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Table 1 Laboratory data on admission

WBC 13,000 /ul BUN 62.7 mg/dl

RBC 320x 104 /ul Cre 11.8 mg/dl

Hb 10.2 g/dl

Ht 304 % Na 134 mEq/1

Plt 19.6 101 /ul K 56 mEq/I
Cl 97 mEq/I

TP 55 g/dl

T-Bil 1.8 mg/dl | CRP 1.2 mg/dl

AST 229 1U/1

ALT 1,311 1U/1 B2-microglobulin  26.6 mg/I

ALP 1,024 1U/1

#ED LA ZHED (Table1). B, p2-3I7 10
a7 it 266mg/l TH o7z
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Fig. 1 a:The abdominal US showed brightness’s rise of the gallbladder wall and slight swel-
ling of the gallbladder. (white arrows indicated debris of the neck of gallbladder.) b : The
abdominal CT showed the slight swelling of the gallbladder, but no change of density
around gallbladder and no calcificated mass in the biliary tract. ¢c:MRCP showed the slight
swelling of the gallbladder but it didn't admit a defect in the gallbladder or common bile
duct. White arrows indicated pericholecystic high signal.

Fig. 2 The resected gallbladder wall showed
edema and increased thickness. There was no
stones in the gallbladder.
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Fig. 3 a:In H-E stain(x40) gallbladder wall admitted a slight fibrosis. Square area indicates
the area of b. b:Congo-Red stain showed weak bitter orange on the smooth muscle and ves-

sels (black arrow x100). Square area indicates the area of ¢ and d. ¢ : High power magni-

fication : Congo red stain (x400) showed weak bitter orange on the smooth muscle and

vessels (black arrow). d : The same position of c. The polarizing microscopy showed amy-

loid deposit more clearly on the smooth muscles. (black arrows)
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Acute Acalculous Cholecystitis with Amyloid Deposite within the Wall of Gallbladder observed
in a Chronic Hemodialysis Patient

Masaki Kikkawa"?, Mutumi Nozue" and Hitoshi Kotanagi®
Department of Surgery, Shonai Amarume Hospital”
Department of Surgery, Akita Red Cross Hospital?

A 56-year-old man undergoing hemodialysis 4 years due to chronic renal failure, presented with fever and up-
per right abdominal pain after a meal, a positive Murphy sign, and leucocytosis and liver dysfunction in blood
tests. Ultrasonography and computed tomography showed slight gallbladder swelling and gallbladder wall
thickening. No signs indicated gallstones. He was diagnosed with acute acalculous cholecystitis, treated con-
servatively, and discharged, but the upper right abdominal pain continued to occur frequently. Laparoscopic
cholecystectomy conducted 4 months after he was first seen, found no stones in the gallbladder. Histological
examination of the resected specimen showed amyloid deposits in the gallbladder wall. His symptoms disap-
peared postoperatively. Examination of the amyloid deposit in several tissues produced negative results. Case
in which amyloid deposits apparently lead to acute cholecystitis are very rare.
Key words : acute acalculous cholecystitis, amyloidosis of gallbladder
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