
Cholescintigraphy has proven to be a very reliable procedure
for the exclusion ofacute cholecystitis (1â€”4).However, occasional
false-negative results have been reported in the presence of acute

acalculous cholecystitis (5,6). This report illustrates some of the
difficulties in making the diagnosis and the variability of the
cholescintigraphic pattern that may occur in a patient at different
phases of the disease.

CASE REPORT

A 62-yr-old white male was admitted because of nonradiating
right upper quadrant pain, with nausea and vomiting, for 2 days.
For the previous 3 mo, he had had intermittent vomiting with cc
casional abdominal pain that was not clearly deflned but tenta
tively attributed to peptic ulcer disease. Other medical history
included chronic renal failure due to nephrosclerosis, for which
he had been on continuing hemodialysisfor the past 9 yr. He had
also had two coronary artery bypass grafts 4 yr previously and was
currently free of angina. On examination, he had right upper
quadrant tenderness with Murphy's sign but no guarding. His
temperature was 98.4Â°F. Pertinent laboratory findings were a
white count of 7900 with normal differential, and normal bilirubin,
alkaline phosphatase, LDH, SGOT, SGPT, and amylase. An oral
cholecystogram showed no gallbladder opaciflcation, and ultra
sound revealed no stones. An upper GI series was normal.
Cholescintigraphy (Fig. I) showed prompt parenchymal uptake
and excretion of tracer into the small bowel,but the gallbladder
was not visualized over the 3 hr of the study. The patient remained
afebrile, and over the next 4 days his symptoms disappeared, and
he was able to resume eating. He was discharged with no definitive
diagnosis for his abdominal pain.

Forabout a month he was free of abdominalsymptoms, but then
entered a 3-wk period characterized by intermittent vomiting,
abdominal pain, and a 10-lb weight loss. At this point, an upper
GIserieswasagainnormal.Arepeatcholescintigram(Fig.2),now
7 wk after the first one, was normal, with prompt appearance of
tracer in the gallbladder. His symptomsabated for the next month
but he was then readmitted to the hospital because of abdominal
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pain. The pain was in the mid and lower abdomen, sharp in char
acter and relatively constant. On examination, his abdomen was
diffusely tender but more so in the right upper quadrant, with
guardingbutnoreboundtenderness.Hiswhitecellcountwas9,200
and his liver function tests and serum amylase were normal. Over
the next day, his temperature rose from98.9Â°to 101.2Â°F.His pain
worsened and localized in the right upper quadrant. He was taken
to surgery, where a perforated gallbladder was found and chole
cystectomy was performed. An intraoperative cholangiogram
showedgood passageof dye into the duodenum with no evidence
for stones. Pathological examination of the gallbladder revealed
acutecholecystitiswithoutstones.

His postoperative course was uncomplicated and he has re
mained well for the past 6 mo, on chronic hemodialysis and without
vomiting or abdominal pain.

DISCUSSION

Acalculous cholecystitis, i.e., inflammation of the gallbladder
intheabsenceofstones,isrelativelyuncommon.Theacuteform
has been reported in about 6% ofcases that present with the clinical

C

FIG. 1. Cholescintigram performed after injection of 5 mCI of
Tc-99mdisofenin.Imagescollectedat (A)5, (B) 15,(C)30, and(D)
90 mm.By3 1wbiliaryactivitywasessentiallyabsentandgallbladder
had not been visualized.
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A 62-yr-old man with acalculouscholecystltlsIs presented.At dIfferentstages
of hisdIseasehischolesclntlgramwas abnormalandthen normal.The case dem
onstratesthe variatIonsof the cholesclntigramthat may occurduringthe disease
and illustratesthe dIfficultIesthat may be encounteredIn makingthe dIagnosis.
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rarely be misleading in excluding the diagnosis. The situation is
otherwise in chronic acalculous gallbladder disease. Even in the
presence of stones, chronic cholecystitis frequently shows normal
gallbladderuptakeof radionuclide(3,4). Data forchronicacal
culouscholecystitisare limited,partlybecauseof thedifficultyin
making the definitive diagnosis, but a small series showed normal
visualization of the gallbladder in two of seven cases (JO). The
demonstration of abnormal kinetics of emptying after cholecys
tokinin stimulation can help to make the diagnosis in at least some
of thosecaseswithnormalgallbladderfilling(11).

Our caseillustratesthe difficultythat maybeencounteredin
making the diagnosis,and the variabilityofthe radionuclidestudy
at differentstagesofthe disease.It illustratesthat, inthepresence
of acutesymptoms,the cholescintigrammaybe a morereliable
index of cholecystitis than ultrasonography.
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FIG.2. Cholescinti@amperformedafter Injectionof 5 mCiTc-99m
disofenin. Imagescollected at (A) 5, (B) 15,(C)40, and(D)60 mm.
Gallbladderand bowel activity appear by 30 mm.

appearance of acute cholecystitis (7,8). The prevalence of the
chronic form is lesscertain but has been reported as about 1%in
a series of cholecystectomies (9). The clinical picture of acalculous
cholecystitis covers the same spectrum as that of calculous
cholecystitis, with presenting symptoms and signs that include right
upper quadrant pain and tenderness, jaundice, epigastric distress,
and fever.Its diagnosis,whensignsandsymptomsare notcorn
pletely characteristic, is prone to the same uncertainties as that
ofcholecystitis with stones, but with the additional problem that
keytestsmaynotbehelpful.Theultrasound,oralcholecystograrn,
andcholescintigrarnexaminationsmayall benormal.

Duringthe firstepisodeofsuspectedgallbladderdiseaseinour
patient, the decision against surgery was made despite the ab
normal radiographic cholecystogram and the cholescintigram,
becauseof the absenceof stonesby ultrasound,the absenceof
fever, the normal white cell count, and the rapid remission of
symptoms in a patient who was a poor surgical candidate. When
the question arose again, the diagnosis ofcholecystitis was deferred
because of the normal cholescintigram. Although no pathological
proof of cholecystitis was obtained at the times of scintigraphy,
it is clear that our patient was indeed suffering from cholecystitis
ofvarying degree throughout the period described above, since the
symptoms were similar during the course, intensified at the time
of the gallbladder perforation, and disappeared after cholecys
tectomy.

Fortunately, a false-negative cholescintigram in acute acalculous
cholecystitis seems to be uncommon. Although two false-negative
studies have been published as case reports (5), in a combined
series of 22 cases, only one had a normal cholescintigram (6,10).
Coupled with the low incidence of acute cholecystitis without
stones, this indicates that a normal cholescintigram would only
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