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CONTINUING MEDICAL EDUCATION
FORMATION MÉDICALE CONTINUE

CASE NOTE

Control of the bleeding gallbladder bed using a
pedicled falciform ligament flap based on the left
inferior phrenic artery and middle segment
hepatic artery

CASE REPORT

A 45-year old woman presented with a 3-day history of right upper quadrant
pain, which suddenly became generalized. On examination, the patient was
septic, tachycardic and tachypnoeic with a distended, tender abdomen. There
were no surgical scars, and hernial orifices were normal. Abdominal radio -
graphs showed dilated small bowel with leukocytosis on full blood count. We
found a perforated gallbladder with acute cholecystitis and bilious peritonitis
at laparotomy.

After peritoneal toilet, we performed a standard cholecystectomy. How-
ever, there was a severe pericholecystic reaction, which left a briskly bleeding
gallbladder bed. Twice, we packed the area with a large abdominal swab; how-
ever, on removal on both occasions, brisk bleeding recurred owing to the clot
being pulled off along with the abdominal pack. No modern hemostatic agents
such as gelfoam or surgicel were available at the time.

We mobilized the falciform ligament on its pedicle, maintaining the vascu-
lar supply from the left inferior phrenic artery and middle segment hepatic
artery (Fig. 1). We then applied it to the gallbladder bed and compressed the
area with large abdominal packs, which we gently removed after about
10 minutes with extra caution not to disturb the flap (Fig. 2). This achieved
hemostasis, and the patient recovered uneventfully.

DISCUSSION

Although most gallbladder surgery is now performed laparoscopically, there
are scenarios when open surgery is necessary such as perforation, empyema,
gangrene, previous major surgery with adhesions or carcinoma.

In cases when the gallbladder has been inflamed for more than 72 hours, a
severe pericholecystic reaction occurs, making surgery potentially hazardous.1

The inflamed gallbladder wall and surrounding hepatic connective tissue
involved in the inflammatory process become fused together, thus preventing
dissection in the plane. As a result, the gallbladder affected by acute cholecys-
titis frequently has to be dissected directly out of the liver parenchyma.2 The
resulting diffuse bleeding can be difficult to control by cauterization, with the
added danger of postoperative bile leakage.2 Today, the use of fibrin sealing is
accepted practice in the treatment of oozing hemorrhage from the surface of
the liver following resective surgery and for the prevention of postoperative
biliary fistulae.2,3 In these difficult cases, subtotal chole cystectomy has been
documented to minimize morbidity and avoid bleeding and difficult dissection
in the Calot  triangle.4

Occasionally, surgeons are still faced with a bleeding gallbladder bed in the
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absence of modern hemostatic agents such as surgicel,
gelfoam or fibrin glue.3

Various autologous flaps of the omentum, rectus muscle
and falciform ligament have also been described. These
include repair of common bile duct injury with the round
and falciform ligament after clip necrosis, plastic repair of
partial lesions of the principal bile duct by a pedicled flap
of the falciform ligament of the liver, falciform ligament
for the residual cavity of liver hydatidosis, hemostasis of a
ruptured liver tumour using gallbladder serosa and falci-
form ligament, and hemostasis of the gallbladder bed by
using a muscle flap. Despite this diversity of experience, a
search of the literature revealed that the use of the falci-
form ligament flap in the bleeding gallbladder bed has not
been clearly described in this particular scenario.

The flap is based on the blood supply to the falciform
ligament, which was described in 2004 by Li and col-
leagues.5 Their study identified the clinical significance of
the morphology and blood supply of the falciform
 ligament in laparoscopic surgery. They observed the
structure, blood vessel distribution and anastomoses of the
falciform ligament in 20 cases of living laparoscopy,
30 cadaveric specimens injected with latex and 5 cadaveric
specimens with Indian ink and hyaline. They reported that
the left inferior phrenic artery and middle segment artery
of the liver formed a vessel that arched and gave off    
6 –12 branches to the falciform ligament. The veins of the
falciform ligament drained into the left inferior phrenic
vein and were not accompanied by any artery. The authors
concluded that the vessels of the falciform ligament anasto-
mose with multiple vessels and form an important pathway

of the collateral circulation in the liver.5

In clinical practice, the falciform ligament should be
mobilized on a pedicled flap originating from the left infer -
ior phrenic and middle segment hepatic vessels and then
applied to the bleeding gallbladder bed. Compression with
2 large abdominal packs should be done for about 10 min-
utes, followed by gentle removal of the packs so as not to
disturb the pedicled falciform ligament flap.

We hope that the anatomic and clinical significance of
the pedicled falciform ligament flap can be used by other
surgeons facing similarly difficult patient scenarios.
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Fig. 1. A perioperative photograph showing the pedicled falci-
form ligament flap mobilized on the left inferior phrenic artery
and middle segment hepatic artery.

Fig. 2. A perioperative photograph showing hemostasis
achieved by application of a pedicled falciform ligament flap to
the raw hepatic surface and compressed for 10 minutes.






