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«HOSPITAL SURGERY»

Lecture № 4
1. Theme: «Postcholecystectomy Syndrome»
2. Purpose: to consolidate students' knowledge of the problem under study, to form and master the foundations of professional competence in the section of surgery under study.

3. Annotation of the lecture:
The term postcholecystectomy syndrome (PCS) describes the presence of symptoms after cholecystectomy. These symptoms can represent either the continuation of symptoms thought to be caused by gallbladder pathology or the development of new symptoms normally attributed to the gallbladder. PCS also includes the development of symptoms caused by removal of the gallbladder (eg, gastritis and diarrhea).

In general, PCS is a preliminary diagnosis and should be renamed with respect to the disease identified by an adequate workup. It arises from alterations in bile flow due to loss of the reservoir function of the gallbladder. Two types of problems may arise. The first is continuously increased bile flow into the upper gastrointestinal (GI) tract, which may contribute to esophagitis and gastritis. The second is related to the lower GI tract, where diarrhea and colicky lower abdominal pain may result. This article mainly addresses the general issues of PCS.

PCS reportedly affects about 10-15% of patients. In the author’s experience, PCS has occurred in 14% of patients. Effective communication between patients and their physicians, with specific inquiry directed at eliciting frequently anticipated postoperative problems, may be necessary to reveal the somewhat subtle symptoms of PCS.

Treatment should be governed by the specific diagnosis made and may include pharmacologic or surgical approaches.
Pathophysiology and Etiology
Bile is thought to be the cause of PCS in patients with mild gastroduodenal symptoms or diarrhea. Removal of the reservoir function of the gallbladder alters bile flow and the enterohepatic circulation of bile. The pathophysiology of PCS is related to alterations in bile flow and is not yet fully understood.

Early articles on PCS focused primarily on anatomic abnormalities that were grossly or microscopically identifiable at the time of exploratory surgery. Improvements in technology and imaging studies have yielded an improved understanding of biliary tract disorders. This has affected the preoperative workup of patients with suspected gallbladder disease as well as those with PCS, making functional disorders of the biliary tract (including irritable sphincter) the most common causes of PCS
During the late 1990s, approximately 500,000-600,000 cholecystectomies were performed each year in the United States; most of them were laparoscopic. With at least 10% of patients developing PCS, approximately 50,000 or more cases of PCS occur each year. Study-to-study variability is great. PCS is reported to have been found in 5-30% of patients, with 10-15% being the most reasonable range.

McHardy found that 7.5% of patients with PCS required hospitalization.  The international incidence of PCS is almost identical to that in the United States.

Peterli found that 65% of patients had no symptoms, 28% had mild symptoms, 5% had moderate symptoms, and 2% had severe symptoms. Peterli also found that PCS was caused by functional disorders in 26% of patients, peptic disease in 4%, wound pain in 2.4%, stones in 1%, subhepatic fluid in 0.8%, and incisional hernia in 0.4%.

Schoenemann found that functional disorders were the most common cause of PCS. [8] Russello found 30% of patients with postcholecystectomy symptoms, 13% with PCS, and 10% with the same preoperative symptoms. Anand had 18% of patients with symptoms (24 mild, 7 severe). Freud found that 62% of patients had less severe symptoms than preoperatively, 31% had the same symptoms, and 7% had more severe symptoms. 
In the author’s experience, a 14% risk of PCS exists among all patients, and the risk of PCS has not been associated with any preoperative finding.

It should be noted that about 50% of patients with a preoperative psychiatric disorder have an organic cause of PCS, whereas only 23% of patients without a psychiatric disorder have an organic cause.

Numerous researchers have attempted to develop preoperative risk stratification. No full consensus has been reached, but many would agree that a proper preoperative workup and skilled surgery should include complete evaluation of the extrahepatic biliary tree. Some risk stratification summaries follow:

· An urgent operation puts patients at a higher risk for developing PCS

· If the procedure is performed for stones, 10-25% of patients develop PCS; if no stones are present, 29% of patients develop PCS

· If the duration of symptoms before surgery is less than 1 year, 15.4% of patients develop PCS; if preoperative symptom duration is 1-5 years, 21% develop PCS; if preoperative symptom duration is 6-10 years, 31% develop PCS; and if preoperative symptom duration is more than 10 years, 34% develop PCS

· If a choledochotomy is performed, 23% of patients develop PCS; if choledochotomy is not performed, 19% develop PCS

Some researchers have found the incidence of PCS to be the same, regardless of typical or atypical preoperative symptoms. Previous surgery, bile spill, and stone spill did not make a difference in the incidence of PCS.

Age- and sex-related demographics

Freud found age and sex differences. Patients aged 20-29 years had an incidence of 43%; those aged 30-39 years, 27%; those aged 40-49 years, 21%; those aged 50-59 years, 26%; and those aged 60-69 years, 31%. Patients older than 70 years did not develop PCS. Females had a 28% incidence of PCS, and males had a 15% incidence.
Prognosis

Outcome and prognosis vary in accordance with the variety of patients and conditions encountered and the operations that may be performed.

Moody showed that 75% of his patients had good-to-fair relief of pain on long-term follow-up. Short-term complications are common (5-40%). Hyperamylasemia is the most common complication but usually resolves by postoperative day 10. Pancreatitis is expected in 5% of cases and death in 1%.

4. Form of lecture organization: traditional lecture with visualization elements and interactive components

	Chronocard lectures
№

п/п
	Stages and contents of the lecture

	Мethods and forms
	Time

	1


	Introductory part of the lecture.

Announcement of the topic, purpose and plan of the lecture.
	presentation
	5 minutes

	2
	Introductory part of the lecture. The relevance of the topic is reported, the main anatomical and physiological aspects of the topic are explained.
	presentation

conversation, interactive conversation.
	15 minutes

	3
	The main part of the lecture. The relevance of subjects in modern health care, the order of rendering assistance to the population, the functions of a surgeon.
	presentation

conversation, interactive conversation, work in small groups
	60 minutes

	4
	The final part of the lecture:

Generalization, conclusions on the topic. Answers on questions. Recommendations for in-depth, facultative study of the topic, independent work. 
	presentation

conversation, interactive conversation, 
answers on questions.
	10 minutes


5. Methods used in the lecture: presentation, conversation, interactive conversation.
6. Means of education:

· Didactic (multimedia presentation with diagrams, tables, illustrations, photographs, drawings)

· Material and technical: chalk, blackboard, multimedia projector, PC
