
Gallstone abscess

The differential diagnosis of soft-

tissue masses includes neo-

plasms, infections and trauma. Any

of the local tissues in this case could

give rise to neoplasia, so the possibil-

ities include osteoma, rhabdomyoma

and neuroma as well as the corre-

sponding sarcomas. Infection can

arise locally or extend from other

body cavities. A traumatic cause

could lead to a hernia or a fluid col-

lection such as a hematoma or a

seroma.

The computed tomographic scan

shows loss of the normal planes in the

right flank. There is also swelling and

edema of the muscles and other soft

tissues in this area. The unusual find-

ing of the 3 intraperitoneal calcified

gallstones (Fig. 1, arrow) confirms

the diagnosis of spilled gallstones

causing an intraperitoneal abscess,

with extension into the right flank.

The standard treatment for an 

abscess is incision and adequate

drainage. Recently, percutaneous

drainage of intra-abdominal ab-

scesses has become the treatment of

choice. In the presence of an infected

foreign body (gallstones), simple per-

cutaneous drainage has a very high

failure rate, with abscesses recurring

when the drain is withdrawn, unless

all the gallstones are removed.

Therefore, the best treatment is open

exploration to remove the stones and

adequate drainage of the abscess sup-

plemented by antibiotics.

Laparoscopic cholecystectomy has

become the treatment of choice for

symptomatic gallstones. Iatrogenic

perforation of the gallbladder is more

common in laparoscopic procedures

than in open procedures, with perfo-

ration rates ranging from 6% to

36%.1–3 Gallstone spillage is less com-

mon, with rates of 3% to 6%.1–3 Risk

factors that increase the incidence of

perforation include male sex, increas-

ing age, obesity, adhesions and possi-

bly acute cholecystitis.2,3

It was initially thought that in-

traperitoneal spilled gallstones were

completely benign. This was con-

firmed by a simple poll of surgeons

who were asked what they thought

happened to gallstones.4 The re-

sponses ranged from “becoming

walled off” to “just floating around.”

The consensus, however, was that

they do not cause problems. As re-

ports of complications from stones

were published, it became apparent

that spilled intraperitoneal gallstones

are not benign. There are now hun-

dreds of case reports in the literature

of numerous types of complications.

Spilled gallstones can present with

intra-abdominal complications but

can also present with remote compli-

cations such as empyema and

cholelithoptysis.3

Numerous studies have tried to

identify risk factors to predict which

stones will cause complications.

These studies suggest that pigment

stones are more likely to cause prob-

lems than cholesterol stones, espe-

cially if they are infected at the time

of spillage.5,6 Nevertheless, it should

be noted that any type of gallstone

may cause problems, and even
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spillage of a single stone may lead to

complications.

At present, there is no consensus

on the need to convert from laparo-

scopic cholecystectomy to an open

procedure for stone removal. Some

suggest that the procedure should 

be converted if it is not possible to

retrieve the majority of stones, espe-

cially if bacteriobilia is present.1 The

majority believe that conversion to

an open procedure is unnecessary as

long as the majority of stones are re-

moved and the abdomen is irrigated

to dilute any residual bacterial conta-

mination. The general consensus is,

however, that an aggressive effort at

stone removal should be made.

Postoperatively, spilled stones can

present from days to years after the

cholecystectomy. This patient pre-

sented almost 1 year from the time

of surgery. The diagnosis can be dif-

ficult, and often these patients are 

referred because of pain or a mass

suggestive of other conditions.

The management of an intra-

abdominal abscess has usually con-

sisted of antibiotics and adequate

drainage. Recently, percutaneous

drainage has been successful in the

treatment of intra-abdominal abscess.

In the presence of gallstones, simple

percutaneous drainage often fails, and

an open procedure with stone re-

moval is necessary for a successful

outcome.3
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CLINICAL PRACTICE GUIDELINES

FOR THE CARE AND TREATMENT OF

BREAST CANCER
In February 1998 CMAJ and Health Canada published 10 clinical practice guidelines for the care and treatment
of breast cancer, along with a lay version designed to help patients understand more about this disease and the
recommended treatments. These guidelines are currently being revised and updated, and the series is being 
extended to cover new topics. The complete text of the new and updated guidelines is available at eCMAJ:

www.cmaj.ca (Publications, Breast Cancer Guidelines)

Update

REVISED:
Guideline 5: The management of ductal carcinoma

in situ (DCIS) [Oct. 2, 2001]
Guideline 7: Adjuvant systemic therapy for women

with node-negative breast cancer [Jan. 23, 2001]
Guideline 8: Adjuvant systemic therapy for women

with node-positive breast cancer [Mar. 6, 2001]
Guideline 10: The management of chronic pain in

patients with breast cancer [Oct. 30, 2001]

NEW:
Guideline 11: Lymphedema [Jan. 23, 2001]
Guideline 12: Chemoprevention of breast cancer

[June 12, 2001]
Guideline 13: Sentinel lymph node biopsy [July 24,

2001]
Guideline 14: The role of hormone replacement

therapy in women with a previous diagnosis of
breast cancer [Apr. 16, 2002]


