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Nonresolving subhepatic abscess after cholecystectomy
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A 51-year-old woman was transferred to our hospital due to multiple intra-abdominal abscesses after surgery. The patient had undergone |aparoscopic chol-
ecystectomy and common bile duct sludge removal three months before visiting our hospital. She complained of right upper quadrant (RUQ) pain approx-
imately two months after cholecystectomy and a computed tomography (CT) scan revedled variable small intra-abdominal abscesses around the operation
field (the largest one measuring 3 cmin diameter). All the abscesses except one were resolved after three months intravenous and ord antibiotics. Serial CT
scans showed a remnant approximately 1.5 cm-sized abscess in the subhepatic area. The lesion remained unchanged for 2 years and she felt intermittent
RUQ pain and discomfort in the meantime. We resected the small aascess because of not responding to medical therapies and the patient’s persistent pain.
The specimen showed that the pathology of chronic granulomatous inflammation with suppurative necrosis. The pathologist suggested Candida or Yersinia
infections but specia stains reveded no additional information. We found a small stone-like object measuring 0.8 X 0.5 cmin size from the tissue (figure
1). The physicad analysis using infrared spectroscopy showed that the stone-like one was a cholesterol stone. Conclusively, she suffered from a possible
spilled gall stone during the surgery. According to the literature, laparoscopic cholecystectomy is associated with spillage of gall stones in 5%-40% of pro-
cedures but complications occur very rarely. However, stones with the foci of infections should be completely removed for cure. The patient is still com-
plaining of RUQ pain even 3 years passed since the complete removal of the chronic abscess. If spillage occurred it should be recorded clearly. Clinicians
need to be aware of retained foreign bodies such as gall stones for nonresolving abscesses after cholecystectomy. An early intervention may reduce possible
comorhiditieslike chronic painin this patient.

Figure 1. The resected specimen. Pathology revealed chronic
granulomatous inflammation and a retained cholesterol stone.




