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ABSTRACT: Partial cholecystectomy is usually performed with the aim of preventing bile duct injury 

and/or vascular injuries in situations where there is difficulty in performing cholecystectomy. 

Occasionally, such patients can become symptomatic due to recurrence or persistence of disease in 

the gallbladder remnant and may require further treatment. A case series of various presentations 

and follow up of nine patients who had undergone open partial cholecystectomy for symptomatic 

gallstone disease in the past. Of the 9 patients, 8 were symptomatic, and each of them was found to 

have a remnant of the gallbladder. Gallbladder remnant was removed in all of them laparoscopicallly, 

with resolution of the symptoms. One patient remained asymptomatic and is on regular on follow‐up. 

So, although partial cholecystectomy is an accepted, safe option in difficult cases, these patients must 

be counselled regarding the recurrence of symptoms, and must be kept on follow‐up. If symptoms 

develop, completion of cholecystectomy laparoscopically is a feasible option. 

KEYWORDS: Partial cholecystectomy, subtotal cholecystectomy, post cholecystectomy syndrome, GB 
remnant. 
 

INTRODUCTION: Cholecystectomy, either laparoscopically or by the conventional ‘open’ method, is 

considered to be the “gold standard” operation for gallstones, which provides relief of symptoms in a 

large majority of cases. At times, patients continue to experience upper gastrointestinal symptoms 

even after cholecystectomy, the so‐called “post cholecystectomy syndrome”, which can be distressing. 

A wide range of biliary as well as extra‐biliary disorders can cause the “postcholecystectomy 

syndrome”, biliary strictures, retained stones in the common bile duct, or stones in a long cystic duct 

or in a remnant of the gallbladder are important treatable causes in patients having persistent 

symptoms after cholecystectomy.[1] 

A gallbladder remnant is sometimes left behind at the time of the initial operation, usually 

where partial cholecystectomy has been performed in difficult Calot’s triangle, where the anatomy 

may be distorted by recurrent episodes of inflammation, adhesions or bleeding. In such a situation, 

dissection in the Calot’s triangle can lead to major complications such as common bile duct and/or 

vascular injury. In such cases, it is a cuff of the gallbladder may be left near the Hartmann’s pouch, 

removing the rest of the gallbladder as described by Lerner,[2] or Bornman and Terblanche,[3] after 

removing all stones from the remaining cuff of the gallbladder. Other types of subtotal 

cholecystectomy have been described wherein the gallbladder was opened at the infundibulum, as 

close to the junction of the gallbladder and cystic duct as is safely possible, and the gallbladder flaps 

sutured after destroying the mucosa.[4,5] In these cases, there is always a stump of the gallbladder left 

behind that can cause problems, especially if care is not taken to destroy the mucosa and remove any 

calculi prior to its closure. It should also be kept in mind, especially in patients who have undergone 
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laparoscopic cholecystectomy that a long cystic duct is normally left behind, since safety lies in 

staying away from the common bile duct and applying clips close to the gallbladder–cystic duct 

junction. 

We present a short series of patients who presented to us with a variable presentation of 

gallbladder remnants. 

 

MATERIAL AND METHODS: The records of 9 patients who presented to us with gallbladder remnant 

after having undergone cholecystectomy were reviewed and analysed with respect to the time period 

between initial cholecystectomy and presentation, symptomatology, clinical features, findings on 

investigation and further management. The details of these patients are given in Table 1. 

 

Sl. 
No. 

Age Sex 
Initial 
Proce-
dure 

Presentation 
after surgery 

(months) 

Clinical 
Features 

After Surgery 
USG ERCP MRCP 

Second 
Proce- 
dure 

Operating 
time 

1 25 F 
Partial 

OC 
12 

Acute 
Cholecystitis 

Solitary 
Calculus 

- - LC 140 

2 30 F 
Partial 

OC 
18 

Obstructive 
Jaundice 

Multiple Calculi 
in Distal CBD, 
GB remnant 

with multiple 
calculi 

CBD 
cleared 

with 
stenting 

- LC 140 

3 35 F 
Partial 

OC 
6 

Recurrent biliary 
colic 

Multiple Calculi - - LC 150 

4 39 M 
Partial 

OC 
18 

Recurrent biliary 
colic 

Multiple Calculi - - LC 155 

5 46 F 
Partial 

OC 
24 

Acute 
Pancreatitis 

Multiple Calculi - - LC 160 

6 52 M 
Partial 

OC 
20 

Acute 
Cholecystitis 

Multiple Calculi - - LC 180 

7 57 F 
Partial 

OC 
36 Colicky Pain No Calculus - 

GB 
Remnant 

LC 180 

8 60 F 
Partial 

OC 
4 

Recurrent biliary 
colic 

Multiple Calculi - - LC 190 

9 65 M 
Partial 

OC 
8 Asymptomatic Multiple Calculi - - 

Follow 
up 

- 

Table 1 
 

OC=Open Choleystectomy. 

LC=Laparoscopic Cholecystectomy. 
 

RESULTS: The timing of presentation in our series varied from 4 months to 36 months. The common 

presentation was with recurrent attacks of upper abdominal pain (in 3 patients), with acute 

cholecystitis (in 2 patients) and pancreatitis (in 1 patient). One patient presented with transient 

jaundice after about 18 months of partial cholecystectomy. Ultrasound done at that time revealed a 

gallbladder remnant with multiple calculi in distal CBD. Laparoscopic cholecystectomy of GB remnant 

was done later on. The operating time varied from 140 to 180 minutes. One patient presented with 

colicky pain with no USG documented calculus but MRCP revealed GB remnant. One patient remained 

asymptomatic despite multiple calculi in GB remnant and was put on long term follow up without 

further surgical intervention. 
 

DISCUSSION: Partial cholecystectomy is often performed in cases where difficulty is encountered 

during surgery is an important cause of persistence of symptoms after surgery, especially if not 

performed correctly. However, it can present later either as (i) a long cystic duct stump, where the 

stump is longer than 1 cm, or (ii) as a gallbladder remnant, which is defined as “a wider part of the 
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free end of the remnant cystic duct, giving the impression of a diminutive gallbladder.”1 In practice, 

however, it is difficult to distinguish between these two conditions even on histological examination,6 

though they have been implicated as a cause of post‐cholecystectomy symptoms in approximately 

1%–25% of patients undergoing surgery for post‐cholecystectomy symptoms.[7–9] It is not clear from 

the existing literature as to what is the natural history of these gallbladder remnants over a period of 

time, but there seems to be a trend towards surgical intervention in symptomatic patients. It could be 

concluded that the presence of a long cystic duct stump or a gallbladder remnant (With or without 

calculi) on investigation, in patients with persistent post‐cholecystectomy symptoms definitely 

demands surgical intervention, especially when a stone is present.[1,9–12] 

We could not come across any reports about the outcomes of conservative management of 

patients with postcholecystectomy remnant and persistent symptoms. One of our patients was 

managed with completion cholecystectomy after clearance of CBD calculi by ERCP. 

The presentation of a gallbladder remnant can be variable not only in terms of clinical 

features, but also in relation to the time interval after cholecystectomy.1,10–14 These patients can 

remain asymptomatic,1,13,14 or they can present with acute symptoms (biliary colic, acute cholecystitis 

or acute pancreatitis) or chronic symptoms (persistent right upper quadrant discomfort or pain, food 

intolerance, nausea or jaundice).1,8–14 Although there are no pathognomic symptoms, the persistence 

of symptoms after cholecystectomy should alert the clinician to the possibility of a gallbladder 

remnant, especially when coupled with radiation of pain to the shoulder, food intolerance, nausea or 

jaundice.1,15   Similarly, the timing of presentation is also very variable, with patients presenting at any 

time between less than 1 year and up to 25 years after cholecystectomy.16 

Ultrasound examination of the abdomen is usually the first line of investigation for patients 

who present with abdominal symptoms, but may not be able to pick up the remnant unless it is of a 

large size, or has calculi within it.10 In such a situation, where there is a history of previous 

cholecystectomy along with persistence or re‐appearance of symptoms, but negative findings on 

ultrasound, it may be prudent to use other modalities such as MRCP and endoscopic ultrasound 

(EUS) which would show the findings of a cystic lesion in the extrahepatic biliary tree, biliary sludge, 

common bile duct calculi and the status of the pancreas.1,10,11,16 ERCP is recommended only in 

situations where some intervention is contemplated.1,10,16 The treatment of patients with gallbladder 

remnants who are symptomatic is excision of the remnant — the so‐called “re‐cholecystectomy”, or 

“completion cholecystectomy”.1,10,11,14–17 

This can be performed either laparoscopically,1,10,11,14,17 or by open technique, We preferred 

the laparoscopic approach despite anticipating dense adhesions and distorted anatomy in the region. 

Multiple dense adhesions can make revision surgery difficult. However, if the surgeon is experienced 

in laparoscopy, this surgery can be performed laparoscopically; it is no longer a contraindication. 

Ultimately, laparoscopic completion cholecystectomy is a promising approach with faster recovery 

and less postoperative pain.  

These cases underwent ‘recholecystectomy’ despite dense intra‐abdominal adhesions as well 

as adhesions in the Calot’s triangle, obscuring the anatomy. To conclude, although all patients with 

gallbladder remnants or long cystic duct stump do not develop symptoms, patients who undergo 

partial cholecystectomy, especially when the gallbladder flaps have been sutured together, must be 

counselled about the development of symptoms and followed up regularly and completion 

laparoscopic cholecystectomy is a feasible treatment for the same even in a resource poor set up. 

 



DOI: 10.14260/jemds/2015/1054 

ORIGINAL ARTICLE 

J of Evolution of Med and Dent Sci/ eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 4/ Issue 42/ May 25, 2015            Page 7261 

 

REFERENCES: 

1. Pernice LM, Andreoli F. Laparoscopic treatment of stone recurrence in a gallbladder remnant: 

report of an additional case and literature review. J Gastrointest Surg. 2009; 13: 2084–91. 

2. Lerner AI. Partial cholecystectomy. Can Med Assoc J. 1950; 63: 54–6. 

3. Bornman PC, Terblanche J. Subtotal cholecystectomy: for the difficult gallbladder in portal 

hypertension and cholecystitis. Surgery. 1985; 98: 1–6. 

4. Palanivelu C, Rajan PS, Jani K, Shetty AR, Sendhilkumar K, Senthilnathan P, et al. Laparoscopic 

cholecystectomy in cirrhotic patients: the role of subtotal cholecystectomy and its variants. J 

Am Coll Surg. 2006; 203: 145–51. 

5. Ibrarullah MD, Kacker LK, Sikora SS, Saxena R, Kapoor VK, Kaushik SP. Partial 

cholecystectomy—safe and effective. HPB Surg. 1993; 7: 61–5. 

6. Mergener K, Clavien PA, Branch MS, Baillie J. A stone in a grossly dilated cystic duct stump: a 

rare cause of postcholecystectomy pain. Am J Gastroenterol. 1999; 94: 229–31. 

7. Moody FG. Postcholecystectomy syndrome. Surg Annu. 1987; 19: 205–20. 

8. Bodvall B, Overgaard B. Cystic duct remnant after cholecystectomy: incidence studied by 

cholegraphy in 500 cases, and significance in 103 reoperations. Ann Surg. 1966; 163: 382–90. 

9. Zhou PH, Liu FL, Yao LQ, Qin XY. Endoscopic diagnosis and treatment of post‐cholecystectomy 

syndrome. Hepatobiliary Pancreat Dis Int. 2003; 2: 117–20. 

10. Hussain M, Nagral S. Biliary pancreatitis secondary to stones from a gall bladder remnant. 

Tropical Gastroenterology. 2010; 31: 230–3. 

11. Selvaggi F, Di Bartolomeo N, De Iuliis I, Del Ciotto N, Innocenti P. Laparoscopic treated so‐called 

reformed gallbladder in patient with postcholecystectomy chronic pain. G Chir. 2011; 32:    

335–7. 

12. Rogy MA, Függer R, Herbst F, Schulz F. Reoperation after cholecystectomy. The role of the cystic 

duct stump. HPB Surg. 1991; 4: 129–35. 

13. Chowbey PK, Sharma A, Khullar R, Mann V, Baijal M, Vashistha A. Laparoscopic subtotal 

cholecystectomy: a review of 56 procedures. J Laparoendosc Adv Surg Tech A. 2000; 10: 31–4. 

14. Tantia O, Jain M, Khanna S, Sen B. Post cholecystectomy syndrome: role of cystic duct stump 

and re‐ intervention by laparoscopic surgery. J Minim Access Surg. 2008; 4: 71–5. 

15. Whitson BA, Wolpert SI. Cholelithiasis and cholecystitis in a retained gallbladder remnant after 

cholecystectomy. J Am Coll Surg. 2007; 205: 814–15. 

16. Calhoun SK, Piechowiak RL. Recurrent cholecystitis and cholelithiasis in a gallbladder remnant 

14 years after a converted cholecystectomy. RCR. 2010; 5 DOI: 10.2484/rcr.v5i1.332. 

17. Chowbey PK, Bandyopadhyay SK, Sharma A, Khullar R, Soni V, Baijal M. Laparoscopic 

reintervention for residual gallstone disease. Surg Laparosc Endosc Percutan Tech. 2003; 13: 

31–5. 

 

 

 

 

 

 

 

 



DOI: 10.14260/jemds/2015/1054 

ORIGINAL ARTICLE 

J of Evolution of Med and Dent Sci/ eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 4/ Issue 42/ May 25, 2015            Page 7262 

 

 

sa 

 

 

 

 

 

 

 

 

 

  

 

 
 

AUTHORS:   

1. Zahur Hussain 
2. Himanshu Sharma 
3. Vikrant Singh Chandail 
4. Barinder Kumar 
5. Suneel Mattoo 
6. Ashufta Rasool 
7. Anshuman Sharma 
8. Sahil Khajuria 

 

PARTICULARS OF CONTRIBUTORS: 

1. Assistant Professor, Department of General 

Surgery, GMC, Jammu. 
2. Senior Resident, Department of General 

Surgery, GMC, Jammu. 

3. Assistant Professor, Department of General 

Surgery, GMC, Jammu. 

4. Senior Resident, Department of General 

Surgery, GMC, Jammu. 

 

FINANCIAL OR OTHER  

COMPETING INTERESTS: None 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

5. Post Graduate, Department of General 

Surgery, GMC, Jammu. 

6. Senior Resident, Department of 

Anaesthesiology, GMC, Jammu. 

7. Senior Resident, Department of General 

Surgery, GMC, Jammu. 

8. Post Graduate, Department of General 

Surgery, GMC, Jammu. 
 

 

NAME ADDRESS EMAIL ID OF THE 

CORRESPONDING AUTHOR: 

Dr. Zahur Hussain, 

C-10, Medical Enclave, 

Opposite K. C. Theatre, 

Bakski Nagar, 

Jammu-180001. 

E-mail:  ashuftarasool79@gmail.com  

 

 

    Date of Submission: 12/05/2015. 

  Date of Peer Review: 14/05/2015. 

  Date of Acceptance: 16/05/2015. 

  Date of Publishing: 22/05/2015. 

mailto:azeez.qamar@gmail.com

