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Biliary pain, no gallstones— 
remove the gallbladder, anyway?
As these 2 cases show, cholecystectomy may be helpful 
for such patients, even those with a high ejection fraction.

CASE 1  u  A 28-year-old woman (G0p0) came 
to our office with recurrent episodes of post-
prandial epigastric and right upper quadrant 
pain. Upper and lower endoscopy, sonogra-
phy, body imaging, and laboratory tests were 
normal. A biliary nuclear scan showed an ejec-
tion fraction (ef) of 95%; normal is >35%. We 
made a diagnosis of biliary dyskinesia (BD) 
and recommended a laparoscopic cholecys-
tectomy. The patient underwent this proce-
dure and her pain was relieved. She has been 
much improved for 2 years, although she has 
since been diagnosed with an autoimmune  
disorder.

CASE 2  u  A 21-year-old woman with right 
upper quadrant, postprandial, colicky pain 
presented to the emergency department. The 
episode lasted approximately 30 minutes and 
was followed by residual soreness. This epi-
sode was one of several that had been increas-
ing in frequency and intensity. A sonogram 
showed a normal gallbladder and common 
duct. All laboratory tests were normal. She im-
proved and was discharged. outpatient evalu-
ation included body imaging and endoscopy, 
which were negative. A hepatobiliary (hiDA) 
scan revealed an ef of 90%, and the scan re-
produced her symptoms. 

We diagnosed BD in this patient. After re-
viewing the risks and benefits of cholecystec-
tomy, the patient consented to the procedure. 
She has been asymptomatic for 2 years.

Family physicians often are the first to 
evaluate patients with recurrent biliary 
colic. Biliary colic without gallstones—

also known as BD or acalculous cholecysti-
tis—is a functional disorder of the gallbladder 
or bile duct. Approximately 8% of men and 
21% of women with biliary pain do not have 
gallstones.1-5 

BD has been successfully treated with 
cholecystectomy. Physicians typically have 
viewed cholecystectomy as being effective 
primarily for patients with biliary pain who 
have a low EF (<35%).2-4 However, recent 
studies and our experience with cholecys-
tectomy in these 2 patients with high EFs 
suggest that EF is only one of several factors 
to consider when deciding whether chole-
cystectomy might be appropriate for a given 
patient.

Which patients are most likely  
to benefit from cholecystectomy?
BD is a diagnosis of exclusion, considered 
when other upper abdominal disorders are 
eliminated. To receive a diagnosis of BD, 
patients must meet the Rome III criteria 
(TABLE).2 

Before the advent of oral cholecystogra-
phy in the 1920s, biliary disease was a clinical 
diagnosis confirmed by examination of the 
excised gallbladder.6 In 2 large studies con-
ducted before cholecystography was in com-
mon use, researchers noted improvement in 
75% to 85% of BD patients after cholecystec-
tomy.7,8 Several years later, with the benefit, of 
cholecystography, Mackey9 reported similar 
improvement rates among patients with BD 
who underwent cholecystectomy.

Cholecystography has largely been re-
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placed with HIDA scanning, which provides 
an objective measure of EF. Although some 
studies have suggested low EFs may predict 
which patients will benefit from cholecys-
tectomy, others have suggested this value 
doesn’t tell the whole story.2,4,10,11 In some 
studies, patients who had biliary symptoms 
and a low EF (<35%) were found to be most 
likely to experience relief after cholecys-
tectomy.2,4 More recently, in a chart review, 
DuCoin et al10 found that of 19 BD patients 
with an EF >35% who underwent cholecys-
tectomy, 17 had complete symptom reso-
lution, one had partial resolution, and one 
was unchanged. Only one abstract of a study 
of cholecystectomy for BD patients with a 
high EF (>80%) has been published.11 Of 
28 patients who received cholecystectomy, 
22 were asymptomatic after cholecystectomy 
and 5 others improved.11

z Other tests to consider. A cholecysto-
kinin infusion without a scan has been used 
to reproduce biliary colic; some physicians 
consider this to be diagnostic of BD and suf-
ficient for cholecystectomy.12 Others have 
advocated endoscopic injection of botuli-
num into the sphincter of Oddi to differen-
tiate pain arising from the sphincter of Oddi 
from pain in the gallbladder.5,13 If symptoms 
are relieved by this injection, an endoscopic 
biliary sphincterotomy—cutting of the biliary 
sphincter—is done. Cholecystectomy is re-
served for patients whose pain is not relieved 

by botulinum. In an initial report, 25 BD pa-
tients received botulinum injections into the 
sphincter of Oddi; of the 11 whose pain was 
relieved by this injection, 10 underwent en-
doscopic biliary sphincterotomy, and pain 
resolved for all of these patients.13 

Why we chose cholecystectomy  
for our patients
Despite a plethora of tests available to visu-
alize and assess gallbladder and bile duct 
function, clinical assessment of BD by expe-
rienced physicians may be sufficient to de-
termine which BD patients will benefit from 
cholecystectomy. In the cases we report on 
here, each patient had a high EF, but both met 
Rome III criteria and were experiencing clini-
cally significant pain. Also, for both patients, 
a cholecystokinin infusion administered to 
calculate EF reproduced their pain. This clini-
cal picture led us to recommend laparoscopic 
cholecystectomy, which ultimately relieved 
their symptoms.                 JFP
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TABLE

Rome III criteria for the diagnosis  
of functional gallbladder disorder2

episodes of pain in the right upper quadrant or epigastrium and all of the following:

•  Gallbladder is present

•  normal liver enzymes, conjugated bilirubin, amylase, and lipase

•  pain lasts ≥30 minutes 

•  recurrent episodes occur at different intervals (not daily)

•  pain builds up to a steady level

•   pain is severe enough to interrupt the patient’s current activities or lead to a visit to a clinician/
emergency room

•  pain is not relieved by bowel movements, postural change, or antacids

•  other structural diseases that may explain the symptoms have been excluded

Because  
cholecystectomy 
has relieved  
biliary  
dyskinesia pain 
in patients with 
a wide range  
of ejection  
fractions, the 
utility of nuclear 
scans for such 
patients  
has been  
questioned.
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