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INTRODUCTION 

CHOLECYSTECTOMY IS DEFINED AS "THE SURGICAL REMOVAL 

OF THE GALLBLADDER" BUT THIS SIMPLE DEFINITION DOES NOT 

INCLUDE THE IMPLICATIONS, THE DANGERS AND THE FAILURES 

OF SUCH AN OPERATION. MANY SURVEYS OF THE RESULTS OF 

CHOLECYSTECTOMY HAVE SHOWN FAILURES OF CURE IN FROM 15

PERCENT TO 70 PERCENT OF CASES. MACDONALD (1943) SHOWED 

POOR RESULTS OF FROM 15 TO 35 PERCENT WHILE PRIBRAM (1950) 

FOUND FAILURE OF CURE FROM CHOLECYSTECTOMY IN 20 PERCENT 

OF HIS CASES. IN ANOTHER INSTANCE, BROWN (1934) REPORTED 

A SUMMARY OF RESULTS OBTAINED BY SURGERY IN EIGHTY-FOUR 

PATIENTS FROM THE &ASTRO-INTESTINAL CLINIC OF THE JOHNS 

HOPKINS HOSPITAL AND FOUND "COMPLETE OR RELATIVE CURE 

OR RELIEF OF SYMPTOMS1t IN 59 PERCENT AND CONSIDERED 41

PERCENT "UNSUCCESSFUL". HE CONCLUDED: "I FOR ONE, 

THEREFORE, CANNOT FEEL THAT SURGERY SHOULD BE INDIS­

CRIMINATELY ADVISED FOR ALL CASES OF GALLBLADDER PATH­

OLOGY. IT HAS A DEFINITE MORTALITY; IT HAS A CONSIDER­

ABLE PROPORTION OF FAILURES; IT HAS MANY POSTOPERATIVE 

POSSIBILITIES WHICH MAKE THE SECOND STATE OF THE PATIENT 

THE SAME AS, OR EVEN WORSE THAN, THE FIRST." 

IN AGREEMENT WITH 8ROWN 1 S STATEMENT, DR. HERBERT 



□ AVIS, DR. lESLEY SOLAND AND THE WRITER UNDERTOOK 

THE TASK OF REVIEWING THE CASES OF CHOLECYSTECTOMY 

AT THE UNIVERSITY HOSPITAL, UNIVERSITY OF NEBRASKA 

COLLEGE OF MEDICINE, IN AN ATTEMPT TO DETERMINE THE 

REASONS FOR THE HIGH INCIDENCE OF THE SO-CALLEO 

"POSTCHOLECYSTECTOMY SYNDROME" AND THE MANNER IN 

WHICH THIS INCIDENCE MIGHT BE LOWERED. THIS PAPER 

IS THE FIRST PART OF THE SURVEY AND CONCERNS ITSELF 

WITH A REVIEW OF THE HOSPITAL CHARTS AND THE SUB­

JECTIVE RESULTS OF ANSWERS TO A QUESTIONNAIRE MAILED 

TO EACH PATIENT. THE SECOND PART OF THE SURVEY, THAT 

OF RE-EXAMINATION, RE-EVALUATION AND TREATMENT OF THOSE 

PATIENTS EXHIBITING THE POSTCHOLECYSTECTOMY SYNDROME 

MUST NECESSARILY BE DELAYED BEYOND THE DATE OF THIS 

WRITING. 

POSTCHOLECYSTECTOMY SYNDROME CONCEPTS 

THE FUNCTIONS OF THE GALLBLADDER, ACCORDING TO 

IVY AND GOLDMAN (1939), ARE TWO. FIRST, THEY MENTION 

THE FUNCTION OF PRESSURE REGULATION; IN THIS CAPACITY 

THE ORGAN SERVES AS A RESERVOIR TO PREVENT BACK PRES­

SURE ON THE LIVER IN ITS CONTINUOUS PRODUCTION OF BILE. 

THIS IS A SIMPLE HYDROSTATIC NECESSITY SINCE THE OUTLET 

2. 

I 
~I 

~I 
,-1 
llij 

t ,, 
;i• ~. 



INTO THE INTESTINE MAINTAINS A RESISTANCE OF 9 TO 

25 CM. OF BILE AT THE SPHINCTER OF ODDJ. 

THE SECOND FUNCTION OF THE GALLBLADDER IS T HAT 

OF BILE STORAGE, A FUNCTION ENHANCED BY THE ABILITY OF 

THE STRUCTURE TO CONCENTRATE BILE. IN THE HUMAN GALL­

BLADDER, BILE IS CONCENTRATED FROM ONE-FIFTH TO ONE­

TENTH OF ITS HEPATIC CONCENTRATION, AND THUS STORAGE 

OF BILE PRODUCED OVER A PERIOD OF FROM TWELVE TO TWENTY­

FOUR HOURS IS POSSIBLE. 

THE FUNCTIONS OF BILE, ACCORDING TO COWGILL (1941), 

ARE PRIMARILY THREE: (I) THAT OF AIDING IN DIGESTIVE 

PROCESSES, (2) THAT OF AIDING IN THE CONTROL OF INTES­

TINAL PUTREFACTION AND (3) AS AN EXCRETORY MEDIUM. 

IN THE PROCESSES OF DIGESTION, BILE FUNCTIONS BOTH 

AS AN AID TO THE FAT-SPLITTING ENZYME, LIPASE, AND ALSO 

IN THE ABSORPTION OF FATTY ACIDS AND FAT SOLUBLE VITAMINS, 

PARTICULARLY VITAMIN K, FROM THE INTESTINAL TRACT. 

CoViGILL IS OF THE OPINION THAT BILE ASSISTS LIPASE 

THROUGH ITS PROPERTY OF LOWERING SURFACE TENSION. 

BILE ALSO AIDS THE ACTIVITY OF TRYPSIN AND PANCREATIC 

AMYLASE, PROBABLY BECAUSE OF ITS ALKALI CONTENT. 

BILE IS A FACTOR IN THE CONTROL OF INTESTINAL PUT-
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REFACTION BUT NOT BECAUSE OF ANY ANTISEPTIC ACTION 

SINCE CERTAIN BACTERIA CAN BE CULTURED ON A BILE 

MEDIJM. THIS EFFECT IS THOUGHT TO BE ACCOMPLISHED 

THROUGH ITS MILD LAXATIVE ACTION AND THUS EXPULSION 

OF THE INTESTINAL CONTENTS IS ENCOURAGED BEFORE 

EXCESSIVE PUTREFACTION OCCURS. 

BILE ALSO ACTS AS AN EXCRETORY MEDIUM. IT IS THE 

ONLY BODY FLUID WHICH DISSOLVES CHOLESTEROL APPRE­

CIABLY, AND MANY TOXINS, METALLIC POISONS AND META­

BOLITES LEAVE THE BODY BY WAY OF THE BILIARY PASSAGES. 

THE FAMILIAR SYNDROME OF SYMPTOMS WHICH OFTEN 

APPEARS FOLLOWING REMOVAL OF THE GALLBLADDER ~S DEFINED 

BY DAVISON ( 1947) AS 11 A RECURRENCE OF SYMPTOMS FOLLOW-

1 NG REMOVAL OF THE GALL BLADDER RESEMBLING OR IDENTICAL 

TO THOSE WHICH EXISTED PRIOR TO OPERATION. 11 OTHER 

WRITERS DO NOT ENTIRELY AGREE. 

PRIBRAM (1950) IN HIS ARTICLE ON POSTCHOLECYSTECTOMY 

SYNDROMES STATES THAT THE TERM 11 POSTCHOLECYSTECTOMY 

SNYDROME" SHOULD BE RESERVED FOR GROUPS OF CLINICAL 

SNYDROMES ATTRIBUTED DIRECTLY OR INDIRECTLY TO MISSING 

FUNCTIONS OF THE GALLBLADDER. HE LISTS THE FUNCTIONS 

OF THE GALLBLADDER AS: 

A. CHOLOKINESIS (EXPULSION OF BILE) 
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I. REGULATION OF BILE PRESSURE, WITH 

ABSENCE OF FUNCTION RESULTING IN PRESSURE 

SYNDROMES, CRAMPS IN THE RIGHT UPPER 

QUADRANT, NAUSEA, ETC. 

2. NEURO-REGULATION OF THE GALLBLADDER. HE 

BELIEVES THAT SPASM OF THE SPHINCTER 

RESULTS IN PRESSURE SYNDROMES AND BILIARY 

STASIS WITH CONSEQUENT CHOLANGIOHEPATITIS 

OR PANCREATITIS WHILE PARALYSIS OF THE 

SPHINCTER RESULTS IN DIARRHEA AND ENTERITIS 

FROM THE CONSTANT DRIBBLING OF BILE INTO 

THE DUODENUM. 

8. BIOCHEMICAL PROPERTIES OF THE CONCENTRATED 

GALLBLADDER BILE. 

I. DIGESTION OF FOOD. PRIBRAM BELIEVES THAT 

NOT ONLY IS THE CONCENTRATED GALLBLADDER 

BILE NO LONGER PRESENT BUT THAT THERE IS 

ALSO LOST THE SUBSTANCE ELABORATED BY THE 

GALLBLADDER WALL, CHOLECYSMON, WITH A 

RESULTING DECREASED TOLERANCE FOR FOOD, 

ESPECIALLY FAT, ANOREXIA AND FLATULENCE. 

OTHER AUTHORS INCLUDE UNDER THE TERM "POSTCHOLE-
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CYSTECTOMY SYNDROME" A MORE COMPREHENSIVE GROUPING. 

NICKEN, WHITE, AND CORAY (1947) SAY THAT THE SYNDROME 

IS DUE TO ONE OF THREE CAUSES: (I) INCORRECT PRE­

OPERATIVE DIAGNOSIS, (2) RESIDUAL HEPATIC DISEASE OR 

(3) INCOMPLETE SURGERY. THEY BELIEVE THAT INCOMPLETE 

REMOVAL OF THE CYSTIC DUCT IS A FACTOR IN PRODUCING 

POSTCHOLECYSTECTOMY COMPLICATIONS AND THAT TRACTION 

KINKING OF THE COMMON HEPATIC DUCT IS DUE TO THE ATTACH­

MENT OF THE RAW END OF A LONG CYSTIC DUCT TO THE 

VENTRAL SURFACE OF THE LIVER, COLON OR DUODENUM. 

GRAY AND SHARPE (1944), ON THE OTHER HAND, BELIEVE 

THAT THE CYSTIC DUCT STUMP IS CAPABLE OF STONE FORMATION 

ANO MAY, IN PART, TAKE OVER SOME OF THE FUNCTIONS OF THE 

ABSENT GALLBLADDER AND CONSIDER THE CYSTIC DUCT STUMP 

AS ONE OF THE CAUSES OF THE SYNDROME. THEY LIST OTHER 

CAUSES AS: (I) ERRONEOUS DIAGNOSIS, (2) ILL ADVISED 

OPERATION, (3) STRICTURE OF THE EXTRAHEPATIC BILE DUCTS, 

(4) RESIDUAL STONES OR PUTTY-LIKE MATERIAL, (5) MAL­

FUNCTION OF THE SYMPATHETIC OR PARASYMPATHETIC NERVOUS 

SYSTEMS, (6) POST-OPERATIVE ADHESIONS WITH ANGULATION 

OF THE DUODENUM TO THE GALLBLADDER FOSSA. 

IT WOULD SEEM THAT COLP (1944) OVER-SIMPLIFIES THE 
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CAUSE OF THE SYNDROME WHEN HE SAYS THAT THE CHIEF 

FACTORS IN THE PRODUCTION OF SUCH A STATE IS THE 

PRESENCE OF REFLEX INCOORDINATION WITH RESULTING 

SPASM OF THE SPHINCTER MECHANISM AT THE ORIFICE OF THE 

COMMON DUCT• HE FEELS THAT BOTH THE MUSCLE OF THE 

SPHINCTER OF ODDI ITSELF AND THE ADJACENT DUODENAL 

SMOOTH MUSCLE ARE INVOLVED IN THE CONDITION. 

MACDONALD (1943) COVERS MORE OF THE CAUSES BY 

DIVIDING THE SNYDROME INTO MINOR AND MAJOR COMPLAINTS. 

UNDER MINOR COMPLAINTS HE LISTS THE TEMPORARY OR NON­

OPERATIVE CAUSES OF DISCOMFORT OR PAIN SUCH AS SPHINCTER 

SPASM, PYLOROSPASM, BLOOD, MUCOUS OR DEBRIS IN THE 

DUCTAL SYSTEM, LIVER OR GUT TRAUMA, AND AT-TUBE PRO­

DUCING COMMON DUCT IRRITATION OR OBSTRUCTION. HE CON­

SIDERS THE CAUSES OF MAJOR COMPLAINTS TO BE: (I) WRONG 

DIAGNOSIS, (2) RESIDUAL DISEASE, (3) CALCULI IN THE 

COMMON DUCT, (4) COMMON DUCT STRICTURE, (5) PARTIAL OR 

INTERMITTANT OBSTRUCTION OF THE COMMON DUCT OR DUODENUM, 

(6) FUNCTIONAL DISTURBANCES, (7) LACK OF, OR INDIFFER­

ENCE TO, MEDICAL TREATMENT, (8) TRAUMATIC NEUROMA IN THE 

WOUND, AND (9) MALIGNANCY. 
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CLASSIFICATION OF Cl\USES OF SYMPTOMS 
FOLLO'J✓ I NG CH OLECYSTECTOMY 

IN THE STUDY OF CAUSES OF SYMPTOMS FOLLOWING CHOLE­

CYSTECTOMY WE HAVE FOUND THE FOLLOWING CLASSIFICATION 

HELPFUL IN PLACING THESE PATIENTS IN CATEGORIES BOTH 

BEFORE AND AFTER THEY HAVE BEEN WORKED UP IN THE CLINIC 

OR IN THE HOSPITAL ITSELF. 

I. ERROR IN DIAGNOSIS 

PRIMARY HEPATITIS 
PEPTIC ULCER 
HEPATIC CIRRHOSIS 
APPENDICITIS 
GASTROINTESTINAL ALLERGIES 
CARCINOMA OF THE ABDOMINAL VISCERA 
PANCREATITIS 
CORONARY HEART DISEASE 
OTHERS 

I I. ERROR IN TECHNIQUE 

A. RESIDUAL DISEASE 
CYSTIC DUCT STUMP 

'N1TH STONES 
':Ji THOUT STONES 

COMMON AND HEPATIC DucT STONES 

B. TRAUMATIC 
D1v1s10N 
STRICTURE 

BLIND CLAMPING 
LIGATION 
TRAUMATIC DISSECTION 

INCISIONAL HERNIA 

I I I. PATIENT'S DISCASE 
-

A. NEUROLOGICAL 
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NEUROMAS 
CYSTIC AND COMMON DUCT AREA 
l N OPE RAT I VE WOUND

BILIARY DYSKINESIA 

8. PANCREATIC REFLUX

C. ADHESIONS
TRACTION KINKING OF ADHERENT CYSTIC 

DUCT STUMP TO COLON, LIVER OR 
DUODENUM 

DuoDENAL OBSTRUCTION DUE TO ADHERENCE 
TO NONPERITONIZED GALLBLADDER 
FOSSA 

0. RESIDUAL DISEASE (NOT CURED BY CHOLE-
CYSTECTOMY)

CHOLANGITIS 
CIRRHOSIS 
FUNCTIONAL (ANXIETY STATE, LACK OF, 

OR INDIFFERENCE TO, MEDICAL MANAGE­
MENT, ETC.) 

ACHLORHYDRIA 

[. ABSENCE OF GALLBLADDER FUNCTIONS 

F. FOREIGN BODIES.

THE CAUSES HAVE BEEN CLASSIFIED IN SUCH A WAY THAT 

GROUPS AND I I (ERROR IN DIAGNOSIS AND ERROR IN TECH-

NIQUE) ARE CONSIDERED TO BE LARGELY PREVENTABLE, WHILE 

GROUP I I I (PATIENT 1 S DISEASE) IS CONSIDERED T O  BE NON­

PREVENTABLE AS FAR AS T HE CHOLECYSTECTOMY ITSELF IS

CONCERNED. 

THE STUDY OF GALLBLADDER DISEASE AND THE RESULTS 

OBTAINED FROM �HE REMOVAL OF SUCH A DISEASED ORGAN ARE 

9.



NECESSARILY CLOSEL~ ALLIED TO THE PROPER DIAGNOSIS OF 

SUCH A CONDITION. INDEED, ONE OF THE MAJOR REASONS FOR 

FAILURE OF THE REMOVAL OF THE DISEASED GALLBLADDER TO 

ACCOMPLISH THE DESIRED RESULTS AND RENDER THE PATIENT 

ASYMPTOMATIC IS EITHER THE FAULTY DIAGNOSIS OF THE 

PATHOLOGY INVOLVED IN THE BILIARY TRACT OR THE FAILURE 

TO RECOGNIZE DISEASE IN OTHER AREAS OF THE BODY WHICH 

MAY SIMULATE GALLBLADDER DISEASE. IT IS NECESSARY, THEN, 

TO BE COGNIZANT OF OTHER PATHOLOGY WHICH, FOLLOWING 

REMOVAL OF THE GALLBLADDER MAY GIVE RISE, IN PART AT 

LEAST, TO THE SO-CALLED uPOSTCHOLECYSTECTOMY SYNDROME," 

OR WHICH MAY EVEN ENDANGER THE LIFE OF A PATIENT UNDER-

GOING SURGERY. 

IT IS NOT THE IDEA OF THIS PAPER TO COVER FULLY EACH 

DI SE ASE AND I TS DI t,GNOST IC PO I NTS BUT ME RELY TO PRESENT 

A WORKABLE TRAIN OF THOUGHT WHEN CONSIDERING ONE OF THE 

MAIN SYMPTOMS OF GALLBLADDER DISEASE--PAIN IN THE RIGHT 

HYPOCHRONDRIUM. IN ORDER TO 00 THIS, IT WAS FELT THAT 

THOSE DISEASES IN A GIVEN AREA MIGHT BE GROUPED TOGETHER 

IN SUCH A WAY THAT A DIAGNOSIS MIGHT BE REACHED BY CON­

SIDERATION OF THE DIFFERENT AREAS OF THE BODY WHICH MAY 

CAUSE PAIN IN THE RIGHT UPPER QUADRANT. 

10. 
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I. GALLBLADDER AND ASSOCIATED DUCTS 

I. ACUTE CHOLECYSTITIS 

THE DIAGNOSIS OF ACUTE CHOLECYSTITIS IS 

MAINLY DETERMINED BY PRESENCE OR ABSENCE OF 

A STONE OBSTRUCTING THE CYSTIC DUCT. IN THE 

SIMP~g, OR UNOBSTRUCTED, TYPE THE ATTACKS 

FREQUENTLY PASS AS ACUTE INDIGESTION OR 

BILIOUSNESS WITH AN ONSET WHICH IS GRADUAL 

AND CONSISTING OF RELATIVELY MINOR SYMPTOMS 

SUCH AS NAUSEA, ANOREXIA, SHIVERING AND SLIGHT 

FEVER FOLLOWED BY INDEFINITE ACHING PAINS 

IN THE EPIGASTRIUM AND RIGHT UPPER QUADRANT. 

DEFINITE TENDERNESS AND RIGIDITY OF THE RIGHT 

RECTUS MUSCLE AND PAIN SLOWLY INCREASE BUT 

DOES NOT USUALLY REQUIRE MORPHINE FOR RELIEF. 

THE ATTACK USUALLY SUBSIDES UNDER MEDICAL 

TREATMENT. IN THE A.QJ}TE OBSTRUCTED TYPE 

THERE ARE SUDDEN ATTACKS OF TYPICAL BILIARY 

COLIC WHICH CHANGES TO ACUTE STABBING EPI­

GASTRIC AGONY LOCALIZED IN THE RIGHT SUB­

COSTAL AREA AND IS INCREASED BY THE SLIGHTEST 

MOVEMENT OF THE DIAPHRAGM. VOMITING AND 
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CONSTIPATION ALMOST ALWAYS OCCUR AND CKILLS 

MAY BE SEVERE BUT THE TEMPERATURE RARELY IS 

OVER 101 1 TO 102 1
• THERE IS A MODERATE 

LEUCOCYTOSIS BUT IN 50 PERCENT OF THE CASES 

THIS IS NOT OVER 10,000. JAUNDICE USUALLY 

INDICATES INVOLVEMENT OF THE DUCTS AND IS 

RARE IN UNCOMPLICATED CASES. THERE IS A 

PALPABLE MASS IN THE RIGHT UPPER QUADRANT 

IN 20 PERCENT OF THE CASES. THE HISTORY OF 

TYPHOID FEVER OR REPEATED ATTACKS OF COLIC 

IS HELPFUL. 

2. CHRONIC CHOLECYSTITIS

THE MOST CHARACTERISTIC SYMPTOM IS THAT OF 

RECURRING ATTACKS OF BILIARY COLIC. Suo□EN 

PAIN IN THE EPIGASTRIUM OR RIGHT UPPER 

QUADRANT TRAVERSING AROUND THE RIGHT COSTAL 

BORDER TO THE RIGHT SUBSCAPULAR AREA IS 

TYPICAL AND OFTEN REQUJRES MORPHINE FOR 

RELIEF. THERE IS FREQUENT NAUSEA AND VOMIT­

ING AT THE ONSET AND RESIDUAL SORENESS OVER 

THE GALLBLADDER AREA MAY LAST FOR DAYS. THE 

TEMPERATURE IS USUALLY NORMAL OR BELOW DURING 

12.



THE PAROXYSMS BUT THE PULSE IS ELEVATED. 

THERE IS OFTEN A DULL ACHING SORENESS UNDER 

THE RIGHT COSTAL BORDER WHICH IS MADE WORSE 

BY JARRING OR JOLTING OR BY EATING A FULL 

MEAL. THERE MAY ONLY BE A FEELING OF FULL­

NESS. DIGESTIVE DISTURBANCES ARE VERY COMMON 

IN MOST CHRONICCASES AND INCLUDES EPIGASTRIC 

FULLNESS AFTER MEALS, BLOATING AND GASEOUS 

ERUCTATIONS. JAUNDICE IS NOT COMMON IF ONLY 

THE GALLBLADDER IS INVOLVED BUT A TRANSIENT 

TYPE MAY BE DUE TO ASSOCIATED HEPATITIS OR 

CHOLANGITIS. 

3. CHOLELITHIASIS 

THE SYMPTOMS OF GALLSTONES ARE DEPENDENT IN 

CONSIDERABLE MEASURE UPON THEIR LOCATION. 

STONES IN THE GALLBLADDER PROBABLY PRODUCE 

SYMPTOMS BY VIRTUE OF PRESSURE OR IRRITATION 

OF THE WALL OF THE VISCUS. VAGUE SENSATIONS 

OF FULLNESS, DULL DISTRESS IN THE EPIGASTRIUM 

OR RIGHT UPPER QUADRANT, ESPECIALLY AFTER EAT­

ING, ALSO PYROSIS, SOUR ERUCTATIONS, AND 

~LATULENCE ARE VERY SUGGESTIVE OF GALLSTONES. 

13. 



IN TYPICAL BILIARY COLIC, THE ATTACKS ARE 

USUALLY ABRUPT IN ONSET OFTEN COMMENCING 

SEVERAL HOURS AFTER A HEAVY MEAL, AND AS 

A CONSEQUENCE, MOST OFTEN OCCURRING IN THE 

EVENING OR DURING THE NIGHT. IN GENERAL THE 

ATTACKS ARE OF A SEVERE NATURE, CAUSING THE 

PATIENT TO WRITHE, ROLL, OR DOUBLE UP, TO 

WALK ABOUT IN ANGUISH, OR TO SHOUT OR CRY 

BECAUSE OF ACUTE DISTRESS. THE PAIN IS LOCATED 

IN THE RIGHT UPPER QUADRANT OF THE ABDOMEN, 

AT TIMES SOMEWHAT NEAR THE MID-LINE. FROM THE 

SITE OF ONSET IT RADIATES THROUGH TO THE BACK, 

USUALLY BENEATH THE RIGHT SCAPULA, AND SOME­

TIMES TO THE RIGHT SHOULDER. THE DURATION OF 

THE ATTACK IS VARIABLE, RARELY MORE THAN 

SEVERAL HOURS, OFTEN LESS. VOMITING IS 

USUAL AND IN MANY INSTANCES BRINGS SOME DEGREE 

OF RELIEF. 

4. CHOLEDOCHOLITHIASIS 

PAIN IS PRODUCED WHEN THE STONE OR STONES FIRST 

ENTER THE DUCT, FOLLOWING WHICH THERE IS 

STRETCHING AND SMOOTH MUSCLE SPASM IN AN 

14. 



ATTEMPT TO EXPEL THE STONE. As THE DUCT DI­

LATES, COLIC MAY DISAPPEAR UNTIL SUCH TIME AS 

A STONE ENTERS THE AMPULLA OF VATER, WHEN 

SMOOTH MUSCLE CONTRACTION AGAIN PRODUCES PAIN 

WHICH IS OFTEN INTERMITTANT AS THE STONE MOVES 

UP AND DOWN IN THE LOWER END OF THE DUCT. A 

BALL-VALVE ACTION OF THIS TYPE USUALLY RESULTS 

IN JAUNDICE OF FLUCTUATING INTENSITY, AND IS 

OFTEN PRODUCTIVE OF SUPPURATIVE CHOLANGITIS 

WITH CHILLS AND FEVER. 

5. CARCINOMA OF THE GALLBLADDER 

MOST OF THE CASES HAVE HAD PREVIOUS SYMPTOMS 

OF GALLSTONES OR CHOLECYSTITIS. CARCINOMA 

OF THE FUNDUS OF THE GALLBLADDER PRODUCES DULL 

CONSTANT PAIN AND OFTEN TENDERNESS, WEAKNESS 

AND LOSS OF WEIGHT, AND A HARD, NODULAR MASS 

IN THE REGION OF THE GALLBLADDER. JAUNDICE 

IS USUALLY PRESENT BUT MAY APPEAR RELATIVELY 

LATE. ONCE ESTABLISHED, IT DEEPENS PROGRESS­

IVELY, AND COMPLETE BILIARY OBSTRUCTION 

USUALLY OCCURS. 

6. CARCINOMA OF THE AMPULLA OF VATER 

CHARACTERIZED MAINLY BY BILIARY OBSTRUCTION 

15. 



AND JAUNDICE. 

I I. DISEASES OF THE Lt VER 

I. ACUTE HEPATITIS (INFECTIOUS) 

IN TYPICAL INFECTIOUS HEPATITIS THERE IS 

USUALLY A SYMPTOMLESS INCUBATION PERIOD OF 20 

TO 120 DAYS, DEPENDING UPON THE TYPE OF IN­

INFECTION AND SOMEWHAT ON THE MODE OF TRANS­

MISSION. THE PRODROMAL OR PRE-ICTERIC STAGE 

MAY BE ABRUPT OR GRADUAL IN ONSET. IT IS 

USUALLY MARKED BY AN ELEVATION OF TEMPERATURE 

BETWEEN 100 AND 103 DEGREES AND IS CHARACTER­

IZED BY THE FOLLOWING SYMPTOMS, ARRANGED 

ROUGHLY IN ORDER OF FREQUENCY: ANOREXIA, WHICH 

IS A MOST IMPORTANT FEATURE IN DIFFERENTIAL 

DIAGNOSIS, GENERAL MALAISE, FATIGABILITY, 

HEADACHE, CHILLY SENSATIONS, NAUSEA, VOMITING, 

PRURITUS, LIGHT STOOLS, UPPER RIGHT QUADRANT 

DISTRESS, CONSTIPATION, AND DIARRHEA. THE 

LIVER MAY BE SOMEWHAT ENLARGED AND TENDER, 

ESPECIALLY TO A JARRING BLOW OVER THE LOWER 

RIBS. DURING THE ICTERIC STAGE THE RIGHT UPPER 

ABDOMINAL PAIN MAY BE OF SUCH SEVERITY THAT A 

16. 



MISTAKEN DIAGNOSIS OF CHOLECYSTITIS OR OTHER 

SURGICAL CONDITIONS IS MADE. THE JAUNDICE 

DEEPENS RAPIDLY, REACHING A MAXIMUM WITHIN A 

WEEK AND THEN FADES GRADUALLY. 

2. HYPERTROPHIC CIRRHOSIS (ALCOHOLIC) 

CIRRHOSIS MAY PROVOKE FEW SYMPTOMS. USUALLY 

THE PATIENT GIVES A STORY OF CHRONIC ALCOHOL-

ISM AND MALNUTRITION. SIGNS OF FAILURE OF 

THE LIVER ARE READILY APPARENT. THE PATIENT 

IS WEAK AND MENTALLY DULL OR CONFUSED. HE 

COMPLAINS OF THIRST AND ABDOMINAL DISCOMFORT 

OR PAIN. THERE IS OFTEN A LOW-GRADE FEVER. 

THE SKIN IS DRY, INELASTIC, AND THE BODY HAIR 

MAY BE SCANTY. THERE IS USUALLY LITTLE TROUBLE 

DIFFERENTIATING THE PAIN IN THIS CONDITION 

FROM THAT OF CHOLECYSTITIS. 

3. OBSTRUCTIVE BILIARY CIRRHOSIS 

THIS FORM OF BILIARY CIRRHOSIS IS SEEN MORE 

OFTEN IN WOMEN THAN IN MEN. THE AVERAGE AGE 

AT ONSET IS ABOUT FIFTY YEARS. IN MOST IN-

STANCES THERE IS A HISTORY OF PARTIAL OR IN­

TERMITTENT OBSTRUCTION FOR SEVERAL YEARS, AS­

SOCIATED WITH FEBRILE EPISODES AND OCCASION-
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ALLYS CHILLS. ANOREXIA AND ABDOMINAL DISTEN­

TION ARE FREQUENT SYMPTOMS. THE PATIENT BE­

COMES INCREASINGLY WEAK, EMACIATED, AND LIST­

LESS. 

4. ABSCESS OF THE LIVER 

EXTREME WEAKNESS, WASTING, SPIKING FEVER WITH 

CHILLS, SWEATS, NAUSEA AND VOMITING, AND AB­

DOMINAL DISTENTION ARE USUAL. THE LIVER IS 

ALMOST ALWAYS ENLARGED, PAINFUL AND TENDER. 

A MILD DEGREE OF JAUNDICE IS SEEN IN ABOUT 

FIFTY PERCENT OF THE CASES. LEUCOCYTOSIS IS 

USUALLY PRONOUNCED. 

5. CARCINOMA OF THE LIVER 

A RARE CONDITION IN THE UNITED STATES. SYMP­

TOMS OF PRIMARY CARCINOMA MAY BE INDISTIN­

GUISHABLE FROM SYMPTOMS OF THE CIRRHOSIS WHICH 

USUALLY IS ALSO PRESENT. WEAKNESS, LOSS OF 

WEIGHT, GASTRO-INTESTINAL DISTURBANCES, ASCITES, 

JAUNDICE, ABDOMINAL PAIN, FEVER AND PERIPHER-

AL EDEMA ARE CHARACTERISTIC OF BOTH DISEASES 

BUT ARE NOT INVARIABLY PRESENT. PERSISTENT 

DULL PAIN IN THE REGION OF THE LIVER, RADIAT-
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ING TOWARDS THE BACK IS SAID TO BE MORE TYP­

ICAL OF CARCINOMA THAN OF CIRRHOSIS. 

I I I. DISEASES OF THE PANCREAS 

I. CARCINOMA OF THE PANCREAS 

IN CARCINOMA OF THE BODt, PAIN IS THE MOST 

COMMON AND SEVERE SYMPTOM BECAUSE OF THE IN­

VOLVEMENT OF THE FIBERS OF THE CELI AC PLEXUS 

AND OBSTRUCTION OF THE MAIN PANCREATIC DUCT. 

THE PAIN IS USUALLY OF A DEEP, BORING, FAIRLY 

CONSTANT CHARACTER RADIATING THROUGH TO THE 

LOWER THORACIC OR INTERSCAPULAR REGION. JHEN 

THE LESION ORIGINATES IN THE HEAD OF THE ORGAN 

AND EXTENDS TO THE AMPULLAR REGION WITH BLOCK­

AGE OF THE COMMON BILE DUCT, THE DOMINANT SYMP­

TOM AND SIGN OF STEADILY INCREASING JAUNDICE 

APPEARS AND WITH IT INCREASING ITCHING OF THE 

SKIN. OFTEN THERE IS THE SEVERE PAIN MENTION­

ED ABOVE. 

2. ACUTE PANCREATITIS 

THE ONSET IS USUALLY SUDDEN WITH ACUTE EX­

CRUCIATING PAIN IN THE EPIGASTRIUM OR UPPER 

ABDOMEN AND AT TIMES IN THE LEFT COSTOVERTEB-
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RAL ANGLE. 

IV. DISEASES OF THE GASTRO-INTESTINAL TRACT 

I. ACUTE APPENDICITIS 

IN ACUTE APPENDICITIS PAIN IS ALMOST WITHOUT 

EXCEPTION THE FIRST SYMPTOM. IT MOST FRE-

QUENTLY COMES ON SUDDENLY AND IS AT FIRST PAR­

OXYSMAL IN CHARACTER. THE FIRST PAIN MAY DE­

VELOP AROUND THE UMBILICUS OR IN THE EPIGAS­

TRIUM AND LATER LOCALIZE IN THE RIGHT ILIAC 

FOSSA. A HIGH-LYING CECUM AND APPENDIX MAY 

BE CONFUSED WITH CHOLECYSTITIS BUT WITH AP­

PENDICITIS THERE IS NO REFERAL OF THE PAIN TO 

THE BACK. THERE IS USUALLY NAUSEA AND VOMIT­

ING AND NEARLY CONSTANTLY SOME FEVER OF BE­

TWEEN 99 AND 103 DEGREES. THERE IS LEUCO­

CYTOSIS BUT A COUNT OF OVER 20,000 SHOULD 

RAISE A QUESTION OF DIAGNOSIS OR SUGGEST PER­

FORATION. RIGIDITY IS FREQUENTLY PRESENT IN 

VARYING DEGREES. 

2. PEPTIC ULCER 

PAIN IS THE OUTSTANDING SYMPTOM OF ULCER, THE 

FOUR CHARACTERISTICS BEING ITS CHRONICITY, ITS 
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PERIODICITY, ITS QUALITY, ANO ITS RELATION­

SHIP TO FOOD TAKING. THE CHRONICITY OF THE 

DISEASE IS INDICATED BY THE FACT THAT THE 

AVERAGE STATED DURATION OF THE DISTRESS IS 

SIX OR ·sEVEN YEARS. THE PAINS USUALLY HAVE 

HIGHEST INCIDENCE IN THE FALL AND SPRING 

MONTHS. IT IS, AS A RULE, A GNAWING OR ACH­

ING SENSATION; SOMETIMES IT IS DESCRIBED AS 

BURNING, HURTING, ANNOYl~G OR CRAMPLIKE, OR 

AS HUNGER. IT IS ALMOST INVARIABLY EPIGAS­

TRIC BUT THE PAIN MAY RADIATE AROUND THE COS­

TAL BORDER OR THROUGH TO THE BACK OR TO THE 

RIGHT LOWER QUADRANT. IN DUODENAL ULCER THE 

DISTRESS IS LIKELY TO BE LOCATED IN THE RIGHT 

EPIGASTRIUM AND IN GASTRIC ULCER IN THE LEFT 

EPIGASTRIUM. 

3. GASTRIC CARCINOMA 

THE SYMPTOMS OF CANCER OF THE STOMACH ARE MOST 

INDEFINITE; ALMOST ANY INDIGESTION IN ANY IN­

DIVIDUAL OF CANCER AGE IS SUSPICIOUS. THE 

ABDOMINAL DISTRESS CONSISTS OF FULNESS OR DIS­

COMFORT INDUCED BY EATING, OR OF GNAWING OR 
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ACHIN~ EPIGASTRIC PAIN WHICH MAY APPEAR AT 

ANY TIME AFTER EATING, WHICH NOT INFREQUENT­

LY IS RELIEVED BY EATING, AND USUALLY IS RE­

LIEVED BY INDUCED OR SPONTANEOUS VOMITING. 

HEVIATEMESIS, MELENA AND ANDAI A MAY OC..CUR. 

4. GASTRO-INTESTINAL ALLERGIES 

THERE IS USUALLY PRESENT SOME TYPE OF HIS­

TORY OF ALLERGY SUCH AS HAY FEVER, ASTHMA, 

HIVES. 

V. DISEASES OF THE KIDNEYS 

I. NEPHROLITHIASIS 

THE MOST COMMON SYMPTOM IS INTERMITTANT DULL 

PAIN IN THE FLANK OR BACK, l~TENSIFIED BY 

MOTION OR A SUDDEN JOLT. THE PAIN IS OF EX­

CRUCIATING SEVERITY, BEGINS IN THE BACK OR 

FLANK, AND RADIATES FIRST ACROSS THE ABDOMEN 

AND THEN DOWN ALONG THE COURSE OF THE URETER 

TO THE GENITALIA AND INNER ASPECT OF THE THIGH. 

THE PAIN IS FREQUENTLY SUFFICIENTLY SEVERE TO 

INDUCE NAUSEA, VOMITING, PROFUSE SWEATING, 

FAINTNESS, AND SHOCK. ABNORMALITIES OF THE 

URINE OCCUR AT ONE TIME OR ANOTHER IN EIGHTY 
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PERCENT OF THE CASES. 

2. PYELITIS AND PYELONEPHRITIS 

IN THE SO-CALLED TYPICAL ATTACK, THE ONSET 

IS SUDDEN, OR MAY FOLLOW A FEW DAYS OF MAL­

AISE WITH CHILL, FEVER, HEADACHE, PROSTRATION, 

PAIN IN THE LOIN WHICH MAY RADIATE ALONG THE 

COURSE OF THE URETER AND LEUKOCYTOSIS AS HIGH 

AS 20,QQQ OR HIGHER. THE URINE CONTAINS 

BACTERIA, ALBUMIN AND VARYING AMOUNTS OF PUS. 

3. TUBERCULOSIS OF THE KIDNEY 

4. KtJNEY TUMOR 

THE THREE CARDINAL SYMPTOMS OF RENAL NEOPLASMS 

ARE HEMATURIA, PAIN, AND THE PRESENCE OF A 

TUMOR MASS IN THE LOIN. HEMATURIA IS THE 

MOST CONSTANT AND OUTSTANDING SY~PTOM OF TUMOR 

OF THE KIDNEY. PAIN, OCCURRING IN SIXTY PER­

CENT OF CASES, IS FREQUENTLY INCONSTANT AND 

VAGUE, BUT ~AY BE COLICKY DUE TO PASSAGE OF 

BLOOD CLOTS, OR DULL AND ACHING AS A RESULT 

OF DISTENTION OF THE PELVIS OR CAPSULE. 

5. DEITL 1s CR1s1s 
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VI. DISEASES OF THE HEART 

I. CONGESTIVE HEART FAILURE 

THE PRIMARY DISEASE (HEART FAILURE) DOMINATES 

THE CLINICAL PICTURE. FREQUENTLY THERE ARE 

NO SYMPTOMS ATTRIBUTABLE TO THE LIVER ITSELF 

OR MERELY A SENSE OF HEAVINESS IN THE RIGHT 

HYPOCHONDRIUM. THE PATIENT RARELY HAS SHARP 

PAINS THAT SIMULATE GALLBLADDER COLIC. 

2. ANGINA PECTORIS 

THE ANGINAL SYNDROME IS CHARACTERIZED CHIEFLY 

BY RECURRENT ATTACKS OF SUBSTERNAL PAI~. THE 

LATTER IS LESS FREQUENTLY EPIGASTRIC OR PRE­

CORDIAL. IT MAY RUN THE GAMUT FROM A SLIGHT 

SENSE OF HEAVINESS IN THE CHEST TO A SEVERE, 

VISELIKE, CRUSHING PAIN. THERE IS A TENDENCY 

FOR THE PAIN TO RADIATE, MOST FREQUENTLY TO 

THE LEFT SHOULDER AND ARM AND OCCASIONALLY TO 

THE FINGERS. LESS FREQUENTLY IT MAY RADIATE 

TO NECK, JAW AND TEETH, TO THE BACK, UPPER AB­

DOMEN, OR EVEN TO THE RIGHT SHOULDER. 

VI I. DISEASES OF THE LUNGS 

I. PNEUMONIA_. 

THE CARDINAL SYMPTOMS OF PNEUMONIA ARE CHILLS, 
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FEVER, PAIN IN THE CHEST, COUGH, AND THE EX­

PECTORATION OF RUSTY SPUTUM. PAIN IN THE 

CHEST IS ALSO A VERY COMMON SYMPTOM, USUALLY 

APPEARING SHORTLY AFTER THE CHILL. IN SOME 

CASES, IT PRECEDES THE CHILL, AND IN OTHERS 

THE CHILL IS ABSENT AND THE DISEASE IS USHER­

ED IN BY THE PAIN IN THE SIDE. THIS IS USUAL­

LY LOCATED IN THE REGION OF THE NIPPLE, OR AT 

THE BASE OF THE AFFECTED LUNG, BUT IN SOME 

CASES IT IS REFERRED TO THE ABDOMEN AND IS 

ACCOMPANIED BY TENDERNESS SUGGESTIVE OF AP­

PENDICITIS, CHOLECYSTITIS, OR PERITONITIS. 

IN UPPER LOBE INFECTIONS PAIN MAY BE ABSENT 

OR REFERRED TO THE SHOULDER. 

2. PLEURISY 

VI I I. DISEASES OF THE DIAPHRAGM 

I.SUBPHRENIC ABSCESS 

THE MOST l~PORTANT LOCALIZING SY~PTOM IS PAIN, 

CHARACTERISTICALLY LOCATED IN THE CHEST OVER 

THE LOWERMOST RIBS. DEPENDING ON THE LOCATION 

OF THE ABSCESS THE PAIN MAY BE ANTERIOR, POST­

ERIOR, OR LATERAL. THE MOST TYPICAL PHYSICAL 

SIGNS OCCUR IN RIGHT-SIDED ABSCESS IN WHICH 
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THE LIVER IS PUSHED DOWN AND THE HEMIDIA­

PHRAGM IS PUSHED UP. THE LIVER, THOUGH PAL­

PABLE, IS NOT TENDER UNLESS IT IS ITSELF THE 

SITE OF AN ABSCESS. LOCAL TENDERNESS IS 

COMMONLY PRESENT. 

2. DIAPHRAGMATIC PLEURISY

PAIN IS THE PRINCIPAL SYMPTOM OF DIAPHRAGMAT­

IC IRRITATION. IT IS CHARACTERISTICALLY RE­

LATED TO INSPIRATION. WHEN THE SOURCE OF IR­

RITATION IS NOT CENTRALLY LOCALIZED THE PAIN 

IS REFERRED ALSO TO THE LOWER PART OF THE 

CHEST AND, NOT INFREQUENTLY, TO THE EPIGAS­

TRIUM AND HYPOGASTRIUM. 

3. DIAPHRAGMATIC HERNIA

MAY SIMULATE ANY NUMBER OF CONDITIONS. 

IT HAS BEEN CLAl�ED BY MANY AUTHORS THAT THE CYSTIC 

DUCT STUMP WHICH IS LEFT BY SO MANY OPERATORS IN DOING 

A CHOLECYSTECTOMY MAY BE ONE OF THE REASONS FOR POST­

CHOLECYSTECTOMY SYMPTOMS AND IS THEREFORE INCLUDED IN 

OUR CLASSIFICATION AS AN ERROR IN TECHNIQUE AND, AS 

SUCH, SHOULD BE A PREVENTABLE CAUSE. MORTON (1948) 
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TELLS OF SEVEN PATIENTS WITH A CYSTIC DUCT STUMP IN 

WHICH SYMPTOlvlS APPEARED II AT ONCE 11 TO FIFTEEN YEARS 

FOLLOWING THE ORIGINAL CHOLECYSTECTOMY. THE INDICATIONS 

FOR THE PREVIOUS GALLBLADDER SURGERY HAD BEEN ADEQUATE 

AND ALL CASES HAD BOTH PAIN AND JAUNDICE. H1s RESULTS 

FOLLOWING REMOVAL OF THE STUMP WERE "EXCELLENT" OVER A 

FOLLOW-UP PERIOD OF FROM ONE TO SEVEN YEARS. 

MoaTON BELIEVES THE REASON FOR SYMPTOMS FROM THE 

CYSTIC DUCT REMNANT TO BE: DILATATION OF THE REMNANT 

AND THE REFORMATION OF A GALLBLADDER-LIKE DIVERTIC­

ULUM; THE CHOLEDOCHODUODENAL MECHANISM OF RECIPROCAL 

INNERVATION; NEUROMA-LIKE SCARRING OF THE REMNANT; AND 

FOCUS OF INFECTION IN THE REMNANT. 

BILIARY DYSKINESIA IS PLACED IN OUR CLASSIFICATION 

AS ONE OF THE NON-PREVENTABLE CAUSES OF POSTCHOLECYST­

ECTOMY SYMPTOMS AND IS NOT USED, AS HAS BEEN DONE BY 

SOME WRITERS, TO DESCRIBE THE ENTIRE SYNDROME. HILL 

( 1937) IN HIS ARTICLE ON BILIARY DYSKINESIA (DYSSYN­

ERGIA) STATES THAT THE SYMPTOMS OF SPASTIC DISORDERS OF 

THE EXTRA-HEPATIC BILIARY TREE ARE SIMILAR TO THOSE OF 

A CASE OF MILD GALLBLADDER COLIC, WHILE A CASE OF GASTRO­

INTESTINAL DYSPEPSIA LS SIMULATED IN THE ATONIC FORMS 
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OF DYSFUNCTIONING. 

THE SYMPTOMATOLOGY OF BILIARY DYSKINESIA AS OB­

SERVED BY WESTPHAL (1923) AND NEWMAN (1933) CONSISTS OF: 

( I) DULL PAIN, EITHER ACHING IN CHARACTER OR SIMILAR TO 

MILD GALLSTONE COLIC, APPEARING SOON AFTER EATING AND 

LOCALIZED IN THE EPIGASTRIUM OR THE BACK, (2) NAUSEA 

WITH OCCASIONAL VOMITING, (3) BOWEL DISTURBANCES WITH 

DIARRHEA (ATONIC) OR CONSTIPATION (TONIC) AND (4) TENDER­

NESS OVER THE GALLBLADDER AREA. 

ABSENCE OF GALLBLADDER FUNCTIONS IS NATURALLY A NON­

PREVENTABLE CONDITION ARISING AFTER CHOLECYSTECTOMY. 

THE MANIFESTATIONS OF THE MISSING FUNCTIONS ARE DESCRIB­

ED BY PRIBRAM (1950) AND HAVE ALREADY BEEN RELATED. 

THOREK (1951) REPORTS CASES OF BILIARY DUCT OB­

STRUCTION DUE TO DEPOSITS OF SALTS AROUND FOREIGN BODIES 

AND THIS, TOO, HAS BEEN PLACED IN THE NON-PREVENTABLE 

CLASSIFICATION. 

METHOD OF FOLLOW-UP 

IN ORDER THAT WE MIGHT DETERMINE WHICH OF THE 

CHOLECYSTECTOMIZED PATIENTS WERE STILL HAVING DIFFICULTY 

IT WAS DECIDED TO PREPARE A QUESTIO~NAIRE WHICH WOULD 
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BE MAILED TO EACH SUCH PATIENT AND A SELF-ADDRESSED, 

STAMPED ENVELOPE WAS INCLUDED TO INSURE BETTER RESULTS. 

THE QUESTIONS WERE SUCH THAT MOST OF THE SYMPTOMS WHICH 

FOLLOW CHOLECYSTECTOMY WERE INCLUDED. IT WAS ALSO AT­

TEMPTED TO WORD THE QUESTIONS IN SUCH A WAY THAT LITTLE 

CONFUSION WOULD RESULT. 

A SAMPLE OF THE QUESTIONNAIRE IS GIVEN BELOW: 

HAVE YOU HAD ANY RECURRENCE OF PAIN IN THE ABDOMEN? 
,JHERE WAS THE PAIN LOCATED? -
WAS IT SIMILAR TO THE PAIN PREVIOUS TO SURGERY:_ 

IF SO, WAS IT AS SEVERE? -------------1 F NOT, HOW WAS IT DIFFERENT? _________ _ 
BY WHAT WAS THE PAIN CAUSED OR MADE WORSE? -----
BY WHAT WAS THE PAIN RELIEVE □? -----------
1 s THE ?AIN STILL PRESENT? -------------1 s YOUR APPETITE AS GOOD OR BETTER THAN BEFORE SURGERY? 
HAVE YOU NOTICED ANY FOOD THAT DISAGREES WITH You? 

WHAT KIND OF FOOD? -
HAVE YOU GAINED OR LOST ANY WEIGHT SINCE OPERATION? 

IF SO, HOW MUCH? _________________ _ 

HAVE YOU BEEN BOTHERED BY DIARRHEA SINCE OPERATION? 
HAVE YOU NOTICED,ANY ABNORMAL COLOR OF THE BOWEL 

MOVEMENT? LIGHT DARK BLACK BLOODY -, - - -- -Is YOUR URINE EVER DARK BROWN IN COLOR? _____ _ 
HAVE YOU HAD ANY YELLOW JAUNDICE SINCE .. SURGERY? ----NOTICED RECENTLY ____ HOWFIRST NOTICED _________ _ 
HAVE YOU HAD ANY OTHER OPERATIONS SINCE THE GALLBLADDER 

OPERATION? ---- ---------------·---------------- - ----
IF so, WHEN? __ 
FOR WHAT? 

HAVE YOU HAD ANY OT-HE.R -SE-RIOUSILLN-ESSES SINCE- SUR-GERY? 
;HAT? --- ------------·,J HEN?------- _____________________________________ _ 

HAVE YOU VISITED YOUR DOCTOR SINCE YOUR OPERATION? __ 
FOR WHAT REASON:· _______________ _ 
,,HAT ft-<EATMENT DID YOU RECEIVE?______________ ___ _ 
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NHAT IS YOUR- PRESENT: HE I GHT__',iE I GHT_AGE ___ , __, 
Do YOU NOW CONSIDER YOURSELF: 1w'ELL_IMPROVED ___ _ 

LJNCHANGED_#ORSE_( EXPLAIN) _______ . ___ _ 
Do YOU NEED ANY FURTHER TREATMENT FOR THIS CONDITION? 

THESE QUESTIONNAIRES WERE SENT TO 31 I PATIENTS WHO 

HAD HAD CHOLECYSTECTOMIES AT THE UNIVERSITY HOSPITAL, 

UNIVERSITY OF NEBRASKA COLLEGE OF D I C I Iii E , I N THE 

YEARS 1942 THROUGH 1950. As EACH qUESTIONNAIRE WAS 

RETURNED TO US THE PATIENT'S HOSPITM- CHART WAS RE­

VIEWED AND CERTAIN FINDINGS PLACED ON A MASTER CHART 

IN ORDER THAT THE ENTIRE GROUP OF PATIENTS COULD BE 

SUMMARIZED AT A LATER DATE. 

rROM EACH HOSPITAL CHART WAS EXTRACTED THE 

PATIENT'S NAME, SEX, HOSPITAL NUMBER, AGE (AT THE TIME 

OF OPERATION AND AT PRESENT) ALONG WITH OTHER PERTINENT 

INFORMATION. THE PRESENT ILLNESS WAS SUMMARIZED INTO 

TYPICAL OR ATYPICAL ACUTE ATTACKS WITH GRADATIONS FROM 

ONE TO FOUR DEPENDING UPON THE SEVERITY AND WHETHER 

TRUE COLIC WAS PRESENT. THE SAME WAS DONE FOR DIGESTIVE 

DISTURBANCES. 

FOLLOWING THIS THE PRESENCE OF JAUNDICE (HISTORY, 

LABORATORY OR CLINICAL) WAS TABULATED ALONG WITH ANY CO­

EXISTING DISEASES, PERTINENT ELEMENTS OF THE PHYSICAL 
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EXAMINATION AND THE LtBORATORY EXAMINATIONS PERFORMED, 

INCLUDING GASTRIC ANALYSIS. THE ROENTGEN RESULTS WERE 

ALSO INCLUDED AND A REMARK WAS MADE OF ANY NERVOUS DIS­

ORDER WHICH MAY HAVE BEEN PRESENT. 

THE SURGICAL REPORT WAS THEN REVIEWED TABULATING 

THE SURGICAL FINDINGS AND THE TYPE OF SURGERY PERFORM­

ED AND THE RESULTING PATHOLOGICAL DIAGNOSIS. NOTATIONS 

WERE ALSO MADE OF THE POST-OPERATIVE COURSE AND OF THE 

POST-OPERATIVE MEDICATIONS USED WHICH MIGHT BE REFER­

ABLE TO THE BILIARY TRACT. OTHER OPERATIONS OR SERIOUS 

ILLNESSES WHICH THE PATIENT HAY HAVE HAD IN HIS PAST 

HISTORY WERE LISTED AS WAS ANY INDICATION OF A HISTORY 

OF ALLERGY. 

OUR RESULTS, THEN, HAVE BEEN DRAWN FROM THE ANSWERS 

BY THE PATIENTS ON EACH QUESTIONNAIRE AND FROM THE SUM­

MARIES OF EACH PATIENT 1S HOSPITAL CHART. 

STATISTICS 

OF THE 31 I QUESTIONNAIRES SENT TO PATIENTS WHO HAD 

UNDERGONE CHOLECYSTEOTOMY, 142 WERE RETURNED TO US. OF 

THE 142, TEN WERE UNANSWERED BECAUSE OF THE DEATH OF 

THE PATIENT IN THE INTERVENING YEARS. Two OTHER QUES­

TIONNAIRES, ALTHOUGH ANSWERED BY THE PATIENTS, WERE OF 

NO VALUE TO THE SURVEY BECAUSE THE HOSPITAL CHARTS WERE 
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UNAVAILABLE. THIS LEAVES A TOTAL OF 130 PATIENTS IN 

THE SURVEY. 

IT MAY BE ARGUED THAT OUR STATISTICS ARE NOT AC-

CURATE BECAUSE, FOR ONE REASON OR ANOTHER, THE PATIENTS 

RETURNING QUESTIONNAIRES MAY NOT REPRESENT A TRUE CROSS 

SECTION OF THE ENTIRE GROUP. THIS WAS CONSIDERED BY US 

BUT THE CORRELATION OF THE RATIO OF SEXES RETURNING 

ANSWERS TO THE RATIO OF SEXES IN THE ENTIRE SERIES IS 

SO CLOSE THAT IT WAS FELT THE STATISTICS COULD REPRE­

SENT THE ENTIRE GROUP. 

OF THE 31 I PATIENTS SENT QUESTIONNAIRES, FORTY­

EIGHT, OR 15.4 PERCENT WERE MALE WHILE OF THE 130 QUES­

TIONNAIRES CONCERNED IN OUR REPORT SEVENTEEN, OR THIR­

TEEN PERCENT BELONGED TO MALE PATIENTS. 

RESULTS FROM QUESTIONNAIRE 

FORTY-THREE AND SIX TENTHS PERCENT OF THE PATIENTS 

SAID THAT THEY HAD HAD RECURRENCE OF PAIN IN THE ABDO­

MEN SINCE THEIR GALLBLADDER OPERATION BUT ONLY 34.5 PER­

CENT HAD RECURRENCE OF PAIN THAT COULD BE REFERABLE TO 

THE BILIARY TRACT. OF THOSE COMPLAINING OF RECURRENCE 

OF PAIN, 21.8 PERCENT SAIC THAT IT WAS SIMILAR TO THE 

PAIN EXPERIENCED PREVtOUS TO SURGERY BUT ONLY 9.8 PER-
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. 
CENT FELT THAT THE PAIN WAS AS SEVERE AS BEFORE SURGERY. 

DIGESTIVE DISTURBANCES SEEMED TO BE THE MOST NUMER­

OUS COMPLAINT OF THE PATIENTS AND THIS WAS EXPECTED. 

IN ANSWER TO THE QUESTION, "Is YOUR APPETITE AS GOOD OR 

BETTER THAN BEFORE THE OPERATION?", 70.4 PERCENT OF THE 

PATIENTS SAID IT WAS, BUT 57.7 PERCENT ADMITTED CER­

TAIN FOODS SEEMED TO DISAGREE WITH THEM. IN FACT, 47.8 

PERCENT MENTIONED TYPICAL FOODS THAT OCCUR WITH DIGEST­

IVE DISTURBANCES RELATED TO THE GALLBLADDER. OF THESE 

FOODS, PERHAPS THE MOST COMMON ONE MENTIONED WAS PORK 

WITH "FATTY FOODS", PASTRIES AND CABBAGE CLOSE BEHIND. 

ALSO FREQUENTLY MENTIONED WERE l~E CREAM, CHOCOLATE, 

SPICES AND COFFEE. AN INTERESTING OBSERVATION WAS THAT, 

ALTHOUGH A LARGE NUMBER OF PATIENTS COMPLAINED OF FOOD 

IDIOSYNCRACIES, AN EVEN LARGER NUMBER, 71.5 PERCENT, 

ADMITTED THEY HAD GAINED WEIGHT SINCE THEIR OPERATION 

AND MANY SAID THEY HAD GAINED SO MUCH WEIGHT THAT THEY 

HAD BEEN ADVISED TO DIET BY THEIR FAMILY DOCTORS • 

THE MAJORITY OF THE PATIENTS CLASSIFIED THEMSELVES 

AS "WELL" OR "IMPROVED 11 WHILE ONLY 4.9 PERCENT SAID THEY 

WERE UNCHANGED AND ONLY ONE PATIENT FELT THAT SHE WAS 

WORSE AND BLAMED MOST Of HER COMPLAINTS ON NERVOUSNESS 

33. 



RESULTING FR0M THE SPINAL ANESTHESIA. THIRTY-ONE 

AND SIX TENTHS PERCENT OF THE PATIENTS CLASSIFIED 

THEMSELVES AS 11 WELL 11 LEAVING A CONSIDERABLE NUMBER 

WHO WERE n I MP ROVED 11 
• 

IN READING THE QUESTIONNAIRES WE FOUND THAT MANY 

OF THOSE WHO PUT THEMSELVES IN A CATEGORY OTHER THAN 

"WELL" HAD DONE SO FOR REASONS OTHER THAN THOSE PER­

TAINING TO THE GALLBLADDER SURGERY AND THESE WERE THEN 

DISREGARDED. THE MAJOR COMPLAINTS WHICH BOTHERED THESE 

PEOPLE WERE HEART, KIDNEY AND ARTHRITIC DIFFICULTIES 

WHICH COULD NOT BE TRACED TO THEIR PREVIOUS SURGERY. 

CAREFULLY REVIEWING THE SUBJECTIVE ANSWERS ON THE 

QUESTIONNAIRES WE CAME TO THE CONCLUSION THAT TWENTY­

NINE PATIENTS WERE EXPERIENCING DIFFICULT! ES WHICH COULD 

BE CLASSIFIED AS "POSTCHOLECYSTECTOMY SYNDROMES". THE 

REMAINING PATIENTS' COMPLAINTS WERE SUCH THAT THEY 

COULD NOT BE INCLUDED UNDER THIS CLASSIFICATION BECAUSE 

THEY WERE: (I) MINIMAL, (2) ENTIRELY DIFFERENT FROM 

THE COMPLAINTS PREVIOUS TO SURGERY, OR (3) RELATED TO 

OTHER ORGANS OR SYSTEMS THAN THE BILIARY OR GASTRO­

INTESTINAL TRACTS. EVERY ATTEMPT WAS MADE NOT TO EX­

CLUDE THOSE PATIENTS WHOSE COMPLAINTS WERE REFERABLE 
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TO OTHER ORGANS OR SYSTEMS BUT WHO MIGHT HAVE BEEN 

OPERATED UPON FOR PRESUMED GALLBLADDER DIFFICULTIES 

DUE TO ERROR IN DIAGNOSIS. 

GENERAL INFORMATION 

THE AVERAGE AGE OF THE 130 PATIENTS INVOLVED IN 

THIS SURVEY WAS 48.9 YEARS WHICH IS SLIGHTLY OLDER 

THAN THE AGES GENERALLY QUOTED FOR THE TYPICAL GALL­

BLADDER PATIENT. THIS WAS THE AVERAGE AGE AT OPERATION 

AND MIGHT BE EXPECTED TO BE SOMEWHAT HIGHER SINCE THE 

PATIENTS AT THE UNIVERSITY HOSPITAL ARE OF A LOWER 

ECONOMIC STATUS THAN THE AVERAGE PATIENT AND CONCEIV­

ABLY MIGHT PUT OFF THE SEEKING OF MEDICAL AID. THE 

YOUNGEST PATIENT WAS THIRTEEN YEARS OF AGE BUT HER 

CHOLECYSTECTOMY WAS PERFORMED DURING A LAPAROTOMY AT 

WHICH TIME IT WAS DETERMINED THAT SHE ALSO HAD BILIARY 

CIRRHOSIS. SHE DIED AT A LATER DATE. THE YOUNGEST 

PATIENT WITH TYPICAL CHOLECYSTITIS WAS SIXTEEN YEARS 

OF AGE WHILE THE OLDEST PATIENT OPERATED WAS 71 YEARS 

OLD (FIGURE I.) 
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PATIENTS 1 AGES BY DECADES 

FIRST DECADE----------------------0 
SECOND DECADE---------------------5 
THIRD DECADE---------------------13 
FOURTH DECADE--------------------20 
FIFTH DECAOE---------------------31 
SIXTH DECADE---------------------32 
SEVENTH DECADE-------------------26 
EIGHTH DECADE---------------------3 

FIGURE I. DISTRIBUTION OF THE AGES OF THE 
130 CHOLECYSTECTOMIZED PATIENTS. 

ONE HUNDRED AND FOURTEEN OF THE 130 PATIENTS, OR 

87 PERCENT, WERE FEMALES WHILE 13 PERCENT WERE MALES, 

A RATIO OF ABOUT SEVEN FEMALES TO ONE MALE. 

THE AVERAGE TIME LAPSE BETWEEN OPERATION AND THE 

FOLLOW-UP WAS 4.7 YEARS WITH A RANGE OF FROM ONE TO 

TEN YEARS. REPORTS HAVE VARIED WITH DIFFERENT AUTHORS 

AS TO THE AMOUNT OF TIME NECESSARY FOR THE SYMPTOMS 

OF THE POSTCHOLECYSTECTOMY SYNDROME TO APPEAR BUT CASES 

HAVE BEEN REPORTED AS HAVING APPEARED 11 AT ONCEn FOLLOW­

ING SURGERY WHILE OTHERS HAVE SHOWN AN INTERVAL AS LONG 

AS TWENTY-SEVEN YEARS BEFORE SYMPTOMS BEGAN. MORTON (19-48), 

FOR INSTANCE NOTED A TIME INTERVAL OF FROM "AT ONCE" TO 

FIFTEEN YEARS IN HIS PATIENTS OPERATED FOR CYSTIC DUCT 

STUMP. OUR REVIEW OF PATIENTS WILL EVENTUALLY REACH 

BACK AT LEAST TWENTY YEARS BUT AT THE PRESENT TIME 

THE SURVEY COVERS PATIENTS ONLY FOR THE LAST NINE YEARS. 
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ACUTE ATTACKS 

MANY AUTHORS HAVE STATED THAT TYPICAL GALLBLADDER 

ATTACKS MUST BE PRESENT BEFORE THE CHOLECYSTECTOMY CAN 

BE EXPECTED TO GIVE THE DESIRED RESULTS. MOCK (1939) 

HAS SAID: 11WE ALL KNOW THAT SURGERY HAS FAILED TO 

CURE A CONSIDERABLE PROPORTION OF PATIENTS SUFFERING 

FROM GALLBLADDER DISEASE. OUR BEST SURGICAL CURES 

ARE AMONG THOSE PATIENTS WITH VERY DEFINITE GALLBLADDER 

COLIC, DUE TO THE PRESENCE OF STONES. Too OFTEN 

PATIENTS WHO ARE OPERATED ON FOR INDEFINITE GALLBLADDER 

SYMPTOMS FAIL TO SECURE RELIEF.u 

WITH THIS THOUGHT IN MIND WE CLASSIFIED EACH 

PATIENT AS TO THE TYPE OF ACUTE ATTACK AND THE TYPE 

OF DIGESTIVE DISTURBANCE PRESENT WITH THE ATTACK. THE 

ACUTE ATTACK WAS GRADED FROM ONE TO FOUR, ONE REP­

RESENTING A MILD ATTACK, TWO A SOMEWHAT MORE SEVERE 

ATTACK BUT REQUIRING NO MORPHINE, WHILE THREE WAS TYPICAL 

GALLBLADDER COLIC REQUIRING MORPHINE FOR RELIEF. GRADE 

FOUR WAS RESERVED FOR THOSE PATIENTS WITH COLIC AND 

WHO OBTAINED NO RELIEF FROM MORPHINE. THE ACUTE ATTACKS 

WERE ALSO CLASSIFIED AS ATYPICAL ATT,�.CKS WHEN THE PAIN

WAS NOT CHARACTERISTIC, THAT IS, IT WAS PRESENT ON THE 
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LEFT SIDE, DID NOT RADIATE TO THE BACK OR SHOULDER, 

AND SO ON. THESE ATTACKS WERE ALSO GRADED FROM ONE 

TO FOUR IN THE SAME MANNER AS FOR THE TYPICAL ATTACKS. 

IT WAS FOUND THAT OF THE TOTAL NUMBER OF PATIENTS, 

82.8 PERCENT HAD TYPICAL ATTACKS LEAVING 17.2 PERCENT 

WITH ATYPICAL ATTACKS. IN THE SAME WAY, 62.3 PERCENT 

OF THE PATIENTS HAD TYPICAL DIGESTIVE HISTORIES WHILE 

37.7 PERCENT HAD ATYPICAL DIGESTIVE HISTORIES. 

CORRELATION OF THESE FIGURES WITH THOSE PATIENTS STILL 

HAVING DIFFICULTIES WILL BE MADE LATER IN THE REPORT. 

(FIGURE 2.) 

ACUTE ATTACKS 

PATIENTS WHO HAD TYPICAL GALLBLADDER ATTACKS---1O7 
MILD ATTACKS----------------------------------4 
MORE SEVERE, NO MORPHINE REQUIRED------------46 
COLIC LEVEL, REQUIRED MORPHINE---------------54 
COLIC LEVEL, NO RELl[F WITH MOREPHINE---------3 

PATIENTS WHO HAD ATYPICAL GALLBLADDER ATTACKS---23 
MILD ATTACKS----------------------------------9 
MORE SEVERE, NO MORPHINE REQUIRED------------1O 
MORPHl~E REQUl~ED FOR RELIEF------------------4 
NOT RELIEVED BY MORPHINE----------------------O 

FtGURE 2. SUMMARY OF THE TYPES OF ATTACKS SEEN 
IN THE 130 CH0LECYSTECT0MIZED PATIENTS. 

PRIBRAM (1950) EXPRESSED THE OPINION THAT A HIGH 

INCIDENCE OF RECURRENCE OF SYMPTOMS RESULTED IN CASES 

IN WHICH THE CH0LECYSTECTOMY WAS PERFORMED IN THE FACE 
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OF A NOT TOO BADLY DAMAGED GALLBLADDER WHICH WAS 

STILL SOMEWHAT FUNCTIONING. HE ALSO FELT THAT THE 

LONGER THE CONDITION, NAMELY LITHIASIS, HAD EXISTED 

THE BETTER THE CHANCES FOR COMPLETE RELIEF BECAUSE 

THE DUCTS HAD BEEN GIVEN THE OPPORTUNITY TO DILATE 

AND TAKE OVER THE FUNCTION OF THE GALLBLADDER AS 

RELIEF FROM PRESSURE. NOMACK AND CRIDER (1947) QUOTE 

BENSON WHO BELIEVED THAT DILITATION OF THE BILE DUCTS 

AFTER CHOLECYSTECTOMY WAS RESPONSIBLE FOR THE POST­

OPERATIVE SYNDROME. THIS WAS DUE TO A LOSS OF AB­

SORPTIVE FUNCTION OF THE GALLBLADDER AND THEREFORE A 

RISE IN INTRADUCTAL PRESSURE. IF, DUE TO OBSTRUCTION 

OR STASIS, THE DUCTS HAVE BEEN PREVIOUSLY DILATED THEY 

WILL SUPPOSEDLY BE ABLE TO WITHSTAND HIGHER PRESSURES 

AND CAUSE LESS PAIN. 

IN OUR SERIES IT WAS FOUND THAT THE AVERAGE DURATION 

OF SYMPTOMS BEFORE CHOLECYSTECTOMY WAS 70.6 MONTHS OR 

5.9 YEARS. THE RANGE WAS EXTREME AND VARIED FROM TWO 

DAYS IN TWO PATIENTS TO THl~TY-EIGHT YEARS IN ONE PATIENT. 

ROENTGENOGRAPHY 

THE X-RAY REPORTS PREVIOUS TO SURGERY SHOWED STONES 

IN 43.8 PERCENT OF THE PATIENTS OPERATED. THE REPORT 

OF A NON-VISUALIZED GALLBLADDER WAS RETURNED IN 38.4 
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PERCENT OF THE PATIENTS"AND NON-VISUALIZED GALL­

BLADDER WITH STONES IN 5.3 PERCENT. DECREASED FUNCTl6N

BUT NO EVIDENCE or STONES WAS SEEN IN 3.6 PERCENT ANO 

A NORMAL GALLBLADDER WAS VISUALIZED IN 8.0 PERCENT. 

IN ONE PATIENT CHOLESTEROSIS (cHOLESTEROLOSts) OF

THE GALLBLADDER WAS REPORTED. 

SURGICAL FINDINGS 

IN ALL CASES, OF COURSE, A CHOLECYSTECTOMY WAS 

PERFORMED BUT IN FORTY-ONE PATIENTS THE APPENDIX

WAS ALSO REMOVED DURING THE OPERATION. IN SEVENTEEN 

OF THE 130 OPERATIONS A CHOLEDOCHOSTOMY WAS PERFORMED 

AND IN SIXTEEN PATIENTS A CHOLEDOCHOLITHOTOMY WAS 

EXECUTED. 

THE FINDINGS REVEALED THAT 109 PATIENTS HAD STONES 

PRESENT IN THE GALLBLADDER AT THE TIME OF OPERATION. 

EIGHT PATIENTS HAD STONES IN THE CYSTIC DUCT AND 

EIGHTEEN COMMON DUCTS CONTAINED STONES. FORTY OF THE 

FORTY-THREE CASES REPORTED BY X-RAY AS HAVING A NON­

VISUALIZED GALLBLADDER WITH NO EVIDENCE OF STONES 

REVEALED STONES AT SURGERY. THIS IS PARTICULARLY 

INTERESTING SINCE MOST FIGURES SHOW THAT ONLY 

APPROXIMATELY 80 PERCENT OF NON-VISUALIZED GALLBLADDERS 

BY X-RAY CONTAIN STONES.
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IN TWO CASES A SPA-SM OF THE SPHINCTER OF 0D01 

WAS IDENTIFIED AT SURGERY. IN ONE OF THESE CASES 

NO STONES WERE  PRESENT BUT MICROSCOPlC EXAMINATION 

SHOWED CHRONIC CHOLECYSTITIS. IN THE OTHER CASE THE 

PATHOLOGICAL DIAGNOSIS WAS CHRONIC CHOLECYSTITIS 

WITH LITHIASIS. AN ESOPHAGEAL HIATUS HERNIA WAS 

IDENTIFIED IN ONE CASE, FIVE PATIENTS EXHIBITED 

FISTULOUS TRACTS AND TWO SHOWED PERFORATION OF THE 

GALLBLADDER WITH SUBSEQUENT HEALING BEFORE SURGERY. 

HYDROPS OF THE GALLBLADDER WAS DEMONSTRATED IN TWO

CASES. (FIGURE 4.) 

SURGICAL FINDINGS 

PATIENTS WITH STONES IN GALLBLADDER------109 
STONES IN CYSTIC DUCT----------------- 8 
STONES IN COMMON DUCT----------------- 18 

PATIENTS EXHIBITING MARKED ADHESIONS----- 20 
SPASM OF SPHINCTER OF 0001--------------- 2 
HIATUS HERNIA---------------------------- I 
FISTULOUS TRACTS------------------------- 5 
P ERFORATION OF GALLBLADDER, HEALED------- 2 
HYDROPS OF GALLBLADDER------------------- 2 

EMPYEMA OF GALLBLADDER------------------- I 

FtGURE 4. FINDINGS REVEALED AT THE ORIGINAL 
OPERATION FOR CHOLECYSTECTOMY. 

PATHOLOGICAL FINDINGS 

GROSS ANO MICROSCOPIC PATHOLOGICAL REPORTS RE­

VEALED THAT 104 CASES HAD CHRONIC CHOLECYSTITIS WITH 
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LITHIASIS WHILE FIVE CA SES HAD EVIDENCE OF CHRONIC 

A NO A CUTE CHOLECYSTITIS WITH LITHIA SIS. OF ALL THE 

CA SES OPERATED, THEN 83.8 PERCENT HAD A DIA GNOSIS OF 

CHRONIC CALCULUS CHOLECYSTITIS. CHRONIC CHOLECYSTITIS 

WITHOUT STONES ACCOUNTED FOR TEN CA SES OR 7.6 PERCENT. 

IN FOUR CA SES (3.0 PERCENT) A DIAGNOSIS OF A NORMAL 

GALLBLADDER B UT WITH STONES PRESENT WAS MADE WHILE IN 

TWO CASES (1.5 PERCENT) A NORMAL GALLBLADDER WITH NO

EVIDENCE OF STONES OR OTHER PA THOLOGY WAS PRESENT. 

THE PA THOLOGICAL DIA GNOSIS OF 11 NORMAL" GALLBLADDER 

CONTA INING STONES IS DOUBTFUL AND PROBA BLY REPRESENTS 

TISSUE SECTIONS WHICH WERE NORMAL B UT WHICH WERE 

CUT FROM AN OTHERWISE DISEA SED GALLBLADDER. THREE 

CA SES SHOWED CHOLESTEROSIS OF THE GALLBLADDER WITH NO 

OTHER PATHOLOGY. ONLY ONE OF THESE CA SES OF CHOLE­

STEROSIS WAS REPRESENTED A S  SUCH BY X-RAY. THERE 

WERE ALSO PRESENT THREE INSTANCES OF A CUTE CHOLE­

CYSTITIS WITH LITHIASIS AND ONE CASE OF SUBACUTE 

CHOLECYSTITIS WITH STONES. 

IN ONLY SIX OF THE 130 O PERATIONS, AND CONSTITUTING 

4.6 PERCENT OF GALLBLADDERS REMOVED, WERE NORMAL GALL­

BLADDERS PRESENT. (FIGURE 5.) 
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PATHOLOGICAL F1NDINGS 

CHRONIC CHOLECYSTITIS WITH LITHIASIS-----104 
CHRONIC CHOLECYSTITIS-------------------- 10 
CHRONIC AND ACUTE CALCULUS CHOLECYSTITIS- 5 
ACUTE CHOLECYSTITIS WITH LITHIASIS------- 3 
SUBACUTE CHOLECYSTITIS WITH LITHIASIS---- I 
NORMAL GALLBLADDER WITH LITHIASIS-------- 4 
NORMAL GALLBLADDER----------------------- 2 
CHOLESTEROSIS---------------------------- 3 

FtGURE 5. PATHOLOGICAL FINDINGS FROM 130 
CHOLECYSTECTOMIES. 

MORTALITY 

OF THE 31 I PATIENTS OPERATED BY CHOLECYSTECTOMY 

AT THE UNIVERSITY HOSPITAL IN THE YEARS FROM 1942 TO 

1950 THERE WERE NINE DEATHS. THIS GIVES AN UNCORRECTED 

MORTALITY RATE OF 2.9 PERCENT. HOWEVER, ONE PATIENT 

HAD A CHOLECYSTECTOMY AT THE TIME OF A GASTRIC RESECTION 

FOR A GASTRIC ULCER WHICH WAS THE PRIMARY PROCEDURE. 

ANOTHER PATIENT EXPERIENCED REMOVAL OF THE GALLBLADDER 

DURING THE COURSE OF A LAPAROTOMY AND THE FINAL DIAG­

NOSIS IN THIS CASE WAS PORTAL CIRRHOSIS. A SURVEY OF 

THOSE PATIENTS WHO DIED REVEALED: 

I. PATIENT A.'N., A MALE, WAS OPERATED IN 1942 AT 

THE AGE OF 69. THERE WAS NO AUTOPSY ALLOWED BUT CLIN­

ICAL IMPRESSION WAS THAT DEATH WAS DUE TO POST-OPERA-
* 

TIVE SHOCK. SURGICAL PATHOLOGY REVEALED SUBACUTE 
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CHOLECYSTITIS WITH LITHIASIS ANO LOCALIZED HEPATITIS. 

2. PATIENT W.0., FEMALE, WAS OPERATED IN 1942 AT

THE AGE OF 63. AUTOPSY FINDINGS WERE! LIGATION

AND THROMBOSIS OF THE HEPATIC ARTERY; HEPATIC NECROSIS; 

PULMONARY ATELECTASls; PULMONARY EDEMA; CHRONIC 

GLOMERULOSCLEROSIS AND A MtCKEL 1 S DIVERTICULUM. 

SURGICAL PATHOLOGY WAS CHRONIC CHOLECYSTITIS WITH 

LITHIASIS. 

3. PATIENT M. F., FEMALE, WAS OPERATED IN 1943 AT

THE AGE OF 67. AUTOPSY REVEALED: NECROTIC PER­

FORATION OF DUODENUM; SUBHEPATIC ABSCESS; PULMONARY 

INFARCTION; FATTY DEGENERATION OF LIVER; AND 

ARTERIOLARNEPHROSCLEROSIS. SURGICAL PATHOLOGY WAS 

CHRONIC CHOLECYSTITIS WITH LITHIASIS. 

4. PATIENT E. N., FEMALE, WAS OPERATED IN 1943 AT

THE AGE OF 50. AUTOPSY REVEALED: PULMONARY EMBOLus; 

PULMONARY EDEMA; PULMONARY INFARCTION; MODERATE 

NEPHROSCLEROSIS; FATTY INFILTRATION OF THE MYOCARDIUM. 

SURGICAL SPECIMEN SHOWED CHRONIC CHOLECYSTITIS WITH 

LITHIASIS. 

5 • p AT I ENT fVl • p • , FEMALE , Wt S OPERATED I N 1943 AT 

THE AGE OF 13. FINDINGS ON AUTOPSY WERE: PORTAL 

CIRRHOSIS AND PULMONARY EDEMA. SURGICAL SPECIMEN 
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REVEALED Ml�D CHRONIC CHOLECYSTITIS. 

6 • p AT I ENT VJ. F. , MALE , WAS OPERATED I N 1943 AT THE 

AGE OF 54. AUTOPSY SHOWED: GENERALIZED ARTERIOSCLER­

OSIS; PULMONARY EDEMA; HEALED DUODENAL ULCER; SCLER­

OSIS OF AORTIC VALVE; LOBULAR PNEUMONIA. THE GALL­

BLADDER REVEALED CHRONIC CHOLECYSTITIS. 

7. PATIENT T. A., MALE, WAS OPERATED IN 1946 AT

THE AGE OF 64. AUTOPSY REVEALED: BILE PERITONITIS; 

BILIARY FISTULA; BRONCHOPNEUMONIA; OBSTRUCTION OF 

BILE DUCTS OF LIVER; PASSIVE CONGESTION OF LIVER 

AND KIDNEYS. SURGICAL SPECIMEN SHOWED CHRONIC 

CHOLECYSTITIS WITH LITHIASIS. 

8. PATIENT M. A., FEMALE, WAS OPERATED IN 1948

AT THE AGE OF 47. AUTOPSY; PULMONARY EDEMA; PURULENT 

CYSTITIS; ANTEMORTEM THROMBUS OF AURICLE; BRONCH­

IECTASIS OF LEFT LOWERLPBE; FOCAL ATELECTASIS OF 

LOWER LOBES; FIBROUS PLEURAL ADHESIONS; FOCAL HYPER­

PLASIA OF CORTEX OF RIGHT ADRENAL; ASTHMA; EARLY 

BRONCHOPNEUMONIA; CONGESTION OF SPLEEN; FATTY 

METAMORPHOSIS OF LIVER. SURGICAL SPECIMEN REVEALED 

BENIGN GASTRIC ULCER AND A NORMAL GALLBLADDER WITH 

LITHIASIS. 
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� 9. PATIENT F. E., FEMALE, WAS OPERATED IN 1950 

AT THE AGE OF 29. No AUTOPSY WAS ALLOWED BUT 

CLINICAL IMPRESSION WAS THAT OF RESPIRATORY PARALYSIS 

FOLLOWING THE USE OF A CURARE-LIKE DRUG DURING 

SURGERY. CHRONIC CALCU LUS CHOLECYSTITIS. 

CORRELATED ST P,T I ST I CS 

As HAS BEEN PREVIOUSLY MENTIONED, TWENTY-NINE 

PATIENTS OF THE SERIES OF 130 WERE DETERMINED TO BE 

PLAGUED WITH COMPLAINTS PLACING THEM IN THE CATEGORY 

O F  POSTCHOLECYSTECTOMY SYNDROMES. THIS IS 22.3 PERCENT 

OF THE TOTAL NUMBER OF PATINETS AND AGREES FAVORABLY 

(OR UNFAVORABLY, AS THE CASE MAY BE) WITH FIGURES GIVEN 

BY OTHER WRITERS. THESE PATIENTS MUST BE STUDIED MORE 

CLOSELY TO ATTEMPT TO DETERMINE THE FACTORS BEHIND 

THEIR SYMPTO:vlS. IT IS OBVIOUS THAT THE DEFINITIVE 

REASONS CANNOT BE GAINED FROM THE SUBJECTIVE ANSWERS 

GIVEN BY THE PATIENTS BUT INDICATIONS FOR THE OPTIMUM 

CRITERIA FOR OPERATION MAY BE REVEALED. NOT UNTIL THE 

PAT I ENT$ ARE SEEN PERSONALLY CAN THE ACTUAL CAUSES BE

DETERMINED. 

THE AVEF!AGE AGE OF THESE T\/JENTY-N I NE PATIENTS AT 

THE TIME OF OPEEA.TION WAS 45 YEARS, ALMOST FOUR YEARS 

LESS THAN THE AVERAGE AGE FOR ALL PATIENTS IN THE SERIES. 
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TH ERE I S AN AVER AGE T PvtE LAPSE S I NC E OPERA TI ON OF 

2.7 YEARS IN THESE TWENTY-NINE PATIENTS. 

ROLE OF TYPICAL ATTACKS 

TWENTY-FOUR OF THE TWENTY-NINE PATIENTS HAO HAD 

TYPICAL ACUTE ATTACKS OF VARYING DEGREE AND MAKE UP 

82.7 PERCENT OF THE PATIENTS HAVING DIFFICULTY. 

THESE TWENTY-FOUR PATIENTS REPRESENT 22.6 PERCENT OF 

THE ENT I RE NUMBER OF' PATIENTS WHO HAD TYPICAL ATTACKS 

WHILE IT WAS FOUND THAT 22.7 PERCENT OF THE PATIENTS 

WITH ATYPICAL ATTACKS OF PAIN HAD RECURRENCE, A 

FIGURE WHICH IS HARDLY SIGNIFICANT. 

HOWEVER, IF 'J/E CONSIDER THE IDEA OF VARIOUS WRITERS 

SUCH AS MOCK (1939) AND RAVDIN (1947) THAT THE POOREST 

RESULTS COME IN THOSE PATIENTS IN WHOM DEFINITE GALL­

BLADDER COLIC �AS NOT PRESENT WE FIND MORE SIGNIFICANT 

FIGURES. 

SIXTEEN OF THE TWENTY-NINE PATIENTS HAO A HISTORY 

OF TYPICAL ATTACKS MILD ENOUGH THAT MORPHINE Wft.S NOT 

REQUIRED FOR RELIEF ANO WHOSE ATTACKS WERE BELOW THE 

GALLSTONE COLIC LEVEL. THESE PATIENTS COMBINED WITH 

THOSE WHO HAD ATYPICAL ATTACKS TOTALED TWENTY-ONE OF 

THE TWENTY-NINE PATIENTS OR 72.4 PERCENT OF TH E TOTAL. 

THE SIXTEEN PATIENTS ',VITH RECURRENCE OF PAIN BELOW THE 
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COL IC LEVEL VIADE UP 32 PERCENT OF THOSE PATIENTS WHO 

HAD TYPICAL ATTACKS BUT DID NOT REQUIRE MORPHINE FOR 

RELIEF. THIS LEAVES ONLY EIGHT OF THE TWENTY-NINE 

PATIENTS (27.5 PERCENT) WHO HAD TYPICAL ATTACKS OF 

COLIC AND REQUIRED MORPHINE, THE EIGHT PATIENTS 

CONSTITUTING ONLY 14.2 PERCENT OF THE TOTAL NUMBER 

OF PATIENTS HAVING TYPICAL ATTACKS REQUIRING MORPHINE. 

OF THE 130 PATIENTS, THEN, TWENTY-ONE, OR 16.1 PERCENT, 

HAD RECURRENCE OF PAIN \JVHOSE HISTORY SHOWED ATYPICAL 

A Cu TE A.TTACKS OR TYPICAL /1.TT ACKS BELOW THE COL IC LEVEL, 

WHILE ONLY EIGHT 6.1 PERCENT, OF THOSE CASES WITH 

HISTORIES OF PAIN ABOVE THE COLIC LEVEL SHOWED RECURRENCE. 

THIS 1VOULD SEEM TO INCi CATE THAT FOR BEST RESULTS 

THE PATIENT SHOULD HAVE A HISTORY OF TYPICAL ACUTE 

ATTACKS OF PAIN WHICH ARE SEVERE ENOUGH TO BE CLASSED 

IN THE CATEGORY OF GALLSTONE COLIC. FROM OUR FIGURES 

THOSE PATIENTS WHO DO NOT HAVE TYPICAL ATTACKS OR 

WHOSE ATTACKS ARE TYPICAL BUT OF A MILD DEGREE ARE DOOMED 

TO A H I GH E R P E RC ENT AGE OF F A I LU R ES • ( F I GU RE 3 • ) 
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ACUTE ATTACKS IN THOSE PATIENTS 
Now HAVING POSTCHOLECYSTECTOMY SYMPTOMS 

PATIENTS WHO HAD TYPICAL GALLBLADDER ATTACKS----
M1LD ATTACKS---------------------------------
MORE SEVERE, NO MORPHINE REQUIRED-----------­
COLIC LEVEL, REQUIRED MORPHINE--------------­
COLIC LEVEL, NO RELIEF WITH MORPHINE---------

PATIENTS WITH ATYPICAL GALLBLADDER ATTACKS------
MILD ATTACKS---------------------------------
MoRE SEVERE, NO MORPHINE REQUIRED------------

F1GURE 3. TYPES OF GALLBLADDER ATTACKS SEEN IN 
29 PATIENTS WITH POSTCHOLECYSTECTOMY 
STATES. 

DIGESTIVE DISTURBANCES 

24 
2 

14 
7 
I 
5 
I 
4 

THE 

FOURTEEN OF THE TWENTY-NINE PATIENTS (48.3 PER­

CENT) HAD ATYPICAL DIGESTIVE HISTORIES WHILE FIFTEEN 

HAD TYPICAL DIGESTIVE HISTORIES. HOWEVER, OF THE TOTAL 

NUMBER OF CASES WITH ATYPICAL DIGESTIVE HISTORIES, 

29.1 PERCENT HAD RECURRENCE OF SYMPTOMS FOLLOWING CHOLE­

CYSTECTOMY WHILE ONLY 18.9 PERCENT OF THOSE WITH TYPICAL 

DIGESTIVE HISTORIES HAD DIFFICULTY FOLLOWING OPERATION. 

BATES AND [MENHISER ( 1946) EXPRESS A CONSERVATIVE 

STATEMENT CONCERNING SURGERY WHEN THEY SAY: "THE GREAT­

EST PERCENTAGE OF OPERATIVE FAILURES IN ALL TYPES OF 

SURGERY OCCURS WHERE THE OPERATION IS PERFORMED FOR RE­

LIEF OF PAIN RATHER THAN THE CORRECTION OF PROVEN DIS­

TURBANCES IN PHYSIOLOGY. ALVAREZ (1944) STATES THAT IN 
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ALL CASES OF CHOLECYSTITIS WITHOUT JAUNDICE THE BILE 

IS FLOWING FROM THE LIVER INTO THE DUODENUM WITHOUT 

HINDRANCE AND THAT FREQUENTLY THE CHOLECYSTOGRAM SHOWS 

THAT THE GALLBLADDER IS FUNCTIONING FAIRLY WELL. THUS, 

IF DIGESTIVE DISTURBANCES TYPICAL OF GALLBLADDER DISEASE 

ARE NOT PRESENT THERE IS SOME DOUBT THAT SURGERY FOR 

THE RELIEF OF PAIN WILL BE OF VALUE IF THERE IS NO COR­

RECTION OF THE DISTURBED PHYSIOLOGY INVOLVED. 

OUR RESULTS WOULD APPEAR TO SUPPORT THIS VIEW FOR 

IN THOSE PATIENTS WITH DIGESTIVE DISTURBANCES NOT TYP­

ICAL OF GALLBLADDER DISEASE THE UNDERLYING PHYSIOLOGY 

WAS APPARENTLY NOT CORRECTED BY THE REMOVAL OF THE 

GALLBLADDER. 

DURATION OF PRESENT ILLNESS 

TWENTY-ONE OF THE TWENTY-NINE PATIENTS HAD A DUR­

ATION OF THE PRESENT ILLNESS WHICH WAS LESS THAN THE 

AVERAGE OF 5.88 YEARS FOR THE ENTIRE GROUP. THE AVER­

AGE DURATION OF SYMPTOMS FOR THE PATIENTS SUFFERING 

FROM POSTCHOLECYSTECTOMY COMPLAINTS WAS 58.4 MONTHS AS 

OPPOSED TO THE 70.6 MONTHS AVERAGE FOR THE OVERALL GROUP. 

SUPERFICIALLY THIS SEEMS TO SUPPORT THE VIEWS OF 

PRtBRAM (1950) AND WOMACK AND CRIDER (1947) THAT IF THE 
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GALLBLADDER DISEASE HAS EXISTED FOR A RELATIVELY 

LONG PERIOD OF TIME THE RESULTS WILL BE MORE SATISFACT­

ORY. HOWEVER, THE FACT THAT THE AVERAGE LENGTH OF TIME 

THE SYMPTOMS WERE PRESENT BEFORE SURGERY IN THESE PATIENTS 

WAS NEARLY FIVE YEARS MAKES THE FIGURES INSIGNIFICANT. 

PATHOLOGY REPORTS 

SEVERAL WRITl::RS, SUCH AS WOMACK AND CRIDER (1947), 

RAVDIN ( 1947), iVlOCK ( 1939) AND OTHERS FEEL THAT THE 

PRESENCE OF STONES IS NECESSARY FOR THE PROPER RELIEF 

TO BE OBTAINED BY CHOLECYSTECTOMY. MACDONALD (1943) 

STATES THAT STATISTICS FROM TEACHING HOPSITALS SHOW 

THAT 90 PERCENT OF PATIENTS WITH CALCULUS DISEASE OB­

TAIN GOOD RESULTS. HE SAYS THAT WITH CALCULI, THE 

CAUSE IS REMOVED BY SURGERY BUT IF STONES ARE NOT PRES­

ENT THE CAUSES (HEPATITIS, CHOLANGITIS, COMMON DUCT 

DISEASE, PYLOROSPASM, ETC.) ARE NOT REMOVED AND SYMP­

TOMS WILL REMAIN FOLLOWING SURGERY. 

PATHOLOGICAL REPORTS OF THE SURGICAL SPECIMENS 

OBTAINED IN THE TWENTY-NINE PATIENTS STILL EXPERIENC­

ING DIFFICULTY REVEALED THAT TWENTY-FOUR OF THE 

PATIENTS DEFINITELY HAD CHRONIC CALCULUS CHOLE­

CYSTITIS. THREE PATIENTS HAD ONLY CHRONIC CHOLE-
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CYSTITIS WITHOU� LITHIASIS (ONE OF THESE CASES HAD 

SPASM OF THE SPHINCTER OF ODDI WHICH WAS REVEALED 

AT OPERATION) AND TWO PATIENTS HAD "NORMAL" GALL­

BLADDERS IN WHICH STONES WERE PRESENT. 

THUS 22 PERCENT OF THOSE PATIENTS WITH CHRONIC 

CALCULUS CHOLECYSTITIS HAD RECURRENCE OF SYMPTOMS 

WHILE 30 PERCENT OF THOSE WITH CHRONIC CHOLECYSTITIS 

WITHOUT STONES HAD RECURRENCE. FtFTY PERCENT OF 

THOSE PATIENTS WITH STONES PRESENT IN A "NORMAL" GALL­

BLADDER HAD POST-OPERATIVE DIFFICULTIES. (FIGURE 6.) 

PATHOLOGICAL FINDINGS IN THOSE PATIENTS 
NO�' Hi\VI NG POSTCHOLECYSTECTG/Y SYMPTOMS 

CHRONIC CHOLECYSTITIS WITH LITHIASIS-------- 24

CHRONIC CHOLECYSTITIS----------------------- 3
NORMAL GALLBLADDER WITH LITHIASIS----------- 2 

FIGURE 6. PATHOLOGY FOUND IN THOSE 29 PATIENTS 
NOW HAVING POSTCHOLECYSTECTOMY STATES. 

POST-OPERATIVE DRAINAGE 

POST-OPERATIVE DRAINAGE WAS USED IN EVERY CASE BUT 

T-TUBES WERE USED IN ONLY TWENTY-SEVEN OF THE 130 CASES.

IN SEVEN OF THE PATIENTS A THREE DAY BILIARY FLUSH 

WAS USED IN CONJUNCTION WITH THE T-TUBE AND IN SEVEN 

PATIENTS ONLY A THREE DAY FLUSH WAS USED. 

OF THE TWENTY-NINE PATIENTS WITH POSTCHOLECYSTECTOMY 

SYMPTOMS, THREE HAD HAD AT-TUBE AND THREE DAY FLUSH 
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AND THREE OTHERS HAD HAD ONLY AT-TUBE. NONE OF THESE 

PATIENTS HAO HAD A THREE DAY FLUSH ONLY. THE NUMBER 

OF PATIENTS HAVING BILIARY FLUSHES IS SO SMALL THAT 

THE FIGURES ARE NOT SIGNIFICANT BUT BEST, HICKEN AND 

FINLAYSON (1939) HAVE SHOWN THAT THE ADMINISTRATION 

OF THE OXIDIZED, UNCONJUGATED BILE ACIDS IS FOLLOWED 

BY A CONSIDERABLE INCREASE IN THE PRESSURE UNDER WHICH 

THE BILE FLOWS THROUGH THE BILE DUCTS. SucH AN INCREASE 

IN PRESSURE OF BILE IS AN AID IN OVERCOMING A TENDENCY 

TO STASIS WITHIN THE DUCTS, HELPS FLUSH OUT MUCUS, 

CELLULAR WASTES AND POSSIBLY SMALL CALCULI WITHIN THE 

BILE DUCTS. SucH AN !�CREASE IN PRESSURE MAY ALSO AID 

IN OVERCOMING SPASTIC STATES AROUND THE SPHl�CTER OF 

0001. 

REVIEW OF PATIENTS 

MERE STATISTICS ALONE ARE OF LITTLE VALUE IN THE 

DETERMINATION OF THE FACTORS BEHIND THE POSTCHOLE­

CYSTECTOMY SYNDROME. ACTUALLY, IN MOST CASES THE 

REASONS A�E NOT AT ALL VAGUE BUT ARE OFTEN VERY SIMPLE, 

INVOLVING A MISTAKEN DIAGNOSIS, PATHOLOGY IN OTHER 

ORGANS STILL PRESENT AFTER SURGERY (HEART DISEASE, ULCER, 

DIABETES, ETC.), INCISIONAL HERNIA AND SO ON. 
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IT IS, HOWEIJ.-ER, DIFFICULT TO DETERMINE THESE 

CONDITIONS ONLY FROM PREVIOUS HOSPITAL RECORDS ANO 

FROM SUBJECTIVE REPORTS FROM THE PATIENTS THEMSELVES 

AND DEFINITIVE CLASSIFICATION MUST NECESSARILY WAIT 

UNTIL THE PATIENTS ARE SEEN ANO EXAMINED. A TENTATIVE 

CLASSIFICATION OF EACH PATIENT INVOLVED IN THE POST­

CHOLECYSTECTOMY SYNDROMES OF OUR SERIES IS PRESENTED 

BELOW• 

,. PATIENT L. P., FEMALE, AGE 51. COMPLAINS OF 

PAIN IN THE LOWER ABDOMEN RELIEVED BY ATROPINE AND 

MORPHINE. CABBAGE, LETTUCE, CARROTS AND MEAT 

CAUSE DIFFICULTY. HAS DIABETES AND MILD HYPER­

TENSION. CLASSIFIED AS POSSIBLE DUCT STONES SINCE 

SURGERY REVEALED CHRONIC CHOLECYSTITIS AND LITHIAStS. 

2. PATIENTS. R., FEMALE, AGE 33. COMPLAINS OF

PAIN IN THE CENTER OF THE STOMACH RELIEVED BY 

MORPHINE AND CAUSED BY HAM. Fooo IDIOSYNCRACIES 

TO COFFEE, PORK, EGGS AND SPICES. CYSTIC DUCT 

STUMP LEFT AT SURGERY. NUMEROUS STONES FOUND. 

PROBABLE CLASSIFICATION OF BILIARY DYSKINESIA WITH 

POSSIBLE CYSTIC DUCT STUMP SYNDROME. 

3. PATIENT E. s., FEMALE, AGE 48. COMPLAINS OF

PAIN THROUGH STOMACH AND LIVER AREA WHICH IS D ULL 

ACHE WITH SORENESS. RELIEVED BY LYING DOWN ANO 
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RESTING. GAS-IN LOWER BOWEL. OPERATION REVEALED 

STONE IN NECK OF CYSTIC DUCT AND HEALED DUODENAL 

ULCER. CHRONIC CALCULUS CHOLECYSTITIS. PROBABLY 

IS BILIARY DYSKINESIA. 

4. PATIENT E. T., FEMALE, AGE 30. COMPLAINS OF

PAIN IN RIGHT SIDE ON LEVEL WITH UMBILICUS WITH 

NAUSEA AND VOMITING, TIREDNESS AND DIZZINESS. 

CHRONIC CALCULUS CHOLECYSTITIS. ANXIETY STATE 

DIAGNOSED WHILE IN THE HOSPITAL. PROBABLY IS STILL 

ANXIETY STATE. 

5. PATIENT[. A., FEMALE, AGE 46. COMPLAINS OF

PAIN IN RIGHT UPPER QUADRANT WHICH IS MORE SEVERE 

THAN BEFORE SURGERY. HAS NOTICED JAUNDICE THREE 

MONTHS AFTER SURGERY. SPASM OF SPHINCTER OF 0001 

SEEN AT OPERATION ANOaLATED. CHRONIC CHOLECYSTITIS 

BY PATHOLOGY. PROBABLY IS STRICTURE OF COMMON DUCT. 

6. PATIENT A. D., FEMALE, AGE 55. COMPLAINS OF

GAS AND BLOATING WITH PERIODS OF JAUNDICE. No FREE 

ACID ON GASTRIC ANALYSIS. COMMON DUCT STONE BY 

CHOLANGIOGRAM AFTER SURGERY REMOVED BY THREE DAY 

FLUSH. KETURNED LATER WITH EVIDENCE OF FURTHER COMMON 

DUCT OBSTRUCTION. HAS HYPERTENSION ANO ANEMIA. 

CLASSIFICATION OF COMMON DUCT STONE OR STRICTURE. 
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7. fYATIENT A. H., MALE, AGE 53. COMPLAINED OF

PAIN ON RIGHT SIDE OF BACK. NUMEROUS ADHESIONS FOUND 

AT SURGERY. CHRONIC CHOLECYSTITIS WITHOUT TONES. 

HYPOCHONDRIACAL DIAGNOSIS BY PSYCHIATRY. KIDNEY 

STONE BY X-RAY.{NOT DONE AT THE UNIVERSITY HOSPITAL) • 

CLASSIFICATION AS ERROR IN DIAGNOSIS. 

8. PATIENT E. K., FEMALE, AGE 67. COMPLAINS OF

STINGING PAIN IN RIGHT SIDE AT SITE OF DRAINAGE TUBE. 

ARTERIOSCLEROTIC HEART DISEASE WITH HYPERTENSION. 

ADHESIONS AND 75 STONES FOUND AT SURGERY. ARTHRITIS 

AT PRESENT TIME. OBESE. CLASSIFICATION: PROBABLE 

NEU ROMA. 

9. PATIENT R. B., FEMALE, AGE 44. COMPLAINS OF

PAIN IN CENTER OF ABDOMEN WITH NAUSEA AND SO RENESS. 

RELIEVED BY REST. SAYS LOCAL DOCTOR TOLD HER SHE 

HAD TOO MUCH GASTRIC ACID AND SPASM OF STOMACH. 

SURGERY REVEALED NUMEROUS ADHESIONS. CHRONIC CALCULUS 

CHOLECYSTITIS. PROBABLE CLASSIFICATION IS PYLORO­

SPASM OR BILIARY DYSKINESIA. 

10. PATIENT M. F., FEMALE, AGE 31. COMPLAINS OF

PAIN AT SITE OF DRAINAGE TUBE WITH A LARGE BUMP 

PRESENT AT TIMES. X-RAY SHOWED DECREASED FUNCTION 

BUT NO STONES. CHRONIC CALCULUS CHOLECYSTITIS. 
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CLASSIFIED AS INCISIONAL HERNIA. 

I I. PATIENT M. M., FEMALE, AGE 65. COMPLAINS 

OF PAIN IN UPPER RIGHT QUADRANT AND EPIGASTRIUM 

CAUSED BY RICH FOODS AND CABBAGE AND RELIEVED BY 

HYPODERMIC INJECTIONS. NAUSEA AND VOMITING RELIEVED 

BY ANTISPASMODICS AND 81LRON. EPILEPTIC ATTACKS 

ASSOCIATED WITH PAIN IN ABDOMEN. CYSTIC DUCT 

STUMP LEFT AT SURGERY. CLASSIFICATION: BILIARY 

DYSKINESIA. 

12. PATIENT V. K., FEMALE, AGE 41. COMPLAINS OF 

PAIN OVER AREA OF GALLBLADDER. RELIEVED BY REST AND 

LOCAL HEAT. INCISIONAL HERNIA FROM PREVIOUS 

LAPAROTOMY REPAIRED AT TIME OF CHOLECYSTECTOMY 

(CHRONIC CHOLECYSTITIS WITHOUT LITHIASIS). PROBABLY 

IS BILIARY DYSKINESIA. 

13. PATIENT B. N., FEMALE, AGE 36. COMPLAINS OF 

PAIN ON THE RIGHT SIDE WITH BLOATING, SWELLING OF 

HANDS AND FEET AND SHORTNESS OF BREATH. DIAGNOSIS 

OF BRONCHIECTASIS AND LITHIASIS (NORMAL GALLBLADDER) 

AND DIABETES WHILE IN HOSPITAL. CLASSIFIED AS ERROR 

IN DIAGNOSIS. 

14. PATIENT N. E., FEMALE, AGE 67. COMPLAINS OF 

PAIN OVER ENTIRE ABDOMEN AND LERT SIDE. HAD CHOLE-
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CYSTOTOMY WITH SUBSEQUENT CHOLECYSTECTOMY 

WITH LITHOTOMY. DIVERTICULOSIS BY X-RAY. IN­

CISIONAL HERNIA STILL PRESENT. PROBABLY IS DUE 

TO INCISIONAL HERNIA AND POSSIBLY DIVERTICULITIS. 

15. PATIENT F. 0., FEMALE, AGE 45. COMPLAINS 

OF PAIN IN THE REGION OF GALLBLADDER AND LIVER 

RELIEVED BY DIET, REST AND HEAT. HAS HYPERTENSION 

AND KIDNEY TROUBLE. PROBABLE CLASSIFICATION: ABSENCE 

OF GALLBLADDER FUNCTION OR BILIARY OYSKINESIA. 

RENAL DISEASE. 

16. PATIENT G. J., FEMALE, AGE 61. COMPLAINS OF 

PAIN TO THE RIGHT OF THE GALLBLADDER INCISION WHICH 

IS TENDER AND SORE. Is COf~STIPATED AND HAD ONE 

ATTACK OF JAUNDICE(?). 0tAGNOSIS OF PSYCHONEUROSIS 

IN HOSPITAL. CHRONIC CALCULUS CHOLECYSTITIS. HAS 

ARTHRITIS AT PRESENT TIME. CLASSIFIED: BILIARY 

DYSKINESIA, PSYCHONEUROSIS, POSSIBLE NEUROMA. 

17. PATIENT G. A., MALE, AGE 62. COMPLAINS OF 

PAIN BELOW LEFT COSTAL MARGIN AND EPIGASTRIUM 

RELIEVED BY FOOD FOR SHORT INTERVALS. HAD LOW FREE 

ACID ON GASTRIC ANALYSIS. RUPTURED ULCER 23 YEARS 

AGO. CHRONIC CHOLECYSTITIS AND LITHIASIS. DIAGNOSIS 

AS CARCINOMA OF THE STOMACH IN SURGERY CLINIC THIS YEAR. 
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CLASSIFICATION MAY BE ERROR IN DIAGNOSIS IF THE CAR­

CINOMA WAS PRESENT AT THE TIME OF SURGERY. 

18. PATIENT M. H., FEMALE, AGE 74. COMPLAINS OF

TWO OR THREE ATTACKS Ot PAIN IN THE UPPER ABDOMEN 

CAUSED BY TOMATOES AND RELIEVE0 BY SODA AND 0ESICOL. 

HAD HEART ATTACK. HYPERTENSION AND HEART DISEASE. 

HAD COMMON DUCT STONE WITH DILITATION OF COMMON DUCT. 

CHRONIC CALCULUS CHOLECYSTITIS. CLASSIFIED AS AB­

SENCE OF GALLBLADDER FUNCTION. 

19. PATIENT E. L., AGE 47. COMPLAINS OF PAIN IN

EPIGASJRIUM, MORE SEVERE THAN BEFORE SURGERY AND RE­

LIEVED BY 11SHOTSn. HYPERTHYROID. ONE YEAR AFTER SUR­

GERY ENTERED FOR CHOLEDOCHOLITHOTOMY. PATHOLOGY RE­

PORT NAS CHRONIC CALCULUS CHOLEYCSTITIS. CLASSIFIED 

AS COMMON DUCT STONE. 

20. PATIENT C. H., FEMALE, AGE 20. COMPLAINING OF

PAIN ON RIGHT SIDE UNDER RIBS CAUSED BY EATING AND RE­

LIEVED BY VOMITING AND LOCAL HEAT. HAS BEEN JAUNDICED 

WITH EACH ATTA©<. AT SURGERY HAD NORMAL GALLBLADDER 

WITH STONES. CLASSIFIED: ERROR IN DIAGNOSIS, ADHESIVE 

STRICTURE OF COMMON DUCT, POSSIBLE COMMON DUCT STONE. 

21. PATIENT�. 8., FEMALE, AGE 52. COMPLAINS OF

PAIN UNDER RIBS ON RIGHT SIDE ABOUT EVERY THREE OR 
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FOUR MONTHS WHIGH IS DESCRIBED AS A "SORENESStt AND 

CAUSED BY FOOD. HAD INCISIONAL HERNIA. SURGERY RE­

VEALED NUMEROUS ADHESIONS AND STONES. PATIENT VERY 

NERVOUS. CLASSIFIED AS FUNCTIONAL. 

22. PATIENT G. L., FEMALE, AGE 45. COMPLAINS OF

CRAMPING PAIN OVER SCAR WITH A LUMP THAT FORMS WHEN 

PATIENT BENDS OVER. MILD CHRONIC CHOLECYSTITIS AND 

LITHIASIS. CLASSIFIED: INCISIONAL HERNIA. 

23. PATIENT F. FEMALE, AGE 49. COMPLAINS OF 

PAIN IN THE PIT OF THE STOMACH AS BEFORE SURGERY BUT 

NOT AS SEVERE WITH OCCASIONAL DIARRHEA. HYPOTHYROID. 

Low FREE AND TO�AL ACID WITH HISTAMINE STIMULATION. 

CLASSIFIED: BILIARY DYSKINESIA. 

2A. PATIENTS. P., FEMALE, AGE 58. COMPLAINS OF 

SORENESS IN THE AREA OF THE GALLBLADDER AS SEVERE AS 

BEFORE SURGERY. RELIEVED BY SODA. TOLD BY LOCAL 

DOCTOR THAT STONES STILL PRESENT. CYSTIC DUCT STUMP 

LEFT AT SURGERY AT WHICH TIME CHOLESTEROSIS WITH LITH­

IASIS WAS FOUND. ONE YEAR LATER RETURNED COMPLAINING 

OF COLIC AND RELIEVED BY BILIARY FLUSH. CLASSIFIED 

AS RESIDUAL STONES. 

25. PATIENT L. V. K., FEMALE, AGE 27. COMPLAINS
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OF PAIN IN RIGHT UPPER QUADRANT AS SEVERE AS BEFORE 

SURGERY, CAUSED BY PORK AND NERVOUSNESS AND RELIEVED 

BY MORPHINE, CODEINE AND VOMITING. No FREE ACID ON

GASTRIC ANALYSIS. NUMEROUS PEA-SIZED STONES. CLASSI­

FIED AS PROBABLE STONE IN COMMON DUCT OR BILIARY OYS­

KINESIA. 

26. PATIENT F. MALE, AGE 59. CoMPLA I NS OF 

PAIN IN THE PIT OF THE STOMACH AS SEVERE AS BEFORE 

SURGERY AND RELIEVED BY VOMITING AND nHYPo". SUR­

GERY REVEALED ADHESIONS TO LIVER AND STONE IN THE 

AMPULLA. CHRONIC CALCULUS CHOLECYSTITIS. CLASSIFIED 

AS DYSKINESIA. 

27. PATIENT F. C., MALE, AGE 50. COMPLAINS OF

PAIN DIRECTLY ASOVE THE INCISION AND CAUSED BY COUGH­

ING AT WHICH TIME A LUMP APPEARS. CHRONIC AND ACUTE 

CALCULUS CHOLECYSTITIS. CLASSIFIED: INCISIONAL HERNIA. 

28. PATIENT L. W., FEMALE, AGE 51. COMPLAINS OF

PAIN IN THE AREA OF THE INCISION AND CAUSED BY FOOD 

AND TIREDNESS, RELIEVED BY REST AND BELCHING. NUM­

EROUS ADHESIONS AT SURGERY. CLASSIFIED: DYSKINESIA. 

29. PATIENT L. G., FEMALE, AGE 64. COMPLAINS OF

NAGGING PAJN IN THE RIGHT UPPER QUADRANT WHICH IS 
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"soRE AS A BOILtl AND WHICH "COMES AND GOES!!. Low 

FREE AND TOTAL ACID WITH HISTAMINE STIMULATION. 

CHRONIC CALCULUS CHOLECYSTITIS. CLASSIFIED AS POS­

SIBLE INCISIONAL HERNIA. 

TENTATIVE CLASSIFICATION 
OF PATIENTS 

COMMON DUCT STONES---------------5 
BILIARY DYSKINESIA---------------8 
FuNCTIONAL-----------------------3 
COMMON DUCT STRICTURE------------2 
ERROR IN DIAGNOSIS---------------3 
NEUROMA--------------------------1 
INCISIONAL HERNIA----------------5 
ABSCENCE OF GALLBLADDER----------2 

FIGURE 7. TENTATIVE CLASSIFICATION OF 
PATIENTS AS TO CAUSE OF THEIR POST­
CHOLECYSTECTOMY STATES. 

STANDARD PROCEDURES TO BE USED 
IN THE STUDY OF PATIENTS PRESENTING 

POSTCHOLECYSTECT8HY SYMPTOMS 

As HAS ALREADY BEEN STATED, AND AS CAN BE SEEN 

FROM THE ABOVE PATIENTS, THE FINAL DIAGNOSIS AND CLASSI­

FICATION OF THEIR DIFFICULTIES CANNOT BE MADE UNTIL THE 

r 
PATIENTS HAVE BEEN SEEN. CACH PATIENT LISTED ABOVE WILL 

BE ASKED TO RETURN TO THE UNIVERSITY CLINIC OR HOSPITAL 

TO BE RE-EXAMINED. IT IS H©PED THAT AS MANY PATIENTS 
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AS POSSIBLE WILL RETU~N FOR EVALUATION. 

THE FOLLOWING IS THE ROUTINE WHICH WILL BE USED 

IN THE EXAMINATION: 

I. COMPLETE HISTORY 
2. COMPLETE PHYSICAL EXAMINATION 
3. REVIEW OF PREVIOUS RECORDS 
4. COMPLETE BLOOD COUNT 
5. URINE ANALYSIS 
6. SEDl~ENTATION RATE 
7. 8ROMSULFALEIN TEST (UNLESS JAUNDICE IS PRESENT) 
8. GASTRIC ANALYSIS (MULTIPLE AS NEEDED INCLUDING 

NIGHT ACIDS) 
9. CHOLANGIOGRAM USING PRIQDAX (ALL CASES OF JAUN­

DICE REFERRED TO THE STAFF FOR DECISION) 
10. UPPER GASTRO-INTESTINAL X-RAY SERIES 
I I. LYON-MELTZER DUODENAL DRAINAGE 

WHEN THE ABOVE TESTS DO NOT REVEAL THE UNDERLYING 

PATHOLOGY FURTHER EXAMINATIONS WILL BE PERFORMED: 

CARDIAC 
I. MEDICAL CONSULTATION 
2. ELECTROCARDIOGRAM 

FUNCTIONAL DISEASE 
I. PSYCHIATRY CONSULTATION 

HEPATITIS 
I. CEPHALIN-CHOLESTEROL FLOCCULATION 
2. ALKALINE PHOSPHATASE 
3. ALBUMIN-GLOBULIN RATIO 

JAUNDICE 
!. URINARY UROBILINOGEN 
2. SERUM BILIRUBIN 

COLON DISEASE 
I. PROCTOSCOPIC EXAMINATION 
2. BARIUM ENEMA AFTER THE ABOVE 
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BILlhRY OYS~INESIA 
I. MORPHINE-SECRETIN TEST 

PANCREATIC JISEASE 
I. BLOOD SUGAR 
2. GLUCOSE TOLERANCE 
3. DUODENAL DRAINAGE WITH SECRETIN AND MECHOLYL 

STIMULATION 
4. SERUM AMYLASE OR LIPASE IF INDICATED. 

SUMMARY 

IT IS FELT THAT THE RECURRENCE OF PREVIOUS SYMP­

TOMS FOLLOWING CHOLECYSTECTOMY OCCURS TOO FREQUENTLY 

FOR A PROCEDURE THAT IS SUPPOSED TO BE A DEFINITIVE ONE. 

FOR THIS REASON IT WAS DECIDED TO REVIEW THE CASES OF 

CHOLECYSTECTOMY AT THE UNIVERSITY HOSPITAL, UNIVERSITY 

OF NEBRASKA COLLEGE OF MEDICINE. 

QUESTIONNAIRES WERE SENT TO 31 I CHOLECYSTECTOMIZED 

PATIENTS AND UPON THEIR RETURN TO US EACH PATIENT'S 

HOSPITAL CHART WAS REVIEWED AND PERTINENT FACTS PLACED 

ON A MASTER CHART FOR USE LATER IN CORRELATION OF THE 

PATIENT'S ANSWERS IN AN ATTEMPT TO DETERMINE REASONS 

FOR THE SO-CALLED "POSTCHOLECYSTECTOMY SYNDROME". 

A BRIEF REVIEW OF THE LITERATURE IS PRESENTED TO 

GIVE THE CONCEPTS OF VARIOUS AUTHORS AS TO THE CAUSES 

OF SYMPTOMS FOLLOWING CHOLECYSTECTOMY. 
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A COMPREHENSIVE-CLASSIFICATION OF CAUSES OF SYMP­

TOMS FOLLOWINt CHOLECYSTECTOMY IS PRESENTED ALONG WITH 

A DIFFERENTIAL DIAGNOSIS OF RIGHT UPPER QUADRANT PAIN 

AND SHORT EXPLANATIONS OF SOME OF THE CAUSES WHICH 

MAY BE UNFAMILIAR. 

THE METHOD OF FOLLOW-UP AND A SAMPLE QUESTIONNAIRE 

ARE PRESENTED. 

STATISTICS DEALING WITH THE ENTIRE GROUP OF 130 

PATIENTS WHO RETURNED QUESTIONNAIRES ARE GIVEN AND ILL­

USTRATE THE AVERAGE AGES AND SEX RATIOS INVOLVED. THEY 

ALSO DEAL WITH THE GENERAL STATISTICS OBTAINEO FROM THE 

ANSWERS TO THE QUESTIONNAIRE AND FROM THE INFORMATION 

GAINED FROM THE PATIENTS' HOSPITAL CHARTS. THEY PRE­

SENT SUCH THINGS AS THE TYPES OF ATTACKS, DIGESTIVE 

DISTURBANCES, X-RAY RESULTS, SURGERY PERFORMED AND THE 

PATHOLOGICAL REPORTS FROM THE SURGICAL SPECIMENS. THE 

OPERATIVE MORTALITY RATES ARE PRESENTED ALONG WITH IN­

FORMATION GAINED FROM AUTOPSY. 

INDIVIDUAL CORRELATIONS ARE THEN GIVEN FOR THE 

TWENTY-NINE PATIENTS WHOM WE BELIEVED TO BE TROUBLED 

BY THE POSTCHOLECYSTECTOMY SYNDROME. THESE STATISTICS 

DEAL WITH SOME OF THE SAME SUBJECTS AS LISTED ABOVE ALONG 
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WITH SUCH THINGS AS POST-OPERATIVE DRAINAGE, DURATION 

OF COMPLAINTS ANO PATHOLOGICAL REPORTS IN THESE PATIENTS. 

EACH PATIENT EXPERIENCING THE SYMPTOMS USUALLY 

SEEN AFTER CHOLECYSTECTOMY IS THEN PRESENTED WITH A 

BRIEF DESCRIPTION OF HIS COMPLAINTS AT PRESENT, ABNOR­

MALITIES IN HIS HOSPITALIZATION AND A TENTATIVE CLASSI­

FICATION OF THE POSSIBLE CAUSE OF THE SYMPTOMS. 

THE PROCEDURES FOR THE CLINICAL FOLLOW-UP OF THESE 

PATIENTS ARE THEN GIVEN, INCLUDING THE VARIOUS TESTS 

AND EXAMINATIONS WHICH WILL BE DONE ON EACH PATIENT AND 

THE SPECIAL TESTS RESERVED FOR MORE DIFFICULT DIAGNOSES. 

CONCLUSIONS 

I. THE PRESENCE OF SYMPTOMS SIMILAR TO THOSE EX­

PERIENCED BEFORE CHOLECYSTECTOMY OCCUR TOO FREQUENTLY, 

AFTER THE CHOLECYSTECTOMY, FOR A PROCEDURE WHICH IS 

PRESUMED TO BE DEFINITIVE. 

2. THE CAUSES OF SYMPTOMS FOLLO~ING CHOLECYST-

ECTOMY ARE NUMEROUS AND CAN BE PLACED IN BOTH PREVENT­

ABLE AND NON-PREVENTABLE GROUPS. 

3. THOSE PATIENTS WITH TYPICAL GALLBLADDER ATTACKS 

WITH PAIN AT TH~ COLIC LEVEL AND WITH THE PRESENCE OF 

STONES SEEM TO GAIN THE BEST RESULTS FROM CHOLECYSTECTOMY. 
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4. CAREFUL SELECTION OF CASES WITH RESPONSIBLE 

HISTORY AND PHYSICAL EXAMINATIONS FOLLOWED BY A0EQUATE 

AND METICULOUS SURGERY WILL AID IN THE REDUCTION OF 

POSTCHOLECYSTECTOMY COMPLAINTS. 

5. THOSE PATIENTS SUFFERING F~OM THE POSTCHOLE­

CYSTECTOMY SYNDROME SHOULD BE RENDERED RELIEF BY CARE­

FUL CONSIDERATION OF THE COMPLAINTS, BEARING IN MIND 

ALL OF THE POSSIBLE CAUSES OF THE SYNDROME, PROPER 

USE OF LABORATORY AIDS AND INTELLIGENT SELECTION OF 

THERAPY. 

ACKNO~LEDG~ENTS 

I AM GRATEFUL AND INDEBTED TO DR. HERBERT DAVIS 

AND JR. ,JESLEY SOLAND FOR THEIR ADVICE, HELP AND EN­

COURAGEMENT IN THE WRITING OF THIS lHESIS. 

I ALSO WANT TO EXPRESS MY APPRECIATION TO Miss 

JULIA CHILTON AND TO THE PERSONNEL OF THE MEDICAL REC-

• 
OROS DEPARTMENT WHO AIDED ME GREATLY IN THE GATHERING 

OF MY INFORMATION. 

67. 



ALVAREZ, :;J. 

BIBLIOGRAPHY 

c. 1944 A PLEA FOR Tl-'.OUGHT-TAKJNG IN THE 
~EDICAL TREATMENT OF CHOLECYSTITIS, NEW 
ENGLAND J~ LlED. 23! :781 (JEc.14) 

BATES,,;;., AND EMENHISER, J. c. 1946 EARLY DETERMIN­
ATION OF GALL BLADDER UISEASE AND ITS 
TR E A TM ENT , DEL Aw A RE ~TATE i.i • J • I 8 : 5 I 

BEST, R.R.; HICKEN, F.~J., AND FINLAYSON, A.I. 1939 THE 

EFFECT OF 0EHYDROCHOLIC ACID UPON BILIARY 
PRESSURE AND ITS CLINICAL APPLICATIONS, 
ANN. SURG. 110:67 (JuLY) 

BROWN, T.R. 1934 THE RESULTS OF TREATI/ENT--MEDICAL AND 
3URGICAL--IN GALL BLADDER LitSEASE FROM 
THE CLINICIAN'S VIE~~OINT 1 AM. J. DIGEST. 
J1s. AND NUTRITION 1:221 \JUNE) 

CoLP, R. 1944 THE PosTcHOLECYSTECTOMY SYNDROME AND !Ts 
TREATMENT, GULL. NEW YORK ACAD. MED. 20: 
203 (APRIL) 

CoWGILL, G.R. 1941 IN BARD, P: [':1ACLEoo's PHYSIOLOGY IN 
'' I' 9 '"' L T :,·o □ ERN ,,iEDICll\iE, ED. , :::iT. OUIS, HE 

C. V. ~OSBY Co., P.975 

DAv1s0N, ,J.T. 1947 THE PosT-CHOLECYSTECTOMY SYNDROME, 
INCIDENCE, ETIOLOGY AND TREATMENT, AM. 
J. D1GEST. D1s. 14:290 (SEPT) 

GRAY, H.K. AND SHARPE, J.3. 1944 81L1.t,RY UYSKINESIA. 

HI LL' H.P .• 

ROLE PLAYED BY REMNANT OF THE CYSTIC DucT, 
DR ·:-" F •. 1 '·' C 19 I r4 , OC. 0TA F :u·1EETING :·;;AYO LIN., : D 

1937 FUNCTIONAL □ ,soRDERS OF THE EXTRA­
HEPATIC 31LIARY SYSTEM: BtLIARY OvssYN­
ERGIA OR UYSKINESIA, :?AOIOLOGY, 29:261 

lvv, A.C. AND GOLDMAN, L. 19a9 PHYSIOLOGY OF THE BIL­
IARY TRACT: CLINICAL LECTURE AT ST. 
LOUJS SESSION, J.A.M.A., I 13:2413 (DEC 30) 



MAGOON ALO, D. 1943 3YMPTO:v1S AFTER CHOLECYSTECTOMY: 

MOCK, H.E. 

SOME BRIEF CLINICAL NOTES, AM. J. SuRG. 
62: 19-33 

1939 THE MANAGEMENT OF GALLBLADDER DtSEASE, 
JtSCONSIN M.J. 38:961 (Nov.) 

\lo RTON, C.B. ( 11) 1948 PoSTCHOLECYSTECTOMY SYMPTOMS 

NEWMAN, c. 

DuE TO CYSTIC OucT REMNANT, SuRG. 24:779-
786 

1933 PHYSIOLOGY OF THE GALL-BLADDER AND 
ITS FUNCTIONAL ABNORMALITIES (FouLSTON­
IAN LECTURE): I I. J1SORDERS OF MOTILITY, 
LANCET I :841 (APRIL 22) 

N I c KEN , N. F • , \) H I TE , L. B • , Co RAY , q. 8 • 194 7 I N c oM PL ET E 
REMOVAL OF THE CYSTIC DUCT AS A FACTOR 
IN PRODUCING PosTCHOLECYSTECTOMY COMPLI­
CATIONS, SURG.21:309 

PRIBRAM, s.o.c. 1950 PosTCHOLECYSTECTOMY SYNDROMES, 
J • A • M • A • 142 : I 6 ( AP R I L 22 ) 

RAvo,N, 1.s. 

THOREK, MAX 

;;vESTPHAL, K. 

1947 PROBLEMS OF 81LIARYTRACT SURGERY, 
NORTH CAROLINA M. J. 8: I (JAN.) 

1951 FoREIGN Bo □ 1Es IN HEPATIC DucTs, J. 
OF INTlRNAT. COLL. OF SuRG. XV 624 

1923 MUSKELFUNKTION, NERVENSYSTEM UNO 
PATHOLOGIE DER GALLENNEGE. I. LJNTER­
SUCHUNGEN UBER OEN SCHMERZANFALL DER 
GALLENWEGE UNO SEINE AUSTRAHLENDEN 
REFLEXE, ZTSCHR. F. KLJN. MED. 96:22 

;,loMACK, N.A. AND CRIDER, K.L. 1947 THE PERSISTENCE 
OF SYMPTOMS FOLLOWING CHOLECYSTECTOMY, 
AM. SURG. 126:31 


	Factors involved in postcholecystectomy states
	Recommended Citation

	tmp.1676060643.pdf.2VXAz

