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Abstract

Acute Acalculous Cholecystitis “AAC” is defined by inflammation of the gallbladder without the presence of
gallstones. It is by far less common than acute calculous cholecystitis where it only counts 5-10% of all cases of acute
cholecystitis. In a patient with the disease of systemic lupus erythematous (SLE) having a gallbladder disorder is not
common. Herein, we present a 43-year- old lady who is known case of hypertension, SLE, and End-stage renal disease
on hemodialysis due to lupus nephritis presented to the emergency department with a right upper abdominal pain, and
abdominal ultrasound revealed acalcular cholecystitis. Further diagnostic tools supported the diagnosis, and she
underwent after preparation uneventful laparoscopic cholecystectomy (LC).
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Introduction:

Acute Acalculous Cholecystitis (AAC) is defined by inflammation of the
gallbladder without the presence of gallstones. it's by far less common
than acute calculous cholecystitis where it only counts 5-10% of all cases
of acute cholecystitis [1].

AAC pathogenesis is complex and multifactorial, where patients who are
diagnosed with AAC are usually critically ill, intubated, and intensive
care unit (ICU) patients [1].

In systemic lupus erythematous (SLE) patients, gastrointestinal tract
involvement is present in around 30% of SLE patients, but AAC is
considered a very rare disease in those patients, where most of them are
already known to have SLE and it is not their first presentation of SLE
[2,3].

Case report:

This is a 43-year-old lady known case of hypertension, SLE, and End-
stage renal disease (ESRD) on hemodialysis due to lupus nephritis. She
presented to the emergency department (ED) complaining of right upper
quadrant pain radiating to the back. The pain started two days back, was
persistent, colicky in nature, and associated with nausea and vomiting. No
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history of fever, change in bowel habits or change in stool or urine color.
The patient has had no similar attacks previously.

The patient was diagnosed around 20 years back with SLE world health
organization (WHO) class Il based on positive anti-nuclear antibodies
(ANA), double-strand deoxyribonucleic acid (dsDNA), low complement
(C3), and low complement (C4). She was diagnosed with end-stage renal
disease eight months back and started on hemodialysis (HD). The patient
was not compliant with her medication.

On physical examination, the patient was conscious, alert, and oriented.
Blood pressure (BP) 135/75 mmHg, heart rate is 95 beats per minute,
respiratory rate is 20 per minute, the temperature is 36.8 Celsius and SPO2
98% on room air. The patient was not jaundiced, and her chest was clear
and equal bilateral air entry.

The abdomen was soft and lax, with marked tenderness in the right upper
quadrant with a positive Murphy’s sign.

Laboratory tests revealed white blood cells 3.37, hemoglobin 7.1 g/dl,
sodium 136mmol/l, potassium 4mmol/l, creatinine 563mmol/l, urea 8.4,
total bilirubin 5mmol/l, direct bilirubin 1.5, and Alkaline phosphatase
102.
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Ultrasound (U/S): Normally distended Gallbladder (GB) with mild  trace of pericholecystic fluids, no gallbladder stones. Positive radiological
diffuse wall thickening 0.38cm associated with hyperemia. There is a  murphy sign Figure 1.

Figure 1: Ultrasound shows GB thickening and peri cholecystic fluids with no stones

Computed tomography (CT) showed gallbladder distention with ~ The common bile duct (CBD) was dilated 0.9 cm with no obvious
preserved mucosal delineation and enhancement associated with peri-  obstructing stone Figure 2,3.
cholecystic fluids suggestive of acute cholecystitis.

Figure 2: CT showing GB with peri-cholecystic fluids and GB wall thickening
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Figure 3: CT showing distended GB with peri cholecystic fluids

Magnetic resonance cholangiopancreatography (MRCP): Gallbladder is  strictures, minimal proximal intrahepatic biliary duct dilatation measuring
distended with a small amount of peri-cholecystic fluid, no gallbladder ~ 0.4cm there are few porta hepatis reactive lymph nodes. Findings are
stones or wall thickening. CBD is dilated 0.7cm with no stones or  suggestive of resolving acute cholecystitis Figure 4,5.

Figure 4: MRCP showing distended GB with peri-cholecystic fluid with no GB stones
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Figure 5: MRCP showing peri-cholecystic fluid

- . . she underwent laparoscopic cholecystectomy. Inspecting the specimen
Initially, the patient was started on conservative management where she P P o'ecy Y P 9 P
. T - o showed no gallbladder stones Figure 6.
was kept nill per Os (NPO), with intravenous fluids and antibiotics

“cefuroxime and metronidazole”, until all investigations were done then ~ The patient post-operatively was doing fine and was discharged 1 day

after the procedure.

il

Figure 6: Gall bladder showing no stones
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Discussion:

AAC is a serious disease with a high mortality rate that needs to be
diagnosed and treated early. There are many pathogeneses of AAC, such
as gallbladder ischemia-reperfusion Injury, cholestasis, Bacterial
Infections, Abnormal Anatomical Structure of the biliary tract system,
and other risk factors as hypertension, atherosclerosis diabetes mellitus,
vasculitis, and immunodeficiencies such as SLE [1,3].

SLE is an autoimmune disease that causes chronic inflammation virtually
affecting any organ in the body, with many clinical manifestations mainly
as vasculitis [4,7]. In SLE the gastrointestinal tract symptoms are very
common, however, AAC associated with SLE is considered very rare,
especially as an initial presentation of SLE with an incidence rate less than
0.05% [7].

As the pathogenesis of AAC in SLE patients, there are multiple suggested
theories such as serositis, vasculitis, mesenteric inflammatory veno-
occlusive disease, and antiphospholipid syndrome, being vasculitis is the
most common cause of AAC in SLE patients [5,6].

Until now there is no full agreement regarding the treatment of AAC in
SLE patients. Suggested treatment options are Cholecystectomy,
cholecystostomy tube, and conservative medical treatment in the form of
corticosteroids, Hydroxychloroquine, and antibiotics. It depends on the
patient's general condition and the risk factors that the patient has,
whether they can tolerate the surgical procedure or not [4,7].

As our patient was in a good state of health, not septic and young, she
underwent laparoscopic cholecystectomy. Post-operatively she stayed
one more day for observation then she was discharged in a good
condition.

In many studies where the patient couldn't tolerate the surgical
intervention conservative medical management was the choice where
high doses of corticosteroid and antibiotics were given to the patients
which showed successful modality of treatment [4,8].

Conclusion and recommendations:

AAC in SLE patients is a rare disease but it could be a life-threatening
situation. Diagnosis and management should not be delayed. Surgical
intervention for these patients who can tolerate the surgical procedure is
a valid option, although in patients who can't tolerate surgery, they should
be treated by other medical options. We recommend that those patients to
be assessed and discussed with a multidisciplinary team to determine the
best management can be offered for them.
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