
CONCLUSIONS
Gallstones are a very common cause of
patients presenting to primary care.
Most patients will remain asymptomatic
and can be reassured if their gallstones
are detected incidentally. However, 
a proportion will go on to develop
complications some of which can be
very severe. Symptomatic patients
should be referred for consideration of
cholecystectomy and any patients
found to have choledocholithiasis
should have bile duct clearance with 
an ERCP. 

Patients at risk of gallstone
development may have risk factors that
also increase their operative risk for
cholecystectomy such as obesity and
should be encouraged to reduce their
risk through lifestyle modification. 
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cohort analysis from Sweden found that
patients who had duct clearance had
half the risk of complications compared
with those who did not (12.7% vs 25.3%).27

The most common approach to bile
duct clearance is ERCP performed using
a side viewing endoscope. Commonly a
biliary sphincterotomy ±sphincteroplasty
(balloon dilatation of the sphincter) is
performed to increase the size of the
bile duct exit into the duodenum and
stones are then removed using an
extraction balloon or basket. The main
risks of ERCP are bleeding (1.3%),
perforation (0.6%), cholecystitis/cholangitis
(1.4%) and post procedure pancreatitis
(3.5-9.7%);28 this should be a consideration
if patients present to primary care with
pain after their procedure. 

Bile duct stones may also be cleared
at the time of cholecystectomy with
intraoperative ERCP or laparoscopic bile
duct exploration and clearance. These
methods are equally efficacious but
there are a decreasing number of
surgeons experienced at performing
laparoscopic bile duct exploration and
so preoperative ERCP is the more
common approach in the UK.3

There are a cohort of predominantly
elderly patients who become unwell
from cholecystitis or cholangitis and
may not be candidates for laparoscopic
cholecystectomy. Traditionally,
percutaneous gallbladder drainage
performed in interventional radiology
has been the next modality of choice for
an acutely inflamed gallbladder that is
not settling with antibiotics, but it is
associated with a high rate of morbidity
and complications.29

Recently, internal drainage has been
made possible by endosopic ultrasound-
guided drainage using lumen apposing
metal stents sited to allow drainage of
the gallbladder into the stomach or
duodenum. One study suggests a much
lower complication rate compared with
percutaneous gallbladder drainage and
favourable outcomes.30

The treatment of gallstone pancreatitis
is supportive. It is beyond the scope of
this article and has been covered by an
earlier article in this journal.31 Gallstone
pancreatitis is a strong indication for
cholecystectomy and a multicentre,
randomised controlled trial showed that
same admission cholecystectomy
reduced the rate of recurrent gallstone
related complications in patients with
mild gallstone pancreatitis with a very
low risk of postoperative complications.
The EASL suggests cholecystectomy
should be performed during the same
admission as the initial pancreatitis
episode.3
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Gallstones affect around 15% of adults in the UK.
Between 50 and 70% of patients with gallstones are
asymptomatic at the time of diagnosis and only 10-25% of
these individuals will go on to develop symptomatic
gallstone disease. The vast majority (90-95%) of gallstones
are cholesterol stones. To prevent gallstones, the European
Association for the Study of Liver Disease recommends a
healthy lifestyle and diet, regular physical activity and
maintenance of an ideal body weight.

Obesity is associated with an increased risk of symptomatic
gallstones. There is also a strong independent
association between cholesterol gallstones and type 2
diabetes. Other risk factors for cholesterol stones
include female gender, pregnancy, oral hormone
replacement therapy, advancing age, rapid weight loss,
bariatric surgery, Crohn’s disease and cirrhosis.

The most common symptom of gallstones is biliary colic. 
This is a steady, pain in either the epigastrium or right
upper quadrant (that may radiate to the interscapular
region or right shoulder). It typically builds to a peak within
30 minutes, and lasts for between 30 minutes and 8 hours.
It is frequently triggered by fatty foods and may be
associated with nausea and vomiting but not fever or
abdominal tenderness. A proportion of patients will present
with atypical symptoms such as dyspepsia. Patients who
undergo cholecystectomy for dyspepsia attributed to
gallstones do not have a good clinical outcome.

Patients with symptoms suggestive of gallstones should 
be offered liver function tests (LFTs) and an abdominal
ultrasound. Patients with proven gallstones and
uncomplicated biliary pain should be referred for routine
laparoscopic cholecystectomy. It is imperative that a
laparoscopic cholecystectomy should only be carried out
when the bile duct is clear of stones. As ultrasound may fail
to detect common bile duct stones, NICE recommends
MRCP for patients who have a dilated bile duct and/or
abnormal LFTs. Any patients found to have choledocholithiasis
should have bile duct clearance with an ERCP prior to
surgery. Bile duct clearance is also recommended for
patients with incidental asymptomatic choledocholithiasis.

Cholecystitis is the most common complication of 
gallstones and occurs in about 10% of patients with
symptomatic gallstones. The presentation is similar to
biliary colic and the pain typically lasts longer than 6 hours
and is accompanied by fever and raised inflammatory
markers. Examination may reveal a positive Murphy's sign.

Patients with choledocholithiasis can develop infection 
of the biliary tree (cholangitis) with a risk of life-threatening
bacteraemia and biliary sepsis. Patients classically present
with pain, fever and jaundice (Charcot’s triad), but this has
low sensitivity and other diagnostic criteria have been
proposed.


