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sarcoidosis, 85% of the patients were spontaneously cured
and 10% of the cases became chronic, utilizing corticoids
in the most severe cases.2 Other treatments that have
been used are hydroxychloroquine10 and infliximab.11 The
administration of corticoids can increase the viral burden and hepatitis C virus itself induces interferon alpha
expression. 12
It is relatively common in medical consultations to find
patients with hepatitis C virus, therefore if there are symptoms that lead to suspicion of sarcoidosis, the physician
must take into account the association of this entity with
interferon alpha use.
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of the general population.1 Fortunately it has a low mortality
rate under 0.1%.2---4
A 44-year-old man, who came to us from another hospital, had a relevant personal history of long progression type
2 diabetes mellitus that was apparently well controlled, and
he had undergone a laparoscopic appendectomy on April 12,
2015 (38 days before we saw him). Phase III acute appendicitis was reported. It was defined as a venous infarction,
total wall necrosis, and perforation, with the later formation
of a localized abscess. Unfortunately, we had no detailed
clinical report on the intraoperative findings or the surgical
technique performed (use of antibiotic-impregnated sutures
and/or preoperative asepsis and antisepsis measures). However, upon the patient’s admission to our hospital, we
observed a 3-port approach. One was a transumbilical port,
another was at the level of the left flank, and the other
was suprapubic. The first 2 had cicatrized, but abundant
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Figure 1 A) Important soft tissue infection is shown that extends from the suprapubic incision to the right inguinal region,
and to the right scrotal region and flank, all with significant purulent matter. B) Tomographic image showing the retroperitoneal
abscess extending proximally until reaching the costal ridge, with the presence of gas in its entire extension. C) Image showing the
retroperitoneal abscess at the level of the cecum that extended through Toldt’s fascia, with the presence of gas at this level.

purulent matter was exuding from the suprapubic port
wound. Likewise, we observed 3 other incisions, one at the
level of the right inguinal region, another at the ipsilateral
scrotal level, and another at the level of the right pelvic
limb on the lateral surface of its proximal third, all of which
contained abundant purulent matter and had an apparent
internal connection (fig. 1A).
The patient stated that on his 4th postoperative day,
while he was still hospitalized, he presented with fever,
pain at the surgical site, and a purulent discharge from the
suprapubic port. His attending physician decided to remove
the sutures from that port to favor its adequate drainage.
However, despite antibiotic management (we do not know
which regimens were established), progression was not satisfactory. To the contrary, there were signs of increased
systemic inflammatory response, as well as soft tissue infection that extended to the inguinal region, the right scrotum,
and the level of the right paracolic gutter. The 3 incisions
mentioned above were made, all of which contained abundant purulent matter. Due to this poor progression, the
patient was released 28 days later, still with wounds draining purulent matter, for which he came to the emergency
department of our hospital on the 20th of May for medical
attention.
Upon admission, the patient was conscious, with a facial
expression of pain, and not very cooperative. His oral
mucosa was dehydrated and he stated he had a weight loss
of 8 kg in the past 3 weeks. The patient had right pleural
effusion and tachycardia, as well as a distended abdomen

with muscular resistance that was depressible and painful
upon mid and deep palpation. There was important pain at
the level of the abdominal wall along the right paracolic
gutter extending to the costal ridge and abundant purulent matter exuded from the abovementioned incisions. The
patient had marked signs of peritoneal irritation, positive
rebound tenderness, and reduced peristalsis. Laboratory
tests upon admission reported conspicuous leukocytosis
(22,000 cell/mm3 ) and an elevated procalcitonin level of
125 ng/ml.
Abdominal tomography scan identified a retroperitoneal
collection at the level of the right fossa and paracolic gutter that extended into the soft tissues (figs. 1B and C).
Exploratory laparotomy revealed an abscess of approximately 80 cc at the level of the retroperitoneum. A
sample was taken from it for culturing and it developed
Escherichia coli. The abscess was drained, and a closed drain
was later placed at that level. The cavity was closed and
lavage and soft tissue debridement was carried out, communicating the suprapubic wound and the proximal third of
the leg. Access to the entire right paracolic gutter was thus
achieved, revealing fasciitis and necrotic tissue. The latter
was debrided and a Vacuum Assisted Closure (VAC) system
was placed. Two surgical lavages with VAC replacement were
later required. Patient progression was very satisfactory and
leukocyte in blood (6.06 thousand/l), procalcitonin (0.08
ng/ml), and C-reactive protein (0.71 ng/dl) values returned
to normal. Given the patient’s good progression, the surgical wound where the VAC was previously placed was closed
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Figure 2 The final result showing the cicatrized wounds and
no signs of infection.
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propagation, possibly due to the fact that the incisions
were very small and superficial, making the debridement
of all the necrotic tissue through them unfeasible. In addition the incisions were made in the patient’s room with
local anesthesia and undoubtedly the discomfort that this
caused the patient also hindered adequate drainage and
debridement.
A meta-analysis by Sauerland et al. concluded that the
laparoscopic approach could be generalized to include all
patients, with surgical site infection being one of the most
important aspects to consider.10 Despite the fact that there
is a lower risk for soft tissue infection with the laparoscopic
approach, one must not lose sight of the factors that can
reduce this type of complication. They include removing
the specimen inside an extraction bag (Endo Catch), a careful lavage of the abdominal cavity, and the placement of a
closed drain, given that a localized abscess was encountered
during appendectomy.

Funding
and the abdominal drain was removed at 3 weeks, with a
minimum serous output (fig. 2).

Discussion
Appendectomy, whether performed as a laparoscopic or
open procedure, continues to be the cornerstone of
management for this pathology, due to the important
complications that can arise from late treatment. There
are studies reporting conservative management that have
shown it to be a safe practice, but it has not become
generalized,5---8 because that could allow symptoms with an
inherent increase in morbidity and mortality to progress in
those patients.
On the other hand, there is a risk for complications, even
with opportune diagnosis and treatment, including a minimally invasive approach, as was the case with our patient.
We would like to take a moment to analyze what the main
causes of those complications could have been:
Undoubtedly a factor was the patient’s history of type 2
diabetes mellitus, even though the patient was supposedly
well controlled. Previous glycemic controls and glycosylated
hemoglobin were not available and the patient had values
above 400 mg/dl upon hospital admission. This imbalance
could have been secondary to the infectious process.
The laparoscopic approach as described by ArandaNarváez et al.9 was employed. Open appendectomy entails
a greater risk for infection of the parietal surgical site
and the laparoscopic approach for organ/space infection.
However, our patient developed both, a retroperitoneal
abscess and soft tissue infection. With respect to the soft
tissue infection, the process of specimen extraction would
need to be evaluated and we had no record of it, but
we did know that abundant purulent matter had been
reported.
The previous management of the patient was surprising in regard to the soft tissue infection. It appears that
even though 3 incisions at different sites were made,
an attempt was made to be as noninvasive as possible. This simply resulted in poor infection control and its
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Laparoscopic treatment of
hepatic choristoma in the
gallbladder wall: A clinical case
presentation and literature
review夽

Choristomas of amygdala, lung tissue, mammary tissue and
grey matter, among others, have been reported in different
locations of the body, including the eye, vulva, and bone.1---3
The native liver can have accessory lobes communicated by a stalk of normal liver tissue. However, there are
cases of heterotopic liver tissue without vascular, biliary,
or parenchymatous connections, corresponding to a choristoma. There are different theories as to the origin of this
entity. The most accepted is aberrant migration of liver
tissue during embryologic development. During the fourth
week of embryologic development, the liver and biliary system arise from the hepatic diverticulum of the liver bud and
migrate in the direction of the septum transversum. Migration abnormalities may be the main cause of this condition.4
The presence of ectopic liver has been reported in extraabdominal sites such as the chest, or abdominal sites that
include all possible locations. The gallbladder is the most
frequent and it is mainly located on the serosa, but it can
also be found on the muscular or subserosa layer, as in this
case.5
It is difficult to evaluate the real incidence of ectopic
liver tissue in the gallbladder. The reported incidence of
ectopic hepatic tissue in other locations in the general
population varies from 0.24-0.47%.4 The incidence of liver
choristomas in the gallbladder is also variable. Eiserth6
found only 3 cases in 5500 autopsies (0.05%). More recently,
Watanabe et al.5 reported 3 cases in 1060 laparoscopies
(0.28%). To the best of our knowledge from our literature
review there are only 61 histologically confirmed cases of
ectopic liver tissue in the gallbladder.4
This disease can be associated with other congenital
anomalies such as biliary atresia1 or agenesis of the caudate lobe,7 but they have not been described when the
heterotopic tissue is situated in the gallbladder.8
It can also appear together with other pathologies. Choristomas have been reported with fat infiltration, cirrhosis,
or even hepatocellular carcinoma, coinciding with similar
findings in the native liver.
Ectopic tissue has been observed to have a susceptibility toward carcinogenesis, probably due to the metabolic
alterations associated with the lack of normal venous and
biliary drainage, and therefore its surgical resection is recommended given the high risk for developing hepatocellular
carcinoma. If the histopathology study confirms a malignant
neoplasia, a second surgical intervention is recommended
to widen the resection margins with regional lymphadenectomy.
Choristoma is generally asymptomatic, but on rare occasions it can cause acute symptoms.4 Its diagnosis is not
simple, given the lack of its own clinical manifestations.
In regard to liver choristoma in the gallbladder, symptoms

Coristoma hepático en pared vesicular tratado
por laparoscopía. Presentación de un caso
clínico y revisión de la literatura
A 37-year-old woman was admitted for intense, continuous
pain in the epigastrium and right hypochondrium accompanied by nausea, vomiting, tachycardia, and diaphoresis
after eating food with a high fat content. She stated that
she had presented with similar symptoms that were managed medically on an outpatient basis. Physical examination
revealed a body temperature of 36.8 ◦ C, RR 18, HR 79, pulse
79, BP 130/78, signs of mild dehydration, no jaundice, no
cardiopulmonary pathology, with abdominal pain at 8/10
palpation, positive Murphy’s sign, negative costovertebral
percussion, and the presence of peristalsis. The patient had
no family history relevant to her present illness.
Liver and biliary tract ultrasound identified thickening
of the gallbladder wall and gallstones. Complete blood
count reported leukocytosis of 17.4 x 103 with neutrophilia.
Acute calculous cholecystitis was diagnosed and laparoscopic cholecystectomy was performed. The gallbladder had
multiple omental adhesions, pericholecystic fluid, and a 1 x
0.5 x 0.5 cm mass with the appearance of liver tissue in the
medial gallbladder wall (Fig. 1). The gallbladder was extirpated using the conventional laparoscopic technique leaving
the mass intact in the wall. The histopathology report stated
gallbladder with the presence of mature, subserosal liver
tissue, consistent with heterotopic liver in the gallbladder
wall (choristoma) and acute cholecystitis overlapping with
chronic calculous cholecystitis.
Patient progression was satisfactory and she was released
48 h after the procedure.
The term choristoma refers to a neoformation with histology of heterotopic normal tissue. There can be ectopias
of different organs and tissues in the body. One of the better
known is of the pancreas, which can be found in nearby areas
such as the duodenum, stomach, and Meckel’s appendix.
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