
INTRODUCTION
The incidence of cholelithiasis increases with age. At 
age 60 years approximately 25% of women and 12% 
of men in USA have gall stones but in some countries 
e.g. Sweden, Chile & ethnic groups (e.g.Pima Indians) 
the incidence of gall stones may approach 50 %.1,2 

The best screening method to accurately diagnose 
prevalence of gallstone disease is ultrasonography 
which is having, 90 to 95 % sensitivity, it is non 
invasive and safe method.3-5 About 80% of patients 
with gall stones are asymptomatic. Each year about 
2% of patients will develop symptoms and this usually 
results from obstruction of cystic duct by a stone 
impacted in Hartmann’s pouch and these patients will 
need cholecystectomy which is one of the  most 
common operations performed by the general  
surgeons.6,7

Diabetic and older patients are particularly prone to 
gangrenous & emphysematous Cholecystitis.8 Male

patients with acute cholecystitis are older, have more 
co morbidities and more likely to have gangrenous  
cholecystitis than female patients.10 Acute cholecystitis 
was associated with greater operative difficulty and 
more postoperative morbidity than chronic 
Cholecystitis.11

With the advent of Laparoscopic era the trend has 
moved to Laparoscopic cholecystectomy (LC) and 
most of the operations are being done by this method. 
However since the introduction of LC, an increased 
rate (20-50%) of cholecystectomies has been 
documented.12,13 It is not possible to do LC in patients 
who have had an open operations for upper abdominal 
surgery for peritonitis plus severe adhesions, cholangtis, 
and the patients refusal of open cholecystectomy should 
urgent conversion be required.1

Open cholecystectomy is mostly performed in those 
patients who have contraindications for LC or require 
conversion from LC because of inability to complete 
the procedure and also in patients suffering from Mirizzi 
Syndrome14 and also patients suffering from 
Xanthogranulomatous  cholecystitis.15

During cholecystectomy OC or LC , at times there is 
excessive inflammation, fibrosis & increased vascularity
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which makes the dissection of calot triangle difficult 
& there is high risk of damage to the biliary system or 
damage to the hepatic vessels. In these circumstances, 
the safest procedure in our opinion would be partial 
cholecystectomy. Partial cholecystectomy is often 
performed procedure and well documented in 
literature.16-19

The objective of our study was to find out the frequency, 
indications and outcomes of open partial 
cholecystectomy in our hospital and whether it was an 
effective, safe procedure and cost effective. 

METHODS AND MATERIALS
A retrospective descriptive study was performed at the 
department of surgery, Baqai Medical University 
Hospital, Nazimabad, Karachi from April 2007 to April 
2012. The Ethics Committee of Baqai Medical 
University approved the study. Informed written consent 
was obtained from each patient. Patients were admitted 
through out patient’s dept and emergency department 
to the department of Surgery. The following selection 
criteria was employed, all cases of acute cholecystitis 
including interval and urgent cholecystectomy, patients 
who underwent conversion from LC to OC, patients 
with gall stone pancreatitis and those with chronic  
cholecystitis.

Exclusion criteria included those patients who had 
cholelithiasis with common bile duct (CBD) stones, 
carcinoma of gall bladder and  cholangiocarcinoma.
Diagnosis was based on clinical assessment, supported 
by ultrasonography. CT- Scan and MRCP were carried 
out in selected cases. CT scan was done in two Patients 
and MRCP in one Patient where the ultrasound findings 
were inconclusive of the underline pathology. All co-
morbidities were paid special attention to before 
subjecting patients to cholecystectomy.

Operative procedure:

Partial Cholecystectomy was performed through 
Kocher`s incision. Per operative decision for partial 
cholecystectomy was made when it was not possible 
to isolate cystic duct, cystic artery and CBD on account 
of dense adhesions around the Calot`s triangle.16-19 

The gall bladder was opened; all its contents including 
stones, debris and pus were removed, and it was then 
washed with normal saline. The distal gallbladder was 
excised through the Hartmann’s pouch and margins 
were closed with a continuous 2/0 vicryl suture. The 
posterior strip of gall bladder adherent to liver was left 
and its mucosa was electro coagulated with diathermy.

A tube drain was placed in sub hepatic space and was 
removed when neither fluid nor bile drained through 
it (3 to 6 days) and then patient was discharged on the 
day that the tube was removed. The operative details, 
postoperative complications and outcome were noted.

Tube cholecystostomy was performed when further 
dissection around the gall bladder was difficult or when 
the gall bladder was adherent to colon, omentum or 
duodenum. In this procedure all the stones were 
removed through fundus of the gall bladder and closed 
over wide bore tube.1 The tube was removed after 
obtaining satisfactory tube cholangiogram.

All patients were provided coverage with broad 
spectrum antibiotics. Parental ceftriaxone 1 gm., twice 
a day with Metronidazole 500 mg thrice a day was 
administered post operatively for 5 days.

RESULTS
In this study, a total of 42 patients underwent partial 
cholecystectomy among 280 laparoscopic and open 
cholecystectomy procedures .Majority of the patients 
who underwent the procedure were female- 40 (95%), 
while 2 (5%) patients were male. The age range was 
35-80 (mean 47) years. Out of total, 26 (62%) patients 
had acute cholecystitis, 7(16.5%) patients had empyema 
gall bladder, 4(9.5%) patients had mucocele of the gall 
bladder and 5 (12%) patients had gall stone pancreatitis. 
In two patients tube cholecystostomy was employed 
and after an interval of 12 weeks, open cholecystectomy 
was performed. In our study, 29(69%) had diabetes 
mellitus, 20(47.5%) had hypertension, 12 (28.5%) had 
ischemic heart disease and 16(30%) patients had both 
DM and HTN. The patients were followed up every 
three month initially and then every six months contact 
was made either by telephone or by writing to them. 
On each visit Liver Function Tests and ultrasound 
examination was carried out. To date, none of our 
patients have had any post-operative complications 
attributable to partial cholecystectomy.
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FIGURE 1: PATIENTS’ DEMOGRAPHICS

PATIENTS’ DEMOGRAPHICS
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TOTAL (%)
40 (95)
2 (5)
35– 80 years (47 years)
TOTAL (%)
29 (69)
20 (47.5)
16 (30)
12 (28.5)
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DISCUSSION
There are two schools of thought in managing patients, 
of gallstones/acute cholecystitis. One is that if the 
patient presents within 72 Hours of the onset of 
symptoms of acute cholecystitis then cholecystectomy 
should be performed. After 72 hours then the patient 
should be managed on conservative lines with I/v 
Fluids, appropriate antibiotics plus analgesics. Once 
the acute attack has resolved then patient is advised 
surgery after 6 to 12 weeks.

Conservative treatment must be abandoned if the pain 
and tenderness increase then surgery should be 
performed If the patient has serious comorbid conditions 
then a percutaneous cholecystostomy be performed 
under ultrasound control which will rapidly relieve 
symptoms and cholecystectomy to be done at a later 
time when the patients general condition has improved.1

In our study, majority of patients had acute cholecystitis 
and empyema gallbladder. In acute cholecystitis usually 
an interval cholecystectomy is employed at 6-12 weeks 
after resolution of acute episode. It is documented, in 
the first 72-92 hours of acute Cholecystitis, the 
inflammatory changes around the gall bladder tend to 
be oedematous and the tissue planes preserved thus 
facilitating removal of the gall bladder. After this time 
frame, the acute inflammatory reaction progress and 
mature with fibrotic changes and obliterating tissue 
planes.20

In gall stone pancreatitis there were dense adhesions 
around calot’s’ triangle; therefore, partial 
cholecystectomy was employed to avoid CBD injury. 
The most common of benign biliary stricture is 
iatrogenic bile duct trauma during cholecystectomy. 
Despite the expertise gained worldwide in LC, the 
overall incidence of injury to the bile duct is

approximately twice as high as that following open 
cholecystectomy.21 In our study there was no cystic 
duct and CBD injury, no biliary leak and no mortality. 
In addition to the biliary leak the other complications 
reported are sub hepatic abscess, retained stones 
,recurrent symptoms, wound infections, persistent 
biliary fistula and prolonged biliary drainage and with 
an overall mortality rate of 9.4 per cent.17,19 For the 
retained stones in Common Bile duct  and biliary 
fistula/prolonged biliary drainage further intervention 
had to be carried out like ERCP, Stenting/ 
sphincterotomy  to remove stones from common bile 
duct.15-18

In the United States, the graduating chief  surgical 
resident now performs an average of 90 laparoscopic 
cholecystectomies, where as he does only 12 open 
cholecystectomies and less than two common bile duct 
explorations. In the near future these open biliary 
surgery operations will be performed by surgeons who 
have limited  experience in complex biliary (and other 
open) operation as the seasoned biliary surgeons leave 
practice. This scenario has yet to come to fruition, 
however and bile duct injuries are still twice as likely 
to develop after  laparoscopic than open 
cholecystectomy.22

The surgical trend for complex acute cholecystitis 
treatment has changed that previously only 
cholecystostomy was done in acute cases of cholecystitis 
where calot’s triangle structures were grossly inflamed 
and now OPC or LPC are being done.

Partial cholecystectomy in elective and emergency gall 
bladder surgery is a viable and safe option whether 
done by the open method or laparoscopically. It has 
been described in literature since 1985 (and probably 
earlier). It is an attempt to prevent iatrogenic common 
bile duct injury with OPC or LPC.23

In one study of early LC for acute cholecystitis  they 
found no significant difference in converting to open 
cholecystectomy but found that there was significant 
more blood loss, more operating time but shorter stay 
in hospital20 whereas  another study suggested that 
early operation (open or  laparoscopic) does not carry 
a higher risk of mortality or morbidity compared to 
delayed operation  and should be the preferred surgical 
approach for patients with acute lithiasic  cholecystitis.24

There are four cases reported who after PC (two of 
OPC and two of LPC) who presented with biliary 
pancreatitis within 12 to 24 months of the surgery. 
They were investigated and all  four cases were again 
operated upon laparoscopically and the remaining 
portion of the gallbladder was removed and they have 
been free of symptoms since then.25
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Figure 2: Indications For Partial Cholecystectomy
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In one case reported of recurrent acute cholecystitis 
and choledocholithiasis following OPC. The operation 
was first attempted LC but then converted to open. 
Here again because of severe inflammation and 
anatomical abnormalities OPC was done  with a surgical 
TA stapler across the infundibulum leaving about 25 
% of the gall bladder including the cystic duct. He kept 
on having severe pain plus jaundice and. he was 
investigated  and was found to have dilated CBD with 
stones in it plus stones in the gall bladder stump. He 
was operated upon by the open method by the reporting 
author and there were a lot of adhesions and the gall 
bladder stump left behind was intra hepatic and located 
at the most inferior portion of the liver. It was possible 
on this occasion to remove the remaining gall bladder 
after ligating the cystic duct and artery. The authors 
feel that all efforts should be made to remove remaining 
gall stones from the remaining portion of the gall 
bladder as this was not done in this patient and this 
explains the lack of recovery from OPC.26 For his 
stones in CBD he had ERCP and sphincterotomy which 
was done pre operatively to extract the remaining 
common bile duct stones.

Successful repair of bile duct injuries after 
cholecystectomy can be better achieved in specialized 
hepato-biliary units21 Incidence of bile leak after open 
cholecystectomy was 2.6 % in this study  and in 
gangrenous cholecystitis the incidence of bile leak was 
24%.27

CONCLUSION  
Partial Cholecystectomy has been found to be a safe 
and effective procedure in difficult cholecystectomy 
situations since it combines the merits of 
cholecystostomy and cholecystectomy. It is an 
alternative and equivalent to total cholecystectomy in 
such cases as it is safer, of shorter duration and little 
blood loss during surgery and good long term  outcome.
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