
Development of acute cholecystitis following laparoscopic 
partial cholecystectomy
Laparoskopik parsiyel kolesistektomi sonrası gelişen akut kolesistit

In cases where the dissection of Calot’s triangle is difficult during laparoscopic cholecystectomy, laparoscopic partial 

cholecystectomy is an alternative to total cholecystectomy to prevent bile duct damage. However, recurrent symp-

toms and bile duct problems associated with the remaining gallbladder tissue may develop in patients over time. 

The case of a 45-year-old male who underwent laparoscopic partial cholecystectomy one year previously is pre-

sented here. In the postoperative period, as a result of tests for the continuing symptoms of cholecystitis, stones and 

surrounding abscess were detected in the remaining gallbladder tissue, so open completion cholecystectomy was 

applied. In acute cholecystitis, as severe inflammation of the hilar structures does not allow safe dissection, partial 

cholecystectomy can be applied. However, in these patients, there is a risk of recurrence of cholecystitis symptoms 

and the development of biliary pancreatitis and choledocolithiasis because of the remaining tissue. Therefore, it 

should not be forgotten that endoscopic and/or surgical intervention may be necessary at least in some patients.
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Laparoskopik parsiyel kolesistektomi, laparoskopik kolesistektomi sırasında Calot üçgeninin zor diseke olduğu du-

rumlarda safra yolu hasarını önlemek için total kolesistektomiye alternatif bir operasyondur. Ancak ilerleyen za-

manda geride kalan safra kesesi dokusuna bağlı olarak hastalarda tekrarlayan semptomlar ve safra yolu problemleri 

gelişebilir. Biz bu yazıda bir yıl önce laparoskopik parsiyel kolesistektomi olan, 45 yaşında erkek hastayı sunmak 

istedik. Postoperatif dönemde kolesistit semptomları devam eden hastanın tetkikleri sonrasında, geride kalan safra 

kesesi dokusunda taş ve etrafında apse tespit edilmesi üzerine, açık tamamlayıcı kolesistektomi uygulandı. Akut 

kolesistitte ciddi inflamasyonun hiler yapıların güvenli diseksiyonuna izin vermemesinden dolayı parsiyel kole-

sistektomi uygulanabilir. Ancak bu hastalarda geride kalan dokuya bağlı olarak kolesistit semptomlarının tekrarı, 

biliyer pankreatit ve koledokolitiyazis gelişme riski vardır. Bu nedenle parsiyel kolesistektomi sonrasında ikincil 

cerrahi gerekebileceği unutulmamalıdır.
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INTRODUCTION

Open or laparoscopic partial cholecystectomy has been reported to be a safe and effective operation as 
an alternative to total cholecystectomy in cases where intraoperative findings or variations in anatomy do 
not allow the safe dissection of Calot’s triangle (1, 2). It is known as subtotal cholecystectomy. It is indicated 
when the bile duct structures cannot be evaluated because of inflammation in severe acute cholecystitis 
or necrotizing or gangrenous cholecystitis (1, 2). The majority of the gallbladder is removed, and a part of 
the neck section or gallbladder posterior wall is left in place depending on the inflammation (3). As there 
may be postoperative minor symptoms that can be tolerated, recurrent acute cholecystitis symptoms may 
lead to significant problems such as choledocolithiasis or persistent biliary fistula (4).

Even if partial cholecystectomy is technically possible, the ideal procedure is the total removal of the 
gallbladder (5-7). As new stones may form in the attachment of the gallbladder to the choledochus, the 
amount of remaining tissue may cause stump cholecystitis, choledocolithiasis, or persistent biliary colic (5).

The case of a patient with continuing symptoms after laparoscopic partial cholecystectomy is presented 
here, and as cholecystitis and an adjacent intra-abdominal abscess has developed in the gallbladder, 
completion cholecystectomy was performed. 

CASE PRESENTATION

A 45-year-old male underwent laparoscopic cholecystectomy at another clinic 12 months previously. 
Despite the operation, complaints of abdominal pain and nausea continued in the postoperative pe-
riod. As the complaints increased in the previous month, tests were performed. On abdominal ultraso-
nography, a solid mass of calcifications was determined in the lateral left lobe of the liver. Computed 
tomography (CT) was performed, and a 6 cm×6 cm cystic lesion was seen in segment 4-5 of the liver 
around the metallic clips adjacent to the gallbladder fossa, and to the medial of this lesion, a second mul-
tiseptal cystic lesion of 7 cm×6 cm was seen in the first part of the duodenum wall and stomach antrum 
(Figure 1). Adjacent to the lesions, an area of 2 cm × 3 cm calcification was seen (Figure 2). It was antici-
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pated that the patient would undergo total cholecystectomy 
because there could be a hydatid liver cyst or intra-abdominal 
infection because of gallbladder stones scattered in the abdo-
men. The patient was operated on with these findings. In the 
exploration, a mass was revealed over the omentum between 
the liver and the small curvature of the stomach. When adhe-
sions were opened, abscess drainage from this area was per-
formed. A 3 cm stone was seen in the Hartmann’s pouch of the 
gallbladder inside the open lumen. It was understood that a 
partial cholecystectomy had been performed on the patient. A 
completion cholecystectomy was performed, and the patient 
was discharged on the 4th day postoperatively without any 
medical problem.

DISCUSSION

In acute cholecystitis, as severe inflammation does not allow 
the safe dissection of the hilar structures, partial cholecystec-
tomy can be performed (1, 2). In the study by Kaplan et al. (1) 
who compared subtotal cholecystectomy with open cholecys-
tectomy in patients with complicated cholecystitis, the rate of 
serious complications (damage to the common hepatic canal, 
vascular damage, and gastrointestinal damage) was found to be 
higher in the patients who underwent open cholecystectomy 
(7.9% vs. 0%). To avoid complications that may develop in cases 
of complicated cholecystitis demanding total cholecystectomy, 
subtotal cholecystectomy was recommended, and the conclu-
sion that it could be applied as a safe alternative was reached. In 
a meta-analysis by Elshaer et al. (8), indications for subtotal cho-
lecystectomy were severe cholecystitis (72.1%), cholelithiasis in 
liver cirrhosis and portal hypertension (18.2%), and empyema or 
perforated gallbladder (6.1%), and of these cases, re-operation 
was required in 1.8%. From this meta-analysis, the conclusion 
that subtotal  cholecystectomy  is an important tool for use in 
difficult gallbladders that achieves morbidity rates comparable 
to those reported for total cholecystectomy in simple cases was 
reached. However, besides the advantages obtained in the early 
period by not dissecting hilar structures in these patients, there 
is a risk of cholecystitis symptoms recurring in the future, which 
is directly related to the amount of remnant gallbladder and the 
risk of the development of biliary pancreatitis and choledocoli-
thiasis. Therefore, in some cases where partial cholecystectomy 
was performed, re-operation may be necessary for the remnant 
gallbladder (5, 9).

In the case presented here, the symptoms of cholecystitis con-
tinued in the postoperative period, for which antibiotherapy 
was received twice at different clinics. However, as acute cho-
lecystitis developed in remnant gallbladder after the partial 
cholecystectomy, an adjacent intra-abdominal abscess formed. 
There was a lack of knowledge of the patient’s previous opera-
tions, so the decision for surgery was taken on the assumption 
of the abscess and mass in the gallbladder. After intraoperative 
evaluation, a confirmed diagnosis was made, and a comple-
tion cholecystectomy was performed. When there are recurrent 
symptoms in patients who underwent partial cholecystectomy, 
evaluation should be made considering these complications.

When the diagnosis is preoperatively made, laparoscopic exci-
sion of the remaining tissue can be planned. However, there is 
a high possibility that the operation will need to be changed 
to open surgery because of potential adhesions (9). In the case 
presented here, there was a very low possibility of a laparo-

scopic operation because of adhesions and the location of the 
abscess.

CONCLUSION

It must be kept in mind that complications may develop as-
sociated with the remaining tissue in cases of partial cholecys-
tectomy, and therefore, surgical intervention may be neces-
sary.
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Figure 1. Abscess areas adjacent to the remnant gallbladder

Figure 2. Stones in the remnant gallbladder and adjacent 
abscess areas
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