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Fig. 1-A. Radiography of simple abdomen shows
abnormal gall bladder air shadowing in
RUQ area.

Fig. 1-B. Abdominal ultrasonography reveals mul- -

tiple hyperreflective echo with distal
reverberation within gall bladder wall
and lumen.
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Fig. 1-C. Abdominal CT scan shows large amount
of abnormally collected air within the
lumen and the irregularly thickened wall
of markedly distended gall bladder.

Fig. 1-D. Percutaneous transhepatic gall bladder
drainage was performed for decompre-
ssion of gall bladder.
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Fig. 1-E. Microscopic appearance of gall bladder
reveals multiple air bubbles and acute
and chronic inflammatory cell infiltration
in GB wall.

Fig. 2-A. Radiography of simple abdomen shows

multiple gall stones and abnormal
pneumatized shadowing in RUQ area.
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Fig. 2-B. Abdominal ultrasonography show sandy
stones and sludge in gall bladder and
multiple hyperreflective echos  with
reverberation in GB wall.

Fig. 2-C. Abdominal CT scan demonstrates irr-
egular wall thickening of gall bladder
with stones and multiple air density.
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Fig. 2-D. PTGBD wa performed for decompression
of gall bladder.
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Fig. 2-E. Microscopic appearance of gall bladder shows multiple air bubbles and
inflammatory cell infiltration in GB wall.
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= Abstract =

Two Cases of Emphysematous
Cholecystitis

Nae Hee Lee, M.D., Kwang Jae Lee, M.D.
Han Gul Kang, M.D., Bo Won Chae, M.D.
Yung Joon Kim, M.D., Sun Min Lee, M.D.
Myung Ho Yoon, M.D., Young Soo Kim, M.D.
Ki Baek Han, M.D,, Jin Hong Kim, M.D.
and Sung Won Cho, M.D.

Department of Gastroenterology, Ajou University
School of Medicine, Suwon, Korea

Emphysematous cholecystitis is an uncommon
form of acute cholecystitis characterized by the
presence of gas within the wall, lumen of the gall
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bladder or biliary ducts. Clinically it is very similar
to ordinary form. But since the risk of perforation is
five times that expected from ordinary cholecystitis,
early diagnosis and appopriate surgical treatment are
tmportant. We could diagnose these cases by the
simple abdomen, abdominal ultrasound and abdominal
CT by the presence of air in the lumen and the wall
of the gall bladder. Percutaneous trans hepatic gall
bladder drainage(PTGBD) for decompression was
used because poor general condition of patients and
later, we could successfully perform the cholecy-
stectomy without any complication. We presented
two cases of emphysematous cholecystitis with
review of the relevant literature on the subject.

Key Words : Emphysematous cholecystitis, Acute
cholecystitis, Percutaneous transhe-
patic gall bladder drainage(PTGBD)
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