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Septum of the gallbladder, clinical implications and treatment

Alexander A. Deutsch, Dov Englestein, Maya Cohen, M. Kunichevsky and Raphael
Reiss

Tel Aviv University Medical School, Tel Aviv, Israel

Summary: We report four patients with a congenital gallbladder septum whose symptoms resembled
those of cholelithiasis, in one case giving rise to acute cholecystitis. Cholecystectomy relieved symptoms in
all cases and examination of the operative specimen confirmed the clinical diagnosis and X-ray findings.
Ultrasonography made a positive diagnosis in the last two cases and no stones were found in any of the
cases described. Cholecystectomy is advocated in symptomatic patients with this condition, even when
gallstones are not present.

Introduction

A septum which divides the gallbladder into two
cavities joined by a canal has been variously described
as a stricture (Beilby, 1967), a septate gallbladder
(Mohan, 1965), and an 'hourglass' gallbladder
(Harlafit et al., 1977). A careful study by Beilby (1967)
indicates that one to three septae may not be uncom-
mon. This is in contrast to multiple septae where only
13 authenticated cases have been documented (Jena et
al., 1977; Toombs et al., 1982). A differentiation can be
made between congenital and acquired forms of
septum by the presence of adenomyomatosis in the
acquired group (Jutras et al., 1960). However, not all
authors agree (Aguirre et al., 1969). Aden-
omyomatosis may be of a segmental nature, also
giving rise to an 'hourglass' deformity of the gallblad-
der.
The phrygian cap, a triangular deformity of the

gallbladder fundus as seen on X-ray and ultrasound, is
a fairly common anatomical variant. It probably has a
similar aetiology to a congenital septum, although it
does not give rise to symptoms, as the gallbladder
lumen is not narrowed. Spech et al. (1975) found a
transverse septum in 4% of patients having an oral
cholecystography and Blumberg (1981) found five
cases in 150 cholecystectomy specimens.
Two cases with congenital septum ofthe gallbladder

were previously described (Deutsch et al., 1981) to
illustrate a small group of patients who do not have
gallstones, but complain of symptoms suggestive of
gallbladder pathology. In this group of patients, a

diagnosis of this abnormality and cholecystectomy
will relieve them of their symptoms.
We describe a further two patients in whom a pre-

operative diagnosis was made by an ultrasound ex-
amination. The importance of being aware of this
condition is stressed.

Case reports

Case I

A 30 year old woman complained ofa 2-year history of
episodes resembling biliary colic of increasing
frequency. An oral cholecystogram showed a trans-
verse septum which an ultra-sound examination de-
monstrated (Figure 1). There were no gallstones. The
common bile duct was 4 mm.
At operation, the gallbladder looked normal with

no signs of inflammation; there were no stones.
Pathological examination showed the gallbladder to
be divided into two by a septum, 0.3 mm in thickness
(Figure 2). The fundus area was 0.4mm in thickness
compared to the proximal part which was only 0.2mm
thick. On histology there seemed to be some glandular
hyperplasia at the fundus area. The post-operative
course was uneventful and all her symptoms were
relieved. The patient remains well and asymptomatic
18 months after surgery.

Case 2

A 58 year old man was admitted as an emergency with
a clinical picture of acute cholecystitis. An ultrasound
examination was carried out which showed a disten-
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Figure 1 Ultrasound examination: longitudinal section
of the right upper abdomen (performed with a 3.5 MHz
sector scanner). A normal size gallbladder, divided by a
transverse septum (small arrow) into two cavities. A small
amount of sludge is shown in the distal cavity (large
arrow).

ded gallbladder with a thickened wall. There was also a
transverse septum which divided the gallbladder into
two cavities (Figure 3). No calculi were seen, and the
common bile duct was within normal limits.
At surgery there was acute cholecystitis with a small

posterior perforation and intrahepatic abscess forma-
tion. Peroperative cholangiography was normal. The
post-operative course was uneventful. Pathological
examination of the specimen showed severe cholecys-
titis, particularly of the fundus area, with a septum
which divided the gallbladder into two; there were no
stones (Figure 4).

Histological examination of the septal area showed
that the septum consisted of all layers of the gallblad-
der with severe inflammation of the fundus side. The
patient is asymptomatic a year after operation.

Case 3

A 30 year old male was admitted with a 4-year history
of recurrent episodes of biliary colic. An oral cholecys-
togram revealed two areas of opacification of the
gallbladder divided by a septum. At cholecystectomy,
adhesions around the gallbladder were found and
when the septum was opened, two distinct cavities,
joined by a narrow canal, were seen. There were no
gallstones. Histology showed a septum of normal
mucosa and muscularis with inflammation. [This case
was previously reported by Deutsch et al., 1981).

Figure 2 Longitudinal section of gallbladder showing a
septum (S) in the middle ofthe body dividing the lumen in
two parts. The cannula passed through the lumen. Stones
were not present.

Case 4

A 37 year old female was admitted with a 12-year
history of recurrent pain in the right hypochondrium.
An intravenous cholangiography showed two gall-
bladder cavities with a transverse septum.
At cholecystectomy a diagnosis of septate gallblad-

der was confirmed. A narrow communication was
seen between the two cavities, and no stones were
found. Histological examination showed changes of
chronic inflammation, with no evidence of muscular
hypertrophy in the distal cavity or of aden-
omyomatosis. (This case was previously reported by
Deutsch et al., 1981.)
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Figure 3 Ultrasound examination: longitudinal section
ofthe right upper abdomen. The gallbladder is distended,
with a thickened wall (large arrow). A transverse septum
(small arrow) divides the gallbladder into two cavities.

Figure 4 Longitudinal section of the gallbladder with a
proximal septum dividing the lumen. The wall is thick-
ened and the mucosa is extensively ulcerated. (Natural
size).

Discussion

There are few published reports ofseptate gallbladders
although it is generally stated that they are not
uncommon at necropsy and in surgical specimens
(Aguirre et al., 1969). Beilby (1967) described 52
gallbladder strictures of all types from a variety of
surgical and post-mortem material. He describes the
occurrence of cholecystitis glandularis proliferans
(syn. adenomyomatosis) in the distal cavity in most
cases and points out that only 21 of the specimens had
strictures less than 12mm in diameter. Only one of all
specimens described in the above series was completely
calculus-free as in our own cases. Hatfield & Wise
(1976) state that congenital transverse septa are not
uncommon and are usually ofno consequence clinical-
ly. Spech et al. (1975) found an incidence of4% of all
oral cholecystograms and Blumberg (1981) found five
cases in 150 cholecystectomy specimens. Jutras et al.
(1960) made a clear distinction between acquired and
congenital forms of septum; the latter should be less
than 2mm in thickness. The acquired septum occurs as
a result of adenomyomatosis of the gallbladder when
segmental in nature. Rokitansky Aschoff sinuses were
present in gallbladders with an acquired septum
although this was not always visible on X-ray. Aguirre
et al. (1969) suggest that adenomyomatosis may also
occur as a result ofa congenital septum. Both our cases
1 and 2 were found to have adenomyomatosis, but we
still feel that they are congenital in origin. They both
had a thin septum, covered by epithelium on both
surfaces, with no deformation of the gallbladder
(Blumberg, 1981). In addition, no stones were found in

any of the specimens which would have suggested an
aquired origin.
The various case reports of multiseptate gallblad-

ders stress the symptomatology which can occur in this
condition, and note the importance of cholecystec-
tomy as a means of relieving the patient of his
symptoms (Jena et al., 1977). Jutras & Levesque (1966)
have shown that adenomyomatosis, even if not of a
segmental nature, may give rise to biliary symptoms.
Also cholecystectomy in these patients is frequently
followed by a suppression of symptoms, even in the
absence of gallstones. The septum, when adeno-
myomatosis is absent, occurs as a congenital malfor-
mation as illustrated by the occurrence of the condi-
tion in neonates (Beilby, 1967); adenomyomatosis is
not found in this age group, but it seems that it may
occur as a secondary phenomenon in congenital septa
as in our cases. Various authors have shown how the
development is likely to have occurred on an
embryological basis (Bhagavan et al., 1970). This
being the case, it is probable that the diagnostic
problem will arise in a lower age group, and even in
children (Haslam et al., 1966).
A phrygian cap is a common variant, and does not

give rise to symptoms, although it may be considered a
non-developed form of congenital septum. In order to
cause symptoms the connection between the two
gallbladder cavities must be very narrow, obstructing
the flow of bile between them. Where a case suggestive
of cholelithiasis is encountered, the cholecystogram
should be examined very carefully even ifno stones are
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seen and repeat examinations performed if symptoms
persist. It would appear that it is now possible to
demonstrate the gallbladder septum by means of an
ultrasonic examination, which will make the diagnosis
simpler. This aspect has been reported only once
previously (Sansot et al., 1983). In Case 2, a diagnosis
was made in the presence of acalculous cholecystitis.

Clearly one would not suggest surgery in every
gallbladder showing some anatomical abnormality,
but when symptoms are severe in association with the
deformity, a laparotomy and cholecystectomy are
indicated even if no gallstones are diagnosed.

It is possible that the use of cholecystokinin in

reproducing symptoms may help to make a positive
pre-operative diagnosis. In Case 4 cholecystokinin did
not produce symptoms, but it did underline the
difference in degrees of opacification in the two
cavities on oral cholecystograms.

There is obvious difficulty in deciding to operate on
a patient's gallbladder where stones are not found.
There are probably only a few cases where patients
should undergo an exploratory laparotomy and
cholecystectomy even without stones being present,
but surgery should not be withheld from this small
group of patients to relieve them of their symptoms.
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