
Case Report

Articles © The authors   |   Journal compilation © J Curr Surg and Elmer Press™   |   www.jcs.elmerpress.com

J Curr Surg  •  2013;3(1):41-43

PressElmer 

This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits unrestricted use, distribution, and reproduction 
in any medium, provided the original work is properly cited
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Abstract

The left-sided gallbladder without situs inversus viscerum is rare 
biliary anomaly with a prevalence of 0.2%. Because of routine 
preoperative studies may fail to identify it, surgeons encountering 
incidental left-sided gallbladder should be aware of the possibil-
ity of associated biliary and vascular anomalies. In such case we 
recommend to modify the standardized surgical techniques particu-
larly in the preparation of the elements of Calot’s triangle to avoid 
iatrogenic injuries.
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Introduction

Ectopic gallbladders represent cases where a full formed 
gallbladder lies in an abnormal site. Normally, the gallblad-
der is located on the visceral surface of the liver, just on the 
line of the middle hepatic vein (van Rex-Cantlie line) and 
between the right anterior and left medial segments [1]. The 
left-sided gallbladder (LSG) without situs inversus viscerum 
is rare biliary anomaly with a prevalence of 0.2% and was 
described for the first time in 1886 by Hochstetter [2]. It may 
occur either as a single anomaly or in association with one or 
more congenital abnormalities: portal vein anomalies, biliary 
system anomalies, segment IV atrophy, complete or partial 
situs inversus viscerum. As routine preoperative studies may 
not detect this anomaly, it may provide the surgeons with 
an unusual surprise during laparoscopy and when discovered 

must be promptly recognized to find an unpredictable conflu-
ence of the cystic duct in the common bile duct (CBD).

 
Case Report

   
A 37-year-old woman presented with a 2-month history of 
colicky epigastric pain that had become progressively worse 
and radiated to her back and right flank. There was no fever 
or jaundice. Clinical examination was unremarkable apart 
from an increased body mass index. A full blood count and 
liver function tests were normal. An abdominal ultrasound 
scan showed two stones in the gallbladder with a diameter of 
2 - 2.5 cm without evidence of acute cholecystitis.

A laparoscopic cholecystectomy was performed. At 
operation 10 mm umbilical camera port was inserted using 
Hasson technique. Under direct vision three other working 
ports was inserted: the first one 5 mm port below the xiphoid 
process, the second one 10 mm port on the left midclavicular 
line about 10 cm below the rib margin and the third one 5 
mm port on the patient’s right lower flank. The surgeon was 
between patient’s spread legs and the assistant was on pa-
tient’s left side according standard technique [3]. We found 
the gallbladder attached to the inferior surface of segment 
3 and to the left of a well-formed falciform ligament (Fig. 
1). No situs inversus was present and the other abdominal 
organs were normally positioned. An extra 5 mm port was 
placed on the right subcostal side to lift the round ligament.

The cystic artery was identified crossing in front of the 
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CBD, clipped with titanium clips and cut. Because of it was 
difficult to expose and open Calot’s triangle we decided to 
perform an anterograde dissection of gallbladder from the 
fundus towards infundibulum. When only cystic duct re-
mained (Fig. 2), it was clipped and cut and the procedure 
was concluded. A drain was left in surgical site.

In the first postoperative day there was a biliary leak 
from drainage tube with maximum daily output of 150 mL. 
No fever or sepsis signs were present. An abdominal ul-
trasound scan showed no peritoneal fluid. The biliary leak 
stopped in third postoperative day. Another abdominal ultra-
sound scan was performed and it showed no peritoneal fluid 
and the patient was discharge in fifth postoperative day. She 
is asymptomatic at the 3-month follow-up.

Discussion
  
Malposition of gallbladder occurring in the absence of situs 
inversus is a very rare anomaly and its incidence is estimated 
to be between 0.1% and 1.2%. Two anatomic variants of 
gallbladder malposition are described [4]: medioposition and 
sinistroposition. In medioposition (Fig. 3), the gallbladder is 
displaced medially to the base of the quadrate lobe (segment 
4) but remains to the right of the round ligament. In sinistro-

position (Fig. 4), the gallbladder is located at the base of seg-
ment 3 to the left of the round ligament. This variant is a true 
left-sided gallbladder in which the cystic artery, as in our 
reported case, always crosses in front of the CBD from right 
to left. The cystic duct may join the right side of the CBD 
crossing in front of it from left to right (Fig. 5a) or may join 
the left side (Fig. 5c) or the left hepatic duct directly (Fig. 
5b). Of 41 patients with LSG, Nagai et al [1] found 20 with 
the cystic duct joining the CBD from the right side and 11 
from the left. In 2 patients, the CBD directly joined the right 
hepatic duct and in one patient the left hepatic duct. Because 
of routine preoperative ultrasonography may fail to identify 
LSG, surgeons encountering incidental left-sided gallblad-
der should be aware of the possibility of associated anoma-
lies particularly in the way the cystic duct joins the biliary 
tree to avoid injuries to the bile ducts. For these reasons we 
recommend to initiate the dissection carefully and as close 
to the gallbladder as possible. When the preparation of the 
elements of Calot’s triangle is difficult or when the anatomy 
appairs unclear, an anterograde approach starting the dissec-
tion of gallbladder from the fundus represent a valid and sure 
method. This technique allows to mobilize and rotate to the 
right the gallbladder, exposing the cystic duct junction with 
the CBD, increasing the safety of the operation. Particular 
attention should be paid to the posterior aspect of the dissec-
tion of the gallbladder bed as it crosses, from left to right, 
just anterior to the common hepatic duct and porta hepatis in 
order to avoid potential major complications.
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Figure 2. CD: cystic duct; RL: round ligament; Arrow: Gall-
bladder bed on the surface of segment 3 and to the left of 
round ligament.

Figure 3. Medioposition (from Skandalakis JE et al [5]).

Figure 4. Sinistroposition (true left-sided gallbladder) (from 
Skandalakis JE et al [5]).
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Figure 5. More frequent kinds of cystic duct junction with the CBD.
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