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Introduction
Gall bladder perforation is an uncommon but dreaded complication. Spontaneous 
perforation in calculus cholecystitis is infrequent and even rarer in the absence of 
gallstones, but occasionally occurs following typhoid fever.1 Surgical complications of 
typhoid fever more commonly involve the gut than the gall bladder and are commoner 
than those of paratyphoid fever.2 When the two complications co-exist, the morbidity and 
mortality rates rise steeply, especially if they are not detected and treated in time. We 
report a rare complication: perforation of the gall bladder following ileal perforation in a 
patient with typhoid fever.

Case report
A 15-year-old boy presented in July 2006 with a 5-day history of abdominal pain and 
distension, constipation, bilious vomiting, and a 2-week history of fever. He denied any 
history of jaundice, alcoholism, or drug abuse. On examination, he was in shock with 
tachycardia, a low volume pulse, and hypotension. His abdomen was distended, tender, 
and rigid with absent bowel sounds. An abdominal X-ray revealed free gas under the 
right dome of the diaphragm and abdominal ultrasound showed dilated bowel loops 
and ascites. A provisional diagnosis of peritonitis due to typhoid perforation of the small 
intestine, with septic shock, was made. In this part of India, the incidence of typhoid fever 
is quite high among people in lower socio-economic groups and it often presents with 
surgical complications during the second or third week of illness during late summer and 
the monsoon months. It is so common during these months that when a patient, usually 
young, presents with perforation peritonitis preceded by 1 to 2 weeks of fever, the clinical 
diagnosis is typhoid unless proven otherwise. After resuscitation with fluids, suction 
and broad-spectrum antibiotics, an exploratory laparotomy was carried out. Multiple 
perforations of 1 x 1 cm were found on the antimesenteric border of the terminal ileum 
within 3 feet of the ileo-caecal junction. The rest of the small bowel wall was inflamed and 
a huge amount of free fluid with pus flakes was present in the peritoneal cavity. Most of 
the other viscera showed inflammatory exudates on the serosal surface. Peritoneal fluid 
was collected for culture/sensitivity and the diseased bowel segment was resected with an 
end-to-end ileo-ileal anastomosis. The Widal test was positive for Salmonella typhi and the 
peritoneal fluid culture showed Escherichia coli infection. On the third postoperative day, 
the patient developed progressive pain and distension of the abdomen, paralytic ileus, 
fever, and tachycardia and on the fourth postoperative day, bilious/enteric fluid drained 
from the wound. An exploratory laparotomy was planned to manage what was thought 
to be an anastomosis leak but could not be performed until the seventh postoperative 
day for purely logistic reasons. The anaesthetic team decided to manage the patient for 
24 to 48 hours in the intensive care unit (ICU), intending to intervene if there was no 
improvement within 24 hours because his severe sepsis made him a poor surgical risk. 
At the same time, the patient’s relatives lacked the financial means to pay the operating 
theatre and ICU charges. They were initially unwilling to consent to the second surgery 
because of the patient’s poor condition and their economic constraints. They went home 
and managed to make arrangements to pay the fees over the next 2 days. On surgical 
exploration, frank bilious fluid was found in the peritoneal cavity and the gall bladder 
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showed multiple perforations. The anastomosis was 
sound but the bowel wall was congested. No new 
perforation was found in the bowel. Bile was taken for 
culture/sensitivity, a cholecystectomy performed and 
the abdomen closed after a thorough toilet. No stones 
were found in the peritoneal cavity, nor could any be 
palpated in the common bile duct. Macroscopically 
the resected gall bladder specimen showed red 
congested walls, patchy areas of gangrene and 
multiple perforations (Fig). A histological examination 
showed oedema, necrosis, and extensive infiltration 
with polymorphonuclear cells. A bile culture yielded 
S typhi. After 12 days of intensive care, the patient 
stabilised and was finally discharged. He expressed 
no complaints during follow-up visits, and remained 
well 4 months after surgery.

Discussion
Typhoid fever is a common infection in the tropics 
and a common cause of intestinal perforation, 
resulting in high mortality and morbidity.3,4 The 
enteric perforation(s) classically occur in the ileum 
in the second week of the illness. The associated 
sepsis and toxaemia make it a major challenge 
for the surgeon. Due to the high postoperative 
mortality, non-operative management used to be 
the treatment of choice, but better understanding of 
the pathogenesis of the disease and the availability 
of effective antibiotics now make early surgery the 

best choice.4,5 The operative mortality ranges from 
12 to 25% in various series.6-8 The factors leading to 
high mortality are younger age, inadequate medical 
treatment, late presentation, number of perforations 
and sepsis. On the other hand, early surgery has 
been found to be an independent variable in death 
reduction.5 Perforation of the gall bladder was 
first reported by J Duncan of The Royal Infirmary, 
Edinburgh (quoted by Gonsalves in 19799) about 
135 years ago. It is a potentially fatal condition and 
demands prompt management. Perforation occurs in 
the presence of gallstone disease with the incidence 
varying from 5 to 12%.10 Typhoid fever is also known 
to occasionally cause spontaneous perforation of 
the gall bladder in the absence of stone disease.1,3,11 
The operative mortality when repairing perforation 
of the gall bladder can be as high as 53.3%.12 The 
combination of enteric perforation with a gall bladder 
perforation in typhoid fever increases the mortality 
many times over.

 It was almost impossible to predict gall bladder 
perforation after the first surgery because the organ 
showed no evidence of gangrene, especially since 
perforation is uncommon in the absence of gallstones. 
Such perforations are also rare in typhoid fever so 
a combination of all these factors, namely typhoid 
fever, absence of gallstones and no gall bladder 
gangrene made it even more difficult to expect 
such an outcome. The presence of biliary effluent 
in the drain during the postoperative period usually 
makes one to think of another gut perforation, or a 
leak in a repaired perforation or anastomosis, all of 
which are common enteric complications of typhoid 
fever. Unless encountered before, it is very difficult 
to diagnose gall bladder perforation as a sequential 
complication of typhoid but in both situations, early 
surgery is the best option. Typhoid fever–induced 
perforation of the gall bladder following an enteric 
perforation in the same patient, managed by two 
consecutive laparotomies during the same admission 
has probably not been reported before. The reason 
for presenting this case is the need to highlight the 
possibility of a second perforation, of the gall bladder 
instead of the gut. Although it is not recommended 
that a cholecystectomy be performed when managing 
intestinal perforation in every typhoid case, we feel 
one should be diligent about the condition of the 
gall bladder and look particularly for any sign of 
patchy gangrene or impending perforation. In such 
circumstances, a cholecystectomy will prevent the 
second surgery and hence morbidity. Similarly, if 
the drain effluent is bilious during the postoperative 
period, one should keep such a possibility in mind. 
If a gall bladder perforation is detected late, an 
urgent cholecystectomy instead of non-operative 
management is indicated. Ultrasonography accurately 
detects 70% of cases with collapsed gall bladders and 
a perforation/defect in the gall bladder wall.13 It can 

FIG. Excised gall bladder showing multiple perforations
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show free fluid or a fluid collection close to the gall 
bladder fossa, a thickened gall bladder wall and a 
localised collection in the gall bladder wall. Thus it may 

be used as a first-line investigation whenever there is 
suspicion of gall bladder perforation, however, there 
is no specific sign indicating imminent perforation.
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