Ectopic partial intrahepatic gall bladder with cholelithiasis — A rare anomaly
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ABSTRACT

The study was aimed to view the developmental atiesnaf gall bladder (GB) in Nepalese cadaverstyFGBs were
studied for any anomalies during routine cadaveigsection at the Department of Anatomy, Manipallége of
Medical Sciences, Nepal. The study found that tregenital anomalies of GB are very rare. Only am&ecof ectopic
partial intrahepatic GB with cholelithiasis was ebsed, which to our knowledge is the first reportede in Nepal.
Awareness of GB anomalies is important to surgeoadiologists, and clinicians in general. An ectopartial
intrahepatic GB can make cholecystectomy hazardwaaen indicated.
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INTRODUCTION

Gall bladder (GB) is an elongated pear shapedlsgdies on the visceral surface of the liver. Tinedus of GB is an
expanded blind anterior end of the organ projedhegond the inferior margin of the liver. The baalyd neck of GB
are attached to the visceral surface of the liyethle visceral peritoneum. Neck continues as cykiat which joins the
common hepatic duct to form the bile duct. Galdoler normally is 7 to 10 cm in length, 3 cm broadsawidest part
and has 30 to 50 ml capactt.

Gall bladder develops as an outgrowth from the tiepliverticulum in the middle of the third intraauine week, from
the distal end of the foregut. The hepatic diveitim grows into the septum transversum and alonly wielline and
umbilical veins forms the various components of liwer. The outgrowth from the hepatic bud whichhnis GB
remains outside the septum transvergum.

Anomalies of GB are rarely reported. The purposehefpresent study was to view GB anomalies in Nsgacadavers.
The description of an ectopic partial intrahep&@iB with cholelithiasis observed during the cadaystudy is made
note of with its clinical significance.

CASE REPORT

Forty adult 10.0% formalin embalmed Nepalese cadawere studied at the Department of Anatomy, Maln@ollege

of Medical Sciences, Pokhara, Nepal, for GB anossalirom 2002 through 2006. The present cadavesiearch study
did not include any specific issue that needed ¢oapproved by the Institutional Ethics Committe€ke study

conformed to the provisions of the Declaration eldihki in 1995 (as revised in Edinburgh 2000).

Out of 40 GBs, 39 were grossly normal. In one nwadaver, GB was partially submerged in the livdsssance and
hence, it was termed ectopic partial intrahepatic(6ig. 1). There was a remarkable reduction ingize of GB. The
length of GB was 4 cm and fundus was falling siframn the inferior margin of the liver. Upon dissect of GB, the
lumen was filled with calculi which were extendiog to the neck of GB (Fig. 2). The extrahepaticabyl apparatus
was normal. The arrangements of structures at pegatitis were also normal.

DISCUSSION

Various anomalies of GB have been repofigthtrahepatic GB is a very rare congenital anomaty.the best of our
knowledge, this is the first case reporting ang@ctpartial intrahepatic GB with cholelithiasisNepal.

An ectopic location of GB is very rare, incidenaary 0.1 to 0.7 %.The most common malpositions of the GB are
left-sided, transverse position, retroperitoneal #ioating. Ectopic locations of GB are also repdrin lesser omentum,
retroduodenal, within the falciform ligament, withihe abdominal wall muscles, and intrathorédkgenesis of GB is

a rare condition that appears to have genetic gpedition. The condition is associated with aneéased incidence of
primary sclerosing cholangitis and carcinoma ok hiluct. Double and triple GBs are reported, théerabeing
extremely rare. Double GB may share a common cyitot and may be completely separated, or they lmeagivided

by a septum.



Clinical cases of intrahepatic GB are rarely reparin English literatur&!’ Intrahepatic GB is one of the ectopic
locations and makes cholecystectomy hazardoussrattomaly'® It is a rare congenital anomaly usually diagndsed
ultrasound in most instances either due to peiforaif the GB causing abscessdue to cholecystitis with concurrent
choledocholithiasis??® Most of the gall stones (90.0%) are radiolucend amy not be visible on radiograptis.
Moreover, if the GB is intrahepatic with choleldisis, its clinical signs may mislead the surgeébhss also critical to
understand and note the variations of GB due toitkeecased incidence of laproscopic cholecysteaemi his
anatomical knowledge would prevent liver and byliapparatus damage.

Normal development of GB is from a diverticulum waliniarises from the ventral foregut caudal to tloensich. The
diverticulum further divides into cranial and caugarts. The cranial segment develops in to lived antrahepatic
ducts, while GB and extrahepatic biliary ducts dewdrom the caudal segmérfthe ectopic location of GB submerged
in the liver could be due to the abnormal migratidrthe caudal segment, or the rapid growth ofrlitigsue which
engulfs GB.

Though GB anomalies are relatively rare, it is gnitdor the surgeon and the radiologist to notaliisormal positions
especially when associated with gall stones. Tlads®rmal positions should also be considered indifierential
diagnosis of liver pathologies.
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Figure 1. Inferior surface of the liver with intact galldader. L, left lobe of the liver; R, right lobelofer; GB, intact gall bladder.

Figure 2. Inferior surface of the liver with dissected dalddder. L, left lobe of the liver; R, right loloé liver; GB, gall bladder
showing gall stones; F, fundus of gall bladder; liJamentum teres at the anterior border of liver.



