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Introduction

CDRC often leads to post cholecystectomy syndrome, though 
surgical modality of  treatment is preferred choice, ERCP 
should be considered as an alternative choice for surgically 
unfit patient.

Case Report

A 65‑year‑old female with ischemic heart disease (IHD) and 
history of  cholecystectomy 2 years back presented to us with 
intermittent biliary pain and obstructive jaundice for 3 weeks. 
Her significant laboratory parameters were as follows: Total 
bilirubin: 20 mg/dl; direct bilirubin: 15 mg/dl; alkaline 
phosphatase: 1238 IU; total leukocyte count: 23,500/mm3. 
Transabdominal ultrasound was suggestive of  intrahepatic 
biliary radicle dilatation and dilated common bile duct (CBD) 
measuring 15 mm with three large calculi, largest measuring 
12 mm. Considering cholangitis, endoscopic retrograde 

cholangiopancreatography (ERCP) was performed, and 
CBD was selectively cannulated by sphincterotome (COOK 
endoscopy) [Figure 1]. On contrast three filling defects were 
noted in CBD suggestive of  calculi, a cystic duct calculi 
approximately 8 mm was also noted in cystic duct remnant 
[Figure 3]. Sphincterotomy followed by controlled radial 
expansion balloon dilatation was performed for 1 min up to 
15 mm, and three large CBD calculi were removed by extractor 
balloon [Figure 2]. In view of  CDRC, dilated cystic duct, and 
poor surgical candidature of  patient, removal of  CDRC by 
ERCP was attempted. Viziglide 0.035 wire (Olympus) was 
used for selective insertion of  guide wire into cystic duct and 
with repeated attempts cystic duct could be cannulated, we 
inflated extractor balloon by 3 ml room air proximal to cystic 
duct calculi and stone was removed [Figure 4]. Successful 
attempt to remove CDRC avoided repeat surgery in this poor 
surgical candidate patient.

Discussion

Cystic duct or gallbladder remnant with or without stones 
is one of  the important causes of  postcholecystectomy 
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syndrome (PCS) as subtotal cholecystectomy procedures 
are increasing in the era of  minimally invasive surgery.[2,3] 
Incidence of  PCS due to CDRC is 16%.[4] Cystic duct more 
than or equal to 1 cm after surgery is considered to be cystic 
duct remnant,[5] recommended ideal length of  cystic duct 
stump is less the 5 mm after surgery.[6] Cystic duct remnant 
can lead to recurrent cholelithiaisis, choledocholithiasis 
and recurrent cholangitis, mucocele, Mirizzi syndrome, and 
carcinoma.[7,8] Open, laparoscopic or minimal invasive surgery 
depending on available expertise is recommended for CDRC. 
In patients with high risk for surgery other procedures such 
as ERCP, extra corporeal lithotripsy, cholangioscopy and 
percutaneous Fogarty balloon catheter deployment and stone 
removal are available options. In our case, patient was elderly 
and had IHD with ejection fraction <35%. ERCP and CDRC 
removal by extractor balloon prevented high‑risk surgery in 
this case. Though ERCP is useful modality in such situation, 
cystic duct remnant has high potential for forming recurrent 
stones and may also develop malignancy; success depends 
on anatomical factors such as diameter of  stone, diameter 
of  cystic duct, and number of  valves present in duct. Hence, 

we recommend such alternative therapy for patients who are 
unfit for surgery.

Conclusion

CDRC is an important cause of  PCS. Although surgery is 
preferred treatment, other modalities of  treatments especially 
ERCP in expert hands should be preferred over surgery in 
patients who are poor surgical candidates.
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Figure 1: Cannulation of common bile duct

Figure 3: Controlled radial expansion of papilla

Figure 2: Cholangiogram showing cystic duct remnant calculi

Figure 4:  Balloon inflation and removal of cystic duct remnant calculi
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