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A fully trained surgeon is a physician 

who, after medical school, has gone 

through at least five years of training 

in an accredited residency program to 

learn the specialized skills of a sur-

geon.  One good sign of a surgeon’s 

competence is certification by The 

American Board of Surgery, a national 

surgical board approved by the Ameri-

can Board of Medical Specialties. All 

such board-certified surgeons have 

satisfactorily completed an approved 

residency training program and have 

passed a rigorous specialty examina-

tion. 
 

The letters F.A.C.S. stands for Fellow 

of the American College of Surgeons.  

Surgeons who become Fellows of the 

College have passed a comprehensive 

evaluation of their education, training, 

and professional qualifications, Their 

credentials have been found to be 

consistent with the standards estab-

lished and demanded by the College. 

Our office is located in the single story 

building in the Hospital Center Common 

located across from Hilton Head Hospi-

tal. 

We are located on the web at: 

www.HHISurgeons.com 

Location 

Performing Surgeries at: 

• Hilton Head Hospital 

• Outpatient Surgery Center of Hilton 

Head 
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peppermint, and alcohol 

—Smoking cessation 

—Head elevation at night 

—Avoidance of late meals 

Medical therapy reduces stomach acid 

through the use of medications such as: 

—antacids (Tums) 

—histamine receptor blockers (zantac, 

Pepcid, Tagamet, Axid, etc.) 

—proton pump inhibitors (protonix, 

nexium, Prilosec, prevacid, aciphex, 

etc.) 

Surgery is indicated for: 

—failure to respond to medical therapy 

—progressive disease 

—long term need for aggressive treat-

ment (i.e. young patients) 

—a desire to avoid long term medication 

use 

—non-compliance with medical therapy 

—respiratory symptoms 

 

WHAT IS THE SURGERY FOR GERD? 

The procedure is called a fundoplica-

tion.  The critical components are to 

return the stomach to the abdomen, 

close the crura, and wrap the stomach 

around the lower esophagus.  A com-

plete wrap is termed a Nissen. 

In the past these procedures were done 

through a large incision (open).  Now, all 

but the most complicated can be ac-

complished laparoscopically through 

several small incisions.  The main ad-

vantages of laparoscopy are less pain 

and shorter hospital stays and recovery. 

 

WHAT ARE THE COMPLICATIONS OR SIDE 

EFECTS OF SURGERY? 

Fortunately complications are rare.  Se-

rious complications are perforation of 

the stomach or esophagus, injury to the 

spleen, DVT, or pulmonary problems.  

Less severe side effects are difficulty 

swallowing or gas bloat syndrome.  

There is a small risk that overtime the 

wrap may fail. 

 

WHAT IS THE RECOVERY? 

For laparoscopic fundoplication the hos-

pital stay is usually overnight.  Strenu-

ous activity needs to be curtailed for a 

few weeks.  Many patients return to 

work in 1-2 weeks. 

 

WHAT IS THE POSTOP DIET? 

Swelling from the wrap can lead to diffi-

culty passing food from the esophagus 

to the stomach, and it is possible for 

food to become trapped.  Therefore, 

there are dietary restrictions after sur-

gery.  These vary due to surgeon prefer-

ences but entail a stepwise progression 

from liquids to pureed foods to a regular 

diet.  Pills should be crushed as well.  It 

is advisable to avoid carbonated bever-

ages early on since patients often can-

not expel upper gas.   

ABOUT GERD 
 

WHAT  IS GERD? 

GERD stands for gastroesophageal 

reflux disease and refers to the abnor-

mal passage of stomach acid into the 

esophagus.  It is usually caused by im-

proper opening of the lower esophage-

al sphincter (LES).  It is often associat-

ed with a hiatal hernia—a protrusion of 

a portion of the stomach through the 

diaphragm into the chest.  Not only is 

GERD a common impairment of quality 

of life, but it is also a risk factor for the 

development of Barrett’s esophagus 

and esophageal cancer. 

 

WHAT ARE THE SYMPTOMS OF GERD? 

The common symptoms are heartburn 

and acid regurgitation into the mouth.  

Other symptoms may be trouble swal-

lowing, indigestion, asthma, hoarse-

ness, or sore throat.   

 

HOW IS GERD DIAGNOSED? 

Symptoms alone may be sufficient for 

diagnosis if they are classic.  Stomach 

acid suppression resulting in symptom 

improvement is diagnostic as well.  

Further testing is used if symptoms are 

atypical, don’t respond to therapy,  

suggestive of complications, or the 

diagnosis needs to be confirmed be-

fore surgery.  An upper GI study with X-

ray can demonstrate a hiatal hernia 

and sometimes reflux.  Upper endos-

copy (EGD) directly visualizes the gas-

troesophageal junction for reflux 

changes.  Also, a pH probe can be in-

serted into the esophagus and used to 

measure acid levels in the lower 

esophagus. 

 

HOW IS GERD TREATED? 

The first approach consists of lifestyle 

modifications: 

—Avoid foods with caffeine, chocolate, 

blockage at this location jaundice, yellow 

discoloration of the skin and eyes,  will 

likely develop. 

The CBD travels through the pancreas 

before emptying into the intestine, so if a 

stone is completely passed it may cause 

pancreatitis, inflammation of the pan-

creas.  The symptoms of pancreatitis are 

usually severe upper abdominal and/or 

midback pain with nausea and vomiting.  

The development of fever, jaundice, or 

pancreatitis with a gallbladder attack is 

serious, and a physician should be noti-

fied promptly. 

 

DIAGNOSIS 

Since most gallbladder disease is caused 

by the gallstones, the initial diagnostic 

test obtained is usually a gallbladder 

ultrasound.  The ultrasound uses sound 

waves to painlessly visualize the gallblad-

der and detect the presence or absence 

of gallstones. 

If gallstones are not found but gallblad-

der disease is strongly suspected then a 

HIDA scan will often be done.  This test 

follows and injected dye through the liver 

and into the bile ducts to see if the 

gallbladder fills and empties normally.  If 

it is not emptying normally and/or pain is 

reproduced then the patient has biliary 

dyskinesia. 

 

TREATMENT 

The only  cure for gallbladder disease is 

to surgically remove it and the stones.  

Both techniques used are done under 

general anesthesia. 

LAPAROSCOPIC CHOLECYSTECTOMY—

This is how most gallbladders are re-

moved ninety five percent of the time.  

With this technique a video camera and 

special instruments are inserted through 

several small incisions.  The largest inci-

sion is at the umbilicus, about one inch 

in length, and where the camera is in-

serted.  The other smaller incisions are 

 

usually located under the right ribs.  For 

elective cases the patient is usually dis-

charged home the same day.  Five per-

cent of the time the surgeon may deter-

mine that it is unsafe or technically un-

feasible to proceed laparoscopically, so 

an open cholecystectomy will be per-

formed.   

OPEN CHOLECYSTECTOMY—This refers 

to removing the gallbladder through a 

larger incision without the use of the 

video camera.  The incision is usually 

several inches in length and located un-

der the right ribs.  This is associated with 

more discomfort and usually requires a 3 

to 5 day stay in the hospital. 

 

COMPLICATIONS 

Most  cholecystectomies occur without 

significant complications; however, no 

surgery is risk free.  There is about a 1-

3% risk of infection and a less than 1% 

risk of serious bleeding.  Fewer than 5% 

of patients will experience some transi-

ent diarrhea after removal of the 

gallbladder.  One of the most serious 

complications is injury to the CBD, which 

may necessitate further surgery or repair 

at a specialized center. Fortunately, this 

complication is not common, occurring in 

only 1 in 500 cases. 

 

RECOVERY 

All patients are different and no two op-

erations are alike; therefore, recovery will 

vary from person to person.  After Lapa-

roscopic cholecystectomy most patients 

report that the worst of their pain lasts 

for two to seven days.  Often the biggest 

complaint is a lack of energy or stamina.  

With the open cholecystectomy the re-

covery period will usually last several 

weeks, and unlike laparoscopic cholecys-

tectomy patient activity is restricted to no 

lifting or pushing over 10 lbs for six 

weeks.  There are no dietary restrictions 

after gallbladder removal. 

GALLBLADDER DISEASE 
 

THE GALLBLADDER 

The gallbladder is a small sac like organ 

adjacent to the liver.  It is located in the 

upper right abdomen under the ribs.  

The gallbladder connects via the cystic 

duct to the common bile duct (CBD), 

which transports bile from the liver to 

the intestine.  Bile is a substance pro-

duced by the liver that helps to digest 

fat.  The gallbladder stores bile and con-

tracts to release it into the intestine 

when a meal has been ingested. 

 

GALLBLADDER DISEASE 

Gallbladder disease is usually second-

ary to gallstones.  The incidence of gall-

stones in the US population is approxi-

mately 10 percent and increases with 

age.  Gallstones are also more preva-

lent in females.  Fortunately, many peo-

ple with gallstones will never go on to 

develop gallbladder disease. 

Gallbladder disease developing in the 

absence of stones is the result of abnor-

mal emptying and is labeled biliary dys-

kinesia. 

 

SYMPTOMS 

Most individuals with gallbladder dis-

ease will have symptoms; however, they 

may sometimes be very subtle.  Classi-

cally, patients will have sharp crampy 

pain in the upper right abdomen.  The 

pain may also travel into the right back 

and shoulder.  Often the pain is associ-

ated with nausea and vomiting and may 

be relieved with belching or throwing 

up.  These episodes of pain may be pre-

cipitated by food, especially if it is 

greasy, spicy or fatty. 

The pain is caused by a stone blocking  

the cystic duct,  which is the duct that 

carries the bile from the gallbladder to 

the CBD.  Sometimes a stone may even 

travel into the CBD, and if it causes a 


