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ABSTRACT

Gallbladder perforation and stone spillage is a common intraoperative problem during laparoscopic cholecystectomy.Most of these
stones are retrieved intraoperatively. The incidence of lost or unretrieved stones is approximately 2%, and very few patients may
develop complication. Most common complication of dropped or spilled gallstones is abscess, particularly around the abdominal
wall port sites and in the perihepatic space. We report a case of dropped stone-related right subhepatic and parietal wall abscess 39
months after laparoscopic cholecystectomy. The patient was treated successfully by operative drainage of the abscess along with
complete removal of stones. The patient was asymptomatic at 6-month follow-up.

INTRODUCTION

Gallbladderperforationwith stone spillage is oneof themost common intraoperativeproblemsduring laparoscopic cholecystectomy (LC).
This complication ranges from 6%–40% in LC.1,2 Most of these stones are retrieved intraoperatively, but fragmented and inaccessible
stones are left in the peritoneal cavity in a small subset of patients.Very fewpatientswithunretrieved stonesmaydevelop a complication.A
meta-analysis of 8 studies on lost gallstones during LC showed that the incidence of lost or unretrieved stones is about 2% and these stones
caused complications 8.5% of the time.3 Themost common complication of dropped gallstones is abscess—either in the perihepatic space
or of the abdominal wall.3–5 We report a case of dropped stone-related right subhepatic and parietal wall abscess after LC.

CASE REPORT

A 48-year-oldmanwith a history of LC 39months back presented with right upper abdominal pain, low-grade fever, and swelling in
the right hypochondrium around the right axillary port site for 12 days. He was evaluated by a local physician with transabdominal
ultrasound (US) of upper abdomen and was diagnosed as a case of parietal wall abscess. US-guided aspiration of 55 mL of purulent
material was performed. He was treated with oral antibiotics based on culture-sensitivity report with partial resolution of symptoms.
Four weeks later, he came to our institution with similar symptoms. The medical records and operative notes were reviewed, and
there was no description of gallbladder perforation or spillage of stones. Abdominal examination showed a tender swelling in the
right hypochondrium close to previous axillary port site. Preliminary laboratory investigations were within normal limits except
elevated white blood count of 13.4 3 1,000 cells/mL.

Transabdominal US (Figure 1) showed a collection in the right subhepatic space with few calculi. Abdominal contrast-enhanced
computed tomography scan (CECT) (Figure 2) revealed a collection in the right subhepatic space extending into the anterior
abdominal wall. The right hepatic flexure of the colon was densely adhered to the abscess cavity. After preoperative bowel
preparation, operative drainage of right subhepatic and parietal wall abscess was performed through a right subcostal incision. On
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entry into the abscess cavity, 200 mL of purulent material was
evacuated. Multiple stones were found in the depth of the ab-
scess cavity. After removal of all stones and necrosis, the abscess
cavity was irrigated with copious amount of warm normal sa-
line. Then a closed-suction drain was placed within the abscess
cavity. Fascial layer was closed with No-1 polypropyline suture.
Skin and subcutaneous tissues were left open for delayed pri-
mary closure. The drain was removed on the fifth postoperative
day. Skin and subcutaneous tissue were closed on the sixth
postoperative day. The patient had an uneventful recovery and
was well at 6-month follow-up.

DISCUSSION

Abscess formation caused by spilled gallstones may manifest
weeks to months or even years after LC.4,5 The diagnosis of
dropped gallstones causing abscesses can be extremely challenging
for 3 reasons: (i) Presentation is often remote from the time of the
procedure4,5; (ii) in most cases, the occurrence of stone spillage or
lost stones was not mentioned in the operative notes3,4,6; and (iii)
standard imaging may not detect dropped stones.5

US and CECT are valuable diagnostic tools in this scenario.
CECTwill reveal the site of septic lesion and even the presence of
a radio opaque gallstone. However, inmost cases, the CECTmay
be unable to delineate the presence of stone in the abscess cavity.7

Possible explanations include radiolucency due to water atten-
uation of cholesterol stones, low-calcium density tiny gallstone
fragments, and obscuration of calcium attenuation by adjacent
inflammatory enhancement on CECT.5 Transabdominal US
may be more sensitive for low calcium-density stone or radio-
lucent dropped stone embedded in enhancing inflammatory
tissue8 by detecting the hyperechoic acoustic signals from these
stones andmay depict calculi invisible inCECT.US ismore cost-
effective and should be regarded as the first-line imaging in this
scenario. In our patient also, US showed few calculi in the depth
of the abscess cavity not visualized in CECT abdomen.

Prevention of stone spillage is the best way to avoid this com-
plication. The primarymeans of preventingdropped gallstones is
the surgical removal of an intact gallbladder. Careful dissection,
aspiration of bile from the tense gallbladder, and use of an
endobag for gallbladder removal can avoid stone spillage and
reduce the incidence of septic complication after LC. If gallstones
have spilled into the peritoneal cavity, every attempt should be
made to retrieve them with suctioning, forceps, and irrigation.
Because complications from spilled stones are the exception
rather than the rule, conversion to open procedure in the event of
unretrieved stones is not recommended. A good policy is to
document the event and to inform the patient for medicolegal
reasons, to alert them to the possibility of future complications,
and to avoidmisinterpretation of subsequent imagingfindings.5,6

There are several options for the management of dropped
gallstone-related abscess such as percutaneous technique, lap-
aroscopy, and laparotomy.5,9,10 Laparoscopy is less invasive, and
the procedure can be performed through the retroperitoneal
approach.10 In many cases, laparoscopic and percutaneous
technique may not be feasible because of the inaccessible lo-
cation of the abscess and surrounding dense adhesions. An
open approach therefore is preferable. Regardless of the ap-
proach, the main stay of treatment is drainage of purulent
material and complete removal of all stones. Antibiotic therapy
and drainage of abscess without stone removal may result in
recurrent abscess.3,5 Similarly in our patient, abscess recurred
after percutaneous aspiration of purulent material and antibi-
otic therapy. Complete recovery was achieved only after oper-
ative drainage of purulent material with complete stone
removal.

In conclusion, abscess formation due to dropped gallstones is a
rare event that can manifest itself many months to years after
the initial operation. As it is a preventable complication,

Figure 1. Transabdominal ultrasound showing subhepatic collec-
tion (vertical arrow) with stones (transverse arrow) imparting distal
acoustic shadow.

Figure 2. Abdominal computed tomography showing right sub-
hepatic collection (white arrow) extending into the parietal wall.
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meticulous preventive measures should be adopted to prevent a
spilled gallstone. It is vital to document and communicate the
presence of dropped gallstones to the patients to alert them for
future complications. High index of suspicion is essential for
prompt diagnosis, and the main stay of treatment is drainage of
purulent material and complete removal of all stones.
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