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Primary Malignant Melanoma of the Gall Bladder:  An unexpected case 
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Melanoma of the gallbladder is an extremely rare entity and few sporadic cases of primary melanomas of the gall bladder 
have been described in literature [1]. Here we present an unusual case and review of literature of malignant melanoma in a 
76 year old man who presented with multi-organ failure secondary to biliary sepsis. He underwent an urgent laparoscopic 
cholecystectomy with intraoperative findings demonstrating gallbladder necrosis and perforation. Histopathology 
unexpectedly demonstrated findings consistent with malignant melanoma. He had no prior history of cutaneous melanoma 
and subsequent investigations failed to find a primary site. Staging Position Emission Tomography (PET) identified lesions in 
the right adrenal gland and pulmonary densities in the left upper lobe, which raised concern for likely metastatic disease. 

 

Since the first report in 1907 by Weiting and Hamdi [1] fewer than 40 cases of primary gallbladder melanoma have been 
described in literature. The overall prognosis is extremely poor, and few patients survive more than 2 years [3]. Melanoma 
is most commonly of cutaneous origin, typically in sun-exposed regions with metastases commonly found in soft tissues 
including lungs, brain and liver. Our case is consistent with the diagnostic criteria for a primary gallbladder melanoma as 
described by Allen and Spitz [2] and later revised by Heath and Womack. Regardless, there is limited literature on the 
surgical and oncological management of melanoma of the gallbladder.  
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BACKGROUND 
Enteric reflux into the biliary tree has been identified as a potential cause of recurrent cholangitis and possible late development 
of cholangiocarcinoma, after bilio-enteric procedures, like Choledochojejunostomy, Choledochoduodenostomy and 
Hepaticojejunostomy. It’s hard to determine if and when these patients may face malignancy from the surgical procedure, but 
it usually occurs in the context of recurrent cholangitis. 

Our aim was to discuss a case of delayed development of occlusive cholangiocarcinoma developing within a 
Choledochoduodenostomy. 

 

METHODS 
Medical records were obtained and reviewed for a 73 yo female who presented to our hospital with Right Upper Quadrant pain, 
jaundice and fevers, 54 years after an Open cholecystectomy and choledochoduodenostomy for acute cholecystitis. 

 

RESULTS 
The patient had a background of obesity, COPD and Myelodysplastic syndrome. She underwent an MRCP which revealed a 
36 mm solid mass at the confluence of the Right and Left hepatic ducts extending towards the duodenum 
(choledochoduodenostomy) with ductal dilatation. She had a Bilirubin of 105, CA 19.9 of 2 and deranged LFTs. She had 
previous ERCPs for CHD stones and cholangitis and did not have a mass in the CHD on a CT abdomen 2 years ago. She 
underwent ERCP and spyglass whereby only Left hepatic duct could be decompressed. Concurrent EUS guided biopsies were 
taken that confirmed cholangiocarcinoma with necrotic components. The Right hepatic duct was decompressed later with PTC. 
Unfortunately she developed cholangitis and prolonged delirium from these procedures and was also deemed unfit for surgery 
by the Anaesthetic team.  

 

CONCLUSIONS 
Choledochoduodenostomy and recurrent cholangitis can lead to Cholangiocarcinoma formation after many years and should 
be kept under close surveillance.  

  



 

 

A RARE CAUSE OF BILIARY AND GASTRIC OUTLET OBSTRUCTION: RENAL CELL CARCINOMA  
R.Iqbal, E.Wiadji  

 

 

 

INTRODUCTION 
Renal cell carcinoma (RCC) can be an aggressive malignancy that has a propensity to spread to atypical locations, 
most commonly to lung, bone, lymph node. RCC presenting as obstructive jaundice and gastric outlet obstruction 
have rarely been cited in literature. This case report presents a of advanced RCC in a patient with obstructive 
jaundice and associated gastric outlet obstruction from a large right renal RCC with malignant retrocaval 
lymphadenopathy invading duodenum and distal CBD. The aim of this report is to highlight the importance of a 
multidisciplinary approach to the acute management and demonstrate the peculiarity of this presentation of RCC.  

CASE  
A 56 year old male presents to emergency with an insidious onset to malaise, early satiety, weight loss, jaundice and a 2 day 
history of epigastric pain with a heavy smoking history. His blood work demonstrated a lipase of 1105 units/L and a Bilirubin 
of 93. A Contrast enhanced CT was performed that reports a 12.5x11.3cm heterogenous mass arising from the right kidney 
with non-contiguous ipsilateral adrenal metastasis and retrocaval lymph node mass adjacent to pancreatic head causing bile 
and pancreatic duct dilatation. A further contrast CT chest was performed and mediastinal lymphadenopathy suggestive of 
metastasis, differentials included RCC, lymphoma and pancreatic cancer. The patient was admitted to hospital for 
management of pancreatitis and further investigation. Urology, Gastroenterology, medical oncology, General surgery were 
involved in this care, a MRCP was also performed and demonstrated bile and pancreatic duct dilatation secondary to 
malignant lymphadenopathy, furthermore the second and third part of the duodenum showed reactive changes and luminal 
distortion. A percutaneous biopsy of the retrocaval lymph node mass was performed without any complications. Awaiting 
histological diagnosis, his gastric outlet obstruction worsened, and hyperbilirubinemia increased to 317 umol/L, developed 
acute renal failure with creatinine rising to 484 umol/L and anuria. The patient was transferred to HDU where acute dialysis 
was performed (CRRT). Histopathology returned with high grade RCC clear cell type. A percutaneous transhepatic 
cholangiography was performed with anterograde stenting of the bile duct which resolved the hyperbilirubinemia, as the 
gastric outlet obstruction worsened a self-expanding “Wallflex” duodenal stent was placed. Post operatively renal function 
stabilised and hyperbilirubinemia resolved, the patient was commenced on ipilimumab and nivolumab and ongoing follow up 
is pending.  

This peculiar case demonstrates how muti-organ failure can result from advanced RCC and a coordinated effort from a multi-
disciplinary team is required for acute management to expedite use of targeted oncological treatment. 



TWO CASES OF ECTOPIC LIVER TISSUE FOUND DURING LAPAROSCOPIC 
CHOLECYSTECTOMY 
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BACKGROUND 
Ectopic liver tissue (ELT) is quite a rare finding. The literature describes the incidence to be 0.24 % to 0.47%. 
It is usually found incidentally during laparoscopic surgery and most commonly found on the gallbladder.  The 
blood supply of ELT can arise as a vascular pedicle (with or without a vein) from the liver parenchyma, 
branches that arise from the cystic artery or embedded within the mesentery adjacent to the liver. Improper 
delineation of the blood supply can cause haemorrhage. ELT has a neoplastic potential, however, tissue found 
at the gallbladder is less likely to develop hepatocellular carcinoma compared to other locations. 

 

METHODS AND RESULTS 
We present two cases of ELT found during elective laparoscopic cholecystectomy. The first case is a 47yo 
female with recurrent biliary colic. USS demonstrated a large gallstone with normal gallbladder wall.  At the 
time of surgery, she was found to have ELT over the anterior aspect of gallbladder. Vessels were seen tracking 
from the edge of the right lobe of liver to gallbladder adjacent to the ELT which was clipped at time of 
gallbladder dissection. Histology revealed bile ducts present at the edge of the ectopic tissue adherent to the 
gallbladder and no malignancy was detected. 

The second case was a 23yo female that presented with biliary colic and USS which demonstrated multiple 
gallstones with normal gallbladder wall thickness. At time of cholecystectomy she was found to have ELT at 
the fundus of the gallbladder with small vessel connecting to the liver which again were clipped. Histology 
revealed preserved hepatic architecture including portal tracts and central veins. There was no evidence of 
malignancy. 

 

CONCLUSION 
ELT is rarely detectable on imaging and only discovered at time of surgery.  Care must be taken to determine 
the blood supply of the ELT because if not identified correctly it can lead to complications related to bleeding. 



WHEN COVID-19 MAKES SOURCING EQUIPMENT DIFFICULT; A DIY CBD STENTING 
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BACKGROUND 

Transcystic stenting is an approach widely utilised at laparoscopic cholecystectomy for the management of common bile duct 

stones. Whilst still preserving the benefits of minimally invasive surgery, the method effectively provides a conduit for CBD 

clearance and improves the success of postoperative endoscopic retrograde cholangiopancreatography (ERCP). In the 

unprecedented COVID-19 pandemic however, implications to the medical supply chain have been far reaching, including on 

the distribution of specialised biliary stent sets. As such, we describe an innovative method devised at our centre to substitute 

traditional procedural equipment where supply is limited.  

 

METHODS 

Conventionally, the use of preloaded endobiliary stent sets is standard procedure. The process sequentially involves dilatation 

of the cystic duct, stent introduction, outer sheath retraction and fluoroscopic visualisation of four radiographic markers (two 

proximal and two distal) to confirm appropriate stent positioning across the ampulla. In place of customary stent sets, we have 

employed standard, universally accessible open ended ureteral catheters, jagwires and pancreatic or biliary stents with similar 

procedural success. Our presentation will also describe optimal layout of the laparoscopic tower, C-arm and X-Ray screen to 

maximise space, minimise unnecessary movement of the primary operator and radiographer and facilitate concurrent 

visualisation of both laparoscopic instruments and the intra-abdominal plane on X-Ray.  

 

CONCLUSION 

In current or future disaster situations, the supply of optimal surgical equipment may feasibly by compromised. In the absence 

of formal endobiliary stenting equipment, we describe a simple, effective and reproducible method of endobiliary stenting using 

readily available equipment.  
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BACKGROUND 
Laparoscopic Common Bile Duct Exploration (LCBDE) can be performed to treat choledocholithiasis at the time of 
laparoscopic cholecystectomy. The aim of this study was to identify factors that predict the success of LCBDE.  
 
METHOD 
A retrospective audit was performed on patients who underwent LCBDE for the management of choledocholithiasis 
at Northern Health between 2008 and 2018.  
 
RESULTS 
513 patients were identified with an overall success rate of 90.8%. Most LCBDE were done via a transcystic approach 
with the remainder via a choledochotomy. When comparing patients with a successful operation to those that were 
unsuccessful, univariate analysis demonstrated significant differences in pre-operative white cell count and number 
of duct stones found. Age and elevated non-bilirubin liver function tests were found to be significant factors 
associated with the failure of LCBDE on multivariate analysis. The likelihood of a failed operation in those with 
multiple stones was observed to be almost halved compared to patients with single stone although this did not reach 
significance (OR 0.53, 95% CI 0.28–1.01, p=0.055). Multivariate analysis indicated that unsuccessful procedures 
(OR 10.13, 95%CI 4.34-23.65, p<0.001) and multiple duct stones (OR 3.79, 95%CI 1.66-8.67, p=0.002) were 
associated with an increased risk of severe complications. 
 
CONCLUSION 
A single impacted stone may be more difficult to remove, however complications were more likely to be associated 
with multiple duct stones. With no other clinically relevant predictive factors, and due to the high success of the 
procedure and the low morbidity, LCBDE should be attempted in all patients with choledocholithiasis.  
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Background 
Pseudoaneurysms of the biliary vasculature are a rare complication of gallstone disease. Selective hepatic arterial angiography 
can both diagnose and treat this condition and is the preferred treatment prior to operative intervention to avoid bleeding during 
cholecystectomy.   Presented is a rare case of Mirizzi syndrome causing right hepatic artery pseudoaneurysm and subsequent 
rupture, leading to melaena through a concurrent cholecystoduodenal fistula. This is the only such case in the literature.  

Methods 
An 82-year old male presented with right upper quadrant pain, jaundice and vomiting. Computed tomography (CT) revealed 
marked gallbladder inflammation and a large gallstone in the fundus. A thick-walled collection between the gallbladder fundus 
and duodenum was concerning for cholecystoduodenal fistula. Magnetic resonance cholangiopancreatography (MRCP) showed 
loss of normal tissue planes between the fundus and duodenum. MRCP additionally demonstrated Type I Mirizzi syndrome, 
with further impacted gallstone at the gallbladder neck causing extrinsic compression of the common hepatic duct and 
intrahepatic duct dilatation. There was mixed signal fluid with a possible mass within the gallbladder lumen, due to either 
haemorrhage or primary malignancy. The patient subsequently developed multiple episodes of melaena with significant 
transfusion requirement.  

Results 
Upper endoscopy revealed an oozing, ulcerative lesion in the second part of the duodenum, likely the site of cholecystoduodenal 
fistula. At laparoscopy, decision was made to perform subtotal cholecystectomy due to dense adhesions. Needle decompression 
of the gallbladder to facilitate retraction revealed frank blood within. A large stone was removed and subsequent brisk, pulsatile, 
arterial bleeding adjacent to the cystic duct opening required control with packing and sutures. Subsequent formal angiography 
revealed a large 11.5mm right hepatic artery pseudoaneurysm, requiring transarterial embolization with coiling. 

Conclusion 
This case highlights the importance of considering pseudoaneurysm in patients presenting with gallstone disease and upper 
gastrointestinal bleeding. Identification and appropriate treatment of biliary-vascular fistulas with preoperative 
angioembolisation can avoid major arterial bleeding during cholecystectomy.  

 

 

Figure 1: (A) Selective angiography of the 
right hepatic artery showing 

pseudoaneurysm (white arrow) and (B) 
angiogram after coiling of pseudoaneurysm 

(red arrow). 



 
SPINDLE CELL SARCOMA OF GALLBLADDER PRESENTING AS ACUTE 
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Dr Yi-tzu Linda Lin1, Dr  Adam  Chritsie2, Dr Adeeb Majid2 

1Queen Elizabeth Ii Hospital, 2Calvary Mater Hospital 

I am currently a fellow in general surgery at Queen Elizabeth Hospital, Brisbane. I finished general surgery training in January 2020.  

CASE REPORT  

A healthy 72-year-old female presented to ED with an outpatient abdominal ultrasound demonstrating acute calculus 
cholecystitis, which initially treated with intravenous antibiotics and was then discharged home 5 days later with oral 
antibiotics. She was reviewed in the outpatient clinic 2 weeks post-discharge and had persistent mild RUQ pain and 
intermittent fever. A progress CT abdomen in 4 weeks suggested contained perforation of gallbladder with abscess. 
Given that she remained clinically well and performing a laparoscopic cholecystectomy at this stage would be 
associated with a higher conversion rate to open cholecystectomy, her operation was postponed for another 6 weeks.  

Patient underwent surgery 14 weeks after initial presentation. During laparoscopy, there was a large fibrotic 
gallbladder with duodenum and hepatic flexure densely adherent to the gallbladder. A large left lobe of the liver also 
obstructed the operating view. Therefore, we converted to open cholecystectomy. The intraoperative cholangiogram 
revealed a cholecystoduodenal fistula, which was then repaired. She recovered well postoperatively and discharged 
home on day 5.  

Histopathology of gallbladder confirmed spindle cell sarcoma arising from gallbladder wall abutting serosa and 
extending to the cystic duct margin without vascular invasion.  

Her staging scans including PET-CT did not show metastasis. The recommendation from the MDT meeting was that 
unfortunately there was no suitable adjuvant therapy or trials for this patient.  

 
CONCLUSION 

Our case demonstrated an unusual presentation of acute cholecystitis with perforation due to spindle cell sarcoma of 
gallbladder. Gallbladder sarcoma is extremely rare, chemo- and radioinsensitive, and associated with a poor 
prognosis.  
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BACKGROUND 

The true incidence of unsuspected choledocholithiasis found during laparoscopic cholecystectomy (LC) is unknown. Untreated 

“silent” stones may be associated with significant long-term risks. The aim of this study was to establish the incidence of 

unsuspected common bile duct stones (CBDS) and to determine the management and associated risk factors for unsuspected 

CBDS. 

METHODS 

Retrospective review of a large consecutive series of patients from Australia who underwent LC in a tertiary referral setting. 

Percentages of unsuspected CBDS, management and complications were reported. Pre-operative and intra-operative factors 

associated with unsuspected CBDS were determined using multivariable logistic regression analysis. 

RESULTS  

From a total of 1,998 patients who underwent LC, 747 patients (XX%) with no pre-operative suspicious factors were the subject 

of this study. CBDS were detected in 24 patients (3.2%) and all were managed either laparoscopically or endoscopically. Risk 

factors associated with unsuspected CBDS included patients > 55 years of age (OR 2.93, p=0.038) and a large cystic duct size 

(OR=3.13, p<0.001) on multivariable analysis.  

CONCLUSION 

The percentage of patients with unsuspected on IOC is low. Complete clearance of these stones can be achieved using a 

combination of laparoscopic and endoscopic methods.  

  



URETERODUODENAL FISTULA: A RARE AND CHALLENGING 
PATHOLOGY 
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INTRODUCTION 
Ureteroduodenal fistulas are incredibly rare medical phenomena.  They can be difficult to manage and usually 
require surgical intervention.   

 
AIM 
We present a case of ureteroduodenal fistula and its subsequent surgical management. 

 
BODY 
A 66-year-old female was admitted to our hospital with urosepsis requiring vasopressor support.  Her medical 
history included chronic urinary tract infections including right-sided ureteric stone disease. 

During her admission she underwent retrograde pyelogram, which showed contrast filling from the right ureter in 
to the duodenum.  Computer tomography demonstrated the presence of a perirenal abscess that was 
communicating with the adjacent base of segment 6 of the liver.  Source control was gained via a drain place by 
interventional radiology.  

Gastroscopy revealed normal duodenal mucosa thereby ruling out a malignant cause for ureteroduodenal fistula.  
Consensus between the UGI and Urology teams was to allow the patient to convalesce from her sepsis before 
performing definitive surgical management.   

6 weeks after discharge the patient underwent right-sided nephrectomy and closure of fistula.  Even with significant 
time between initial presentation and elective surgery, there were dense perirenal inflammatory adhesions and 
the procedure was complicated by an injury to the IVC.  Despite this, the urological procedure was successfully 
completed, and the fistula tract closed with a manual surgical stapler.  The patient recovered well post surgery and 
was discharged on day 8. 

 
CONCLUSION 
Ureteroduodenal fistulas are extremely rare and difficult to manage.  The main cause is usually recurrent renal tract 
infection.  Surgical management is usually required and this should be done through an MDT approach.   
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BACKGROUND 
Identification of the ampulla of Vater in duodenectomy is essential to determine closure or resection of the duodenum where 
biliary duct anatomy can be safely preserved, as accidental bile duct injury can result in cholangitis, obstruction, peritonitis, 
and their consequent sequelae. Intra-operative identification of the ampulla through visualisation or palpation is often 
problematic and may result in a suboptimal duodenal opening. This case study demonstrates a simple technique for visual 
confirmation of the ampulla to assist in safe partial duodenectomy and closure. 

 

METHODS  
Surgical candidates must have an accessible cystic duct although, if necessary, the common bile duct can be accessed in post-
cholecystectomy patients. Pathologies include benign disease and resectable malignancies excluded from biliary system 
involvement. Cholecystectomy is performed initially, or following duodenotomy. The cystic duct is cannulated with a narrow 
calibre feeding tube, which is advanced through the ampulla, allowing assessment of appropriate closure. The cystic duct tube 
is then removed, cystic duct secured and duodenum closed.  

 

RESULTS 
A 61-year-old male underwent resection of obstructive colonic adenocarcinoma invading into the anterolateral wall of the 
second and third parts of the duodenum. Pre-operative imaging excluded metastatic disease and biliary system infiltration. A 
planned laparotomy was performed.  

Following mobilisation of the right colon and duodenum, the involved duodenal wall was resected en-bloc, cholecystectomy 
performed, and cystic duct intubated with a size 8 French feeding tube advanced through the ampulla. Following visualisation 
of the ampulla, the partial duodenectomy was completed with a pyloroplasty through primary transverse closure. The en-bloc 
resection was completed with a right hemicolectomy and functional anastomosis. Histopathology demonstrated clear duodenal 
margins. The gallbladder demonstrated cholecystitis with no evidence of malignancy.  

 

CONCLUSIONS 
Cannulation of the cystic duct is a practical tool for mitigating unnecessary reconstruction or re-intervention for complications 
due to bile duct injury. Cholecystectomy is a routinely performed procedure considered to be relatively safe, particularly when 
used as an adjunct for high-risk surgical procedures that frequently include performing cholecystectomy as cholelithiasis 
prophylaxis. Complications of an inappropriate duodenal closure resulting in bile duct injury drastically increase morbidity and 
mortality. The risk of cholecystectomy is outweighed by the benefit of minimising biliary complications from duodenal closure. 

This procedure can be modified for available equipment, and utilised in both planned and emergency procedures. It can be used 
when encountering extensive adhesions, strictures or otherwise unexpected or abnormal anatomy. 



DELAYED CYSTIC ARTERY PSEUDOANEURYSM RUPTURE, A RARE COMPLICATION OF 
CHOLECYSTECTOMY. LITERATURE REVIEW AND CASE REPORT 
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BACKGROUND 
Cystic artery pseudoaneurysm is a rare phenomenon. Causes include cholecystitis, pancreatitis and cholecystectomy. 
Complications can have significant associated morbidity and include haemobilia, biliary obstruction and significant 
haemorrhage or a combination of these. Given the rarity and significant associated comorbidity, both a high index 
of suspicion and a good theoretical understanding of the condition is necessary to avoid misdiagnosis and delay in 
management. We present a case of delayed cystic artery pseudoaneurysm rupture presenting with an acute abdomen 
and early haemorrhagic shock, and follow with a literature review investigating the aetiology, complications and 
management options for this condition. 

 
METHODS 
A broad search of all available literature across the Medline database, PubMed, the journals HPB, Annals of Hepato-
Biliary-Pancreatic Surgery, Euro-Asian Journal of Hepato-Gastroenterology, Journal of Hepato-Biliary-Pancreatic 
Sciences and grey literature was carried out. Literature with the key words “cystic”and “artery”and 
“pseudoaneurysm” in the title were selected for review. All peer reviewed articles in English were included in the 
final analysis. In addition, we present a case of cystic artery pseudoaneurysm treated at our centre and include this 
in our review. 

 
RESULTS 
A 29 year old, otherwise healthy male with recurrent biliary colic secondary to cholelithiasis underwent an uneventful 
laparoscopic cholecystectomy and was discharged on the first postoperative day. He represented on day 8 with 
tachycardia and peripheral hypoperfusion, increasing abdominal pain and peritonism. Computed Tomography (CT) 
showed large volume haemoperitoneum which was managed with laparoscopic washout. Subsequent CT 
angiography revealed a cystic artery pseudoaneurysm which was treated with endovascular embolisation. The patient 
was well at follow up. Literature review yielded 64 reported cases of cystic artery pseudoaneurysm between 1991 
and 2020. Aetiology: 17 post cholecystectomy (26.5%) , 43 cholecystitis (67.2%), 3 idiopathic (4.6%), 1 pancreatitis 
(1.5%). Complications: 51 haemobilia (79.6%), 10 haemoperitoneum (15.6%), 3 direct biliary obstruction (4.6%). 
Management: 3 laparotomy (4.6%), 40 successful endovascular embolisation (62.5%) and 2 failed (3.1%), 16 
cholecystectomy (25%), 1 percutaneous thrombin injection (1.5%). Delayed presentation post lap chole range 8 days 
- 14 months.  

 
CONCLUSIONS 
Cystic artery pseudoaneurysm is rare. Most common aetiologies are cholecystitis followed by cholecystectomy. Most 
common presentation is haemobilia followed by haemoperitoneum. High index of suspicion is required, especially 
in cases of GI bleeding post laparoscopic cholecystectomy as missed diagnosis could carry significant morbidity.  
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BACKGROUND 
Mirizzi syndrome is defined as hepatic duct obstruction by an impacted gallstone in the cystic duct or infundibulum. 
Classification is based on the degree of obstruction or fistulation between the cystic duct, hepatic duct, duodenum 
and colon. Diagnosis is challenging and often made intraoperatively.  Preoperative diagnosis and planning is 
paramount as the risk of bile duct injury has been reported as high as 17%.  

 
CASE DESCRIPTION 
A 57 year old female presented with right upper quadrant pain, nausea, fever, tachycardia on a background of 
gastric bypass, with a two metre roux limb. Imaging revealed biliary dilation with gallbladder wall thickening 
suspicious for malignancy. MRCP revealed biliary obstruction with a large infundibular gallstone obstructing the 
hepatic duct with close proximity of the colon and duodenum, raising the suspicion for Mirizzi syndrome. 
Colonoscopy revealed bile stained mucosa confirming a cholecysto-enteric fistula and hence Mirizzi syndrome 
type Va. Gastroscopy was unremarkable. The patient underwent open cholecystectomy, segmental transverse 
colectomy with primary repair, choledochotomy with removal of bile duct stones and bile duct repair over a T-tube 
with an uneventful postoperative course. Histology showed benign cholecystitis.  

 
CONCLUSION 
The diagnostic challenge in this patient was the presence of a two meter long Roux limb from her previous gastric 
bypass, precluding ERCP, a key investigation in the diagnosis of Mirizzi synrome. Colonoscopy was therefore 
invaluable in establishing the diagnosis and allowing for appropriate operative planning. This case demonstrates the 
diagnosis and management of a rare condition in a challenging diagnostic setting and highlights the importance of 
preoperative diagnosis and careful operative planning. The use of colonoscopy in the diagnosis of this condition 
presents a novel approach to the investigation of Mirizzi syndrome. 

  



 
EOSINOPHILIC CHOLECYSTITIS – AN IMPOTRANT DIAGNOSIS OF ACALCULOUS 

CHOLECYSTITIS IN IMMUNOCOMPETENT PATIENTS. A CASE REPORT 
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Steven Tran is a junior doctor currently working as an unaccredited registrar in general surgery. He has a keen interest in 
minimally invasive surgery and hepatobiliary surgery. 

BACKGROUND 
Acalculous cholecystitis is an entity traditionally thought of as a disease that was associated with patients who are critically 
unwell and immunosuppressed. There exists a small subset of patients who have acalculous cholecystitis from other causes. 
Eosinophilic cholecystitis is a cause of acalculous cholecystitis characterised by a clinical presentation of acute cholecystitis 
with the presence of greater than 90% eosinophilic infiltration of the gallbladder. The pathogenesis remains to be poorly 
understood. It is sometimes associated with an allergy history and parasitic infections. We describe a case of eosinophilic 
cholecystitis in a fit and well patient to highlight the importance of clinical judgement rather than presence of gallstones in 
offering cholecystectomy as a treatment. 

 

METHODS 
Medical records were obtained and reviewed for the relevant case. Data was extracted including documented history and 
examination, blood tests, imaging results, operation record, and histopathologic examination of the gallbladder. 

 

RESULTS 
A fit and well 37-year-old man presented to the emergency department with a 12-hour history of upper abdominal pain radiating 
through to his back. He had associated nausea, anorexia, and chills. His past medical history was only significant for a previous 
open appendicectomy; he was not on any medications and denied any allergies. The patient was haemodynamically stable and 
apyrexial. Abdominal examination revealed tenderness in the right upper quadrant with a positive Murphy’s sign. Initial 
laboratory investigations revealed a raised with a white cell count of 19.91 and normal liver function tests. Abdominal 
ultrasound was done revealing a thickened gallbladder wall at 5 mm with associated probe tenderness; however, there was no 
sonographic evidence of gallstones or sludge. The patient subsequently went on to have an uneventful laparoscopic 
cholecystectomy. Histopathologic examination of the gallbladder revealed mucosal and transmural inflammation including 
eosinophils with thickening of the wall, consistent with eosinophilic cholecystitis. The patient had improvement in his 
symptoms and was well at time of follow up. Throughout his admission, blood tests did not reveal an eosinophilia. 

 

CONCLUSIONS 
Eosinophilic cholecystitis is an important cause of acalculous cholecystitis that can occur in immunocompetent patients, without 
a history of allergy or parasitic infection. The decision to offer the patient a cholecystectomy should be based on clinical 
symptoms and examination, rather than the absence or presence of gallstone disease. Cholecystectomy should be offered if the 
clinical picture fits an acute cholecystitis.  



OMENTAL BAND CAUSING GALLBLADDER STRANGULATION:  A 
RARE CAUSE OF CHOLECYSTITIS AND GALLBLADDER PERFORATION 
Dr Chi Lap Nicholas Tsang1, Dr. Christo Joseph1, Dr. Mina Sarofim1, Dr. Christopher Lim1, Associate Professor Mouhannad 
Jaber1 

1The Wollongong Hospital 

Dr. Chi Lap Nicholas Tsang is an unaccredited general surgery registrar with experience in upper GI, vascular, colorectal, 
breast endocrine, and head & neck surgery.  He has a particular interest in the surgical management of Upper GI 
pathologies. 

BACKGROUND 
We present the case of a 91-year-old female who presented with delirium, right upper quadrant pain and bilateral subcostal pain 
on breathing and coughing. She had a history of Alzheimer’s dementia, Meniere’s disease and rheumatic fever in her childhood. 
She was afebrile and haemodynamically stable with a soft abdomen that was tender over the right upper quadrant with a positive 
Murphy’s sign. Biochemistry showed a white cell count of 8, mildly elevated C-reactive protein of 54 and liver function tests 
within the normal range. An abdominal computed tomography (CT) revealed a distended and thickened gallbladder consistent 
with cholecystitis. An abdominal ultrasound that was performed after the CT confirmed cholecystitis and also had features 
suggestive of a gallbladder perforation.  

 

METHODS 
The patient underwent an emergency laparoscopic cholecystectomy (LC) where it was noted that the gallbladder neck was 
strangulated by a circumferential band of omentum which caused strangulation and necrotic changes on the gallbladder wall. 
An LC was performed after the omental band adhesion was divided.  

 

RESULTS 
Tissue histopathology reported an inflamed gallbladder with areas of necrosis but no calculi or polyps. Post-operatively, the 
patient made an uneventful recovery and was discharged home on day 5. 

 

CONCLUSION 
Gallbladder strangulation by an acquired or congenital omental band is a very rare phenomenon. Whilst a preoperative diagnosis 
of gallbladder strangulation is challenging, effort should be made to differentiate this pathology from the more common 
cholecystitis. Commencement of intravenous antibiotics and urgent operative management with cholecystectomy are the gold 
standard management as was done in this case. Delays in surgical intervention can result in worsening ischaemic cholecystitis 
and risks perforation with biliary peritonitis and subsequent morbidity or mortality. 
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LAPAROSCOPIC SUBTOTAL CHOLECYSTECTOMY IN A CHILD-PUGH B 
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BACKGROUND 
Incidence of cholelithiasis in cirrhotic patients is higher than general population. Cholecystectomy is usually delayed 
due to the increased bleeding risks associated with a cirrhotic patient. Preoperative optimisation of any 
decompensated liver failure, use of bipolar diathermy, haemostatic agents, and undertaking a subtotal 
cholecystectomy help reduce perioperative morbidity and mortality.    

 

METHODS  
We present a video of laparoscopic subtotal cholecystectomy in a morbidly obese cirrhotic patient.  

 
RESULTS  
Patient presented initially with decompensated liver failure in the setting of acute cholecystitis secondary to an 
impacted gall bladder neck stone. He had a percutaneous cholecystectomy done and ascitic tap done along with 
intravenous antibiotics to control biliary sepsis. Subsequently, he underwent a laparoscopic subtotal 
cholecystectomy. Patient had an uneventful post operative period and was discharged on postoperative day five. No 
postoperative blood transfusion was required in this case.  

 
CONCLUSION 
Laparoscopic cholecystectomy in a cirrhotic patient can be safely done in specialised hepatobiliary units and should 
involve a multidisciplinary team approach.  

  



ROBOTIC RESECTION OF TYPE 2 CHOLEDOCHAL CYST 
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We present the case of a 39 year-old lady with a partially intrahepatic type 2 choledochal cyst arising from the CHD. 
This was identified during recent laparoscopic cholecystectomy for acute cholecystitis, when a secondary cystic 
structure was encountered and IOC and subsequent MRCP confirmed a type 2 choledochal cyst (show in the video).  
 

She underwent robotic resection of the choledochal cyst at a later date, which facilitated dissection of the partially 
intrahepatic portion and close to the right hepatic inflow. The patient made an uneventful postoperative recovery.   
Tissue histopathology confirmed a biliary cyst.  
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REASONING BEHIND DELAYS IN LAPAROSCOPIC CHOLECYSTECTOMY SURGERY TO BE 
PERFORMED IN PATIENTS ADMITTED WITH EMERGENCY GALLSTONE-RELATED DISEASE 

AGAINST THE GOLD STANDARD TIME FRAME SET OUT BY NICE 
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Biography:  
I am a Foundation Year 2 doctor from East Lancashire Trust Hospital, North West of England. I had the 
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from University of Liverpool in 2019. 
 
 
Background 
In line with the NICE guidelines, the goal of national Cholecystectomy Quality Improvement Collaborative (Chole-
QuIC) is at least 80 % of eligible patients with acute gall stone disease to receive their cholecystectomy within 8 
days of presentation1. According to a recent local audit conducted at East Lancashire Hospitals NHS trust (ELHT), 
only 63.6% of eligible patients has had the surgery within the national CholeQuIC target. This audit was done to 
identify the reasons behind ELHT not achieving the set target and suggest solutions for it. 
 

Method 
This is a retrospective review of a prospectively collected ELHT Chole-QuIC database. Time to surgery was 
established. If the 8-day target period was not met, reasons behind the delay were analysed. 

 
Results 
From July to October 2019, 159 patients were reviewed. The main reasons for delays included the patient being 
temporarily unfit (13.8%), fail theatre capacity (13.8%) and conductive to the consultant’s plan (11.32%).  8% of 
patients had re-admissions for similar presentations or other complications of gallstone-related disease. 

 
Discussion 
Different management plans such as MRCP and ERCP were noted for each patient with a gallstone-related disease. 
These variations of interventions caused a delay in patients obtaining their curative surgery within the national time 
period which, in turn, led to re-admissions for similar presentations incurring more cost for the NHS. 

 
Conclusion 
The main inter-related influences have clear potential for improvement; a clear pathway to variation in management, 
additional theatre capacity to do emergency/elective cholecystectomies, and coordinating through a team work. 
These are the keys for further improvement to meet the national standard.  

 
  



 

SURGEON LED MANAGEMENT OF CHOLEDOCHOLITHIASIS – A PARADIGM SHIFT AND 
EARLY EXPERIENCE  

 

 
 
BACKGROUND  
The optimal approach to patients with choledocholithiasis in the setting of symptomatic cholelithiasis remains the subject of 
debate. This is a common problem, with up to 18% of patients undergoing laparoscopic cholecystectomy for symptomatic 
gallstones having choledocholithiasis. Options for management include pre- or post-operative endoscopic retrograde 
cholangiopancreatography (ERCP), intra-operative bile duct clearance, or operative transcystic placement of a bile duct stent 
with subsequent semi-elective ERCP. We present the early outcomes of the introduction of such an approach at our tertiary 
teaching hospital.  
 
METHODS  
A retrospective audit of patients undergoing laparoscopic transcystic bile duct stenting for choledocholithiasis diagnosed 
either pre- or intra-operatively over a 6-month period was performed.  
 
RESULTS  
Nineteen (19) patients underwent laparoscopic cholecystectomy with transcystic bile duct stenting and subsequent ERCP. 
Cannulation success rate was 100%. Two (10.5%) patients experienced mild pancreatitis post- ERCP. In four patients (21.1%) 
the biliary stent has spontaneously passed prior to ERCP, which was associated with higher risk of complication and prolonged 
procedure.  
 
CONCLUSIONS  
Concurrent laparoscopic cholecystectomy and transcystic bile duct stenting is a safe and effective strategy for managing 
choledocholithiasis for patients with biliary colic or cholecystitis. This is a relatively simple technique that can be performed 
by general surgeons already comfortable with performing intra-operative cholangiogram. The success and safety of the 
necessary completion ERCP is enhanced by the presence of the biliary stent, which can be used to guide sphincterotomy and 
cannulation of the common bile duct. This approach utilises our resources efficiently, particularly in the context of COVID-19 
considerations.
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Background 
Gallbladder carcinoma is an aggressive disease with a poor prognosis if not detected and managed in its early stages. 
It is incidentally found histologically in approximately 1 in 100 cases post cholecystectomy. Ultra-sonography (US) 
is the most used method of assessment of the gallbladder and liver in the work-up for biliary colic or cholecystitis. 

This study aimed to identify radiological parameters which may aid in identifying gallbladder carcinoma at an early 
stage. Early identification of high-risk features during ultrasound assessment of the gallbladder in the pre-operative 
phase may help minimise morbidity and mortality through early diagnosis and treatment. 

Method 
Data were collected and analysed from the Peninsula Health database from January 2009 to December 2019. The 
Victorian ICD coding committee database was utilised to identify gallbladder carcinoma and carcinoma in-situ from 
post-operative histology. The US images were reviewed by a single radiologist who was blinded to both the radiology 
reports and pathological staging. 

 

Results 
The median age of the diagnosed patients was 69 (range 37 – 42). A total of 15 patients were included in the study. 
Of these, 12/15 (80%) were diagnosed with gallbladder carcinoma and 3/15 (20%) with carcinoma in situ. Two 
patients had pre-operative sonographic findings suggestive of gallbladder carcinoma. 

On blinded review of the imaging, 4/15 (27%) patients had irregular heterogenous changes to the wall of the 
gallbladder which was attributed to cholecystitis. Two of these patients had suspicious gallbladder wall changes > 6 
months prior to their laparoscopic cholecystectomy. Two patients had heterogenous gallbladder wall changes >2 
months prior to cholecystectomy.  

 
Conclusion 
US imaging suggesting gallbladder wall heterogeneity and irregularity should raise the suspicion with the radiologist 
and treating clinician of the risk of gallbladder carcinoma. The ability to detect smaller and more subtle changes in 
the gallbladder wall has improved with newer sonographic technology. The treating surgeon must ensure due 
diligence with pre-operative assessment of sonographic images and triage high risk patients to early cholecystectomy 
to provide a good outcome.
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Background 
Choledochal cyst (CC) is a rare congenital cystic dilation of the biliary tract and more prevalent in 
paediatric, female, and Asian populations. According to the Todani classification system, they are 
classified into five types based on anatomic findings and extent of biliary involvement. Type I cysts 
are the most common, accounting for 80-90 % of all. The clinical manifestations of CC include 
abdominal pain, jaundice, right upper quadrant mass, and biliary or pancreatic symptoms. Untreated 
CC can lead to serious complications including malignant transformation, cholangitis, pancreatitis, 
and cholelithiasis.  

 
Method 
Literature review was performed on surgical management of choledochal cyst. In addition, a 
retrospective review was performed on patients who underwent surgery for choledochal cyst at our 
centre. 

 
Results 
The current standard of care for choledochal cyst is complete excision of the cyst with biliary-enteric 
reconstruction, either via open or minimally invasive surgery. Operative approach and technique are 
determined by several factors, including patient factors and CC subtype. For the common type I cysts, 
the standard approach is complete cyst excision with Roux-en-Y hepaticojejunostomy (RYHJ).  

Two female adult patients were identified, who underwent open excision of the choledochal cyst and 
RYHJ at our centre in 2020. One had previous cholecystectomy. There was no intraoperative or 
postoperative complications. Histological examination did not demonstrate evidence of malignancy. 

 
Conclusions 
The definitive and effective treatment for patients with choledochal cyst is complete cyst excision 
with biliary-enteric reconstruction, which significantly reduces the chance of malignant 
transformation and CC-related complications. 



 

Metagenomics of pigmented and cholesterol gallstones: the putative role of 
bacteria 
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BACKGROUND 
Gallstone disease is among the most common clinical problems encountered worldwide. The leading hypothesis for gallstone 
lithification has centred on physico-chemical models in which hypersecretion of cholesterol by the liver, or hyposecretion of 
bile salts, leads to the precipitation of microcrystals. These models, however, are limited in that they are yet to provide a detailed 
mechanism of formation that accounts for all presentations of the disease, e.g stone formation in the common bile duct, and 
whether dietary cholesterol or its source play a role. A secondary hypothesis has implicated bacterial mediation in the formation 
of pigmented stones alone, with limited data on whether the same hypothesis can be applied to all stone types. This research 
investigated the microbial and sterol signatures of two major types of gallstones from patients of diverse backgrounds. It applied 
functional metagenomics and sterol characterisation techniques in order to elucidate the genes bacteria may harbour to enable 
their survival in what is the extreme environment of the human gallbladder and whether these processes, alongside cholesterol 
source, lead to cholelithiasis.  

 

METHODS 
Four pigmented and four cholesterol stones were collected from a 70-year-old male and 30- year-old female respectively at 
Fiona Stanley Hospital, Perth. The stones were immediately rinsed after collection with saline solution (9gL-1NaCL). The 
samples were then stored at -80 C before being processed with qPCR, Metagenomic library construction, HiSeq sequencing 
and Gas Chromatography Isotope Mass Spectroscopy (GC-IRMS).  

 

RESULTS 
A clear distinction was found between the stones in which gram-negative genera (Klebsiella, E.Coli) predominate in pigmented 
stones and gram-positive genera (Streptococcus) predominate in the less bacterially abundant cholesterol stones. Functional 
metagenomics analysis identified the putative expressions of genes (biofilm formation, bile stress response, DMSO (anaerobic) 
respiration) suggesting the mechanism in which these genera may be persisting in the biliary tree and marked differences 
between the stones’ matrices due to the metabolic activities of Gram-positive and Gram-negative genera. GC-IRMS results 
suggest a similar cholesterol synthesis pathway in both patients indicating cholesterol and its source may form a lesser role to 
disease pathogenesis.  

 

CONCLUSIONS 
This pilot study explored taxonomic and functional metagenomics and sterol homogeneity within two patients of diverse 
backgrounds to elucidate a possible universal factor at play in gallstone pathogenesis and formation. For the first time, 
functional genes were identified that were associated with bile stress response and biofilm development as possible microbial 
processes leading to the formation of both pigmented and cholesterol-type gallstones. 
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Background 
Intraoperative cholangiogram (IOC) has become an integral part of cholecystectomy. It does reduce bile duct injuries, or at 
least helps in its early detection. Cholecystectomy is one of the most commonly performed procedures in General Surgical 
units, and IOC is widely done as part of this. There are no specific guidelines for interpreting IOC, and somehow Surgeons 
self-taught. Our aim is to reach a consensus on important elements to generate and interpret quality IOC and create a scoring 
system that makes pathology identification easier for surgical trainees. 

 

Methods 
Ethics approval was obtained. A group of 9 surgeons and 3 radiologists were surveyed to generate a list of essential elements 
of adequate IOC. A list of 8 elements was then created. Medical records data of a single health service in Victoria was examined 
for MBS item number 30439 (Operative Cholangiography). Data range was over a 5-year period (01/01/2014 to 31/10/2019). 
The main data collection was preceded by pilot data collection of 500 patients followed by an instructional video on identifying 
the 8 essential elements. Data collection was performed by 6 clinicians. Inter-observer agreement was calculated using Fliess-
Kappa score and it was (0.79), which indicated good concordance between observers. 

 

Results 
3625 consecutive operative cholangiograms were examined by 6 clinicians. Findings of these cholangiograms were then 
compared against the previously prepared scoring system. The adherence to the proposed scoring system was poor. The 8 
elements selected by the scoring panel were: cystic duct, intra-hepatic ducts, proximal bile duct, distal bile duct, flow to 
duodenum, absence of leak from cystic duct, absence of artefacts on the captured image and an image showing bile duct off the 
vertebral column. Only 43% of our examined IOCs fulfilled these criteria.  

 

Conclusions 
There is poor adherence between surgeons in capturing the (perfect) IOC. This might lead to misinterpretation of its findings. 
A systematic way of performing, interpreting and documenting quality IOC makes drawing conclusions on any present 
pathology easier. 
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Background 
Cholecystitis carries a poor prognosis in the palliative setting and is often managed conservatively with intravenous antibiotics 
and/or percutaneous drainage.  Endoscopic ultrasound-guided gallbladder drainage (EUS-GBD) is an alternative intervention 
which is safe and effective with minimised burden of disease for patients. We present three cases whereby EUS-GBD was 
successfully employed. 

 

Methods 
Candidates for EUS-GBD are patients deemed non-operative and/or are in the palliative setting. EUS-GBD requires specialised 
training and should be performed by an experienced endosonographer involved in a multi-disciplinary team, in a centre capable 
of emergent intervention.  The procedure is performed under sedation. A linear echoendoscope is used to identify an appropriate 
trans-luminal window for the stent, either trans-gastric or trans-duodenal. A 19g needle is used to access the gallbladder and a 
guidewire is inserted under fluoroscopy. An electrocautery-enhanced lumen-apposing metal stent (LAMS) is positioned over 
the wire and a double-pigtail plastic stent placed through the LAMS.  Post-operative care is similar to a routine EUS, where 
patients can resume oral intake immediately. 

 

Results 
Case 1: An 83-year-old male with a large intrahepatic cholangiocarcinoma previously treated with transarterial 
chemoembolization developed recurrent fevers and was eventually diagnosed with cholecystitis. EUS-GBD was performed 
with resolution of symptoms and normalisation of bilirubin by day 5. Following discharge, he has continued palliative care as 
an outpatient.   
 
Case 2: A 71-year-old male with advanced non-Hodgkin’s lymphoma, ascites and duodenal obstruction managed with enteral 
stent placement developed early acute cholecystitis with biliary outflow obstruction. EUS-GBD was successful, however he 
died 23 days later from respiratory failure secondary to unrelated aspiration pneumonia. 

 
Case 3: A 77-year-old male with pancreatic adenocarcinoma presented with cholecystitis, jaundice and gastric outlet 
obstruction. EUS-GBD was performed followed by normalisation of bilirubin. Successful stent placement was further 
confirmed during repeat gastroscopy for enteric stenting of a malignant distal duodenal stricture.  

Conclusions 
EUS-GBD is effective for management of cholecystitis in inoperable or palliative patients.  It is safe, effective and preferable 
to traditional percutaneous drainage, which requires long-term external drainage. Palliative interventions should optimise 
quality of life and minimise hospital stay. Both percutaneous gallbladder drainage and EUS-GBD have equivalent technical 
and clinical success, however EUS-GBD obviates the ongoing need for external drainage, potentially reducing readmission 
rates due to septic complications associated with iatrogenic cholecystocutaneous fistulas. EUS-GBD performed by an 
experienced endosonographer is the preferable procedure for cholecystitis in these patients.
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Background 
We describe the case of a 90-year-old female who presented with signs of a strangulated inguinal hernia. Further history 
revealed a paired biliary-pancreatic stent insertion three years prior for ascending cholangitis and a long-standing 
asymptomatic right inguinal hernia.  

Biochemistry revealed a slightly elevated C-reactive protein level of 65 mmol/L,but was otherwise unremarkable. 
Abdominal CT demonstrated two plastic biliary stents within an incarcerated right inguinal hernia.  

 
Methods 
At the time of surgery, a 3-mm perforation due to the stents was identified in the small bowel within the hernia. The stents 
were retrieved via an enterotomy that was subsequently repaired with full-thickness interrupted sutures. A tissue suture 
repair of the inguinal hernia was performed due to significant contamination of enteric contents in the operative field. 

 

Results 
The patient had an unremarkable recovery and was discharged four days after her operation.  

 

Conclusion 
This is a very rare acute presentation of stent migration with only a handful of such reported cases in the literature. With 
the rising number of endoscopic biliary stenting procedures, these complications are likely to increase, and clinicians need 
to be aware of this possibility in patients with pre-existing hernias. 


