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Diagnosis of gall bladder agenesis is a pitfall
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Introduction:

Awide range of gall bladder congenital anomalies have been noticed and reported
by physicians and surgeons in the last decades. A very rare congenital anomaly at
the level of the biliary system is the complete absence of the gall bladder. It is
thought to occur in approximately 1 in 6,000 live births .1t is often asymptomatic
and often found at postmortem.?) Key words: Gall bladder agenesis, Sudan

Case Report:

A female of 60 years presented with right hypochondrial pain triggered by fatty
meal and vomiting. There was a history of fluctuant jaundice. Clinical examination
revealed no abnormal findings.

The investigations conducted included complete heamogram; renal functions test
and Liver functions test were normal. Abdominal ultrasound showed contracted
gall bladder with multiple stones and the common bile duct (CBD) was dilated with
2 cm stone in the distal end. ERCP revealed dilated CBD with a large stone difficult
to be removed.

The plan of management was diverted to be open cholecystectomy and exploration
of common bile duct. Intraoperative findings were absent gall bladder (Only bud -
like structure) and Postero-laterally situated common bile duct in the free border of
the lesser omentum (Figure 1). There was palpable stone in the common bile duct.
The common bile duct was explored and the stone was removed. Choledocoscopy
was performed intraoperatively assured normal path and T tube was inserted.
Postoperative cholangiogram was normal (Filling defect disappeared after flushing
with normal saline, which was air). Postoperative period was uneventful (Figure 2).


http://www.ncbi.nlm.nih.gov/pubmed/3510477
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Figure 1: Intraoperative findings: absent gall bladder and only bud -like
structure.

Discussion:

The gall bladder develops from the caudal part of the hepatic diverticulum in the
fourth week of intrauterine life. Isolated gall bladder agenesis result when this
cystic bud doesn't develop. Isolated gallbladder agenesis occur in approximately
0.02% of live birth .The Female: Male incidence is equal in postmortem studies and
3:1in clinical studies, probably because diagnosis usually occurs at laprotomy of
cholelithesis which is more common in women @ and this was the indication of
surgery (cholecystectomy and CBD exploration) following failure of ERCP . In
cases reported in the literature, Intraoperative cholangiogram is felt to be essential
to exclude or confirm the presence of common bile duct stones and to complete the
diagnosis. In our case, it was done for two purposes: (1) to exclude intrahepatic gall
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bladder and (2) to visualize the biliary system. Several authors recommend routine
common bile duct exploration when its diameter is increased or a common bile duct
stone has been found >4 5. The investigation of patients with absent gall bladder can
be very difficult. If agenesis of the gall bladder is suspected preoperatively by
ultrasound stating failure of visualization, further investigations in the form of
MRCP and CT scan should be done to confirm the agenesis. If agenesis is
confirmed the treatment is non-operative in the form of antispasmodics and
endoscopic sphinterectomy. In this case, ultrasound scanning is usually
inconclusive and further noninvasive tests should be performed to establish the
diagnosis and prevent an unnecessary operation. In addition, the preoperative
MRCP images (which were reviewed intraoperatively) were of good quality and we
could not identify any filling defect suggesting ductal stones.”®

Finally absent gall bladder is a bothering abdominal rarity, which is difficult to
diagnose preoperatively, because confirmation of clinical calculus cholecystitis is
mainly by abdominal ultrasound which is an operator dependent technique, but if
you decide to explore it's better to follow the rule (any biliary anomaly you must do
intraoperative cholangiogram if possible).
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