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ABSTRACT

Although laparoscopic cholecystectomy is a well standardized technique, subtotal cholecys-
tectomy is still a valid option in those cases in which a complete cholecystectomy is not
feasible due to the anatomic conditions given by the underlying inflammatory status or when
the absence of the Critical view of Safety (CVS) make unsafe to go on a complete operation.
Various techniques are described to perform a subtotal cholecystectomy, both open and
laparoscopic.
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BACKGROUND

I”

The term “subtotal” is still debated in literature and many authors give
different meaning to it.

A consensus on how long should be the residuating infundibulum after the
completion of the subtotal cholecystectomy is still lacking.

Furthermore, although various tecnhiques have been described, an

algorythm on which one is the best to use in each situations does not exist.
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A first description of what it seems a partial cholecystectomy dates back to
1898, when Hans Kehr during a surgery for an acute cholecystitis removed the
gallbladder such that “the hardened posterior wall and the part of the bladder
lying next to the cystic duct remained” (1).

The first article describing a subtotal cholecystectomy technique dates back
to 1955 (2), while the first describing a subtotal laparoscopic cholecystectomy
dates back to 1995 (3). So, although the procedure was described quite along
time ago, still today the definition of what “subtotal” means is not universally
accepted and some important steps are yet not standardized.

The excision of anterior wall, the excision of the posterior wall, the
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coagulation of mucosa, the closure of gallbladder
stamp or the closure of the cystic duct are all methods,
alone or in combination, to perform a subtotal
cholecystectomy.

Our group standardized an open technique in which
the maximum distance from the cystic duct should not
exceed 1 cm of length and the remnants of the posterior
and the anterior wall of the gallbladder are crouched by
a running double suture (4). Although the technique
has been described for open surgery, it can be
performed laparoscopically following the same steps. In
literature we can found many authors performing a
kind of subtotal leaving in place more than 1 cm of
gallbladder wall. This have to be defined a partial chole-
cystectomy. This technique have the great risk to leave
in place stones or, as result of large wall left in situ, new
formated stones.

The “Fenestrating” technique is another technique
described in literature (5). In this technique technique
the free peritonealized part of the gallbladder is excised
while the lower portion of the infundibulum is left in
situ and the mucosa usually ablated. The cystic duct
may be closed from the inner part using a purse-string
suture (5).

Bickel and Shtamler described another technique to
perform a subtotal cholecystectomy involving the
excision of the anterior wall, but not of the posterior,
the coagulation of mucosa, the closure of the cystic
duct but not of the gallbladder stump and the insertion
of a routine drainage (6).

These two techniques have a risk of common bile
duct (CBD) damage due to the proximity of the cystic
duct consequent to the inflammation. So the closure of
cystic duct from inside the gallbladder can be source of
risk for the integrity of the CBD.

All the considered techniques can have as complica-
tion a post-op bile leakage, it is usually a minor compli-
cation but can be a great problem in a limited number
of cases. While for none of them the bile duct injury
should be considered, because it is the main complica-
tion the usage of a partial cholecystectomy technique
must avoid.

In our knowledge only partial review or meta-
analysis have been performed (5, 7, 8) not considering
all the possible techniques (all of them can be
performed laparoscopically or with traditional open
surgery), leaving still open the debate on which one,
considering the amount of complications, has to be
considered the safest technique.
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