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Case Report

Laparoscopic cholecystectomy in an unsuspected left sided gallbladder:
a rare case report with review of literature
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ABSTRACT

Left sided gallbladder (LSG) is a very rare clinical entity and most are diagnosed at operation. The patients usually
present with features of biliary colic or pain in the right upper abdomen similar to normally positioned gallbladder.
Ultrasonography is not a good diagnostic modality for diagnosing LSG and CT scan is better for the pre-operative
diagnosis of the condition. Laparoscopic cholecystectomy can be done in patients with LSG and antegrade or fundus
first technique is usually advocated.
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INTRODUCTION dyspepsia. Clinically, no tenderness could be elicited.

Abdominal ultrasonograpphy revealed multiple gallstones
Left sided gallbladder (LSG) with no situs inversus is a with normally thickened gallbladder wall with no
very rare clinical entity and defined as a gallbladder pericholecystic collection. Patient was taken up for
located on the left side of round ligament or ligamentum routine laparoscopic cholecystectomy. After insertion of
teres.! About 211 cases have been reported in the telescope, gallbladder found to be situated in segment 3
literature since its first description by Hochstetter in the of liver to left of falciform ligament. Dissection was
year 1886.2 The reported incidence of LSG in literature started from fundus first as it was difficult to delineate
ranges from 0.2 to 1.1%.3 Calot’s triangle. After careful gradual dissection, cystic

duct joining common bile duct was identified, clipped
Three variants of LSG have been described in literature: and cholecystectomy performed (Figure 1).

i) LSG seen in patients with situs inversus, ii) true LSG
where the gallbladder is positioned in between segments
Il and IV of liver to the left of falciform ligament and iii)
gallbladder situated to left of an abnormally located right-
sided round ligament.* LSG without situs inversus is
usually discovered incidentally during surgery.! True
LSG even though a very rare entity, is the most common
type in patients without situs inversus.*

CASE REPORT

A 3l-year-old male patient presented to surgery
department with complaints of pain in the right upper

abdomen off and on since the last 1 month with Figure 1 (A-D): Gallbladder in segment 3 of liver

being dissected by fundus first.
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The subxiphoid working port was inserted in the left
hypochondrium in the mid clavicular line. The other two
ports were also put more medial than usual (Figure 2).
Patient was discharged on second postoperative day
uneventfully and is doing well till 3 months of follow-up.

Figure 2: Modified port position for laparoscopic
cholecystectomy in left sided gallbladder.

DISCUSSION

The exact pathogenesis of LSG is unknown. However, it
is postulated that the gallbladder may arise in its normal
position from the hepatic diverticulum; but it migrates to
the left lobe due its attachment to the developing left
lobe. According to another hypothesis, the gallbladder
may originate directly from the left hepatic duct with the
resultant regression of the main gallbladder.®

LSG may be associated with various anomalies like
partial or complete situs inversus, anomalous intrahepatic
portal venous branching, congenital liver cysts, atrophy
of segment IV, duplication of gallbladder, bile duct
hypoplasia, and anomalous pancreatobiliary duct
junction. The cystic duct may join the common bile duct
to its left or right side or sometimes may join the hepatic
duct directly. The cystic artery usually originates on the
right side of the CBD and courses in front of the bile duct
to the left to supply the gallbladder with a long course.®’

Preoperative diagnosis of true LSG is very challenging
and 81.1% of LSG is usually detected at surgery.®
Clinical presentations wusually mimic a normally
positioned gallbladder as 75% of patients present with
pain on right upper quadrant of abdomen as the initial
symptom.!

Ultrasonography has a very poor positive predictive value
of 2.7% to diagnose LSG pre-operatively. However, CT
scan with a positive predictive value of 60% is the
investigation of choice to diagnose LSG pre-operatively.®

Laparoscopic cholecystectomy is not contraindicated in
patients with LSG and antegrade or fundus first technique
is advocated in such patients as the Calot’s triangle lies in
a vertical and anterior position in relation to the hepatic
pedicle.® However, the trocar positions in patients with
LSG may be different if diagnosed pre-operatively or
intra-operatively after inserting the camera intra-
peritoneally. The sub-xiphoid trocar may be placed to the
left of round ligament in the left subcostal or left anterior
axillary line.5 In the present case, the epigastric working
port was placed in the left hypochondrium and the other
two 5 mm ports for the fundus and neck of the
gallbladder were placed more medially than usual.

Laparoscopic cholecystectomy may require to be
converted to open surgery in difficult cases with true
LSG. Velimezis et al in their series of seven cases of true
LSG for laparoscopic cholecystectomy, two patients had
to be converted to open surgery due to associated dense
adhesions and cystic artery bleeding.°

Due to the associated anomalies of the biliary tree and
portal venous anatomy, a higher incidence of biliary
injury (up to 7.3%) has been noted in patients with LSG
undergoing cholecystectomy.! To prevent unwarranted
complications, Banchini et al have suggested for safety
criteria during cholecystectomy in the form of fundus
first technique and to isolate Calot’s triangle by
dissecting along the edge of the gallbladder.?

Performing hepatectomy is also very challenging in
patients with LSG due to its associated anomalies
especially in cases for living donor liver transplantation.!

CONCLUSION

LSG is a very rare entity and is diagnosed mostly during
surgery for biliary symptoms. There is increased risk of
biliary injury during surgery for patients with LSG due to
anterior displacement of Calot’s triangle in front of
hepatic pedicle. Antegrade dissection by fundus first
method with gradual isolation of Calot’s triangle along
the gallbladder edge is usually recommended while
performing cholecystectomy in patients with LSG.

Funding: No funding sources
Conflict of interest: None declared
Ethical approval: Not required

REFERENCES

1. Abongwa HK, De Simone B, Alberici L, laria M,
Perrone G, Tarasconi A, et al. Implications of left-
sided gallbladder in the emergencysetting:
retrospective review and top tips for safe
laparoscopiccholecystectomy, Surg Laparosc Endosc
Percutan Tech. 2017;27(4):220-27.

2. Banchini F, Capelli P. Left Side Gallbladder:
Clinical and Anatomical Implication.  Liver
Pathology. Intech Open. 2021.

International Surgery Journal | December 2024 | Vol 11 | Issue 12 Page 2172



Hajong R. Int Surg J. 2024 Dec;11(12):2171-2173

Savier E, Taboury J, Lucidarme O, Kitajima K, Cadi
M, Vaillant JC, et al. Fusion of the planes of the
liver: ananatomic entity merging the midplane and
the left intersectional plane, J Am Coll Surg.
2005;200:711-9.

Nagai M, Kubota K, Kawasaki S, Takayama T,
Bandai M. Are left-sided gallbladders really located
on the left side? Ann Surg. 1997;225:274-80.

Saafan T, HuJ Y, Mahfouz AE, Abdelaal A. True
left-sided gall-bladder: a case report and comparison
with the literature for the different techniques of
laparoscopic cholecystectomy for such anomalies. Int
J Surg Case Rep. 2018;42:280-6.

Lee DH, Kim D, Park YH, Kim JS. Clinical
significance and characteristics of left-sided
gallbladder: case series study of 10 patients. Ann
Surg Treat Res. 2019;97(6):302-8.

Idu M, Jakimowicz J, luppa A, Cuschieri A.
Hepatobiliary anatomy in patients with transposition
of the gallbladder: implications for safe laparoscopic
cholecystectomy. Br J Surg. 1996;83:1442-3.

10.

11.

Pereira R, Singh T, Avramovic J, Baker S, Eslick
GD, Cox MR. Left-sided gallbladder: a systematic
review of a rare biliary anomaly. ANZ J Surg.
2019;89(11):1392-7.

Kelly MD. Laparoscopic retrograde (fundus first)
cholecystectomy. BMC Surg. 2009;9:19.

Velimezis G, Vassos N, Kapogiannatos G,
Koronakis D, Salpiggidis C, Perrakis E, et al. Left-
sided Gallbladder in the Era of Laparoscopic
Cholecystectomy: A Single-center Experience. Am
Surg. 2015;81(12):1249-52.

Hsu SL, Chen TY, Huang TL, Sun CK, Concejero
AM, Tsang LL, et al. Left-sided gallbladder: its
clinical significance and imaging presentations.
World J Gastroenterol. 2007;13(47):6404-9.

Cite this article as: Hajong R. Laparoscopic
cholecystectomy in an unsuspected left sided
gallbladder: a rare case report with review of
literature. Int Surg J 2024;11:2171-3.

International Surgery Journal | December 2024 | Vol 11 | Issue 12  Page 2173



