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Abstract

Background

Intraabdominal abscesses are collections of pus or infected material, surrounded by inflammatory tissues in the
abdominal cavity. Clinically they are manifested with fever, abdominal pain, malaise, weakness, change in bowel
habits, etc. On physical examination a palpable, swollen and tender mass of the abdomen may be noted. Blood
tests may show an elevated number of leucocytes with the predominance of neutrophiles. Also, inflammation
markers such as CRP, ESR and procalcitonin may be elevated. Diagnosis of an abdominal abscess is confirmed,
but not limited to Computed Tomography, Ultrasound, MRI. Antibiotic therapy may be of use treating the cause
of the abdominal abscess, however once the abcess is formed, antibiotics lose their effectiveness. Percutaneous
drainage, laparoscopic or open surgery are the options for the definite treatment of intraabdominal abscesses.
Case presentation

Our patient is a 70 years old male with a past surgical history of a laparoscopic cholecystectomy 5 years prior to
the current events. He presents to the surgical department for a lumbar region abscess which had been drained
three times for the past 6 months. On clinical examination a considerable reddish tumefaction on the right
lumbar region evacuates upon incision a moderate amount of odourless pus. An abdominal CT shows a
subphrenic and subhepatic abscess with a communicating trajectory from the abscess to the skin opening in the
lumbar region. Contrast MRI confirms the presence of numerous stones inside the subhepatic collection. The
abscess was drained via open surgery and residual gallstones were removed. The patient recovers well.
Discussion

Only after the development of laparoscopic technique, cases of abdominal abscesses due to residual stones have
started to appear in the literature, hence the name “disease of medical progress”. Studies show that between 5-40%
of laparoscopic cholecystectomies are complicated by gallbladder perforation and stone spillage, more
commonly in acute inflammation cases. 15-50% of the spilled stones are not retrieved and may migrate and
cause significant complications. Most of the abdominal abscesses from residual gallstones form in the first year
after cholecystectomy, or many years later. Compliances rate following gallstone spillage vary widely from 0.04%
to 19%. Cases of acute cholecystitis, male sex, old age, number of lost stones greater than 15, diameter over
15mm and perihepatic localization are predictors of severe morbidity.

Conclusion

There is no clear consensus on the treatment and management of lost gallstones during cholecystectomy, but
every attempt should be made to collect spilled stones. Surgeons should document cases of lost and unretrievable
gallstones and inform patients, as complications may be rare but severe and demand more often than not open
surgery.
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1. Introduction

Intraabdominal abscesses are collections of pus or infected material, surrounded by inflammatory tissues in the

abdominal cavity. Clinically they are manifested with fever, abdominal pain, malaise, weakness, change in

bowel habits, etc. On physical examination a palpable, swollen and tender mass of the abdomen may be noted.

Blood tests may show an elevated number of leucocytes with the predominance of neutrophiles. Also,

inflammation markers such as CRP, ESR and procalcitonin may be elevated.

Diagnosis of an abdominal abscess is confirmed, but not limited to Computed Tomography, Ultrasound, MRI.
Antibiotic therapy may be of use treating the cause of the abdominal abscess, however once the abcess is

formed, antibiotics lose their effectiveness.
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Percutaneous drainage, laparoscopic or open surgery are the options for the definite treatment of
intraabdominal abscesses.

2. Case presentation

2.1 History of present illness

Our patient is a 70 years old male with a past surgical history of a laparoscopic cholecystectomy 5 years prior to
the current events. He presents to the surgical department for a lumbar region abscess which had been drained
three times for the past 6 months. On clinical examination a considerable reddish tumefaction on the right
lumbar region evacuates upon incision a moderate amount of odourless pus.

An abdominal computed tomography is ordered, to differentiate between a urinary tract or psoas muscle
pathology. The CT shows a subphrenic and subhepatic abscess with a communicating trajectory from the abscess
to the skin opening in the lumbar region. Magnetic Resonance with IV contrast confirms the presence of
numerous stones inside the subhepatic collection. The liver was thoroughly revised, as the presence of
intrahepatic calculi was hypothesized. From the imaging report, the liver was intact.

The indication for surgical intervention is clear and the patient is prepared.

2.2 Details of the surgical procedure

The surgical procedure starts with an extended right subcostal incision. The liver, diaphragm and the greater
omentum were attached. The omentum is prepared from adherences. This manoeuvre releases a considerable
amount of pus, along with numerous stones of different size.

The right-side triangular ligament is dissected to allow the mobilization of the right liver lobe. After copious
amounts of saline lavage, we observe an intact liver parenchyma. This abscess was a consequence of remnant
gallstones after laparoscopic cholecystectomy.

The procedure ends successfully after the placement of drains.

2.3 Post-operative period
The patient was transfered in the intensive care unit where he was monitored for the following day. He was
discharged in good health on the 7" postoperative day.

Figure 1. The liver mobilization drainage of the subphrenic and subhepatic abscess.

18



Journal of Education and Practice www.iiste.org

ISSN 2222-1735 (Paper) ISSN 2222-288X (Online) J—J—,i,l
Vol.14, No.29, 2023 Ils E

Figure 2. Operative image dring the drainage of the subphrenic and subhepatic abscess.

Figure 3. Some of the gallstones in the abscess.

3. Discussion

Today laparoscopic cholecystectomy is the treatment of choice for gallbladder stones. Only after the
development of such technique cases of abdominal abscesses due to residual stones have started to appear in the
literature, hence the name “disease of medical progress”.

Studies show that between 5-40% of laparoscopic cholecystectomies are complicated by gallbladder
perforation and stone spillage, more commonly in acute inflammation cases. 15-50% of the spilled stones are not
retrieved and may migrate and cause significant complications.

Most of the abdominal abscesses from residual gallstones form in the first year after cholecystectomy, or
many years later. Compliances rate following gallstone spillage vary widely from 0.04% to 19%. Cases of acute
cholecystitis, male sex, old age, number of lost stones greater than 15, diameter over 15mm and perihepatic
localization are predictors of severe morbidity.

The vast majority of intrabdominal abscesses caused by remaining gallstones after laparoscopic
cholecystectomy are treated via major open surgery, with a minority of cases treated with percutaneous drainage.

4. Conclusion

There is no clear consensus on the treatment and management of lost gallstones during cholecystectomy, but
every attempt should be made to collect spilled stones.

Complications of lost gallstones are rare, but have high morbidity, a treatment via major surgery is
recommended, although laparoscopic and percutaneous approach is acceptable in select cases.
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Surgeons should document cases of lost and unretrievable gallstones and inform patients, as complications may
be rare but severe and demand more often than not open surgery.

Conflict of interest
The author(s) declare(s) that there is no conflict of interest. The authors alone are responsible for the content and
writing of the paper.

Financial disclosure
There is no financial support to this study.

Ethical aspect
Informed consent was obtained from all participants in the study and all procedures were conducted in
accordance with the Declaration of Helsinki.

References

1. Kumar K, Haas CJ. Dropped Gallstone Presenting as Recurrent Abdominal Wall Abscess. Radiol Case Rep.
2022 Apr 8;17(6):2001-2005. doi: 10.1016/j.radcr.2022.03.044. PMID: 35432673; PMCID: PMC9010691.

2. Ologun GO, Lovely R, Sultany M, Aman M. Retained Gallstone Presenting as Large Intra-abdominal Mass
Four Years after Laparoscopic Cholecystectomy. Cureus. 2018 Jan 6;10(1):¢2030. doi:
10.7759/cureus.2030. PMID: 29535903; PMCID: PMC5839747.

3. Awwad A, Mulholland K, Clements B. Abdominal abscess due to retained gallstones 5 years after
laparoscopic cholecystectomy. BMJ Case Rep. 2010;2010:bcr07.2009.2126. doi: 10.1136/ber.07.2009.2126.
Epub 2010 Jan 13. PMID: 22242063; PMCID: PMC3028432.

4. Sato S, Inoue A, Ota S, Furukawa A, Miyagawa Y, Wakamiya M, Hirose T, Furuichi K, Watanabe Y.
Foreign-body granulomas and abscesses caused by dropped gallstones after cholecystectomy: Four cases
diagnosed with multimodality imaging. Radiol Case Rep. 2020 Jul 3;15(9):1480-1484. doi:
10.1016/j.radcr.2020.05.073. PMID: 32670445; PMCID: PMC7339004.

5. Brockmann JG, Kocher T, Senninger NJ, Schiirmann GM. Complications due to gallstones lost during
laparoscopic cholecystectomy. Surg Endosc. 2002 Aug;16(8):1226-32. doi: 10.1007/s00464-001-9173-8.
Epub 2002 May 3. PMID: 11984670.

6. Abdellaoui M, Soukaina A, Biadi ME, Belabbes S, Bouazzi OE, Fenni JE. Intra-abdominal abscess from
dropped gallstone: A case report. Radiol Case Rep. 2023 Jun 2;18(8):2721-2724. doi:
10.1016/j.radcr.2023.04.062. PMID: 37304314; PMCID: PMC10250569.

7. Memon MA, Deeik RK, Maffi TR, Fitzgibbons RJ Jr. The outcome of unretrieved gallstones in the peritoneal
cavity during laparoscopic cholecystectomy. A prospective analysis. Surg Endosc. 1999 Sep;13(9):848-57.
doi: 10.1007/s004649901118. PMID: 10449837.

8. Lauffer JM, Krahenbiihl L, Baer HU, Mettler M, Biichler MW. Clinical manifestations of lost gallstones after
laparoscopic cholecystectomy: a case report with review of the literature. Surg Laparosc Endosc. 1997
Apr;7(2):103-12. PMID: 9109237.

9. Jacob Lentz, Maria A. Tobar, Caleb P. Canders, Perihepatic, Pulmonary, and Renal Abscesses Due to Spilled
Gallstones, The Journal of Emergency Medicine, Volume 52, Issue 5, 2017, Pages ¢183-¢185, ISSN 0736-
4679, https://doi.org/10.1016/j.jemermed.2016.12.016.

10. Gavriilidis, P., Catena, F., de’Angelis, G. et al. Consequences of the spilled gallstones during laparoscopic
cholecystectomy: a systematic review. World J Emerg Surg 17, 57 (2022). https://doi.org/10.1186/s13017-
022-00456-6

20



