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ABSTRACT

Cholecystectomy is one of the most commonly
performed surgical procedures and is the standard of care in
treating symptomatic gallstones. However up to a third of
patients undergoing cholecystectomy will develop recurrent and
persistent abdominal pain weeks to years after surgery. In the
majority of patients, symptoms are mild and short lived but
Y-7 will continue to have frequent debilitating pain, a condition
referred to as the postcholecystectomy syndrome (PCS). It
encompasses a widely varying group of disorders; including
extrabiliary, organic biliary and functional biliary diseases. Since
a PCS is of a diverse and complex pathogenesis; clinicians should
employ a systematic approach to diagnose and treat a range of
potential etiologies. The first step in the evaluation of a PCS
should be a thorough history and physical examination to rule out
common treatable conditions; which may have been previously
overlooked. The workup should begin with differentiating
functional pain from organic biliary pain. Treatment options for
postcholecystectomy syndrome depend on the suspected etiology.
If the workup is negative, a multidisciplinary approach with pain
management and psychiatry may be appropriate. Always, the
successful key of PCS management still prevention.




