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Case Report

Gall bladder stump cholelithiasis: a rare presentation
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ABSTRACT

Laparascopic cholecystectomy is a minimally invasive surgical procedure for the removal of a diseased gall bladder
which has largely replaced open cholecystectomy since early 1990s. However some exhibit a certain ‘post
cholecystectomy syndrome’ where there is a recurrence of symptoms similar to those before cholecystectomy. We
reported a previously asymptomatic thirty eight year old woman with right hypochondrium pain and a history of
laparascopic cholecystectomy seven years ago. Various causes for the same were evaluated and the patient was found
to have gall bladder stump cholelithiasis on magnetic resonance cholangio pancreatography. A complete
cholecystectomy was then performed and the patient achieved symptomatic resolution. It is important to be aware of

this complication in post cholecystectomy patients who may present several years later.
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INTRODUCTION

Gall bladder stump cholelithiasis is a rare entity with a
mean incidence of 10-15% and seldom suspected in
patients who present with symptoms of cholangitis with
status post cholecystectomy.>!* It is a challenging
diagnosis and often not apparent on basic radiological
investigations. On an average patients can present post
operatively from two days to twenty five years.!! Increased
awareness regarding this complication would serve to
reduce it’s incidence by taking appropriate preventive
measures in the primary surgery as well as keep a
provisional differential diagnosis in mind should such
patients present to the emergency with acute abdominal
pain.

CASE REPORT

A previously asymptomatic 38 year old woman presented
with right hypochondrium pain of fifteen days duration,
which was associated with nausea and vomiting. The pain
was intermittent and colicky in nature and classically
increased in the post prandial period, with occasional

radiation to the back. No complaint of any fever, vomiting,
anorexia or weight loss. On examination patient had
tenderness and guarding in the right hypochondrium and
no icterus. This patient had undergone open
cholecystectomy seven years ago. With cholelithiasis and
cholecystitis presumptively ruled out, we investigated our
patient further for possible primary common bile duct
choledocholithiasis, common bile duct stricture, hepatic
abscess, peptic ulcer disease, hepatic flexure mass and
pancreatitis.

All liver function tests and amylase- lipase levels were
normal and no evidence of obstructive jaundice was
present. An ultrasound of the abdomen was done which
revealed an echogenic foci in the GB fossa and a normal
CBD.

We did an MRCP for further investigation which reported
a 4.9 mm sized hypointense filling defect in the GB stump-
likely to be a calculus - and a CBD of 6mm with no filling
defects. No records of the previous surgery could be
obtained and it was decided to take the patient up for
laparoscopic complete cholecystectomy.
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After creating three ports, careful dissection of the under
surface of liver was done and gall bladder fossa was
visualized which revealed an enlarged gall bladder stump-
establishing that the patient had originally undergone a
subtotal cholecystectomy. Cystic duct and artery were
clipped and the remaining part of gall bladder with
calculus in situ was extracted. Patient was stable and
relieved in post-operative period and has been
asymptomatic in the next three months of follow up.

Figure 3: Clipping of residual cystic duct followed by
division and removal of gall bladder stump.

Figure 4: Excised gall bladder stump.

DISCUSSION

Laparoscopic  cholecystectomy  provides  clinical
resolution in up to 85% of patients.? Remainder patients
may have symptoms similar to the presurgical state, also
known as the postcholecystectomy syndrome.? Causes for
the same include conditions that arise from

Altered bile flow due to loss of reservoir function of the
gall bladder, biliary strictures, Retained calculi, primary
choledocholithiasis, tumours, sphincter of Oddi
dysfunction and calculi in the cystic duct remnant or gall
bladder stump.

Stump remnant stones are difficult to diagnose
ultrasonography may occasionally suggest cystic duct
stones by showing an acoustic shadow. ERCP and MRCP
are investigations of choice but may fail to identify some
cases.**1% In our case an ERCP was not warranted as
MRCP gave conclusive findings.

Cystic duct remnant syndrome (CDRS) which is the
presence of a residual cystic duct greater than 1cm in
length is a rare biliary disorder, with a prevalence of less
than 2.5% in post cholecystectomy period.%* It can present
in the immediate post-operative period or years later with
a biliary colic presentation of pain, obstructive jaundice.
Distention of the cystic duct remnant may occur due to-
residual choledocholithiasis, bile duct stenosis, neuroma in
scar tissue, biliary dyskinesia or sphincter of Oddi
dysfunction. Dilatation of a residual gall bladder stump
could be due to cholelithiasis or even mucocoele.®

Laparascopic cholecystectomies are more likely to be
associated with such complications, owing to poor
interpretation of anatomical variants - as compared to open
cholecystectomy. ERCP retrieval is the first line of
treatment for stump stones which are in a more proximal
position.

If ERCP is not feasible, extracorporeal shock-wave
lithotripsy (ESWL) with fragmentation of stones and
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basketting could be done. The cystic duct remnant and the
Calot triangle are surrounded by inflamed scar tissue, after
incomplete cholecystectomy, which makes laparoscopic
reoperation difficult.® However, with the advanced
techniques, repeat complete laparascopic cholecystectomy
is safe and hence was the chosen treatment approach in our
patient as calculi was not accessible via ERCP."10

A high degree of suspicion is required to diagnose this rare
entity as patients may present after several years of
cholecystectomy and a myriad of other conditions may
also have a similar presentation.® Radiological diagnosis
may not always be astute, hence this condition should be a
possible differential for surgeons - especially when all
other conditions get ruled out. A complete
cholecystectomy is a safe and effective resolution.®

CONCLUSION

A high degree of suspicion is required to diagnose this rare
entity as patients may present after several years of
cholecystectomy and a myriad of other conditions may
also have a similar presentation. Radiological diagnosis
may not always be astute, hence this condition should be a
possible differential for surgeons - especially when all
other conditions get ruled out. A complete
cholecystectomy is a safe and effective resolution.
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