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Abstract
Mega gallbladder is a rare finding in pre-operative images or during cholecystectomies, many causes have been described, and often, open surgery is the selected 
treatment. We report the case of a 79-year-old woman who attended the emergency department because of a long-standing abdominal pain in the right hypo-
chondrium exacerbated in the last 2 months. Physical exam revealed fever and a sensible mass in the right flank, laboratory tests shown leukocytosis, a mild 
indirect hyperbilirubinemia and elevated alkaline phosphatase. Images revealed an importantly distended gallbladder with sludge, stones and hydrops associated. 
She ultimately underwent laparoscopic cholecystectomy and a mega gallbladder secondary to chronic cholecystitis was found. A few cases of surgical treatment 
of mega gallbladders are found in the literature. It is important to recognize them in the preoperative period for an adequate surgical planning. A laparoscopic 
approach was successful in our case.

Keywords: Mega gallbladder; Cholecystitis; Cholelithiasis; Laparoscopic cholecystectomy

Introduction
Cholecystectomy has always been one of the most common 

abdominal surgical procedures, and its number increased even 
more since the first laparoscopic cholecystectomy was done in 1985 
by Mühe, in Germany [1]. Now a day’s, in the United States, 90% of 
cholecystectomies are performed using a laparoscopic approach [2].

Gallstone disease is present in approximately 15% of Western 
populations, predominantly in women (9% vs. 6%) [3].

The frequency of this disease has permitted an adequate 
understanding of its physiopathology, complications and treatment; 
this is why today we know that laparoscopic cholecystectomy is the 
“gold standard” for treating the gallstone disease as results in lower 
incidence of complications, less postoperative pain, shorter length of 
hospital stay, earlier return to normal activities and better cosmesis 
[4].

As the benefits and superiority of the laparoscopic approach 
are known, it is important for all surgeons to acquire the enough 
experience to perform this procedure and decide wisely whether it 
is indicated or not, or an open approach or conservative therapy is 
more suitable. Also, there are cases when it is important to consider 
the necessity of conversion to open surgery, which can be affected by 
the degree of difficulty while performing the procedure and surgeon’s 
experience [5].

The difficulty of the surgery can be influenced by a variety of 
factors such as history of previous abdominal surgery, recurrent 
attacks of cholecystitis, acute cholecystitis, advanced age, male 
gender, congenital mal formations of the gallbladder, or bile ducts 
and vascular supply anatomical variations. Anticipating to this risk 
factors is essential for planning a safe surgical procedure and complete 
it successfully [5,6].

In this case report we describe a very rare entity of a mega 
gallbladder with cholecystitis associated, treated with laparoscopic 
cholecystectomy.

Case Presentation
A 79-year-old woman with hypertension and chronic pulmonary 

obstructive disease was admitted to the emergency department 
because of 2 months of severe abdominal pain in the right 
hypochondrium irradiated to the ipsilateral flank, she denied having 
nausea, emesis, fever or any other symptom. Lately, she had been 
using hyoscine butylbromide intermittently with partial benefit. Prior 
to this, the patient had a long time history of intermittent abdominal 
pain that resolved spontaneously. A physical examination revealed 
fever of 38.9°C and a sensible non-well defined large mass in the right 
flank, without peritoneal irritation signs.

Abdominal Ultrasound (US) shown an enlarged and distended 
gallbladder without specifying its size, with engrossed walls occupied 
by abundant biliary sludge and multiple stones, with a Common 
Biliary Duct (CBD) diameter of 18 mm with biliary sludge inside 
it. Laboratory tests were done and leukocytosis was found, hepatic 
function tests revealed a mild indirect hyperbilirubinemia and mild 
elevation of alkaline phosphatase, the rest of the tests were normal. 
Computed Tomography (CT) of the abdomen and pelvis was obtained 
after the intravenous and oral administration of contrast material, 
it revealed an importantly distended gallbladder, with hypodense 
material and a 30 mm × 23 mm stone in the fundus, with gallbladder 
hydrops associated, the CBD was described as normal.

The patient was hospitalized, antibiotic treatment was started 
and a laparoscopic cholecystectomy was indicated, with high risk of 
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conversion to open surgery. The patient and her family accepted to 
undergo the procedure. 

A laparoscopic cholecystectomy was done requiring the use of 5 
trocars, an epigastric 12 mm trocars, 12 mm umbilical trocars, and 
three 5 mm trocars, two in the right flank and one in mesogastrium 
(Figure 1). The procedure was performed without complications with 
two and a half hour duration.

The removed gallbladder was extremely enlarged, with dimensions 
of 22.5 cm in length and 8 cm in width, it contained abundant sludge 
and multiple gallstones, and the biggest was 4 cm diameter (Figure 2).

The postoperative period was uneventful; the patient had a well-
controlled pain, tolerated oral intake at the third postoperative day. 
The antibiotic was discontinued when 14 days were completed and 
was discharged home with prescription for analgesia 10 days after 
surgery. Early follow-up was favorable; the patient did not report any 
symptomatic complaints.

Histopathological examination of the gallbladder was 
unremarkable; it evidenced Cholelithiasis, and acute and chronic 
cholecystitis, without malignancy.

Giant gallbladders are rare, being only few cases reported in the 
literature, and it is considered that a gallbladder bigger than 1.5 litres 
is giant. In most cases, the treatment offered is open surgery. These big 
gallbladders can be due to chronic gallstone obstruction or malignancy 
[8]. Other causes of giant gallbladders are congenital abnormalities 
when no obstructive matter such as tumour or gallstones are observed 
[9], also mucocele, empyema, acromegaly or gallbladder volvulus can 
be causes of this unusual finding [10].

According to Courvoisier, obstructive gallstones generate 
repeated episodes of infection and chronic inflammation which 
produces wall changes, such as fibrosis, becoming the gallbladder 
non distensible, shrunken, scarred and hence, palpable. On the 
other hand, other causes of obstruction, such as tumours, generates 
enlargement of a flexible gallbladder. In the case of our patient, the 
cause of the gallbladder size was more probably the chronicity of the 
gallstone intermittent obstruction, which corresponds to an exception 
to Courvoisier’s law [8].

Giant gallbladders are rare, multiple causes have been identified. 
It is important to recognize it preoperatively for an adequate surgical 
planning. In general, results are favorable for patients who undergo 
a cholecystectomy procedure; the surgical approach depends on the 
patient conditions and surgeon’s experience, which can help to take 
the decision of performing a laparoscopic, open procedure or to 
consider conversion during a laparoscopic cholecystectomy, because 
of a disrupted anatomy or difficulties during a minimally invasive 
procedure. In our case the laparoscopic approach was carried out 
successfully and our patient had a prosperous recovery.

Ethical approval
Written informed consent was obtained from the patient for 

publication for this case report and accompanying images.

References
1.	 Delgado F. Cirugía laparoscópica. Cirugía Española. 2000;68(4):297-8.

2.	 Csikesz NG, Singla A, Murphy MM, Tseng JF, Shah SA. Surgeon volume metrics in 
laparoscopic cholecystectomy. Dig Dis Sci. 2010;55(8):2398-405.

3.	 Everhart JE, Khare M, Hill M, Maurer KR. Prevalence and ethnic differences in 
gallbladder disease in the United States. Gastroenterology. 1999;117(3):632-9.

4.	 Acar T, Kamer E, Acar N, Atahan K, Bağ H, Hacıyanlı M, et al. Laparoscopic 
cholecystectomy in the treatment of acute cholecystitis: comparison of results 
between early and late cholecystectomy. Pan Afr Med J. 2017;26:49.

5.	 Genc V, Sulaimanov M, Cipe G, Basceken SI, Erverdi N, Gurel M, et al. What 
necessitates the conversion to open cholecystectomy? A retrospective analysis of 5164 
consecutive laparoscopic operations. Clinics (Sao Paulo, Brazil). 2011;66(3):417-20.

6.	 Yadav R, Kankaria J. Longest gallbladder: A case report. Int J Surg Case Rep. 
2017;33:127-9.

7.	 Yeo CJ. Anatomy, Embryology, Anomalies, and Physiology of the Biliary Tract.  
Chapter 106. Shackelford’s Surgery of the Alimentary Tract. Philadelphia, PA, USA. 
2019.

8.	 Fitzgerald JE, White MJ. Courvoisier’s Gallbladder: Law or Sign? World J Surg. 
2009;33(4):886-91.

9.	 Zong L, Chen P, Wang L, He C, Wang G, Jiang J, et al. A case of congenital giant 
gallbladder with massive hydrops mimicking celiac cyst. Oncol Lett. 2013;5(1):226-8.

10.	 Sreeramulu PN, Agrawal VP. Mega Gallbladder: A case Report. J Clin Case Rep. 
2012;2(15):211.

Figure 1: Disposition of trocars.

Figure 2: Gallbladder and gallstones (arrows) resected.

Discussion
The normal gallbladder’s size is about 7 cm to 10 cm in length and 

2.5 cm to 3.5 cm in width, its volume varies depending on whether it 
is fasting or eating period, it varies from 50 mL to 60 mL up to 300 mL 
with certain pathologic states [7].
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