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nature lasting for more than 30 minutes
but less than 8 hours, and classically is
maximal within 30 minutes. 

It is frequently triggered by fatty
foods and is experienced as a severe
pain that may be associated with nausea
and vomiting but not fever or abdominal
tenderness. The pain can radiate to the

What are the 
potential
complications?

What are 
the treatment 
options?

GALLSTONE DISEASE
AFFECTS UP TO 15% OF
PATIENTS IN THE UK.1

IT IS ONE OF THE MOST
common reasons for gastroenterology
admissions in Europe.2 In the Western
world, most gallstones are cholesterol
stones (90-95%).3 The remainder are
either pigment, calcium or mixed
stones.4

Around 50-70% of patients with
gallstones are asymptomatic at the time
of diagnosis, the gallstones are detected
incidentally, and most have a benign
course. Overall, 10-25% of patients will
go on to develop symptomatic gallstone
disease.5,6

The most common symptom of
gallstones is abdominal pain, historically
thought of as ‘biliary colic’, although a
recent study found the pain was equally
likely to be epigastric (43%) or in the
right upper quadrant (41%).7 This is a
steady pain that is non-paroxysmal in

» interscapular region or right shoulder.
A proportion of patients will present

with atypical symptoms such as
dyspepsia. As asymptomatic gallstones
and dyspepsia are common in the
general population they frequently
coexist but patients who undergo
cholecystectomy for dyspepsia
attributed to gallstones do not have a
good clinical outcome and symptoms
may persist in up to 20% of cases 
post cholecystectomy.8

A recent systematic review and 
meta-analysis found that the majority
(65.7%) of patients with symptomatic
uncomplicated gallstones had
symptoms similar to functional
dyspepsia, either in association with
biliary colic or as the predominant
symptom. Between 37 and 40% of
patients had persistent abdominal
symptoms following cholecystectomy.
The authors concluded that
‘cholecystectomy for dyspeptic

AUTHORS
Dr Tareq El
Menabawey 
MBBS MSc MRCP
Senior Clinical Fellow in
Hepatobiliary Medicine

Dr Harry Martin 
BA (Hons) BM (Hons)
MRCP
Senior Clinical Fellow in
Hepatobiliary Medicine

Dr Gavin J Johnson
MSc MD FRCP
Consultant
Gastroenterologist
Department of
Gastroenterology,
University College
Hospitals NHS
Foundation Trust,
London, UK

»

Tailor treatment to the patient
with gallstone disease

Which  patients 
are at 
increased risk?

Table 1

Differential diagnoses of gallstone
disease32 

•Acute hepatitis 
•Bile duct stricture 
•Gallbladder polyps 
•Gastro-oesophageal reflux disease 
• Irritable bowel syndrome 
•Non-biliary acute pancreatitis 
•Peptic ulcer disease 
•Tumours of the gallbladder, liver,
stomach, gut and pancreas

FIGURE 1
MRCP image
indicating
multiple stones
(black opacifications)
within the 
common bile duct


