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Postcholecystectomy Syndrome

CoNsTANTINE T. FRANTZIDES, MD, PHD, aAND ROBERT E. CoNnDON, MD, MS

Recurrence or persistence of pain or other symptoms in the right upper abdominal
quadrant following cholecystectomy is an uncommon event, but one which is dis-
tressing to both the patient and physician. The cause of postcholecystectomy syn-
drome may be difficult to establish. One-third of cases will be due to disease outside
the biliary tract. Common duct stone, stenosing pappilitis or biliary dyskinesia are
often the cause when symptoms arise within the biliary tract. An orderly diagnostic
approach, including use of ultrasound and endoscopic retrograde cholangiopan-
creatography, is outlined. Transpapillary manometry and quantitative cholescin-
tigraphy are newer tests of great promise. A successful treatment, of course, depends

on the correct diagnosis.

The term postcholecystectomy syndrome
was first used by Womack and Crider’ to
describe complaints of recurrent upper ab-
dominal pain after cholecystectomy. This
term now is used to describe a heterogeneous
collection of postcholecystectomy com-
plaints.

The symptoms associated with postcho-
lecystectomy syndrome include abdominal
pain, usually mild but occasionally severe,
and dyspepsia that may be continuous or
episodic. When the pain is severe, it often
indicates an organic cause of the syn-
drome.?? Patients also may have transient
nausea, bloating, and flatulence. In about 5%
of patients, the pain is described as similar
in intensity and duration to that before cho-
lecystectomy.*
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In a review of 5,859 biliary tract opera-
tions, 34% of the patients with postchole-
cystectomy symptoms had disorders outside
the hepatobiliary system,” emphasizing the
importance of careful evaluation before
cholecystectomy to identify coexisting dis-
ease in other organs besides the hepatobiliary
system.

-ETIOLOGY

The etiology of postcholecystectomy syn-
drome is not defined fully and probably is
not caused by only one factor. The predis-
posing events may be viewed as intrinsic
(hepatobiliary) or extrinsic (nonhepatobili-
ary). In the intrinsic population, symptoms
usually are a result of a common bile duct
stone, a retained segment of gallbladder, or
an iatrogenic traumatic stricture of the biliary
tree. In addition, a cystic duct remnant, sten-
osing papillitis, and biliary dyskinesia were
suggested as intrinsic etiologic factors in
postcholecystectomy syndrome.®”!! The ex-
trinsic etiologic factorsincludeirritable bowel
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syndrome, peptic ulcer disease, reflux esoph-
agitis, pancreatitis, intraabdominal adhesions,
and wound neuroma.

The characteristics of the pain are impor-
tant in the diagnosis of the underlying etiol-
ogy. The diagnosis of a retained common bile
duct stone is relatively straightforward,
whereas the diagnosis of stenosing papillitis
and biliary dyskinesia may be difficult. The
concept of a “’cystic duct stump syndrome,”
first described by Garlock and Hurwitt'? in
1951, is controversial. It includes repeated
attacks of biliary colic, nausea, vomiting,
jaundice, chills, and fever. Although these
symptoms probably indicate common duct
stones and cholangitis, it has been suggested
that the presence of the cystic duct remnant
alters pressure in the biliary tract and
sphincter of Oddi after a cholecystec-
tomy.">'* The findings of others,”® however,
suggested that the remnant itself does not
cause postcholecystectomy syndrome but
that the presence of stones in the remnant
may be the genesis of the symptoms. Post-
operative biliary distress also was caused by
new stone formation, amputation neuroma,
and adhesions associated with the cystic duct
remnant and leading to kinking of the com-
mon bile duct.®1>1

The term biliary dyskinesia originally was
used to describe impaired choledochal mo-
tility and abnormal flow of bile from the liver
to the duodenum.'"'®* Whereas biliary dys-
kinesia is accepted as a clinical entity, inten-
sive research during the past century could
not document completely a precise etiology
for this malfunction. Others'*?° suggested,
on the basis of manometric studies of the
sphincter of Oddi, that dyskinesia is the re-
sult of spasm of the sphincter that increases
intraductal pressure and thus produces pain.
The role of cholecystokinin in this process is
unknown, but it may be a causative agent
by paradoxically increasing sphincter tone.”’

Papillary stenosis was described as a result
of acute or chronic inflammation of the pa-
pilla of Vater.?” It was suggested that sten-

osing papillitis is the consequence of chronic
passage of gallstones.”” The role of pancre-
atitis in the inflammatory response is un-
known. Histologically, the normal presence
of large amounts of collagen in the papilia
makes the pathologic diagnosis of inflam-
matory stenosis difficult.® Furthermore,
several studies showed that there was no
conclusive correlation between clinical
symptoms and histologic changes in the pa-
pilla.*?*?* Like biliary dyskinesia, the per-
ceived clinical frequency and importance of
papillary stenosis in postcholecystectomy
syndrome are controversial, primarily be-
cause of the paucity of data to support a spe-
cific pathophysiologic mechanism for this
disease.

DIAGNOSTIC EVALUATION

In the process of identifying the cause of
postcholecystectomy syndrome, it is impor-
tant to differentiate between pancreatobiliary
diseases and diseases external to the biliary
tract. When confronted with a potential
postcholecystectomy syndrome, the surgeon
always should consider that the cause of the
patient’s complaints arises from extrabiliary
disease. A complete evaluation of both the
upper and lower gastrointestinal (GI) tract
must be done. It was found that 40% of pa-
tients with postcholecystectomy symptoms
actually had disease outside the biliary tract
(i.e., gastritis or ulcer, functional intestinal
diseases, colonic diverticulitis, chronic pan-
creatitis, or carcinoma of the colon).”

The elimination of an extrahepatobiliary
pathologic process should suggest that the
patient has either an organic (stone, stricture,
or pancreatitis) or a functional (biliary dys-
kinesia or papillary stenosis) biliary disorder.
Patients with a history of acute upper ab-
dominal pain associated with jaundice, fever,
and chills usually have a common bile duct
stone. By contrast, chronic pain of moderate
severity without other associated symptoms
generally suggests stenosing papillitis or bil-
iary dyskinesia.
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The laboratory evaluation should include
a complete blood count and urinalysis, liver
function tests, serum amylase, and a test for
occult blood in the stool. An important non-
invasive test that should be done to exclude
organic pancreatic or biliary diseases is ul-
trasonography.” To exclude the possibility
of gastroesophageal reflux or ulcer disease,
the physician should do a barium upper GI
series. Endoscopic retrograde cholangiopan-
creatography (ERCP) often is helpful in the
differential diagnosis of postcholecystectomy
syndrome, especially in patients with symp-
toms suggesting obstruction.?®

The technique that holds the most promise
for the future in the diagnosis of functional
disease of the papilla is transpapillary ma-
nometry. This test allows the physician to
measure and identify high pressure in the
sphincter of Oddi. Patients with elevated
pressures respond favorably to transendo-
scopic papillotomy.**

Quantitative cholescintigraphy recently
was shown to be a highly sensitive technique
in the diagnosis of papillary stenosis and
dysfunction.?**¢ This technique should not
replace ERCP but can be used as an initial
procedure to differentiate stenosis of the
sphincter or other causes of biliary obstruc-
tion from nonbiliary causes of postcholecys-
tectomy pain.

In summary, the following steps should
be followed in evaluating a patient with
postcholecystectomy pain:

1. A careful and complete recording of the
history, including a review of pre- and
postoperative records.

2. Exclusion of extrahepatic causes, insofar
as possible, by endoscopic and barium
examinations of the upper and lower GI
tracts.

3. Ultrasonography as the initial step in eval-
uation of the pancreaticobiliary system.

4. ERCP in patients with biliary obstructive
symptoms.

5. Transpapillary manometry for detection
of abnormalities of the sphincter of Oddi.

TREATMENT

The treatment of postcholecystectomy
syndrome depends on the etiology and may
be either nonoperative or interventional. The
nonoperative approach is appropriate when
the patient has pain of unresolved origin.
When the symptoms are thought to be a re-
sult of a functional disorder of the sphincter
of Oddi (dyskinesia), a trial of a long-acting
nitroglycerin preparation or nifedipine (a
calcium-channel blocker) may be benefi-
cial. % Alternatively, spasmolytics and an-
algesics can be used for the temporary relief
of pain. Some physicians treat dyspeptic
symptoms with bile acid substitutes or pan-
creatic enzyme preparations.” This ap-
proach, however, is controversial and fre-
quently fails.

An important diagnostic procedure, ERCP
also can be used as a therapeutic modality.
Combined with endoscopic sphincterotomy
ERCP is used to remove common bile duct
stones and manage papillary dyskinesia.**-
Endoscopic balloon dilation of the sphincter
of Oddi was used to relieve stenosis of the
sphincter, but clinical experience with this
technique is limited.**?** The complication
rate (hemorrhage and perforation) of endo-
scopic papillotomy. was reported to be 5%
to 10%.%®

Surgical intervention in these patients has
advantages over an endoscopic procedure.
Surgical sphincterotomy, sphincteroplasty,?
and septectomy are procedures with high
success rates in treating postcholecystectomy
syndromes with biliary causes, especially
stenosing papillitis or biliary dyskinesia. The
technique of septectomy was introduced in
the treatment of postcholecystectomy pain.*”
This procedure involves excision of the sep-
tum and dividing the common bile duct and
the duct of Wirsung, combined with sphinc-
teroplasty. The origin of postcholecystec-
tomy pain was suggested to be obstruction
of flow of pancreatic secretions as a result of
inflammation and scarring of the ampullary
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septum, secondary to repeated passage of
gallstones through the papilla of Vater or to
cholesterolosis of the ampulla of Vater.’” In
support of this hypothesis, it was shown that
patients with persistent pain after sphinc-
teroplasty had resolution of their symptoms
after septectomy.'’

In patients in whom the pain is associated
with a gallbladder remnant, excision of the
remnant usually eliminates the symptoms.
The possibility that the symptoms of post-
cholecystectomy syndrome are associated
with a cystic duct remnant in the absence of
a demonstrable stone is remote. Therefore,
surgical intervention is not warranted even
in the presence of a long cystic duct remnant.

It is evident from clinical experience that
many patients have pain after cholecystec-
tomy. Resolution needs to be based on de-
veloping concrete diagnostic indicators that
enable the physician to differentiate between
the various organic and functional disorders
of the hepatobiliary system. We do not have
such reliable diagnostic tests available cur-
rently. Therefore we often are forced to con-
tinue our reliance on empiric indicators, es-
pecially for the diagnosis and treatment of
functional biliary disorders.
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