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increasingly severe symptoms
necessitating surgical intervention while
an inpatient. 

Medical therapy for cholecystitis
Medical therapies such as extracorporeal
shock wave lithotripsy (ESWL) or bile
acid dissolution therapy with
ursodeoxycholic acid (UCDA) are
associated with much lower rates of
clinical success when compared with
surgery. Only 27% of patients receiving
UCDA will achieve dissolution of their
gallstones, while approximately half of
carefully selected patients (one to three
radiolucent stones, patent cystic duct)
will be stone-free after ESWL. 

Recurrence following these therapies
is also high; more than 40% of patients
will have recurrence of gallstones within
four years of dissolution with UCDA or
ESWL.33,34 Sustained weight loss and
increased physical activity can help
prevent the development of gallstones,
but are unlikely to be of benefit once
symptoms have developed.35

In patients with acute cholecystitis
and multiple comorbidities preventing
surgery, a percutaneous cholecystostomy
(temporary external drainage of the
gallbladder contents through a tube
inserted under radiological guidance)
may be considered, although a
systematic review of the benefits of this
intervention remains equivocal.36

If some of the comorbidities were
related to the acute illness,
cholecystectomy can be reconsidered,
but typically patients are managed
conservatively unless further symptoms
develop.37,38

Gallbladder empyema
During an episode of acute cholecystitis
the cystic duct may become obstructed
and infection can build up in the
gallbladder causing an empyema.
Urgent drainage by cholecystostomy is
indicated to prevent gallbladder
perforation and subsequent peritonitis.25

Choledocholithiasis
In patients with CBD stones, bile duct
clearance by ERCP (see figure 1, p15)
should be undertaken prior to, or at,
laparoscopic cholecystectomy. This
often involves endoscopic sphincterotomy,
with or without balloon sphincteroplasty
followed by removal of the stones with
either a basket or a balloon catheter. 

There is no evidence of any difference
in efficacy, morbidity or mortality
between laparoscopic CBD exploration
(LCBDE) at the time of surgery or peri-
operative ERCP, although the former is
associated with a shorter hospital stay.39

If the bile duct cannot be cleared with
ERCP, a biliary stent can be used to
ensure biliary drainage until definitive
endoscopic or surgical clearance is
possible.25

Occasionally, especially in large stone
disease, standard stone extraction
techniques need to be supplemented
with mechanical lithotripsy or
extracorporeal shockwave lithotripsy. 

If these forms of lithotripsy fail,
electrohydraulic and laser lithotripsy
can effect duct clearance.39 

Acute pancreatitis
In patients with acute pancreatitis and
evidence of ongoing bile duct
obstruction and/or cholangitis, ERCP
and biliary sphincterotomy is
recommended within 24-72 hours of
the onset of symptoms. In the absence
of cholangitis or jaundice, an MRCP 
or EUS can be performed to exclude
persisting choledocholithiasis. 

In patients with acute pancreatitis
attributed to gallstones, both the British
Society of Gastroenterology (BSG) 
and the American College of
Gastroenterology recommend
laparoscopic cholecystectomy before
or within two weeks of discharge.40,41

In patients with necrotising pancreatitis,
cholecystectomy is often delayed until
the local inflammation and collections
have resolved. 

SPECIAL SITUATIONS 
Pregnancy
Complications of gallstone disease are
the most common reasons for 
non-gynaecological surgery during
pregnancy. Gallstones are present in
around 12% of pregnant women and
complications such as ascending
cholangitis and acute pancreatitis are
associated with high rate of recurrence,
exposing both fetus and mother to a
risk of increased morbidity and
mortality without intervention. 

However, several international case
series have demonstrated that ERCP
and cholecystectomy where needed
are safe during pregnancy.42,43,44 The
BSG supports ERCP and LCBDE in
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Gallstones form when there is an imbalance in the   
composition of bile resulting in precipitation of one or more
of its components. Between 37 and 86% of gallstones
are cholesterol-rich stones, 2-27% are pigment stones
and 4-16% are mixed stones. Cholesterol-rich gallstones
are more common in Europe and North America. This
has been attributed to obesity and diets containing a
high proportion of refined carbohydrates and fat. Low-
calorie diets and rapid weight loss are also associated
with the development of cholesterol-rich gallstones.  

Gallstone disease increases with age. It is exceptionally  
rare in neonates and children but more common after
the age of 40 years. Women have a higher prevalence of
gallstones than men, which is attributed to exposure to
the female sex hormones oestrogen and progesterone.
Of those with gallstones, around 1 to 4% will develop
symptoms annually. The majority of patients (> 80%) will
remain asymptomatic throughout their lifetime and the
likelihood of developing symptoms diminishes with time.

Liver function tests and an abdominal ultrasound   
should be offered to patients with symptoms suggestive
of gallstone disease (e.g. abdominal pain, jaundice, fever).
They should also be considered in patients with less typical
but chronic abdominal or gastrointestinal symptoms.
Abdominal X-ray and CT are of limited diagnostic utility as
cholesterol-rich stones are typically radiolucent and may
be impossible to detect by these imaging modalities.

Gallstones within a normal gallbladder and without   
symptoms do not need any specific treatment with the
exception of a minority of groups who are at high risk of
complications or malignancy. Patients with acute cholecystitis
should be referred for laparoscopic cholecystectomy. It is
generally advisable for this to be performed at presentation
or after the acute cholecystitis episode has settled. Medical
therapies such as extracorporeal shock wave lithotripsy
or bile acid dissolution therapy are associated with much
lower rates of clinical success compared with surgery.

In patients with acute pancreatitis and evidence of  
ongoing bile duct obstruction and/or cholangitis,
endoscopic retrograde cholangiopancreatography
(ERCP) and biliary sphincterotomy is recommended
within 24-72 hours of the onset of symptoms. 

Complications of gallstone disease are the most common 
reasons for non-gynaecological surgery during pregnancy.
Gallstones are present in around 12% of pregnant women
and complications such as ascending cholangitis and
acute pancreatitis are associated with high rates of
recurrence, exposing both fetus and mother to a risk of
increased morbidity and mortality without intervention.
However, several international case series have shown that
ERCP and cholecystectomy where needed are safe during
pregnancy. The BSG supports ERCP and laparoscopic
common bile duct exploration in pregnant patients with
symptomatic common bile duct stones. 

‘Laparoscopic
surgical resection 
is the safest
intervention for
symptomatic
gallstones’


