Unusual Cases and Technical Notes

Laparoscopic Cholecystectomy Is a Safe Procedure for the Treatment of Porcelain Gallbladder

Porcelain gallbladder is a rare condition, characterized by a
calcified gallbladder wall (1). We recently treated three patients
with the condition. Although a porcelain gallbladder is generally
difficult to grasp with forceps, two of these patients were
successfully treated by laparoscopic cholecystectomy. The other
patient had to undergo conversion to an open cholecystectomy, due
to the presence of a firm intraperitoneal fibrous adhesion.

With the advances made in recent years (2), both in equipment and
in newly developed techniques, laparoscopic management of
cholecystolithiasis and choledocholithiasis has now become an
increasingly safe technique. It is no exaggeration to say that there
are no longer any contraindications to laparoscopic techniques,
except in very rare conditions. Neil et al. (3) were the first to
report that porcelain gallbladder was a relative contraindication to
laparoscopic cholecystectomy. Although our two cases were
successfully managed laparoscopically, some technical difficulties
in carrying out cholecystectomy do still remain. The wall of the
zallbladder is sometimes too hard to grasp with forceps after it is
peeled off, making dissection difficult.

There are three important factors for safe laparoscopic cholecys-
tectomy in the treatment of porcelain gallbladder. First, it is
absolutely essential that preoperative DIC (drip infusion cholan-
giography) or endoscopic retrograde cholangiopancreatography (4)
should be carried out in order to provide an accurate assessment of
the length of the cystic duct. More than 90% of porcelain
zallbladder cases are complicated by an obstruction of the cystic
duct, which is therefore usually very short, and adheres to the
surrounding tissues (Figure 1). If the cystic duct is long enough to
grasp, then the surgeon can securely grasp the neck portion during
the operation. If the cystic duct is not long enough to grasp or for
intraoperative cholangiography to be carried out, then the surgeon
should consider changing the method either to cholangiography or
to an open cholecystectomy (Figure 2). Secondly, intraoperative
cholangiography can be helpful in delineating the biliary anatomy,
in order to avoid iatrogenic injury (5). Thirdly, when the exposure
of the cystic duct is difficult and hazardous, an anterograde or
laparoscopic cholecystectomy is recommended after temporary
clipping of the cystic duct and artery. This procedure provides
hetter definition of both the cystic duct and the common bile duct.
In addition, there is also less chance of injury to the bile duct.
Laparoscopic removal of the gallbladder in the treatment of
porcelain gallbladder should only be carried out with extreme care,
and following the procedures described above.
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Figure 1: Intra-
operative cholangio-
graphy, showing the
remnant of the cystic
duct, a faint common
bile duct, and a snow-
man-shaped calcified
gallbladder. The rem-
nant of the cystic duct
was found to be
short, but long
enough for end clips
to be used.
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Figure 2: The resected gallbladder, showing the stony, hard wall and the
soft, pig tail-like cystic duct. The serosa has all been peeled off.
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