literature[10] Some of  these complications are 
extra-intestinal such as septic arthritis[11] or meningitis[12], 
but most of  them are intra-abdominal[13] due to blood or 
lymphatic spread of  the gbacteria. 

Among the latter, AAC is infrequent and can occur 
even weeks after the diarrhoea has stopped[13] (our 
patient was discharged from hospital asymptomatic 
and developed symptoms 24 h later). The diagnosis is 
based on clinical symptoms, and ultrasound provides the 
definite diagnosis.

Salmonella enteritidis can be absent in blood cultures 
and be cultivated in faeces and bile[8,14]. The bacterium, 
like any other intestinal pathogen, can not only reach 
the gallbladder through blood drainage but also directly 
from the bowel along the bile ducts, as could have been 
the case in our patient.

Most cases described in literature experienced a bad 
outcome due to gallbladder gangrene, and perforation[2]. 
Even with early cholecystectomy in good surgical 
candidates[2], or cholecystostomy or endoscopy nasobiliary 

drainage in bad ones[15], the outcomes were bad. However, 
this has changed as the disease is now described in less 
severely ill patients with no adverse prognosis factors. In 
this setting, a 4-6 wk course of  broad spectrum antibiotics, 
as indicated in our patient, is recommended. If  symptoms 
cease and a control ultrasound shows a non-dilated 
gallbladder with a thin wall, cholecystectomy is not needed.

In conclusion, this case shows that AAC, a rare 
complication of  Salmonella enteritidis, can also be present 
in non-critically ill patients. In this setting, the prognosis 
is better, cholecystectomy is not always needed and 
patients treated with a long course of  wide spectrum 
antibiotics can obtain a good prognosis.
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