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abdominal wall associated with Mirizzi Syndrome
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ABSTRACT

A gallbladder incarcerated hernia associated with Mirizzi syndrome is a very rare entity and to
our knowledge this is the first case ever described in literature. An 85-year-old man presented
at the emergency department with a tender right upper quadrant mass. Computed
Tomography (CT) revealed the presence of a gallbladder lithiasis with signs of acute
cholecystitis, herniated through the abdominal wall with an associated Mirizzi syndrome.
Laparoscopic cholecystectomy and repair of the abdominal wall defect were performed. The
patient recovered very well and the postoperative period was uneventful.

INTRODUCTION

Incarcerated gallbladder hernia is an extremely rare condition. Few similar cases are reported
in literature but none of them is associated with Mirizzi syndrome. Clinical features are
represented by a palpable tender right upper quadrant mass. Radiological images could help
the surgeon to choose the surgical strategy and to evaluate the presence of associated
diseases. In our case laparoscopic surgery showed to be an excellent approach for both the
cholecystectomy and the repair of the defect of the abdominal wall.

CASE PRESENTATION

The patient was an 85 year-old man with history of hypertension, previous surgery for
perforated diverticular disease (Hartmann procedure followed by reversal of colostomy). He
had suffered from occasional pain in the right upper quadrant for several months.  The physical
examination showed a 5 cm mass in the right upper quadrant tender to palpation. Ultrasound
and CT confirmed the presence of a lithiasic gallbladder herniated through the abdominal wall
(fig.1), with a dilatation of the common bile duct that measured 11 mm, due to a 17 mm
obstructive infundibular stone as  it happens in Mirizzi syndrome type I (fig.2).

page 1 / 3



JSCR
Journal of Surgical Case Reports
http://jscr.co.uk

The routine complete blood test, including bilirubin level, was unremarkable. Therefore the
patient underwent a laparoscopic cholecystectomy and a repair of the hernia. During surgery,
multiple adhesions were found and released carefully to identify the gallbladder that was fully
included in the right upper quadrant abdominal wall covered by peritoneum. The gallbladder
was completely released and the dissection of the pedicle showed a short cystic duct and a
normal common bile duct. The cystic duct was dissected and the cholecystectomy completed
without inconvenience. The abdominal wall defect was repaired using laparoscopic separated
absorbable sutures. The recovery was satisfactory and on the fifth postoperative day the
patient was discharged. There were no postoperative complications.

DISCUSSION

The herniation of the gallbladder is an uncommon event. Most of the cases reported in
literature are internal hernias through the Winslow foramen (1). The herniation of the
gallbladder through acquired defects of the abdominal wall (incisional hernia) has been much
less reported. Siriki et al. (2)  presented the case of a gallbladder herniated through a fascial
defect of a subcostal incision. Garcia reported a patient who presented a gallbladder hernia
through a parastomal defect (3). More recently, the case of a gallbladder strangulation
through an abdominal wall defect on the site of a previous colostomy was described (4).

In this case, the most remarkable thing is that herniation does not occur through a natural
orifice or an acquired defect, such as respectively for the Winslow foramen or for an incisional
hernia, but directly into the abdominal wall. To our knowledge, there are only 3 published
cases of spontaneous herniation of the gallbladder through the abdominal wall (5,6,7).

Another interesting aspect of this case is the presence of a chronically distended gallbladder
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(gallbladder hydrops), associated with extrinsic compression of the common hepatic duct by
an impacted stone in the infundibulum (Mirizzi syndrome type I) (8). It is probably the
gallbladder dilatation that plays an important role in the development of the hernia pressing
constantly the gallbladder against the abdominal wall. Usually the clinical picture is
represented by a right upper quadrant pain, associated with variable degrees of a
compromised general condition. In our experience the preoperative study based on computed
tomography is essential for the diagnosis of the gallbladder  hernia, and it provides also
additional information on the abdominal wall defect.

The management of this type of hernia consists in reducing the content and repairing the
abdominal wall defect. In this case the manual reduction was not recommended because of
the high risk of gallbladder rupture. We suggest the laparoscopy as surgical approach of first
choice because it allows to solve three problems at the same time: first, the reduction of the
gallbladder’s incarcerated hernia; second, it enables to perform a cholecystectomy that was
indicated for the presence of gallstones and hydrops; third, it allows to repair the hernia defect
preferably with a mesh, if the local conditions are favorable.

In our experience, the gallbladder herniation is an ideal indication for laparoscopic surgery.

Preoperative imaging has been proved to detect the gallbladder disease and the morphology
of the fascial defect.

Mesh repair is the gold standard for hernias; however, acute cholecystitis still remains a
contraindication for mesh repair due to the high risk of infection.

REFERENCES

1. Dardik H, Cowen R. Herniation Of The Gallbladder Through The Epiploic Foramen Into
The Lesser Sac. Annals of Surgery. April 1967,165(4):644-646

2. Sirikci A, Bayram M, Kervancioglu R. Incisional hernia of a normal gallbladder:
sonographic and CTdemostration. Eur J Radiol. 2002 Jan;41(1):57-9

3. Garcia R., Brody F.,Miller J.,Ponsky A. Parastomal herniation of the gallbladder. Hernia.
2005 Dec;9(4):397-9

4. Benzoni C, Benini B, Pirozzi C. Gallbladder strangulation within an incisional hernia..
Hernia. 2004 Dec;8(4):387-8

5. Carragher AM, Jackson PR, Panesar KJ. Subcutaneous herniation of gallbladder with
spontaneous cholecystocutaneous fistula. Clin Radiol 1990, 42:283-284

6. Pijpers M, Herzebroek EJ, Coene PP, Beerman H, Vroegindeweij D. Herniation of the gall
bladder through the abdominal wall. Australas Radiol. 2007 Dec;51 Suppl: B296-8

7. Shirahama M, Onohara S, Miyamoto Y, et al. Incisional hernia of a normal gallbladder
carcinoma:sonographic demonstration. J Clin Ultrasound 1997, 25:398-400

8. Mirizzi. PI. Sindrome del conducto hepatico. J Int Chirur. 1948;8:731-3

Powered by TCPDF (www.tcpdf.org)

page 3 / 3

http://www.tcpdf.org

