and fever (20.8%).3,4 The symptoms usually develop
few hours after ERCP (mean 46.8h), but in few cases
delayed presentation as late as 15 days has been reported.
Presence of these clinical features along with laboratory
features like drop in haemoglobin/, leucocytosis should
arise suspicion of this rare post- ERCP complication.
However confirmation is done by radiological imaging
(ultrasonography, computed tomography-CT and
magnetic resonance imaging-MRI). CT or MRI is more
accurate in confirming the diagnosis including the size,
site and parenchymal extension. Hepatic hematoma most
commonly developed in right lobe (95.1%) and mean
size was 116 mm x 93 mm. Left lobe HH and multiple
hematomas are rare. In our case, he had typical clinical
features of bleeding (abdomen pain, hypotension and
drop in haemoglobin) and radiological feature confirmed
right lobe hematoma.
Management of HH should be decided by a
multidisciplinary team (gastroenterologist, interventional
radiologist and surgeon) and should be tailored
according to clinical picture. In literature majority were
successfully managed conservatively (38.3%), followed
by percutaneous drainage in 31.9%, embolization
in 14.9% and surgery in 25% cases.3,4 In 10.4%
cases combined approach was needed. Conservative
management is advisable in hemodynamically stable
patients and percutaneous drainage/embolization for
hemodynamically unstable patients. Surgery should be
considered in presence of signs of peritonitis or failure
to improve on conservative management. These patients
carry high risk of mortality (~10%), anaemia and need
for surgery were independent factors for mortality. Early
recognition of this complication and timely management
with IV antibiotics, blood transfusion was associated with
favourable outcomes. Death is mainly due to hypovolemic
shock in 75% and to sepsis in the remaining patients.
In conclusions, HH is a rare, but potentially
lethal complication if recognised late. Early recognition,
followed by appropriate management through
multidisciplinary team can salvage these patients with
favourable outcome.
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situs ambiguous is approximately 1 in 40,000 live births
with male: female ratio of 2:12. Situs ambiguous has been
described mainly in paediatric age group. There is limited
literature available on manifestations of situs ambiguous
in adults. Congenital heart disease is present in 90-99%
of these patients, more in asplenia group. Incidence of
patients with polysplenia surviving into adulthood is
only 5%2. Laparoscopic cholecystectomy in heterotaxy
syndrome is a unique challenge for operating surgeons
because of abnormal position of gall bladder and liver with
altered anatomy of structures in hepatoduodenal ligament
(HDL). Herein we report a case of successful laparoscopic
cholecystectomy in a 50-year-old male patient with
heterotaxy syndrome with polysplenia who presented with
gall bladder (GB) perforation with subhepatic collection
and historyof open partial cholecystectomy elsewhere.

GB perforation. Other findings were multiple splenunculi,
enlarged liver, Preduodenal portal vein, dorsal agenesis of
pancreas and interrupted infrahepaticsuprarenal inferior
vena cava (IVC) with presence of posthepatic segment of
IVC [Figure 1 & 2]. USG guided aspiration of collection
was done and patient was managed with IV antibiotics
based on pus culture and sensitivity. Patient improved
symptomatically. Four weeks later patient was planned
for elective cholecystectomy. Magnetic retrograde
cholangiopancreatography (MRCP) was planned to have
a roadmap in view of abnormal HDL anatomy, but could
not be done because of presence of cardiac pacemaker.
CECT was reviewed on console and patient was later
taken up for surgery. CECT abdomen revealed posterior
relationship of CBD to common hepatic artery (CHA)
and portal vein (PV). Cystic duct was placed between
CHA and PV.
Cardiac pacemaker setting was changed prior to
surgery. Laparoscopic cholecystectomy was performed
under general anaesthesia 4 weeks after aspiration. First
11 mm camera port was inserted in supraumbilical region
by open technique. Other 5 mm and 12 mm ports were
placed in left lumbar and left subcostal region in mid
clavicular line, respectively. After adhesiolysis, 5 mm port
was placed in right hypochondrium in anterior axillary

Case Report
A 50-year-old male patient presented to our hospital with
history of intermittent pain right upper abdomen requiring
intravenous (IV) analgesics with on and off episodes of
fever for 1 month. He had a history of getting surgery
elsewhere for symptomatic gall stone disease 6 years
back for which open partial cholecystectomy was done
because of dense adhesions and abnormal anatomy. He
was a diagnosed case of complete heart block for which
cardiac pacemaker was inserted 10 years back. He was
a known case of diabetes mellitus on oral hypoglycemic
agents. On per-abdomen examination there was presence
of healed right subcostal scar and tenderness in right
hypochondriac and epigastric region with enlarged left
lobe of liver. His total leucocyte count (TLC) was 14,000
with 92% polymorphs with normal liver function test
(LFT).
On ultrasonography(USG), 5x3 cm tubular cystic
folded lesion was seen in GB fossa placed medially
with multiple wall calcification and multiple echogenic
calculi within and abnormal common bile duct (CBD),
hepatic artery and portal vein relationship with subhepatic
collection. He was further evaluated with contrast
enhanced computed tomography (CECT) of abdomen
which showed thick walled loculated collection in GB
fossa measuring approximately 5x4.5x3.3 cm with mild
surrounding inflammatory changes suggestive of sealed
Tropical Gastroenterology

Figure 1: Axial CECT image showing enlarged liver
(left lobe) (single yellow arrow), multiple splenenculi
(double yellow arrow), preduodenal portal vein (single
black arrow).
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Figure 2: Axial CECT image showing interrupted IVC (yellow arrow) and dorsal agenesis of pancreas
(black arrow).

line. Intraoperatively, GB was found in midline. Dense
adhesion was present between GB and duodenum with
suspicious communication. Gall bladder was separated
from duodenum and duodenum was repaired. PV was
placed anteriorly [Figure 3]. Antegrade cholecystectomy
done. Cystic duct was delineated and divided using
stapler.
Total duration of surgery was 120 minutes
and intraoperative blood loss was 100 ml. Drain was
removed on POD 2 and patient was discharged on
POD 3. GB histopathology report was suggestive of
chronic calculous cholecystitis with antral metaplasia.
The patient is doing well in the follow up.

with male: female ratio of 2:12. Asians show a higher
prevalence of heterotaxy syndrome compared to western
population. No single etiological factor is responsible for
heterotaxy as concluded in various studies3.
Constellation of cardiac findings in subgroup of
patients with heterotaxy syndrome differ in two groups.
Patients with asplenia have total anomalous pulmonary
venous connection, unbalanced atrioventricular septal
defect, double outlet right ventricle, pulmonary atresia,
absent coronary sinus and bilateral “right atrial like”
appendages. Patients with polysplenia have less severe
cardiac defects, IVC interruption with azygos or
hemiazygos continuation, atrioventricular septal defect
(with balanced ventricles) and bilateral “left atrial like”
appendages4. This syndrome with left isomerism has
strong association with sinus node dysfunction or
congenital heart block5. Our patient had IVC interruption
and complete heart block with cardiac pacemaker in situ.
Complex cardiac anomalies are the most common cause
of mortality in paediatric age group. In patients with
asplenia congenital heart disease (CHD) occurs in 99100% of cases.
Most of the adult patients with situs ambiguous
are asymptomatic. Therefore, heterotaxy polysplenia
syndromes are often detected incidentally by CECT
abdomen or magnetic resonance imaging (MRI) for
evaluation of other medical diseases. Multiple splenules
of various size are characteristically found in polysplenia

Discussion
Situs ambiguous, also known as heterotaxy syndrome, is
disordered arrangement of organs and vessels in thorax and
abdomen. It differs from orderly arrangement of truncal
organs in either the typical anatomy (situs solitus) or the
mirror image of it (situs inversus)1. Situs ambiguous has
been classified into two major groups described by Fulcher
et al: with polysplenia, also called polysplenia syndrome
and left isomerism (patients only have two bilateral lung
lobes), and with asplenia, also called asplenia syndrome
or right isomerism (patients only have three bilateral
lung lobes)1 [Figure 5]. Situs ambiguous is a rare entity
with incidence of approximately 1 in 40,000 live births
Tropical Gastroenterology
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Figure 3: Intraoperative.

Figure 4: Representative anatomy of the index patient.
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Figure 5: Classification of situs anomalies. (Images obtained from Fulcher A et al1)
located always adjacent to stomach because of common
embryonal development within mesogastrium as reported
in this patient6 [Figure 1]. Other findings in polysplenia
syndrome are dorsal pancreatic agenesis, annular
pancreas, malrotation or nonrotation of gut7.
Most frequent hepatobiliary abnormalities are
positional abnormalities, presence of midline liver and
GB, very prominent left lobe of liver as seen in our patient8.
Preduodenal portal vein (PDPV) is rare anomaly found in
polysplenia syndrome. PDPV is associated with biliary
tract obstruction, long standing malnutrition, selective
portal vein obstruction and cholelithiasis9. Presence of
PDPV can cause technical difficulties during laparoscopic
cholecystectomies and can increase complications like
haemorrhage. Our patient had PDPV hence the HDL area
had been handled very carefully [Figure 3].
Abdominal imaging like USG, CECT abdomen
and MRCP provide a roadmap to abdominal surgeries
particularly hepatobiliary surgeries because of altered
anatomy of HDL structures. In our patient USG and
CECT revealed abnormal relationship between CBD,
PV and hepatic artery. MRCP could not be done because
Tropical Gastroenterology

of presence of cardiac pacemaker that added to more
difficulty. Laparoscopic cholecystectomy in our case
was technically more challenging due to presence of
dense adhesions due to previous surgery and history of
GB perforation. Though more challenging, laparoscopic
cholecystectomy could be performed successfully in our
patient with uneventful postoperative course.
In conclusion, laparoscopic cholecystectomy is
safe and feasible in heterotaxy polysplenia syndrome,
although technically more challenging. Abnormal
relationship between cystic duct, CBD, PV and CHA
should be kept in mind and should be preoperatively
evaluated.
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Case Report
A 25-year-old lady in her 7th month of gestation
presented to hospital with complaints of intermittent
episodes of bleeding per rectum for the past 6 months
along with symptoms of anemia. The bleeding was
painless, maroon colored and mixed with stools. Her
previous pregnancy was uneventful and had delivered
a full-term normal delivery. At admission she had
tachycardia (pulse rate 110/ min), BP was 104/74 mm
Hg and respiratory rate was 18/min. Her abdomen on
examination was soft, non-tender and there was no
hepatosplenomegaly or free fluid. Her initial hemoglobin
was 6.9g%, total leucocyte count (TLC) 1,2000/mm3,
total serum protein 5.6g/dl and serum albumin of
3.0g/dl. She had received 6 units of packed RBC
transfusions for intermittent bleeding per rectum over
a period of 3 months. She was regularly evaluated with
fetal Doppler ultrasound for fetal well-being and was
confirmed to carry a single live healthy intrauterine fetus.
Esophago-gastro-duodenoscopy was unremarkable while
full length colonoscopy including the terminal 10 cm
of ileum, revealed presence of altered blood throughout
the colon and no blood in the terminal ileum. However,
no active bleeding site or any lesion could be identified.
Due to anticipated radiation hazard to the mother and
fetus CECT Angiography was not contemplated. MRI
whole abdomen with MR Angiography was performed,
which also failed to show any vascular abnormality or
lesion. Meanwhile she was started on tocolytics (uterine
relaxants) to delay child birth and dexamethasone to
enhance maturity of the fetal lungs by the obstetrician.
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Angiodysplasias also known as vascular ectasias are
one of the most common causes of lower intestinal
bleeding, particularly in patients older than 60 years and
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