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A n 86-year-old diabetic man complained of pro-
gressive abdominal pain of three days’ duration.
On examination, he was acutely ill with diffuse

abdominal tenderness and fever to 103°F. His total
leukocyte count was 24,000/cu mm; blood glucose
concentration, 600 mg/dL; and urine glucose, 4+. His
chest film (Figure 1) showed air beneath the right
hemidiaphragm and a faint semi-circular shadow with
a gas-fluid level in the region of the gallbladder. A
plain abdominal film (Figure 2) demonstrated gas
encasing the gallbladder.

After receiving antibiotics and fluids for one day,
the patient successfully underwent removal of a dis-
tended, gangrenous gallbladder, which contained foul-
smelling pus. Culture of the pus yielded Clostridium
fallax and group D enterococcus. Because no viscus
appeared perforated, the cause of the pneumoperi-
toneum remains conjectural.

COMMENT
In contrast to ordinary cholecystitis, the emphysema-
tous variety has gas in the lumen and/or wall, predom-
inates in men, is less frequently associated with gall-
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Figure 1. Lower portion of posteroanterior chest film show-
ing air beneath the right hemidiaphragm (arrowhead) and a
poorly depicted, semi-circular shadow with a gas-fluid level
(arrows).



stones, more often leads to gangrene and perforation of
the gallbladder, and is four times as fatal. Nearly half
of the victims are diabetic. The gas-forming bacteria
usually at fault are clostridial species and Escherichia
coli. And while antibiotics and intensive supportive
care may suffice, most of these patients require 
cholecystectomy.

One final point. This case occurred before com-
puted tomography and magnetic resonance imaging
were available. Yet, the diagnosis was made quickly,
correctly, and economically by paying careful atten-
tion to plain films of the chest and abdomen. Lest we
forget. ■
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Figure 2. Spot view of plain abdominal film showing a 
gas-encased gallbladder.
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