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ABSTRACT
During routine dissection of abdomen of an adult male cadaver, we found variable
position of gall bladder and a small accessory lobe of liver. Gall bladder was
occupying middle of fissure for ligamentum teres hepatis and a triangular shaped

accessory liver lobe was also present left to porta hepatis near the lower part of
fissure for ligamentum venosum. Reporting of such kind of cases are important
for radiologists and gastroenterologists for diagnostic as well surgical procedures.
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INTRODUCTION

V

ariations in position of gallbladder (GB) are not uncommon. GB is being
classified into a right sided or left sided depending upon its position
to falciform ligament and fissure for ligamentum teres hepatis (1). Similarly,
variations in size, shape, fissures and occurrence of accessory lobes of liver are
not uncommon entity. Incidence of accessory lobe of liver (ALL) is ranging from
0.7% to 14.6% (2,3). The present case is unique due to the presence of midline
position of gall bladder as well as presence of an ALL.

CASE REPORT
During routine dissection of abdomen of an approximately 50 year old male
cadaver, fixed in 10% formalin solution for undergraduate training, GB was
found to be occupying the middle of fissure for ligamentum teres hepatis (Figure
1). On exploration; neck of GB and cystic duct were found to cross common
bile duct (CBD) from left to right side on its posterior aspect to open into CBD
from its right side. A triangular shaped accessory lobe was also observed on the
posteroinferior surface of liver. It was present left to porta hepatis near the lower
part of fissure for ligamentum venosum (Figures 1 and 2). It was measuring 21
mm (height) x 18 mm (length) x 10 mm (transverse). Arterial supply of liver and
gall bladder was by the branches of hepatic artery; additionally left gastric artery
was also giving one branch to liver. Extra hepatic biliary duct system was found
to be normal. Major organs and vessels of abdominal and thoracic cavities were
found to be without any variation.

Figure 2) Showing posteroinferior surface of liver: ALL- Accessory lobe of liver, GB- Gall
bladder and LT- ligamentum teres hepatis.

DISCUSSION
After a thorough search of literature no matching result was found for a
midline GB. We suggest modifying Hochstetter’s classification by adding a third
type “midline GB” occupying falciform ligament and fissure for ligamentum teres
hepatis. Developmentally, there are two explanations for the development of
midline or left sided GB depending on the way cystic duct joins the biliary tree.
First the normal GB bud may migrate to the left lobe instead of the right lobe.
Second, GB may develop from the left hepatic instead of right hepatic duct side
(4) Midline position of GB could be due to first explanation as the cystic duct
joined the CBD from the right side in the present case.
Developmentally, an ALL is usually the result of embryonic heteroplasia.
The accessory liver tissue could be formed due to the displacement of primitive
rudiment of the organ (5) or by persistence of the mesoderm septa during
proliferation of the hepatic enlarge (6) or by further branching of the foregut
diverticulum (7) as in the present case.
ALL is being classified by different workers depending upon various parameters
like location, volume, weight, accessory lobe joined to normal hepatic tissue or
completely separated, pedunculated or sessile (8). In the present case, ALL was
joining liver completely by liver tissue.

Figure 1) Showing anterior view of liver to show position of GB- Gall bladder and LTligamentum teres hepatis.

ALL usually remains asymptomatic and accidentally detected during laprotomy
or autopsy (9). However, occasionally it may present with precordial pain, nausea
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and vomiting. It may be associated with congenital biliary atresia, congenital
diaphragmatic defects and angiocavernoma (8).
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Knowledge of such kind of variations in liver and GB are important for both
the gastroenterologists and radiologists while performing successful procedures
like percutaneous cholecystectomy, cholangiography and endoscopic retrograde
cholangiopancreatography etc.
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