¢-ISSN: 0976-822X, p-ISSN:2961-6042

Available online on http://www.ijcpr.com/

International Journal of Current Pharmaceutical Review and Research 2026; 18(4); 1688-1692

Original Research Article

Epidemiological Profile of Postcholecystectomy Syndrome: An Prospective
and Observational Study

Vineeta Kumari!, Sudhir Kumar?, Khursheed Alam?, Sunil Kumar Ranjan*, Ashok
Kumar?

ISenior Resident, Department of General Surgery, Govt. Medical College and Hospital, Bettiah, West
Champaran, Bihar.
Senior Resident, Department of General Surgery, Govt. Medical College and Hospital, Bettiah, West
Champaran, Bihar.
3Assistant Professor, Department of General Surgery, Govt. Medical College and Hospital, Bettiah, West
Champaran, Bihar.
4Associate Professor and HOD, Department of General Surgery, Govt. Medical College and Hospital,
Bettiah, West Champaran, Bihar.
SAssistant Professor, Department of General Surgery, Govt. Medical College and Hospital, Bettiah, West
Champaran, Bihar.

Received: 01-01-2026/Revised: 15-02-2026 / Accepted: 21-03-2026
Corresponding author: Dr.Sudhir Kumar
Conflict of interest: Nil

Abstract

Background: Over a million cases of cholecystectomy are performed worldwide each year to treat
cholelithiasis and cholecystitis. Despite being successful, 10-30% of patients experience post-cholecystectomy
syndrome (PCS), which is characterized by jaundice, bloating, diarrhea, upper abdominal pain, or dyspepsia.
The goal of this study is to evaluate how surgery affects patients' complaints.

Methods: From March 2025 to August 2025, this prospective observational study was carried out in the
Department of General Surgery, GMCH, Bettiah, West Champaran, Bihar. Standard questionnaires were used to
assess 160 patients undergoing cholecystectomy.

Results: Thirty percent of 160 individuals with gallstone disease who had two or more symptoms prior to
surgery developed postcholecystectomy syndrome.

Conclusion: Based on the results it can be concluded that to provide effective treatments for individuals with
PCS, it is essential to take signs seriously, conduct a comprehensive evaluation to reach an accurate diagnosis
and treat the underlying cause appropriately.
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Introduction

The surgical removal of the gallbladder, or Abdominal pain, bloating, indigestion, nausea, and

cholecystectomy, is one of the most frequently
carried out procedures in the world. Gallstones and
cholecystitis, which cause severe abdominal pain
and other consequences, are the main indications
for this procedure. Although cholecystectomy
usually reduces these symptoms and enhances the
patient's quality of life, post-cholecystectomy
syndrome (PCS) refers to a variety of new or
chronic symptoms that some patients have
following surgery. PCS is a significant clinical
concern for individuals recovering from gallbladder
surgery because its prevalence fluctuates, with
studies indicating that up to 5% to 30% of patients
may suffer symptoms after surgery. [1]

Kumari et al.

occasionally diarrhea are among the symptoms that
frequently precede PCS. These symptoms could
appear months or years after the procedure, or they
could appear soon after. The reason of these
symptoms is yet unknown, despite the lack of the
gallbladder, which stores bile produced by the liver
and distributes it into the small intestine to facilitate
digestion. Even though gallstones and other
gallbladder disorders are no longer present, bile
flow can still be disturbed, and new symptoms
could be caused by changes in the gastrointestinal
system. Because of this, it is frequently difficult to
identify the causes of PCS, which makes diagnosis
and therapy problematic. [2]
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The basic reasons of PCS have been explained by a
number of ideas. One well-known theory is that
post-operative  symptoms could result from
malfunction of the sphincter of Oddi, a muscle
valve that regulates the flow of bile and pancreatic
juice into the small intestine. Bile can accumulate
when this sphincter is unable to release adequately,
resulting in pain and other symptoms that resemble
those experienced before surgery. Biliary
dyskinesia, a disorder in which the gallbladder or
bile ducts do not operate at their best following
cholecystectomy, is another potential reason. Bile
duct damage or even small bowel bacterial
overgrowth, which may result from alterations in
the gastrointestinal system after gallbladder loss,
could be additional explanations. [3]

It is challenging to pinpoint a single underlying
etiology for PCS because each patient's clinical
presentation might differ significantly. Patients
may have normal results on imaging tests, but they
frequently report persistent or recurrent stomach
pain, bloating, nausea, or changes in bowel habits.
In order to diagnose PCS, it is necessary to rule out
other possible explanations of the symptoms.
Furthermore, because these symptoms are
frequently nonspecific, they may coexist with other
gastrointestinal ~ disorders such  functional
dyspepsia, acid reflux, or irritable bowel syndrome
(IBS). Thus, a correct diagnosis requires a thorough
evaluation of the patient's symptoms, medical
history, and diagnostic testing. [4]

The reported prevalence of PCS varies greatly
amongst populations, ranging from as low as 5% to
as high as 30%. There could be a number of
reasons for this disparity, including variations in
patient demographics, surgical methods, and the
duration of post-operative follow-up. Furthermore,
patients with milder complaints may be included in
some research, while others may only take into
account patients with severe symptoms. It's also
crucial to remember that PCS can be either short-
term or long-term; some individuals may only have
symptoms right after surgery, while others may
have persistent symptoms.[5]

Numerous risk factors have been identified that
could make some people more likely to acquire
PCS. Patients with PCS are frequently older,
female, and have a history of chronic gallbladder
disease. It can be difficult to diagnose PCS because
it requires ruling out other illnesses that could
mirror its symptoms. To rule out problems like bile
duct damage or retained stones, common diagnostic
procedures like computed tomography (CT) scans,
endoscopic retrograde cholangiopancreatography
(ERCP), and abdominal ultrasonography are
frequently used. Clinicians must rely on clinical
judgment and patient-reported symptoms for
diagnosis since these tests might not always
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identify anomalies. Additional testing, such as
motility studies of the duodenum or bile ducts, may
be required in certain situations to further explore
possible reasons. [6]

Since there is no one-size-fits-all method for
treating this complicated illness, PCS treatment
options vary greatly. Conservative treatment, such
as dietary modifications or medication to control
symptoms like discomfort, nausea, or bloating, may
be beneficial for some people. Prokinetic
medications may occasionally be recommended to
enhance  gastrointestinal ~ motility, = whereas
antispasmodic ~ medications or  bile acid
supplements are frequently wused to relieve
discomfort. More invasive procedures like
endoscopic  sphincterotomy or biliary stent
implantation may be taken into consideration if
conservative treatments don't work. Nevertheless,
despite strong interventions, a considerable number
of patients continue to experience symptoms, and
these therapies are frequently not always
successful. [7]

Despite these management techniques, a trial-and-
error approach to treatment is frequently used
because the precise causes of PCS are not well
understood. Thus, more study on the pathogenesis,
prevalence, and best practices for treating PCS is
necessary. This is particularly true in a tertiary care
setting, where it is possible to study a larger and
more varied patient population, offering important
insights into the prevalence, risk factors, and
underlying causes of the disorder. Clinicians may
be able to treat patients more precisely if we have a
better grasp of PCS. [8, 9]

Materials and Methods

From March 2025 to August 2025, 160 patients of
both genders with post-cholecystectomy syndrome
from the general surgery department of the Govt.
Medical College and Hospital in Bettiah, Bihar,
participated in this study. Everyone agreed in
writing to take part in the study.

Details such as gender, age, and name were
recorded. A full blood count, amylase, lipase, liver
function test, and USG of the entire abdomen were
all performed. Under general anesthesia, a typical
four-port LC was performed on each subject. These
patients were tracked for six months after being
released, and the surgical details were documented.
Only if concerns persisted after a month following
surgery were they recorded and investigated during
follow-up. After that, statistical analysis was done
on the data. A P value of less than 0.05 was
deemed significant.

Results
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Table 1: Distribution of study population according to age groups

Age groups No. of cases Percentage
15-30 years 50 31.25%
31-40 years 42 26.25%
41-50 years 34 21.25%
51-60 years 20 12.50%
Above 60 years 14 8.75%
Total 160 100.0%

According to Table 1, the majority of the subjects were between the ages of 15 and 30 (31.25%),
followed by those between the ages of 31 and 40 (26.25%), 41 and 50 (21.25%), 51 and 60 (12.50%),

and over 60 (8.75%).

Table 2: Distribution of study population according to sex

Sex No. of cases Percentage
Male 28 17.5%
Female 132 82.5%
Total 160 100.0

Table 2 shows that there were 17.5% males and 82.5% females.

Table 3: Distribution of study population according to PCS symptoms in 1* month

1** month postoperative No. of cases Percentage
Asymptomatic 130 81.25%
Bloating 4 2.5%
Burping 2 1.25%
Epigastric pain 14 8.75%
Indigestion 4 2.5%

Loss of appetite 2 1.25%
Nausea and vomiting 4 2.5%

According to Table 3, at the first-month follow-up, 2.5% reported bloating, 1.25% reported burping,
8.75% reported epigastric discomfort, 2.5% reported indigestion, 1.25% reported appetite loss, and

2.5% reported nausea and vomiting.

Table 4: Distribution of study population according to PCS symptoms in 2nd month

2" month postoperative No. of cases Percentage
Asymptomatic 146 91.25%
Epigastric pain 8 5.0%
Indigestion 4 2.5%
Nausea and vomiting 2 1.25%

Table 4 shows that at 2" month follow-up, epigastric pain was seen among 5.0%, indigestion among
2.5%, and nausea and vomiting among 1.25%.

Table 5: Distribution of study population according to PCS symptoms in 3" month

3" month postoperative No. of cases Percentage
Asymptomatic 152 95.0%
Epigastric pain 2 1.25%
Indigestion 4 2.5%
Nausea and vomiting 2 1.25%

Table 5 at 3" month follow-up, epigastric pain among 1.25%, indigestion among 2.5%, and nausea

and vomiting among 1.25%.

Table 6: Distribution of study population according to PCS symptoms in 4™ month

4" month postoperative No. of cases Percentage
Asymptomatic 156 97.5%
Epigastric pain 2 1.25%
Indigestion 2 1.25%
Kumari et al. International Journal of Current Pharmaceutical Review and Research
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Table 6 shows that at 4™ month follow-up, epigastric pain among 1.25% and indigestion among

1.25%.

Table 7: Distribution of study population according to PCS symptoms in 5 month

5™ month postoperative No. of cases Percentage
Asymptomatic 158 98.75%
Epigastric pain 2 1.25%
Total 160 100.0

Table 7 shows that at 5th month follow-up, epigastric pain among 2 (1.25%) subject.

Table 8: Distribution of study population according to PCS symptoms in 6 month

6" month postoperative No. of cases Percentage
Asymptomatic 158 98.75%
Epigastric pain 2 1.25%
Total 160 100.0

Table 8 shows that at 6" month follow-up,
epigastric pain among 2 (1.25%) subject.

Discussion

Since cholecystectomy surgery is related
to a number of physiological changes in the
digestive system, including hormonal changes that
predominantly influence the upper digestive
system, it should not be shocking if symptoms
emerge or linger following  gallbladder
removal.[10] Furthermore, disruption of the
cholecysto-sphincter of Oddi reflex results in

cholecysto-antral and  cholecysto-oesophageal
reflux, which has raised the incidence of
duodenogastric reflux, gastritis, and gastro-

esophageal reflux, which may be the source of PCS
symptoms.[11]

The underlying aetiology of symptoms should be
investigated in order to decide the best course of
action to alleviate symptoms and to pinpoint the
origin of long-term difficulties following LC.[13]
The purpose of the current study was to evaluate
the prevalence of post-cholecystectomy syndrome
at a tertiary care facility.[12] Furthermore, all post-
LC symptoms are referred to as "post
cholecystectomy syndrome." Because "post
cholecystectomy syndrome" might be caused by a
number of aetiologies necessitating different
therapy, this broad word is insufficient as a
diagnostic.

Those in the 15-30 age group made up the majority
(31.25%), followed by those in the 31-40
(26.25%), 41-50 (21.25%), 51-60 (12.50%), and
over-60 (8.75%) age groups. Of them, 17.5% were
men and 82.5% were women. Jaunoo et al.
reviewed post-cholecystectomy syndrome (PCS), a
wide range of symptoms and findings in people
who have had cholecystectomy in the past.[14]
These people are rare, however they may show
symptoms of jaundice, dyspepsia, or abdominal
pain. A number of these issues can result in bile
duct injury, biliary leak, biliary fistula, and retained
bile duct stones. Late consequences include
recurrent stones and bile duct strictures.
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At the first-month follow-up, we found that 2.5%
had bloating, 1.25% had burping, 8.75% had
epigastric discomfort, 2.5% had indigestion, 1.25%
had appetite loss, and 2.5% had nausea and
vomiting. The prevalence, aetiology, risk factors,
and treatment of post-cholecystectomy diarrhea
were reviewed by Farahmandfar et al. [15] from
previous study reports. There was no discernible
gender difference in the 9.1% prevalence of PCD.

65.5% of PCD patients have bile acid
malabsorption (BAM), the most significant
proposed aetiological cause. Cholestyramine

treatment was effective in 92% of PCD patients.
54.5% of patients with preoperative cholegenic
diarrhea who had cholecystectomy recovered. 7.9%
of patients experienced new-onset constipation
following a cholecystectomy. Although 92% of
PCD patients responded to cholestyramine therapy,
the study found that the prevalence of BAM was
only 65.5%. This suggests that cholestyramine
therapy may also have a curative effect on other
unknown actiological factors related to bile
metabolism.

At the two-month follow-up, we found that 5.0% of
patients had epigastric discomfort, 2.5% had
indigestion, and 1.25% had nausea and vomiting.
At the third-month follow-up, we discovered that
1.25% had epigastric discomfort, 2.5% had
indigestion, and 1.25% had nausea and vomiting.At
the four-month follow-up, we discovered that
1.25% had indigestion and 1.25% had epigastric
pain.At the five-month follow-up, we discovered
that two (1.25%) subjects had epigastric pain. At
the six-month follow-up, we discovered that two
(1.25%) of the subjects had epigastric pain. In order
to determine and look into the etiology of post-
cholecystectomy symptoms (PCSs), Bansal et al.
[16] examined the prevalence of PCSs between
open and laparoscopic cholecystectomy. A
questionnaire was used to compare the preoperative
and postoperative symptoms of 50 patients (37
females) between the ages of 20 and 79 who had
open cholecystectomy with those of 50 patients (39
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females) between the ages of 16 and 75 who had
laparoscopic cholecystectomy. On average, patients
were monitored for eleven to twelve months. The
prevalence of post-cholecystectomy symptoms
following open cholecystectomy and laparoscopic
cholecystectomy did not differ statistically
significantly (26% v/s 14%, P = 0.134).

Conclusion

This study advances our knowledge of PCS
and demonstrates the necessity of tailored
assessment and focused treatment to lower
morbidity and improve quality of life
following cholecystectomy.
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