
Eosinophilic Cholecystitis After Elective Cholecystectomy

for Gallbladder Stones

Colecistitis eosinofı́lica tras colecistectomı́a electiva por colelitiasis

Eosinophilic cholecystitis is a rare entity that is diagnosed by

histopathology based on the special characteristics of the

inflammatory infiltrate of the gallbladder wall.1,2 Clinically, it

does not present any specific symptoms or signs compared

with other types of acute cholecystitis. As for the possible

causes, there is no consensus, although multiple etiopatho-

genic hypotheses have been proposed.3–6

We present the case of a 40-year-old female patient with no

known allergies to medication or prior medical history. She

was studied in the outpatient clinic due to repeated episodes

of biliary colic that were moderate in intensity and did not

require hospitalization. Complementary tests only revealed

hypercholesterolemia and moderate hypertriglyceridemia.

Abdominal ultrasound confirmed the presence of cholelithia-

sis. With this diagnosis, the patient underwent scheduled

laparoscopic cholecystectomy, with an uneventful recovery.

The pathology diagnosis after the analysis of the surgical

specimen was eosinophilic cholecystitis (Figs. 1 and 2).

Neither in previous analyses nor in later controls were

there any signs of hypereosinophilic syndrome. When we

questioned the patient again, she denied close contact with

animals or any consumption of medicinal plants or herbal

shop products, all of which have been associated with the

finding of eosinophilic cholecystitis. Nine months after

surgery, the patient continues to be asymptomatic.

Eosinophilic cholecystitis is an entity that was reported for

the first time in 1949; the diagnosis is histopathologic and

requires the presence of an inflammatory infiltrate of the

gallbladder wall with a predominance of eosinophils above

90%.1 There are cases in which this predominance is not

as striking; these are known as lymphoeosinophilic

cholecystitis.2

The frequency described in series of cholecystectomies

ranges between 0.5% and 6.4%,2 although in most studies it

does not surpass 1%,7,8 and therefore its finding is considered

exceptional. In our own series of 450 cholecystectomies in the

period of one year, the only case found is this case that we

report, representing an incidence of 0.2%.

The physiopathological mechanism has not been clarified

due to the infrequency of this disease. It has been postulated

that the variability of the infiltration of the gallbladder wall by

different populations of inflammatory cells could be related

with the time transpired from the onset of symptoms and the

cholecystectomy. This hypothesis was ruled out in the study

published by Dabbs,2 which did not demonstrate a significant

relationship between the pattern of gallbladder inflammatory

infiltrate and the time of surgery. Given the relationship with

isolated cases of hypereosinophilic syndromes and other

syndromes with affected patches of the digestive tract,

mediated by eosinophilic infiltration of the tissues, some type

of chemotaxis by the organs has been proposed, although this

mechanism has not been clearly characterized.4 Currently, the

most widely accepted theory is the triggering of an idiosyncratic

allergic reaction against an antigen present in the bile.2,3,5,6

Fig. 1 – Inflammatory infiltrate with a predominance

of eosinophils in the thickness of the gallbladder wall

(hematoxylin–eosin 40T).

Fig. 2 – Inflammatory infiltrate with a predominance

of eosinophils in the thickness of the gallbladder wall

(hematoxylin–eosin 20T).
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Based on the possible relationship with an allergen or with

the possibility that the symptoms of cholecystitis develop as

part of a more extensive syndrome, some authors propose

conservative management, withdrawing the triggering agent

and administering anti-inflammatory treatment.

In general, it is understandable that eosinophilic cholecys-

titis should not be considered an entity per se because clinically

it presents as cholecystitis without specific symptoms, signs or

laboratory data, and it should be considered a histologic finding

after cholecystectomy. It is necessary to discover the relations-

hip that may exist with other types of hypereosinophilic

syndromes or eosinophilic gastroenteritis with a prognosis and

management other than cholecystectomy, and when given the

persistence of digestive symptoms in patients with this finding,

other underlying diseases should be ruled out.9,10
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Mesenteric Venous Thrombosis Associated With a

Phytobezoar-Induced Intestinal Obstruction

Trombosis venosa mesentérica asociada a obstrucción intestinal
por fitobezoar

Mesenteric venous thrombosis (MVT) is a rare and insidious

but potentially fatal form of mesenteric ischemia because its

symptoms overlap with those of other diseases, delaying its

diagnosis and treatment.1,2

We present the case of a 64-year-old woman with a history

of arterial hypertension and anxiety-depressive disorder that

came to our Emergency Department due to abdominal pain

and vomiting of 2 weeks duration. On physical examination,

the patient was in a comatose state, with hypotension, anuria,

notable dehydration and diffuse abdominal pain with disten-

sion and guarding. Blood tests showed moderate leukocytosis,

hemoglobin 16.8 g/dL, hematocrit 50.2%, glucose 270 mg/dL,

urea 315 mg/dL, creatinine 10.8 mg/dL, normal ionogram, pH

7.0, bicarbonate 9.2 mmol/L, base excess 19.3 mmol/L. Abdo-

minal ultrasound and CT without contrast showed dilation of

intestinal loops and the gastric chamber, a calcified aortic

atheroma without involvement of the superior mesenteric

artery, and images of intraluminal gas bubbles in an intestinal

loop. We decided on hemodynamic and metabolic resuscita-

tion prior to emergency laparotomy, during which an

obstruction was found in the jejunum–ileal junction due to

a solidified phytobezoar and areas of intestinal necrosis from
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