
 

 

 

Case report  

From Dormant Debris to danger: Unveiling 
spilled Gallstones intriguing Transformation 
into Preperitoneal Abscess. 
 
 
 
.

ABSTRACT  
 
Background: 
 
Laparoscopic cholecystectomy is one of the most commonly performed surgery worldwide. Gall Stone spillage during 
surgery can occur either due to perforation of the gall bladder or during Gall bladder extraction from the port. We are 
presenting a case of unusual port site complication following laparoscopic cholecystectomy. 
 
Case Summary: 
 
A 42-year-old gentleman, presented with complaints of swelling in the upper abdomen for 6 months, not 
associated with any other symptoms. Past h/o Cholecystectomy 5 years back. O/E Previous laparoscopic port site scar 
completely healed well, palpable cystic intra abdominal mass above the umbilicus, freely mobile in all directions which 
was non-tender. On further evaluation with an Ultrasound and Contrast-enhanced Computed Tomography scan (CECT) 
of the abdomen diagnosed as intra-peritoneal cyst. The decision was made to proceed with Laparoscopic excision. Intra 
operatively, the cyst was arising from the preperitoneal space of the anterior abdominal wall, containing pus 
and retained Gall stone. 
 
Conclusion: 
 
Most of the patients with retained gallstones remains asymptomatic, they can present at any time with variable 
symptoms. This can be prevented by avoiding Gall bladder perforation and the use of an endo bag for gall bladder 
retrieval from the port. 
 
 
 

 

1. INTRODUCTION 

Laparoscopic cholecystectomy is the procedure of choice for patients with gall stones having symptoms. 

Spillage of stones occur due to perforation of the gall bladder either during the surgery or while retrieving the 

gall bladder without endo bag. These lost stones can lead to subsequent complications like adhesion, abscess or 

fistula formation. We hereby present a rare, unusual case of pre peritoneal anterior abdominal wall abscess 

secondary to retained gall stones. 

 
 



 

 

2. PRESENTATION OF CASE 
 

We present a 42-year-old gentleman who underwent cholecystectomy 5 years ago with complaints of swelling 

in the upper abdomen for 6 months.  He noticed the swelling incidentally and there was no increase in size since 

the time of onset. He did not have any gastrointestinal symptoms or fever. 

 

His clinical examination revealed a palpable mass of 7 x 7 cm at supra umbilical region with ill-defined margins 

and restricted mobility in all directions. On further evaluation with ultrasound scan of the abdomen showed, 

well defined midline supra umbilical cystic lesion of 62 x 52 x 44.4 mm, in front of aorta having an echogenic 

structure with posterior acoustic shadow.He underwent cross sectional imaging with CECT scan which showed 

a well-defined intra peritoneal cyst with a peripheral calcified mural nodule measuring 50 x 61 x 57 mm 

(anterior-posterior x cephalo-caudal x medio-lateral) and there was no communication with any major vessel 

(fig -1). The diagnose that was considered based on the imaging was intraperitoneal cyst. 

After having detailed discussion with the patient and family, we proceeded with the laparoscopic excision of the 

intra peritoneal cyst. 

 

 
 

Figure 1 – CECT image depict as intraperitoneal cyst with calcified mural nodule 

 

 

Under general anesthesia, the patient was in the supine. After standard preoperative maneuverers, Veress needle 

was inserted at the palmars point and pneumoperitoneum was created. A 10-mm camera port was inserted 3 cm 

below the umbilicus (fig-2). Diagnostic laparoscopy wasdone and found to have the cystic swelling arising from 

the anterior abdominal wall (fig-2) with omental adhesion to the cyst wall.  A 5-mm working port was inserted 

in the palmar’s point and one more in left mid-clavicular line at the level of 10 mm port. Adhesiolysis done by 

sharp dissection with diathermy. The peritoneum of anterior abdominal wall incised 3 cm from the cyst wall and 

dissection continued. The cyst was freed from the rectus muscle, and it was preperitoneal space of origin (fig-3). 

The cyst was completely excised, and specimen retrieved in a bag. It contained a retained gall stones with 

pus(fig-4). The patient recovered well postoperatively and discharged on the Post operative day 1. On follow-up 

patients was doing well.   



 

 

 
 

Figure 2 – Cystic swelling arising from anterior abdominal wall. 

 

 

 
 

Figure 3 – Cyst is free from the rectus muscle and origin from preperitoneal space. 

 

 
 

Figure 4 - containing pus and retained gall stone. 

 

 
 



 

 

3. DISCUSSION 
 

Gall stones spillage during laparoscopic cholecystectomy is a common problem. In a review article by 

Woodfield et al, the incidence of gall stones spillage during laparoscopic cholecystectomy was 7.3% and in 

2.4% of the patients the stones are not fully retrieved (1). These spilled stones can result in complications likes 

abscess, fistula formation or systemic sepsis. However, the incidence of these complications are extremely rare, 

with incidences ranging from 0.08% to 5% (2).  

 

Nooghabi et al. in his review article mentioned that the risk factors for increased incidence of retained stones 

and bile spillage during laparoscopic cholecystectomy were inflamed gall bladder, old age patients, obesity, 

male gender and also the presence of the extensive adhesions (3). These factors increase the risk of the 

iatrogenic gallbladder perforation. The spillage of the gall stones can also occur during the specimen extraction 

from the port site. This can be prevented with the use of an Endo bag. Use of endo bag can also avoid the 

contamination and the retention of the stones at the port site (4). Any stone spillage that occurs during the 

dissection or the retrieval of the specimen should be removed completely, and it is advised also to irrigate the 

port site to cleanse it.  

 

Sometimes it's impossible to locate all spilled gall stones, and also difficult to predict how the patients may 

present with subsequent complications. The clinical presentation vary from being asymptomatic to minor 

nonspecific abdominal symptoms and rarely they can have sepsis secondary to the infection (5). 

 

Grass et al. in their case report, described a patient presented with the periumbilical swelling at previous 

laparoscopic cholecystectomy at port site. On evaluation with imaging, confirmed a retained stone with 

collection at the umbilical port site which was managed surgically by extraction of the stones and the drainage 

of the abscess (6).  In another case report by Faisal Syed et al. described a case of 58-year-old male presented as 

lump in the right upper quadrant after 8 years of laparoscopic cholecystectomy and on further evaluation found 

to have intramuscular abscess secondary to gallstones (7).  

 

A high index of suspicion is required in patients who present with cystic swelling at the port site following 

years after laparoscopic cholecystectomy. In patients who present late after the initial surgery, it can mimic 

other cystic lesions in imaging as happened in our case.  We present this case to emphasize the importance of 

removal of gall bladder in bag which will reduce the chance of this potential complication.  

 
 
 

4. CONCLUSION 
 

Most of the patients with spilled gallstones remain asymptomatic. A small proportion of patients can present 

with abscess or fistula formation at a later date following laparoscopic cholecystectomy. These can be prevented 

by avoiding gall bladder perforation during dissection and the use of an endo bag for gall bladder retrieval from 

the port. Meticulous suction and irrigation with careful inspection for complete removal of spilled gall stones  is 

essential to prevent this complication. 
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