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Removal of the gall bladder (cholecystectomy)

Your consultant has recommended that you have your gall bladder removed. In this booklet, we 
explain how this is done, how you might feel after the operation and answer some of the questions 
you may want to ask us. If after reading the booklet you are unsure about anything or have more 
questions, please ask at your pre-operative assessment appointment or when you come in for your 
operation. Some people find that it helps them to remember what it is they want to ask if they write 
down their questions and bring them with them.

What is the gall bladder?

The gall bladder is a small muscular bag, which lies behind your right ribs to the front, and is attached 
just underneath the liver. It stores liquid called bile, which helps the body to digest fats in your food. 
The gall bladder is connected to the main bile duct that carries bile from the liver to the duodenum 
(gut).

Why do I need a cholecystectomy?

Your consultant feels that you need this operation because the stones that have formed in your gall 
bladder are causing you pain. If the stones move into your bile duct they could block the drainage of 
the duct and cause pain, fever and yellow jaundice. If a stone is found on ultrasound scan but it is 
not causing you any symptoms, usually we do not recommend removing the gall bladder unless there 
is a good reason.

Are there any other treatments available?

There are other treatments which your consultant should have already discussed with you. Most of 
these have been found to have a low success rate and fail to get rid of the stones, or new stones 
form. The only way to remove the stones permanently is to have the operation.
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Can I live without my gall bladder?

Yes you can. Although the gall bladder is a store for bile, your liver will still continue to produce bile 
but it will go directly down the main bile duct into the duodenum. Almost all diseases of the gall 
bladder occur because the gall bladder is not functioning properly or not functioning at all. This can 
be a source of infection if the gall bladder is not removed.

What are the benefits of having my gall bladder removed?

Having your gall bladder removed usually means that you will not have any further attacks of pain or 
other symptoms that the doctor thinks may have been caused by gallstones. Also, the chance of 
further gallstones forming is greatly reduced. Sometimes this pain can continue after removing the 
gall bladder.

You do not need to avoid food and drink that triggered your symptoms after your gallbladder or 
gallstones have been removed.

Are there any risks involved in having an operation on my gall bladder?

Complications are unusual during this operation. If any do occur, we can spot them quickly and deal 
with them. Serious complications are very uncommon. The kinds of complications that can happen 
are:

• Chest infection, particularly in patients who are smokers. Giving up smoking would reduce the 
risk even if you only stop 2 days before your operation. Your blood oxygen levels will improve 
which will benefit you during your anaesthetic. Research recommends that, to get the full 
benefit of giving up, you need to stop smoking at least 8 weeks before your operation. Your 
assessment nurse can provide you with information about stopping smoking.

• Leakage of bile from the liver surface around the stump of the duct. This often needs a further 
laparoscopic (keyhole) operation to wash any leaked bile away with a drain to stop any further 
bile from collecting in the tummy. Another option is to place a drain under radiological guidance 
to take away any leaked bile. Which one is needed will depend on lots of things and if this 
happens your surgeon will discuss the plan with you. Any bile leak then usually stops after a few 
days following drainage. However, sometimes an ERCP is needed to stop an ongoing leak. An 
ERCP is an endoscopic (camera passed from the mouth into the stomach) test to place a stent 
(small tube) to stop the bile leak or to remove a stuck stone from the bile duct.

• Bleeding. During the operation we divide the arteries that supply the blood to the gall bladder 
close to the liver. There is a risk of bleeding, which in most cases is easily stopped by using a 
clotting machine (diathermy).

• Infection of the wound. This is rare. If it does occur it will usually clear up within a week or 
two, but you may need to take antibiotics and have a district nurse visit you at home to dress 
your wound.

• Aches and twinges around the wound areas which can last for up to 6 months after the 
operation.

• Numbness in the skin around the wound. This may take 2 to 3 months to get better.

• Injury to bile ducts. The bile ducts, which carry bile from the liver to the duodenum, may 
be injured during the operation. The chance is low (1 in 500 cases) but if it occurs you may need 
a second operation to repair the bile ducts.
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• Dropped gallstones. If the operation is challenging, stones can spill from the gallbladder into 
the abdomen. Every effort is made to retrieve them but rarely some are left behind. Often this 
causes no problem but it can lead to an abscess and the need for further procedures. 

• Injury to bowel. The gallbladder lies close to, and can be stuck to, the duodenum and colon. 
In this case, care is taken to separate them from the gallbladder but a bowel injury can occur in 
this way or when the surgeon is entering the abdomen. This may need further procedures to 
correct. 

• Deep Vein Thrombosis (DVT), which is a blood clot in the leg veins, is a very low risk. To help 
reduce the risk factor even more we will give you a small injection of an anti-clotting 
(anti-coagulant) drug into your tummy on the day of your operation. At that time we will also 
give you some special support stockings to wear to the operating theatre. You must keep these 
on after your operation and continue to wear them until you are back to your normal walking 
activities again. This is usually about 4 to 5 days after your surgery. Moving your legs and 
fidgeting your feet are simple exercises that you can do to help your circulation whilst you are 
resting or sitting and this will help to avoid developing DVTs.

Contraception and DVT

Female patients who are taking the combined oestrogen oral contraceptive pill (OCP) or having it as 
an injection are at a slightly higher risk of developing a DVT. Your surgeon will discuss with you the 
option to stop using this for one month before your operation. If you choose to stop taking your 
contraception it is very important that you consider other forms of contraception so that you can 
avoid an unplanned pregnancy. Your GP should be able to advise you about alternative methods of 
contraception.

If you use a progesterone-only type of contraception you can carry on taking it. Female patients who 
are on Hormone Replacement Therapy (HRT) do not need to stop taking it. If you are worried by any 
of the above information, please speak to your consultant.

Risks relating to the anaesthetic

Serious problems with anaesthetic are uncommon, however it is important to note that risks cannot 
be removed altogether and they can vary. The risk to you as an individual will depend on:

• whether you have any other illness

• personal factors, such as smoking or being overweight

• surgery that is complicated, long or done in an emergency

• the type of anaesthetic you have (all cholecystectomies need a general anaesthetic)
 

Side effects of a general anaesthetic

Very common and common side effects

• Feeling sick and vomiting after surgery

• Sore throat

• Dizziness, blurred vision

• Headache

• Bladder problems
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• Damage to the lips or tongue (usually minor)

• Itching

• Aches, pains and backache

• Pain during injection of drugs

• Bruising and soreness

• Confusion or memory loss

Uncommon side effects and complications (1 in 1000 to 1 in 10,000)

• Damage to the cornea of the eye

• Damage to teeth

• An existing medical condition getting worse

• Nerve damage to peripheral nerves

• Awareness (becoming conscious during your operation)

Rare or very rare complications (1 in 10,000 to 1 in 100,000)

• Death*

• Damage to the eyes including loss of vision

• Heart attack or stroke

• Serious allergy to drugs

• Nerve damage to nerves in the spine

• Equipment failure causing significant harm

*Deaths caused by anaesthesia are very rare. There are probably about five deaths for every million 
anaesthetics in the UK

For further details regarding your anaesthetic please speak to your consultant and refer to our 
separate leaflet 'You and your anaesthetic': 
http://www.rcoa.ac.uk/document-store/you-and-your-anaesthetic

When is the pre-operative assessment appointment?

You will be invited to come to the pre-operative assessment clinic about 2 to 3 weeks before the date 
of your surgery. At this time the pre-assessment nurse will help you to identify any problems you may 
have, which might affect the progress of your recovery after the operation. If there are any possible 
problems, there will be an opportunity to discuss these with your anaesthetist and surgeon.

Your pre-operative assessment nurse will also give you important instructions on how to prepare for 
your operation.

If you are cared for by a family member or friend and need them to stay with you whilst you are at 
the hospital, please discuss this with the nurse when you come for your pre-operative assessment.

What happens on the day of my operation?

On the day of your operation you will have been advised to attend either the Day Surgery Unit or 
Theatre Admissions Unit (TAU) E Floor.

http://www.rcoa.ac.uk/document-store/you-and-your-anaesthetic
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Go to the reception desk or ward and let the staff know you have arrived. You will meet the nurse 
who will check your details are correct and take you to the waiting area before going to the 
operating theatre.

You may be seen by the surgeon and anaesthetist at this time and should ask them any questions 
you may have. Before you have your anaesthetic you may be given some painkillers and anti-sickness 
tablets to help you feel comfortable after your operation. You will be allowed a small drink of water 
to help you swallow them.

You will have your anti-coagulant injection if you were not asked to attend the evening before your 
operation. You will be asked to put on your theatre clothing and support stockings.

We will ensure your clothes and any other property is stored safely.

Consent

As with any procedure, we must obtain your consent beforehand. Staff will explain all the risks, 
benefits and alternatives before they ask for your consent. If you are unsure about any aspect of the 
procedure or treatment proposed, please do not hesitate to ask for more information. Please make 
sure that you understand what is going to happen, how you will feel afterwards and the risks of the 
operation before you sign.

You will have the opportunity to discuss details of the operation and your recovery with the 
surgeon. If you are unsure about anything, please ask them to explain. Only sign the consent form if 
you are sure you understand what is going to be done.

Who can accompany me to the Day Surgery Unit?

A friend or relative is welcome to accompany you and wait in our reception area. However, please be 
aware of the expected length of stay on the Day Surgery Unit or as a day case patient on the Theatre 
Admission Unit (TAU) E Floor, Huntsman Building. If your friend or relative does not wish to wait in 
reception, they can be telephoned later in the day when you are ready to go home. If they are 
staying in reception, they will need to bring some change for the car parking pay and display meter.

How is the gall bladder removed?

Gall bladders are removed in an operation called a cholecystectomy. The operation can be done as 
‘keyhole surgery’, in which case it is called a laparoscopic cholecystectomy. It is the laparoscopic 
method that we plan to use for your operation.

What does the operation involve and how long will it take?

This operation is carried out under a general anaesthetic. First, your surgeon makes 4 or 5 small cuts 
(incisions) into your upper tummy (abdomen) and one at your belly button (umbilicus).

Then he or she inserts a small scope (laparoscope) with a light on it to see inside your abdomen. Next, 
some air (carbon dioxide gas) is blown into your abdomen to make more space for the surgeon to 
see clearly. Once the surgeon has a clear view, the gall bladder is disconnected from the liver and bile 
duct system and removed. Lastly, as much air as possible is removed from your abdomen before the 
cuts are closed using either stitches or staples.

The average time for this operation is 45 minutes but it can sometimes take up to two and a half 
hours.
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Traditional surgery

In 5% of cases we may find it too difficult to remove the gall bladder using keyhole surgery and have 
to make a larger cut in your tummy to remove the gall bladder (traditional surgery). Before you have 
the operation we will explain that we might need to switch to traditional surgery during your 
operation. Also, when we ask you to sign a consent form, we will ask you to give your consent to 
both methods of surgery.

If you have the traditional operation you will usually need to stay in hospital for an extra day.

Will I need to have a blood transfusion?

This will rarely be necessary but for safety we will check your blood group by taking a small sample 
of your blood a few weeks before your operation and also on the day of your operation. If you have 
any concerns regarding this please tell the doctor or nurse.

What happens after my operation?

Once your surgery is finished, we will take you to the Post-Anaesthetic Care Unit (PACU). When you 
wake up you will have an oxygen mask over your nose and mouth. A small plastic tube (intravenous 
cannula) will have been inserted in the back of your hand, which we will use to give you your 
anaesthetic and any other medicines or fluids you need during your recovery.

Very occasionally you may find that we have placed a drainage tube into one of your incisions to drain 
away blood or bile. If you do have a drain in, it will stay in place until the drainage stops, which is 
usually within a few hours or days after the operation. You will not be sent home with a drain in.

Whilst you are in PACU we will check both your blood pressure and pulse regularly. When you are 
more awake and comfortable and as long as you have no serious difficulties, we will move you to a 
reclining chair or bedroom in the ward area.

Will I have any pain?

Some pain is inevitable and you may feel it in your:

• wounds

• abdomen

• back

• shoulder tips

This usually lasts for a few days. About 50% of people also have a slight sore throat after a general 
anaesthetic. The anaesthetist will have given you some painkillers before you wake so you should be 
comfortable. However, some people are still sore when they wake up. If this is the case, the nursing 
staff will be able to give you stronger painkillers straight away.

If you have pain or discomfort at any time whilst you are in hospital, please tell the nurse looking after 
you, so that we can give you the pain relief you need.

Will I feel sick after my operation?

After the operation some people can feel sick. However, your anaesthetist will give you some 
anti-sickness medicine to stop you feeling sick or vomiting. If you still feel sick, the nursing staff have 
other medication they can give you to try and relieve the sickness.
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As long as you are able to eat and drink without vomiting, feeling sick should not delay your going 
home, although you may need to take some anti-sickness tablets home with you.

How soon will I be able to eat and drink afterwards?

You should be able to start drinking normally and eating a light meal within a few hours of your 
operation, provided that you are not feeling sick. Before your operation we will have told you to have 
a low fat diet, but you may now return to the foods you were avoiding, but be aware you may put 
on weight. The painkillers we give you can sometimes cause constipation, so, in the first few days 
following the operation, you may need to eat a high fibre diet to help with this.

Will I be able to go to the toilet as normal?

You should not have any difficulty passing urine (pee) and should have done this within 24 hours of 
your operation. If you have any difficulty you should tell someone on the medical or nursing team.

If you have not had your bowels open (poo) after 2 days and you are uncomfortable you can take a 
mild laxative, for example lactulose syrup or senna products, which can be bought over-the-counter 
from your chemist.

Will I be allowed visitors when I am in hospital?

Visiting in the Theatre Admissions Unit is 2.00pm - 3.30pm and 6.00pm - 8.00pm. Visitors are 
restricted to no more than 2 people per patient.

Visiting rules may change during times when levels of viral infection are high in the community. This 
is to protect the patients in the hospital. This has happened during the Covid-19 pandemic but also 
can happen if there is a norovirus outbreak. If there are any changes, you will be informed in advance 
and information is always available on the Sheffield Teaching Hospitals website or via phone.

How will my family and friends know how I am?

To make sure that your friends and family know how you are getting on, we will ask you for details 
of one person who you would like to be told of your progress. To avoid our having to deal with many 
phone calls rather than caring for patients, please ask this person to let other family members and 
friends know how you are doing. If you need to stay overnight in one of the wards in the main 
hospital, we will make sure that this person is given the telephone number so they can ring that ward 
directly.

How long will I be in hospital?

The length of time you are in hospital will depend on how well you recover from surgery. You may 
be able to leave within 4 to 6 hours of your operation or, in some cases, people may need to stay 
overnight. If that is the case, we will move you to a bed in the main hospital.

When will I be able to go home?

To be able to leave hospital you must be comfortable, be eating and drinking without being sick, be 
up and walking and have your normal blood pressure and pulse. You must also have a responsible 
adult to collect you by car or taxi and care for you at home for the first 48 hours after your operation.

Before you leave, we will explain to you and your carer about what to look out for if something is 
going wrong, who you can contact, some simple first aid, and show you how to change your 
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dressings and how often. We will provide you with dressings to take home and also give you a supply 
of painkillers, to take as prescribed on the packaging.

If either you and/or your relative or friend has any questions about your treatments or the care you 
will need at home, please ask us before you leave the Day Surgery Unit.

What happens when I get home?

For the first 2 or 3 days after surgery you will need someone to care for you and you will feel more 
tired than usual. It is important to get plenty of rest and sleep but also to keep active. Gentle walking 
around the house and garden is good, but remember to gradually increase your activities a little each 
day. You will need to continue wearing the support stockings, which you put on before your 
operation. Wear these day and night until you are back to your normal level of walking. This will 
usually be about 5 days after your operation.

Most patients will have wounds with metal clips or stitches that dissolve. However, if you can still see 
your stitches after 3 weeks you should ask your GP or practice nurse to remove them. If you have had 
staples or stitches that need to be removed, these can come out 7 to 10 days after your operation. 
You will need to contact your GP’s surgery to arrange an appointment to have them removed.

When you leave hospital, your wounds will be covered with sterile dressings. If there is no discharge 
from the wounds, then after 5 days you can stop using dressings. But, if your clothing rubs on them, 
you may prefer to continue to use dressings for a while longer. Don’t worry if you have a small 
amount of blood staining on the dressings in the first 24 hours after you get home, as this is normal.

You may also have some swelling and purple bruising around the wound that spreads downwards 
by gravity and fades to a yellow colour after a few days. The slight crusts that form on the wound will 
fall off after 7 to 10 days.

Your wound will take several months to heal completely. As it heals you may notice that it gets firmer, 
thicker and may feel numb around the scars. This will get better in a few months.

The redness of the scars will gradually fade. It is quite normal to feel some aches and twinges in the 
wound areas even up to 6 months after your operation.

Will I have an Outpatient Clinic appointment after my operation?

We do not routinely give patients an outpatient clinic appointment after this operation. However, if 
you have any concerns that are non-urgent and would like to discuss these with your surgeon, you 
can arrange this with the surgical outpatients nurse. Contact numbers are given at the back of this 
booklet.

Will a nurse visit me at home?

Not normally, however, if your operation was done in the Day Case Centre, staff there will telephone 
you to see how you are getting on. Let them know of any non-urgent concerns you have when we 
call. If it is necessary, the member of staff will tell the surgeon or anaesthetist about any problems 
you might be having.

On the Theatre Admissions Unit, if the nurse feels you will need a visit to check your wound or remove 
your stitches, this will be arranged for you and you will be given a letter for them.
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When will I be able to have a bath or shower?

You may do this the day after your operation. Bathing or showering gives you a good opportunity to 
check that your wounds are healing well. Dry the wound areas gently with a clean towel and apply 
a new dressing if needed. If, when you shower or bathe, you notice that you have increased soreness, 
redness or weeping from the wound seek medical advice as these can be signs of infection (contact 
numbers are given at the back of this booklet). If you do have a bath or shower and you are not yet 
walking as normal, remember to put your support stockings back on.

How soon can I return to my normal activities?

You should be returning to your normal activities after 1 week, but avoid heavy lifting or strenuous 
exercise for between 2 and 4 weeks. You can resume sexual activity as soon as your wounds are 
comfortable.

If you drive, then you should only return to driving when you feel comfortable to do so safely. To 
check this, practice an emergency stop whilst the car is parked. If it hurts to do this, you are not ready. 
Also, you should check with your insurance company before you drive again, as you may find that 
you are not covered for a certain time after this operation.

When can I return to work?

This will depend on the type of work you do. For instance, if you do:

• light office work, then expect to be off work for 1 to 2 weeks

• heavy manual work, then expect to be off work for 2 to 4 weeks

If you need a fit note, make sure that you ask us for one when you come in for your operation. The 
fit note will cover you for 2 weeks, after this you will need to make an appointment to see your GP.

What if I have any problems relating to my operation?

If you have any problems or concerns relating to your operation or you have any of the symptoms 
listed below, you should seek medical advice.

Emergency

• Dial 999   or

• Go to your nearest Accident and Emergency Department

You should consider something an emergency if:

• you are in a severe state of collapse, or loss of consciousness
(other than a simple faint)

• you have severe bleeding

• you are unable to contact the urgent medical advice line, and you feel you need help 
immediately

Do not drive within 24 hours of having had a general anaesthetic. Please note we may also have 
given you medicines that can cause drowsiness. If we have, you must not drive or operate 
machinery whilst you are taking them. Check on the medication information leaflet if you are not 
sure whether your drugs do this, or ask your pharmacist.
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Urgent attention

• 0114 243 4343 ask to bleep the ‘Surgical SHO’ (Surgical Senior House Officer)

You should seek urgent medical advice for:

• tummy (abdominal) swelling

• severe vomiting

• a fever or shivering

• fresh bleeding or bruising

Non-urgent problems (seek advice within 24 hours)

For help and advice within the first 24 hours after your operation:

• 0114 226 9372 (Theatre Admissions Unit)
Monday to Friday, 7.00am to 9.00pm

For help and advice after the first 24 hours of your operation:

• 0114 226 9440 (Surgical Assessment Centre)

You should seek medical advice within 24 hours of onset if you experience any of the following signs 
and symptoms:

• increased soreness, redness or swelling at any of the wound sites

• pus or drainage from any of the wound sites

• prolonged or severe pain, which is not controlled by your painkillers

• fever, rigor, shaking, sweaty, fainting or jaundice.

• or anything else that may be worrying you about your recovery

Seek further advice from your GP

Contact your GP If eating or drinking triggers existing symptoms, or causes new symptoms to 
develop, after you have recovered from having your gallbladder or gallstones removed.

Weekends and bank holidays

Contact either your GP or the urgent attention number given above.

 

Please share this information with your carers who will be supporting you after your 
operation.

Alternative formats can be available on request. Email: sth.alternativeformats@nhs.net
© Sheffield Teaching Hospitals NHS Foundation Trust 2021
Re-use of all or any part of this document is governed by copyright and the “Re-use of Public Sector Information Regulations 2005” SI 2005 No.1515. Information on re-use can be obtained from 
the Information Governance Department, Sheffield Teaching Hospitals. Email sth.infogov@nhs.net
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Consent Form 1

Responsible healthcare professional:

Name: ………………………………………………………

………………………………………………………………

Job title: ……………………………………………………

………………………………………………………………

In particular, I have explained to the patient the;

1. Name of the proposed treatment or procedure (or course of treatment or procedures - include brief 
explanation if medical term is not clear):

Removal of the gall bladder (cholecystectomy)

2. The intended benefits, for this patient, being to:
Having your gall bladder removed usually means that you will not have any further attacks of pain or other 
symptoms that the doctor thinks may have been caused by gallstones. Also, the chance of further gallstones 
forming is greatly reduced. Sometimes this pain can continue after removing the gall bladder.
You do not need to avoid food and drink that triggered your symptoms after your gallbladder or gallstones 
have been removed.

3. I have also discussed:
   what the procedure is likely to involve  
   the benefits and risks of any available alternative treatments  
   the benefits and risks of no treatment

Patient agreement to: Removal of the gall bladder / 
Cholecystectomy short stay

Does this patient have any special requirements? (e.g. other language / other communication method)
Yes        No   
If Yes, details to be provided here: ………………………………………………………………………………...

Does this patient have an advanced decision to refuse treatment? (e.g. Jehovah's Witness form)  
Yes        No   
 
If Yes, has the advanced decision been included within the consent discussions?   Yes        No   

Statement of healthcare professional (to be filled in by healthcare professional with appropriate knowledge
of proposed procedure, as specified in consent policy)
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In particular, I have explained to and discussed with the patient the;

4. Recognised risks and/or complications for this particular procedure or treatment:
4.1 What are the known risks for this treatment or procedure? In particular the recognised significant, serious, 
frequently occurring or other risks this patient should be made aware of:
Complications are unusual during this operation. If any do occur, we can spot them quickly and deal with them. 
Serious complications are very uncommon. The kinds of complications that can happen are:

● Chest infection, particularly in patients who are smokers. Giving up smoking would reduce the risk 
even if you only stop 2 days before your operation. Your blood oxygen levels will improve which will 
benefit you during your anaesthetic. Research recommends that, to get the full benefit of giving up, you 
need to stop smoking at least 8 weeks before your operation. Your assessment nurse can provide you 
with information about stopping smoking.

● Leakage of bile from the liver surface around the stump of the duct. This often needs a further 
laparoscopic (keyhole) operation to wash any leaked bile away with a drain to stop any further bile from 
collecting in the tummy. Another option is to place a drain under radiological guidance to take away any 
leaked bile. Which one is needed will depend on lots of things and if this happens your surgeon will 
discuss the plan with you. Any bile leak then usually stops after a few days following drainage. However, 
sometimes an ERCP is needed to stop an ongoing leak. An ERCP is an endoscopic (camera passed 
from the mouth into the stomach) test to place a stent (small tube) to stop the bile leak or to remove a 
stuck stone from the bile duct.

● Bleeding. During the operation we divide the arteries that supply the blood to the gall bladder close to 
the liver. There is a risk of bleeding, which in most cases is easily stopped by using a clotting machine 
(diathermy).

● Infection of the wound. This is rare. If it does occur it will usually clear up within a week or two, but you 
may need to take antibiotics and have a district nurse visit you at home to dress your wound.

● Aches and twinges around the wound areas which can last for up to 6 months after the operation.
● Numbness in the skin around the wound. This may take 2 to 3 months to get better.
● Injury to bile ducts. The bile ducts, which carry bile from the liver to the duodenum, may be injured 

during the operation. The chance is low (1 in 500 cases) but if it occurs you may need a second 
operation to repair the bile ducts.

● Dropped gallstones. If the operation is challenging, stones can spill from the gallbladder into the 
abdomen. Every effort is made to retrieve them but rarely some are left behind. Often this causes no 
problem but it can lead to an abscess and the need for further procedures. 

● Injury to bowel. The gallbladder lies close to, and can be stuck to, the duodenum and colon. In this 
case, care is taken to separate them from the gallbladder but a bowel injury can occur in this way or 
when the surgeon is entering the abdomen. This may need further procedures to correct. 

● Deep Vein Thrombosis (DVT), which is a blood clot in the leg veins, is a very low risk. To help reduce 
the risk factor even more we will give you a small injection of an anti-clotting (anti-coagulant) drug into 
your tummy on the day of your operation. At that time we will also give you some special support 
stockings to wear to the operating theatre. You must keep these on after your operation and continue 
to wear them until you are back to your normal walking activities again. This is usually about 4 to 5 days 
after your surgery. Moving your legs and fidgeting your feet are simple exercises that you can do to help 
your circulation whilst you are resting or sitting and this will help to avoid developing DVTs.

Contraception and DVT
Female patients who are taking the combined oestrogen oral contraceptive pill (OCP) or having it as an 
injection are at a slightly higher risk of developing a DVT. Your surgeon will discuss with you the option to stop 
using this for one month before your operation. If you choose to stop taking your contraception it is very 
important that you consider other forms of contraception so that you can avoid an unplanned pregnancy. Your 
GP should be able to advise you about alternative methods of contraception.

Risks relating to the anaesthetic
Serious problems with anaesthetic are uncommon, however it is important to note that risks cannot be 
removed altogether and they can vary. The risk to you as an individual will depend on:

● whether you have any other illness
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● personal factors, such as smoking or being overweight
● surgery that is complicated, long or done in an emergency
● the type of anaesthetic you have (all cholecystectomies need a general anaesthetic)

 

Side effects of a general anaesthetic
Very common and common side effects

● Feeling sick and vomiting after surgery
● Sore throat
● Dizziness, blurred vision
● Headache
● Bladder problems
● Damage to the lips or tongue (usually minor)
● Itching
● Aches, pains and backache
● Pain during injection of drugs
● Bruising and soreness
● Confusion or memory loss

Uncommon side effects and complications (1 in 1000 to 1 in 10,000)
● Damage to the cornea of the eye
● Damage to teeth
● An existing medical condition getting worse
● Nerve damage to peripheral nerves
● Awareness (becoming conscious during your operation)

Rare or very rare complications (1 in 10,000 to 1 in 100,000)
● Death*
● Damage to the eyes including loss of vision
● Heart attack or stroke
● Serious allergy to drugs
● Nerve damage to nerves in the spine
● Equipment failure causing significant harm

*Deaths caused by anaesthesia are very rare. There are probably about five deaths for every million 
anaesthetics in the UK
For further details regarding your anaesthetic please speak to your consultant and refer to our separate leaflet 
'You and your anaesthetic': http://www.rcoa.ac.uk/document-store/you-and-your-anaesthetic

Traditional surgery
In 5% of cases we may find it too difficult to remove the gall bladder using keyhole surgery and have to make 
a larger cut in your tummy to remove the gall bladder (traditional surgery). Before you have the operation we 
will explain that we might need to switch to traditional surgery during your operation. Also, when we ask you 
to sign a consent form, we will ask you to give your consent to both methods of surgery.
If you have the traditional operation you will usually need to stay in hospital for an extra day.
 

http://www.rcoa.ac.uk/document-store/you-and-your-anaesthetic
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4.2 Do any of the risks discussed carry a greater significance for this patient? For example, existing 
co-morbidities, patient’s concern, patient’s work, hobbies, driving or other.

Yes        No   

If Yes, details to be provided here;

…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

5. Are there any extra procedures which may become necessary during the treatment or procedure?

 blood transfusion

6. The following leaflet(s) has been provided: PIL5035, Issue Date: September 2021
Accompanying leaflet accepted by patient: Yes     No 
I have fully informed this patient about this procedure or treatment to the best of my ability and in a way in 
which I believe they can understand.
Patient refused information 
(NB: If this patient has refused information ensure this is documented in the patients’ medical 
records. Notify the GP of this and send the patient information leaflet to the GP with the letter in case 
the GP gets the opportunity to discuss this with the patient at a later date.)

 

Does this patient require an Interpreter?  Yes     No 
I have interpreted the information above to the patient to the best of my ability and in a way in which I believe 
they can understand.

 

Signed (Healthcare professional) ……………………………………………                 Date ……………..……
 
Name (PRINT) ………………………………..             Job title ………………………………………………….

Professional Registration Number ……………………………………

Statement of interpreter

Signed (Interpreter) ……………………………………….                                            Date …………………..
 
Name (PRINT) ………………………………..            
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Please read this form and the accompanying leaflet carefully. The leaflet describes the benefits and risks of 
the proposed treatment or procedure and possible alternatives. If your treatment or procedure has been 
planned in advance, you should already have your own copy of the leaflet. If not, you will be offered a copy 
now. If you have any further questions, do ask – we are here to help you. You have the right to change your 
mind at any time, including after you have signed this form.
 
I agree to the procedure or course of treatment described on this form.
 
I understand that you cannot give me a guarantee that a particular person will perform the procedure. The 
person will, however, have appropriate experience.
 
I understand that any procedure in addition to those described on this form will only be carried out if it is 
necessary to save my life or to prevent serious harm to my health.
 
I have been told about additional procedures which may become necessary during my treatment. I have 
listed below any procedures which I do not wish to be carried out without further discussion.

…………………………………………………………………………………………………………………………

Statement of patient (to be signed, printed and dated by the patient)

Signed (Patient) ….……………………………………….                                             Date ……………..……
A witness should provide their signature if the patient is unable to sign but has indicated his or her consent.
 
Name (PRINT) …………………………………………..
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On behalf of the team treating the patient, I have confirmed with the patient that they have no further questions 
or concerns and consent for the procedure to go ahead.

 

I, the patient, confirm that I have withdrawn consent and do not want to proceed with the treatment or 
procedure.

On behalf of the team treating the patient, I have confirmed with the patient that they have withdrawn consent 
and do not want to proceed with the treatment or procedure. 

 

Confirmation of consent (to be completed by a health professional when the patient is admitted for the 
procedure, if the patient has signed the form in advance)

Signed (Healthcare professional) ……………………………………….                       Date …………………..
 
Name (PRINT) ………………………………..             Job title ………………………………………………….
 
Professional Registration Number ……………………………………

Withdrawing of consent to proceed with treatment or procedure (to be completed at any stage the 
patient withdraws consent to proceed with the treatment or procedure).

Signed (Patient) ….……………………………………….                                            Date ……………..……
A witness should provide their signature if the patient is unable to sign but has indicated his or her withdrawal of consent.
 
Name (PRINT) ………………………. …………………..

Signed (Healthcare professional) ……………………………………….                      Date …………………..
 
Name (PRINT) ………………………………..             Job title ………………………………………………….
 
Professional Registration Number ………………………………………
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Consent to treatment or procedure - Guidance to health professionals (to be read in conjunction with 
Sheffield Teaching Hospital’s Consent to Examination or Treatment policy, 2017)

What a consent form is for
This form documents the patient’s agreement to go ahead with the treatment or procedure you have 
proposed. It is not a legal waiver – if patients, for example, do not receive enough information on which to 
base their decision, then the consent may not be valid, even though the form has been signed. Patients are 
also entitled to change their mind after signing the form, if they retain capacity to do so. The form should act 
as an aide-memoire to health professionals and patients, by providing a check-list of the kind of information 
patients should be offered, and by enabling the patient to have a written record of the main points discussed. 
In no way, however, should the written information provided for the patient be regarded as a substitute for 
face-to-face discussions with the patient.

The law on consent
See the Department of Health’s, Reference guide to consent for examination or treatment, for a 
comprehensive summary of the law on consent. Also available at 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/138296/d
h_103653__1_.pdf

Who can give consent
Everyone aged 16 or more is presumed to be competent to give consent for themselves, unless the opposite 
is demonstrated, and therefore may sign this form (Consent form 1). If a child under the age of 16 has 
“sufficient understanding and intelligence to enable them to understand fully what is proposed”, then they will 
be competent to give consent for themselves. Young people aged 16 and 17, and legally ‘competent’ younger 
children, may therefore sign this form for themselves, but may like a parent to countersign as well. If the child 
is not able to give consent for themselves, someone with parental responsibility may do so on their behalf and 
a separate form (Consent form 2) is available for this purpose. Even where a child is able to give consent 
for themselves, you should always involve those with parental responsibility in the child’s care, unless the child 
specifically asks you not to do so. If a patient is mentally competent to give consent but is physically unable 
to sign a form, you should complete this form as usual, and ask an independent witness to confirm that the 
patient has given consent orally or non-verbally.
Where an adult patient (18 or over) lacks capacity to give or withhold consent to treatment then Consent form 
4 should be completed.

When NOT to use this form
If the patient is 18 or over and is not legally competent to give consent, you should use Consent form 4 (form 
for adults who are unable to consent to investigation or treatment) instead of this form. A patient will not be 
legally competent to give consent if:

● they are unable to comprehend and retain information material to the decision; and/or
● they are unable to weigh and use this information in coming to a decision.

You should always take all reasonable steps (for example involving more specialist colleagues) to support a 
patient in making their own decision, before concluding that they are unable to do so. Relatives cannot be 
asked to sign this form on behalf of an adult who is not legally competent to consent for himself or herself.

Information
Information about what the procedure or treatment will involve, its benefits and risks (including side-effects 
and complications) and the alternatives to the particular procedure or treatment proposed, is crucial for 
patients when making up their minds. The courts have stated that patients should be told about ‘significant 
risks which would affect the judgement of a reasonable patient’. ‘Significant’ has not been legally defined, but 
the GMC requires doctors to tell patients about ‘serious or frequently occurring’ risks. In addition if patients 
make clear they have particular concerns about certain kinds of risk, you should make sure they are informed 
about these risks, even if they are very small or rare. You should always answer questions honestly.
Sometimes, patients may make it clear that they do not want to have any information about the options, but 
want you to decide on their behalf. In such circumstances, you should do your best to ensure that the patient 
receives at least very basic information about what is proposed. Where information is refused, you should 
document this on the form or in the patient’s notes.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/138296/dh_103653__1_.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/138296/dh_103653__1_.pdf

