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Abstract
Cholecystectomy is the most commonly performed
operation worldwide. Laparoscopic cholecystectomy is
the gold standard treatment of gall stones today. Over the
decades
the
complications
of
laparoscopic
cholecystectomy has decreased but gall bladder
perforation and bile spillage is still a significant problem.
The lost gall stones can lead to abscess formation both
intra-abdominal and intraparietal. Rarely the port sites
may harbor malignancy, which is the most feared of all
complications. So gall bladder perforation and bile or gall
stone spillage should be properly documented.

port site abscess contained about 180 ml of pus and necrotic
material (Figure 1). Within that necrotic material there were
two multifaceted stones. Another abscess about 10 cm apart
and lateral to the epigastric port site in mid clavicular line was
drained and necrotic material obtained was sent for
histopathological examination. The histopathology report
showed adenocarcinoma. Subsequently CT-Scan of the
abdomen was done which showed no evidence of intraabdominal malignancy. The patient was planned for wide local
excision of the port sites but the patient refused for further
treatment.
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Introduction
Throughout the world cholecystectomy is probably the most
commonly
performed
elective
operation.
Open
cholecystectomy by Langenbuch in 1882 remained the
treatment standard for gall stones for more than a century
when came the era of laparoscopic cholecystectomy which
soon became the gold standard treatment of gall stone disease
[1]. It is better cosmetically, causes less pain, makes the
patient mobile early as compared to the open approach but
the rate of complications is high. Bile duct injuries, gall bladder
perforation, gall stone spillage, are the most frequent
complications [2]. Gall bladder perforation can occur while
dissection or while it’s removal from the umbilical or the
epigastric ports [3].

Case Report
We report a 65 year old female who presented to the
emergency room with two parietal wall abscesses. The patient
suffered from vitiligo. The patient had undergone laparoscopic
cholecystectomy two years back. At the time of admission no
medical records were available with the patient. The patient
was worked up for surgery and incision and drainage of the
abscesses was done under general anaesthesia. The epigastric

Figure 1 Showing the port site abscess with a stone visible
in the epigastric abscess, and vitiligo of the skin

Discussion
Over the past three decades the laparoscopic surgery has
become the treatment of choice for the symptomatic gall
stone disease. The incidence of complications has been on a
decline as the surgeons have become more experienced but
still it is more as compared to the open cholecystectomy [3].
The well-known complications are common bile duct injuries,
perforation of the gall bladder and spillage of stones. The
incidence of gall bladder perforation has been reported to be
15-40% in laparoscopic cholecystectomy [4]. The reported
abdominal complication rate after spillage of stones is 1.4%.
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The gall bladder perforation can occur due to traction applied
to visualize the cystic duct and artery, while dissection from
the liver bed or while retrieval through the umbilical or the
epigastric port. This can result in gall stone spillage which can
be avoided by enlarging the extraction incision. If the spillage
occurs the perforation should be closed with clips, endoloops
or sutures [5]. The chemical composition of the bile and
bacteria in the stones can lead to complications. The spilled
gall stones can lead to intra abdominal abscess, abscess in the
abdominal wall, subphrenic and subhepatic abscesses,
dehiscence, hernia, rarely port site tuberculosis and tumors
containing stones. Bilirubinate containing stones are known to
harbor bacteria and hence are more likely to cause infective
complications. They can present within days to years later. The
gall stones can lead to fistula formation within the abdomen or
externally to the skin. Sometimes they may form subphrenic
abscesses and erode into the pleural space [6]. The
complications are more commonly seen in old age, male sex,
acute cholecystitis, spillage of pigmentary stones. Also the
stones larger than 1.5 cm, more than 15 in number and lost in
perihepatic location are more known to cause complications
[7]. If the spillage of bile and stones occur while doing a
laparoscopic surgery, thorough peritoneal toileting should be
done with copious amount of saline and every effort should be
made to retrieve as many gall stones as possible by using 10
mm suction device. This is more easily done in open
cholecystectomy as the packs are applied which prevent their
spillage far off but it is not so in case of laparoscopic
cholecystectomy. Most of the stones can be retrieved easily
and for that matter it is not an indication to convert to an open
cholecystectomy, But the gall bladder perforation should be
documented properly and note made of any bile leakage or
gall stone spillage. Usually a long delay in the operation and
the appearance of complications can lead to a wrong diagnosis
[8]. A gall bladder harbouring a T1 carcinoma is very difficult to
appreciate during laparoscopic cholecystectomy and often a
laparoscopic cholecystectomy is curative but a gall bladder
perforation can lead to seeding of the peritoneal cavity or the
port sites [9]. This is the most devastating drawback of
laparoscopic cholecystectomy and is more common in stage 2
carcinoma of gall bladder. The port site positivity means the
disease has metastasized and carries a poor prognosis. Thus a
laparoscopic cholecystectomy is a contraindication for
laparoscopic surgery in suspected carcinoma gall bladder
patients [10].
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should be on retrieving the stones; and proper documentation
of any ball bladder perforation or bile spillage should be done.
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