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Clincopathological Conference (the 44" case)

Gastrointestinal bleeding caused by repeated hiccups because of

calculous cholecystitis

(Department of Geriatric Gastroenterology, Chinese PLA General Hospital, Beijing 100853, China)

Case presentation

A male patient, 91 years old, was admitted to
Department of Gastroenterology at South Building,
Chinese PLA General Hospital on January 7, 2010,
because of intermittent vomiting for 1 month with a
history of hematemesis.

The patient began to suffer intermittent hiccups
accompanied by nausea, vomiting, and diarrhea with
unknown causes since the night of December 7, 2009,
when he was hospitalized in Department of Geriatric
Cardiololgy, Chinese PLA General Hospital. All the
vomitus was stomach contents with positive occult
blood test. Diarrhea appeared following consumption of
little fluid nutrition or rice soup, 3—4 times daily, and
fecal occult blood test was positive intermittently. The
hiccups were more severe in the daytime and
disappeared when the patient fell asleep, which did not
respond to ear beans,acupuncture,metoclopramide and
methylphenidate (Ritalin). At 11:00 oclock on
December 22, the patient presented with hematemesis,
containing bright red blood about 500 ml. Then the
electrocardiogram (ECG) monitor showed decrease in
blood pressure and ST elevation. Gastric tube feeding,
lavage with ice saline, and reptilase, octreotide and

omeprazole administration were performed immediately.

Then, the hiccups appeared, and his vital signs became
stable. But, the fecal occult blood test was still positive.
On January 4, 2010, the patient presented with intermittent
hiccups again. For further diagnosis and treatment, he was
transferred to our department with the diagnosis of
gastrointestinal bleeding with unknown origin.

Past history The patient reported previous history
of hepatitis, hypertension, type 2 mellitus diabetes,old
myocardial infarction, left ventricular apical aneurysm,
multiple cerebral infarction and senile dementia, etc.
The patient ever presented with gastrointestinal
bleeding due to hiccups on January 7, 2009, and
gastroscopy established the diagnosis of mucosal tear
syndrome of the cardia. The patient was hypersensitive
to Xin Mai Long (a chinese traditional medicine)
injection and denied other drugs and food sensitive
history.

Physical examination  Body temperature was
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36.5°C. No jaundice, rash and hemorrhage were seen on
the skin. No superficial lymph node was touched. The
breathing sound of both lungs was clear and no obvious
rale was heard. His cardiac rhythm was regular at 78
beats per minute. Heart rate changed significantly with
body posture shifts. No obvious pathological murmur
was heard in the valve auscultation areas. His abdomen
was flat and no visible intestinal peristaltic wave was
observed.The abdomen was soft with no tenderness,
rebound tenderness, and myotonia, and no mass was
touched. The liver and spleen were not touched below
the costal margin. Murphy’s sign was negative. The
abdominal percussion sounded like drum. The shifting
dullness was negative, and the bowel sounds were about
5-6 times per minute. There was no edema of legs. The
dorsalis pedis arterial pulses was weakened.

Accessory examination Blood routine test on
January 5, 2010 showed that platelets(PLT) were 94 x
10°L, white blood cells (WBC) 4.794x10°/ L,
neutrophil granulocytes 0.664, and hemoglobin (HGB)
102 g/L. The blood biochemical test showed that y-
glutamyl transpeptidase (y-GT) was 221 U/L, total
bilirubin (TBIL) 17.8 pmol/L, and direct bilirubin
(DBIL) 13.53 pmol/L. Coagulation function test
showed that prothrombin time (PT), activated partial
thromboplatin  time (APTT) and International
Normalized Ratio (INR) were normal.

Admisstion diagnosis (1) Upper gastrointestinal
bleeding with unknown origin (mucosal tear syndrome
of the cardiac or duodenal wall lesions?). (2) Coronary
heart disease with old myocardial infarction and
aneurysm. (3) Grade 3 hypertension (extremely high
risk). (4) Sick sinus syndrome, tachy-brady syndrome.
(5) Chronic bronchitis, obstructive pulmonary disease.
(6) Type 2 mellitus diabetes. (7) Alzheimer’s disease
(AD). (8)OIld cerebral infarction. (9)Multiple colon
polyps. (10) Sleep apnea syndrome.

The gastrointestinal bleeding was possibly due to the
mucosal tear syndrome of the cardia caused by hiccups.
Reexamination revealed that fecal occult blood test was
negative and there was no signs of active bleeding.So
we gave the patient a small amount of rice soup through
stomach tube. The patient still had intermittent hiccups,
which was aggravated after meal consumption. The
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hiccups lasted for 1-2 hours generally and stopped by
itself. There were no hiccups occurring when the patient
fell asleep. On January 11, 2010, the patient vomited
after consuming some rice soup, and all the vomitus
was stomach contents.Then he got a fever and the
highest temperature was up to 38.4°C. The patient was
again subjected to routine blood test: WBC
12.72x10°/L, neutrophil granulocytes 0.858; and the
biochemical test: y-GT 227 U/L, ALP 148 U/L, T-BIL
27.5 pmol/L, D-BIL 14.87 umol/L. So anti-infection
treatment was given to the patient. On the next day,
physical examination showed tenderness at right upper
quadrant without rebound tenderness,muscle tension
and mass. Abdominal ultrasound and CT both showed
calculus incarceration at the neck of gallbladder and a
large gallbladder with cystic changes in the bottom of
exudative but without signs of gallbladder rupture. On
January 14, physical examination displayed a mass with
apparent tenderness at the abdomen, 2 c¢m to the right
side of ribs. The inflammatory markers continued to rise,
indicating hepatobiliary infection, so the anti-infection
treatment was strengthened. Hepatobiliary surgeons
considerd that the patient’s conditions, such as old age,
poor cardiac and pulmonary function, complication
with aneurysm, and sick sinus syndrome,did not allow
him to tolerate surgery. So percutaneous puncture and
drainage of gallbladder(PDG) were performed on
January 15 and there was about 200 ml viscous bile
drainage from gallbladder. Since then, bile drainage
was yellow-green viscous and the volume ranged from
20 ml to 50 ml per day. After drainage of biles,
temperature and inflammatory markers soon returned to
the normal levels. The hiccups were alleviated.
Tenderness at right upper quadrant also disappeared.
Bile drainage gradually changed to yellow-white
viscous and decreased to 5 ml to 14 ml per day. So we
ceased anti-infection treatment on January 29. Consi-
dering that the stones still existed, hepatobiliary
surgeon consultated the patient data again. And surgical
operation was denied because of the great risk. Since
February 4, resistance increased when normal saline
was infused through drainage tube. But abdominal
ultrasound reexamination showed that the size of
gallbladder was normal. On February 8, the patient got
high fever with chills. Some pus flowed out through the
drainage tube and inflammatory markers elevated again.
Anti-infection and symptomatic treatment were
ineffective. After a hospital consultation, emergency
surgery was carried out. Intraoperatively, we found a
stone impacted at the ampulla of gallbladder and necrosis
of partial gallbladder wall with severe adhesion to
surrounding  tissue. So  partial cholecystectomy,
cholelithotomy and cholecystostomy were performed.

Clinical discussion

Dr. WEN Junbao: The patient had a history of

repeated hiccups and gastrointestinal bleeding. We
consider mucosal tear syndrome of the cardia caused
by hiccups as the origin of gastrointestinal bleeding.
After admission, calculous cholecystitis was
confirmed as the cause of hiccups. And, hiccups soon
disappeared after cholecystitis was controlled. This
case suggested that hiccups, although a common
clinical symptom, deserve great attention, not only on
symptom alleviation, but also on its cause. The
possibility of organic disorder should also be considered.
For an elder patient with calculous cholecystitis,
especially accompanied with other disease, it was
severely risky for operation. But PDG or anti-infection
treatment could not resolve the biliary obstruction
completely. So we still should try our best to create the
condition for surgical operaion.

Dr. CHANG Qing: The patient had a definite history
of vomiting bright red blood and his blood pressure
dropped after hematemesis. Fecal occult blood test was
positive too. So the diagnosis of gastrointestinal bleeding
was confirmed. On January 7, 2009, the patient pre-
sented with upper digestive tract bleeding following
vomiting. Gastroscopy revealed the mucosal tear of the
cardia. The patient had a previous history of intermit-
tent hiccups and concomittent high abdominal pressure
and intragastric pressure. Besides, he is 91 years old,
and the repair capacity of esophagogastric mucosa was
reduced. So the first consideration for the bleeding
should be the mucosal tear syndrome of the cardia. After
admission, the physical examination and abdominal
ultrasound and CT examination established the diagno-
sis of acute obstructive cholecystitis.After anti-infection
treatment and PDG, the inflammation was controlled,
his body temperature recovered to the normal level, and
his hiccups also diaappeared. So I deduced that the hic-
cups were caused by cholecystitis.

Dr. WAN Jun: The patient was at advanced age, and
was admitted to our department with the complaining of
intermittent hiccups for 1 month with a history of
hematemesis. He had a history of recurrent hiccups
before bleeding and the bleeding soon stopped after
symptomatic treatment.But the hiccups were not
alleviated, which had no response to acupuncture,
metoclopramide and methylphenidate. Interestingly, the
patient’s hiccups would aggravate after meal consumption.
Then physical examination and imaging test established
the diagnosis of acute obstructive cholecystitis. Hiccups
disappeared after the cholecystitis was controlled.
Retrospective analysis of diagnostic procedure of this
patient suggested that gastrointestinal bleeding be
caused by mucosal tear syndrome of the cardia which
resulted from recurrent hiccups, it then was associated
with spasm of diaphragm, stimulated by the enlarged
gallbladder and cholecystitis. The patient’s medical
records indicated that he also had the symptom of
recurrent hiccups. The biochemical test showed an
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elevation of y-GT and ALP. His abdominal ultrasound
revealed gallstone without any signs of cholecystitis.
But it could not be completely excluded that there was
no association between hiccups and cholecystitis. The
exact mechanism of hiccups has not been completely
understood. It is generally accepted that hiccups are a
primitive reflex under the control of the medullary res-
piratory center. It was a phenomenon caused by contrac-
tions of the diaphragm, the scalenic and intercostals
muscles, which result from a stimulation of the central
or peripheral components of a hiccup reflex arc. Hic-
cups occur in both males and females, but persistent
and intractable hiccups occur more frequently in males,
especially in the patients over 50 years old. Hiccups are
usually transient (lasting less than 48 hours) and uncom-
plicated. Hiccups are defined as persistent or protracted
if they last between 48 hours and 1 month, and intrac-
table when duration is greater than 1 month. It was ever
reported that an American man suffered hiccups for up
to 69 years and 9 months, the longest duration on
records. It is very important to make clear of the origin
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of hiccups because persistent or intractable hiccups usu-
ally portend an organic cause. The causes may be
grouped into the following categories: (1) Gastrointesti-
nal diseases: esophagitis, gastric distention, gastric ulcer,
gastric cancer, etc. (2) Chest diseases: pneumonia, pleu-
risy, diaphragmatic hernia, diaphragmatic abscess, etc.
(3) Central nervous system diseases: cerebral hemor-
rhage, brain trauma, tumor, etc. (4) Drugs: sulfonamides,
azithromycin, dexamethasone diazepam, other chemo-
therapy drugs, etc. (5) Metabolic infectious factors:
hyponatremia, hypocalcemia, hyperuricemia, etc. It was
rarely reported that hiccups were caused by cholecystitis.
For hiccups, especially recurrent hiccups in elderly patients,
hepatobiliary diseases should be firstly excluded. For this
patient, PDG can not relieve the biliary obstruction, so the
patient finally had an emergency surgery because of
recurrent biliary infection. This also reminds us that surgical
treatment should be the first choice as far as possible.

(Translator: WEN Junbao)
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