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Editorial ...

Gallstones Without Clinical Symptoms

IN RECENT YEARS an increasing number
and proportion of our older age population
have been subjected to complete periodic
physical evaluations. In the course of these
examinations gallstones are frequently dem-
onstrated. The surgeon is then asked to see
the patient in consultation and advise
whether or not operation should be recom-
mended. If the patient has had symptoms
of biliary tract disease there seems to be
little difference of opinion amongst the
members of the medical profession as to
what should be done and cholecystectomy
is commonly accepted. On the other hand
if there have been no symptoms and the
demonstration of cholelithiasis is the sole
result of a complete examination then the

question assumes several facets. These in-
volve a consideration of the risk of opera-
tion versus the risk of those conditions that
the gallstones may give rise to.
As to the first, the risk of operation, it

may be said that since cholecystectomy
was first advocated and practiced by Lan-
genbuck in 1880, less than 76 years ago,
there has been an ever-increasing applica-
tion of the surgical approach to biliary tract
disease with an ever-encouraging decrease
in morbidity of complications and mortality
rate. We have observed in our own experi-
ence over a period of the past 24 years that
the mortality rate for elective cholecystec-
tomy in uncomplicated cholelitbiasis and
chronic cholecystitis is in the neighborhood
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of 0.6 per cent. This figure is comparable
to that reported from other hospitals where
optimum facilities are provided for biliary
tract surgery. It is reasonable to assume

that this figure of 0.6 of 1 per cent is a rea-

sonably accurate estimated anticipated op-

erative risk mortality rate. As a result of
studies of patients who have died following
such operations it is evident that other con-

ditions such as cardiovascular disease, di-
abetes, renal insufficiency and impaired
liver function are responsible for about half
of this mortality rate. The remainder have
died because of conditions that arose from
the operative procedure. It is logical to as-

sume that the risk will be further reduced
as surgical advancement is made.

Against this one must consider what con-

ditions gallstones are commonly associated
with and what they may give rise to. Mc-
Callum called attention years ago to the
increased incidence of cardiovascular dis-
ease, renal impairment and liver damage
in patients who at autopsy were found to
have biliary tract calculi regardless of
whether or not there was a history that
they had caused symptoms. We have ob-
served patients, particularly in the older
age group (65 years and over), with acute
obstructive cholecystitis who gave no his-
tory suggestive of biliary tract disease. The
complications commonly associated with

acute cholecystitis are far more frequent in
this group than in those who are younger.

We have also observed that the incidence
of common duct stones increases at a rather
constant rate each decade after 50. It is
estimated from reported case reviews that
carcinoma of the gallbladder is associated
with cholelithiasis in about 85 per cent of
instances. This highly lethal malignancy
likewise increases in frequency each decade
after 50. In our series of 398 patients over

65 years of age the incidence of carcinoma
of the extrahepatic biliary tract was 10 per

cent. Finally we are inclined to the concept
advanced by Nauyn many years ago that
cholelithiasis and cholecystitis together con-

tribute to liver injury and in many patients
are the cause of a slow and insidious reduc-
tion of liver function.

It is for these reasons that we believe
that gallstones whether or not associated
with symptoms are a hazardous possession.
For the patient without specific contrain-
dications for operation, cholecystectomy
may be deliberately embarked upon and
under optimal conditions accomplished
with an anticipated risk that is far less than
those of the complications commonly asso-

ciated with gallstones in patients in the
older age group.

FRANK GLENN, M.D.
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