
R a d i o l o g y  C a s e  R e p o r t s  1 7  ( 2 0 2 2 )  2 0 0 1 – 2 0 0 5  

Available online at www.sciencedirect.com 

journal homepage: www.elsevier.com/locate/radcr 

Case report 

Dropped Gallstone Presenting as Recurrent 

Abdominal Wall Abscess 

� 

Kaushik Kumar, MD 

a , ∗, Christopher J. Haas, MD, PhD 

b , c 

a MedStar Health Internal Medicine Residency Program, Baltimore, MD, USA 

b MedStar Health, Department of Internal Medicine, Baltimore, MD, USA 

c Georgetown University School of Medicine, Washington, DC, USA 

a r t i c l e i n f o 

Article history: 

Received 2 March 2022 

Revised 11 March 2022 

Accepted 12 March 2022 

Keywords: 

Dropped gallstone 

Retained gallstone 

Recurrent abdominal abscess 

Laparoscopic cholecystectomy 

Open laparotomy 

Magnetic resonance imaging 

a b s t r a c t 

Dropped gallstones are a known complication of laparoscopic cholecystectomy. Rarely, 

dropped stones may be embedded within the potential intraperitoneal spaces or abdom- 

inal wall, mimicking metastatic implants, tuberculosis, peritoneal loose body, actinomyces, 

and primary tumors, which when coupled with the fact that most bile stones are radiolu- 

cent, leads to diagnostic challenges. Here, we report a case of abdominal wall abscess due 

to a dropped stone that presented over 15 years after laparoscopic cholecystectomy. An 86- 

year-old male with laparoscopic cholecystectomy for management of acute cholecystitis 

complicated by post-cholecystectomy choledocholithiasis over 15 years back presented to 

the emergency department with intermittent, asymmetric abdominal “bulging” and a re- 

ported 16-pound weight loss of 3 months duration. He remained hemodynamically stable 

and physical examination demonstrated approximately 9 cm × 7 cm, nontender and slightly 

fluctuant mass appreciable on the right lateral abdominal wall extending to the right flank. 

Laboratory revealed leukocytosis and elevated lactic acid. Abdominal ultrasound and ab- 

dominal computed tomography demonstrated a 10.6 × 7 × 16 cm cystic mass with echogenic 

debris adjacent to the anterior segment of the right hepatic lobe. The patient presented 

multiple times with re-accumulation. A drain was subsequently placed and antibiotic ther- 

apy initiated with subsequent resolution. Follow-up magnetic resonance imaging revealed 

a punctate calcification within the abscess pocket. Retained stones should be considered in 

the differentials of patients presenting with abdominal discomfort and abdominal “masses.”

The clinical suspicion must remain high secondary to the potential temporally prolonged 

presentation, indolent nature of inflammation, and unusual sites of physical manifesta- 

tions. 
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Introduction 

While all dropped gallstones occur in the context of gall-
bladder perforation, secondary to either instrumentation from
cholecystectomy or due to rupture of friable mucosa due to in-
flammation, this complication only occurs in 2%-19% of cases
[5–7] . An analysis of 8 studies showed that the incidence of
lost or dropped stones is approximately 2%, with secondary
complications occurring in only 8.5% of this subset of cases [7] .
Patients may present months to years after the original proce-
dure or inciting episode with nonspecific symptoms of colicky
abdominal pain, abdominal wall swelling, anorexia, nausea,
and fatigue, as secondary manifestations of intra-abdominal
abscess, peritonitis, small bowel obstruction, small bowel fis-
tula, and a bowel perforation [1 ,3 ,4 ,6] . Rarely, dropped stones
may be embedded within the potential intraperitoneal spaces
or abdominal wall, mimicking metastatic implants, tuberculo-
sis, peritoneal loose body, actinomyces, and primary tumors,
which when coupled with the fact that most bile stones are
radiolucent, leads to diagnostic challenges [2 ,8 ,9] . Here, we re-
port a case of abdominal wall abscess due to a dropped stone
that presented over 15 years after laparoscopic cholecystec-
tomy and subsequent endoscopic retrograde cholangiopan-
creatography for management of acute cholecystitis compli-
cated by post-cholecystectomy choledocholithiasis. 

Case presentation 

An 86-year-old male presented to the emergency depart-
ment with intermittent, asymmetric abdominal “bulging”
and a reported 16-pound weight loss of 3 months duration.
The patient reported usual health until approximately 3
months prior, at which time he noted intermittent right lower
quadrant abdominal swelling with occasional erythema and
discomfort upon palpation. His symptoms were associated
with infrequent episodes of nausea, non-bloody, non-bilious
Fig. 1 – Abdominal wall fluid accumulation (abdominal CT). Very
right upper quadrant lateral to the liver, measuring 12 × 6 × 9 cm
Contrast-enhanced computed tomography. A second thick-walle
the mid kidney level (yellow arrow in [C]). The second thick-wall
located in the right paracolic gutter, lateral to the right colon con
in [C]) with no presence of air or gas within the fluid (Color versi
emesis, and non-bloody loose stools that routinely followed
the episodes of emesis. He denied fevers or chills, night
sweats, diaphoresis, trauma, exposures, or recent travel.
His appetite was relatively poorer over these 3 months
with early satiety and relative anorexia, but no specific
post-prandial abdominal pain. Medical history was notable
for hypertension, hyperlipidemia, non-insulin-dependent
diabetes mellitus, and laparoscopic cholecystectomy with
subsequent endoscopic retrograde cholangiopancreatogra-
phy for management of acute cholecystitis complicated by
post-cholecystectomy choledocholithiasis over 15 years prior.
Due to ongoing symptoms, the patient originally presented
to his primary physician who ordered a contrast-enhanced
computed tomography (CT) scan of the abdomen and pelvis
which demonstrated a large fluid collection in the right upper
quadrant lateral to the liver with irregular thickened wall
as well as a second thick-walled loculated fluid collection
localized in the right paracolic gutter lateral to the right colon
( Fig. 1 ), for which he was referred to our hospital. 

In the emergency department, the patient was hemody-
namically stable. The physical examination demonstrated ap-
proximately 9 cm × 7 cm mass appreciable on the right lat-
eral abdominal wall extending to the right flank. The site
was nontender to palpation and slightly fluctuant with no
tenderness in costovertebral angle or other abdominal quad-
rants. The overlying skin was erythematous with no pus
or drainage. Laboratory investigations revealed leukocytosis
(15.2 k/ μL, range 4.0-10.8 k/ μL) with neutrophilic predomi-
nance (80.1%, range 43.0%-75.0%), mild normocytic anemia
(12.2 gm/dL; MCV 92.3 FL), pseudo-hyponatremia in the setting
of his elevated glucose, and an elevated lactic acid (4.7 mmol/L,
range 0.7-2.0 mmol/L) that subsequently normalized follow-
ing crystalloid administration. The remainder of the com-
prehensive metabolic panel and coagulation profile remained
within normal limits and blood cultures were drawn. Diag-
nostic imaging included the reviewed CT and an ultrasound
ordered in the emergency department that demonstrated a
10.6 cm × 7 cm × 16 cm cystic mass with echogenic debris
adjacent to the anterior segment of the right hepatic lobe.
The patient was initiated on ceftriaxone/metronidazole and
 large fluid accumulation (yellow arrow in [A] and [B]) in the 
, with an irregularly thickened wall as seen on 

d loculation of fluid extends more inferiorly and laterally to 

ed collection measures approximately 6 × 4 cm and is 
taining a small focal indeterminate calcification (red arrow 

on of figure is available online). 
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Fig. 2 – CT abdomen (resolved) resolution of right lateral abdominal wall fluid collection. Right lateral abdominal drain in 

place without significant fluid collection (yellow arrow [B]) (Color version of figure is available online). 

Fig. 3 – Magnetic resonance imaging. Interval appearing surgical drain crossing the right lateral abdominal wall (yellow 

arrow in [A]) with previously seen perihepatic abscess essentially resolved with only trace curvilinear hemorrhagic fluid in 

the perihepatic space and minimal curvilinear fluid. Also visualized is mild soft-tissue edema in the right lateral abdominal 
wall, however, almost resolved compared to the prior images (Color version of figure is available online). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Interventional Radiology was consulted with the aspiration
of 300 mL of purulent appearing fluid. Blood cultures and
aspirate culture remained negative and the patient was dis-
charged with follow-up with Interventional Radiology and
Colorectal Surgery, off antibiotic therapy. Subsequently, aspi-
rate culture demonstrated positivity for Klebsiella pneumo-
niae, however in the setting of clinical stability and only scant
growth, antibiotics were deferred. 

Two weeks later, the patient presented with recurrent
symptoms of swelling and nausea and was found to have re-
current fluid accumulation for which an ultrasound-guided
intraperitoneal drainage catheter was placed. Drainage cul-
tures continued to demonstrate scant growth of Klebsiella
pneumoniae for which he was initiated on oral Ciprofloxacin
with symptom resolution. Follow-up CT, 1 month later,
demonstrated resolution of the right lateral abdominal wall
fluid collection, and the catheter was removed ( Fig. 2 ). Un-
fortunately, 10 days after catheter removal, the patient repre-
sented with recurrent abdominal swelling and imaging once
again demonstrating recurrent abscess accumulation. A 12-
French drainage catheter was placed into the right perihepatic
abscess and cultures once again speciated Klebsiella pneumo-
nia. He was discharged with the drainage catheter in place
and on oral ciprofloxacin with plans to follow up with colorec-
tal surgery following outpatient magnetic resonance imag-
ing (MRI). MRI was obtained 2 weeks later and demonstrated
marked improvement of the right perihepatic intraperitoneal
abscess, residual peritoneal thickening with muscular en-
hancement, and a punctate T2 hyperintense focus in the ab-
dominal wall musculature, suggestive of calcification. The pa-
tient continued to drain up to 15 mL of thick, purulent fluid
daily and he was placed on Trimethoprim-sulfamethoxazole
given Klebsiella sensitivity and seeming failure of the prior
antibiotic regimen. Repeat MRI 1 month later demonstrated
complete abscess resolution with mild soft tissue edema and
no abdominal adenopathy ( Fig. 3 ). 

Discussion 

Most individuals with dropped gallstones are asymptomatic;
however, severe symptoms and complications develop in ap-
proximately 1%-3% of asymptomatic or mildly symptomatic
patients annually [1] . Symptoms, as in our patients’ case, are
usually vague—abdominal pain, abdominal wall tenderness,
nausea, vomiting, and weight loss—and may mimic malig-
nancy [10–12] . The presentation is unusual given that the tem-
poral relationship between the dropped stone and presenta-
tion of symptoms predominantly ranges from 3 to 36 months;
[13] our patient presented over 15 years after laparoscopic
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cholecystectomy. Furthermore, our patient experienced recur-
rent intraabdominal fluid collection despite initial adequate
drainage which was closely associated with the recurrence of
his symptoms. Intriguingly, in a retrospective study of 3686
patients who underwent laparoscopic cholecystectomy, 254
(6.9%) patients experienced dropped gallstones, and in up to
2.4% of total laparoscopic cholecystectomy cases, spilled gall-
stones remained unretrieved [14] . 

Ultrasound and contrast-enhanced Computed Tomogra-
phy remain the best diagnostic tools to identify the size and
anatomical relationships to adjacent organs. However, since
most gallstones are radiolucent with low calcium content, di-
rect visualization remains technically challenging. This is fur-
ther complicated by the development of chronic inflamma-
tion, which may lead to calcification, further obscuring stone
identification on diagnostic imaging [15–17] , as in our patient’s
case. The majority of dropped gallstones are infected (80%-
90% of stones are colonized by E. coli and K. pneumoniae) and
are walled off by the initial local inflammatory reaction and
the momentum [13 ,18] . An inflammatory response is expected
however, it is interesting to note that the presentation of the
dropped stone, in this case, was delayed by 15 years from the
inciting laparoscopic cholecystectomy. 

Retained stone extraction depends on the site, extent,
and patient’s fitness for surgery. Superficial abscesses can be
evacuated percutaneously, whereas deeper abscesses may
require electrohydraulic lithotripsy and flexible endoscopy
[19] . Deep-seated abscesses and larger stones may also
require an exploratory approach [19 ,20] . Abscesses due to
dropped gallstones are notorious for re-accumulation despite
complete percutaneous drainage, with the gallstone acting
as a nidus of infection [21] . Larger stones ( > 1 cm) may be
fragmented by ultrasonic lithotripsy and rigid endoscopy. On
review of literature, laparoscopic extraction is recommended
when percutaneous techniques fail or are unsuitable. Post-
operatively, antibiotics are often recommended, and the
presence of unretrieved gallstones should be documented
in the patient’s chart and information relayed to the patient
and primary care. In a series of 22 patients with documented
dropped gallstone longitudinally evaluated for a median
of 121 months postoperatively, no important clinical or CT
abnormalities were noted [20 ,22] . 

Conclusion 

The diagnosis of abdominal abscess due to dropped gallstone
is rare and their presentation may occur months to years af-
ter initial cholecystectomy due to their clinically indolent na-
ture. It is also important to note that dropped stones may con-
tribute to significant morbidity due to their recurrent nature.
In most cases, dropped stones remain a diagnostic challenge
as it is often not detailed in the operative notes. Nevertheless,
dropped gallstones should always be considered in the dif-
ferentials for recurrent abdominal abscess in a patient with a
surgical history of cholecystectomy, particularly laparoscopic
cholecystectomy. Clinical presentation with vague and non-
specific symptoms without any obvious cause underscores
the need for a broad differential and careful history. The man-
agement of dropped gallstones includes antibiotics, abscess
drainage, and attempts to remove stones definitively. Stone re-
trieval is often warranted, yet given the radiolucent nature of
most stones, timely removal remains a clinical challenge. 

Disclosure 

Informed consent was obtained for the case report, images,
and publication. 

Patient consent 

Consent for publication has been obtained and the individ-
ual who is being reported on is aware of the possible conse-
quences of that reporting. 
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