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Initial Visit

25 year old Caucasian female, 2 months postpartum presented 
with one week history of achy, bilateral, mid-back pain in a 
banding belt-like pattern. Most severe posteriorly, only present at 
night, and would awaken her from sleep. She rated the pain 8/10 
in severity, no palliative factors, and it would spontaneously 
resolve. Denied pain while lying down, after meals, or with 
specific foods. Denied dysuria, trauma, or previous episodes. 
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An Atypical Pain Presentation of Cholecystitis

Diagnosis
Acute Calculous Cholecystitis

Treatment
Laparoscopic Cholecystectomy

Follow-up
After surgical intervention, the pain resolved and the patient has 
been symptom free. Advised to return if similar symptoms arise 
again.

History & Physical Exam
Healthy BMI, moderately active with a diet high in fruits and 
vegetables and low in fats. Physical exam unremarkable besides 
mild tenderness in right upper quadrant, Negative Murphy’s sign.

Labs & Imaging
CBC / CMP Profile
Values - Within Normal Limits
Liver enzymes slightly elevated

Ultrasound
Gallstones noted. Appearance of gallbladder was otherwise 
unremarkable (see center panel)

Uncomplicated gallstone diseases such as biliary colic typically 
present with right upper quadrant pain with potential radiation 
toward the right shoulder blade.¹⁻² This pain usually lasts at least 
30 minutes and subsides less than six hours later, and is thought 
to be associated with the gallbladder contracting and coming into 
contact with gallstones or sludge before relaxing. Laboratory test 
results are typically normal and abdominal examination usually 
yields no positive Murphy’s sign. 

Complicated gallstone diseases like cholecystitis present similarly 
to biliary colic with the addition of leukocytosis and elevated liver 
tests. Gallbladder thickening and edema as well as a sonographic 
Murphy’s sign are to be expected. The pain in this situation is 
usually longer in duration, constant, and in the same location as 
with cholelithiasis.²⁻⁵ 

The general management for patients presenting with 
complications related to gallstones in the past or who are at 
increased risk for complications (i.e. have symptoms of biliary 
colic) are recommended for surgery over considerations of 
nonsurgical management due to high recurrence rates of painful 
symptoms.¹ 

This patient presented with pain patterns that followed an 
unexpected, bilateral, mid-back banding pattern that then 
escalated to include the anterior epigastric area at its peak. As 
such, she was prescribed a proton pump inhibitor, omeprazole, 
with a primary diagnosis of gastroesophageal reflux disease 
(GERD) given that her symptoms were more typical of GERD 
(nightly recurrence and substernal pain radiating to the back).⁶ 
The appearance of gallstones on ultrasound was not necessarily 
an indication that the patient’s symptoms were related as a large 
proportion of the population has stones that are asymptomatic.¹ 
Referral to an outpatient surgical clinic and education on the 
differential of biliary colic were warranted and provided.

While the end result for this patient resulted in resolution of her 
symptoms post cholecystectomy, it is of note that the signature 
pain presentation of biliary colic or cholecystitis can be less 
localized than to the upper right quadrant as demonstrated in this 
case. Considerations of gallstone disease in patients presenting 
without the classic timing, pain patterns, or abdominal findings 
may be warranted when other workup fails to identify another 
source of their symptoms. 

Typical Presentation
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Initial Diagnosis & Treatment
Diagnosis
Gastroesophageal Reflux Disease (GERD), biliary colic 

Treatment
Omeprazole (Prilosec)- proton pump inhibitor to treat GERD

Follow-up
Advised patient to return if symptoms worsened or if new 
symptoms presented and discharged.

Patient returned two hours later with severe back and stomach 
pain in a bilateral and banding pattern which was equally painful 
anteriorly and posteriorly, rated 10/10 severity. CT and repeat 
CBC/CMP performed (see center panel)
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CBC
WBC 13.06 (HIGH)

HGB 13.4

HCT 40.9

MCV 96

PLT 352

Table 1. Complete blood count (CBC) results from the 
second visit to the emergency room with the elevated white 
blood count (WBC) of note for progression in differential 
from GERD to acute calculous cholecystitis (potential 
inflammation). 

CMP
NA 141

K 3.1 (LOW)

CL 101

BUN 11.0

Creatinine 0.70

Calcium 9.9

PROT 8.6 (HIGH)

BILITOT 0.5

AST 58 (HIGH)

ALT 78 (HIGH)

ALKPHOS 106

Table 2. Comprehensive metabolic panel (CMP) results 
from the second visit to the emergency room with elevated 
protein (PROT), aspartate aminotransferase (AST), and 
alanine aminotransferase (ALT) levels of note for 
progression in differential from GERD to acute calculous 
cholecystitis (potential inflammation).

Figure 1. Ultrasound image of gallbladder with gallstone 
(arrow). The stone appears hyperechoic (bright) and cause 
hypoechoic (dark) shadow (S).⁷

Patient’s Initial Presentation Patient’s Second Presentation

Figures 3-5. Depictions of the typical pain pattern for gallstone pathology along with those presented by the patient at her initial and second visits (brighter 
red indicates more severe pain). 

FIgure 2. CT of the abdomen with oral contrast.⁸ Cholelithiasis with a 
distended gallbladder (yellow box) and small volume of pericholecystic 
fluid (red arrow) was found in patient of interest.

*

*Not always present
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