subcostal palpation of the RUQ usually produces increased pain and
inspiratory arrest (Murphy’s sign). Localized rebound tenderness in
the RUQ is common, as are abdominal distention and hypoactive
bowel sounds from paralytic ileus, but generalized peritoneal signs
and abdominal rigidity are usually lacking, in the absence of
perforation.

The diagnosis of acute cholecystitis is usually made on the basis
of a characteristic history and physical examination. The triad of
sudden onset of RUQ tenderness, fever, and leukocytosis is highly
suggestive. Typically, leukocytosis in the range of 10,000-15,000
cells per microliter with a left shift on differential count is found. The
serum bilirubin is mildly elevated (<85.5 umol/L [5 mg/dL]) in fewer
than half of patients, whereas about one-fourth have modest
elevations in serum aminotransferases (usually less than a fivefold
elevation). Ultrasound will demonstrate calculi in 90-95% of cases
and is useful for detection of signs of gallbladder inflammation
including thickening of the wall, pericholecystic fluid, and dilatation of
the bile duct. The radionuclide (e.g., HIDA) biliary scan may be
confirmatory if bile duct imaging is seen without visualization of the
gallbladder.

Approximately 75% of patients treated medically have remission
of acute symptoms within 2—7 days following hospitalization. In 25%,
however, a complication of acute cholecystitis will occur despite
conservative treatment (see below). In this setting, prompt surgical
intervention is required. Of the 75% of patients with acute
cholecystitis who undergo remission of symptoms, ~25% will
experience a recurrence of cholecystitis within 1 year, and 60% will
have at least one recurrent bout within 6 years. In view of the natural
history of the disease, acute cholecystitis is best treated by early
surgery whenever possible. Mirizzi’'s syndrome is a rare complication
in which a gallstone becomes impacted in the cystic duct or neck of
the gallbladder causing compression of the CBD, resulting in CBD
obstruction and jaundice. Ultrasound shows gallstone(s) lying
outside the hepatic duct. Endoscopic retrograde
cholangiopancreatography (ERCP) (Fig. 346-2B), percutaneous
transhepatic cholangiography (PTC), or magnetic resonance
cholangiopancreatography (MRCP) will usually demonstrate the



