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General Considerations of Gall Bladder Disease

A. With general screening, consider gall bladder disease with elevated liver enzymes and elevated alk. Phos.

B. Most common gall bladder conditions are:  cholelithiasis (stones) and cholecystitis (inflammation)

Gallstones occur in up to 20% of the population of several Western countries (more than 20 million Americans and 800,000 


hospitalizations each year).

1. High risk groups are middle aged, obese, sedentary women, elderly men and women (45% of men in their 90s have gall stones).

2. American Indian, Hispanic Americans, and Chileans have the highest incidence.

3. Hemolysis, diabetes, hypertriglyceridemia, cirrhosis, Crohn’s disease can each cause gall stones.

4. Non-diabetic individuals with higher than normal levels of fasting insulin are at greater than double the risk of developing gallstones.  This risk increases even more if TGs are also elevated. 

5. Good news for coffee drinkers:  In a study of men, there is a strong inverse association between conumption of regular coffee and risk of symptomatic gallstone disease, regardless of the brewing method used.  Those who drink 2-3 cups of coffee daily have about a 40% lower risk than those who don’t consume coffee.  Also, those who consume the most caffeine (more than 800 mg/day) have a 45% lower risk compared to those who drink less than 25 mg caffeine daily.

a.) coffee stimulates cholecystokinin release

b.) coffee enhances gallbladder contractility

c.)  coffee stimulates peristalsis

A. Approximately 1/3 of all gallstones are composed of cholesterol. Cholesterol stones are radiolucent. 
1. The remaining 2/3 of gallstones are formed of pigment, cholesterol with pigment or calcium salts. Translucent stones 

with a radiopaque core have a calcium core and if core is greater than 2mm, it may get impacted when you try 


to dissolve.
2. Only cholesterol stones are amenable to dissolution therapy; therefore the type of stone is important to know when 


deciding upon 
therapeutic strategy.

B. Pathophysiology of gallstone formation in not precisely determined.

1. Hemolysis and other processes causing metabolic derangement leading to excessive pigment production.

2. Abnormal liver function

3. Dietary factors contributing to lithogenic bile:

a. Lack of fiber:  dietary fiber (insoluble and soluble) may prevent gallstones by reducing the absorption of deoxycholic 


acid and contributing to increased solubility of cholesterol in bile. Fiber is the best preventive for gallstones
b. Lack of fruits and vegetables:  vegetarians have a lower incidence of gallstones compared with omnivorous eaters.

c. Excessive intake of simple sugars and animal proteins (e.g. casein) may be associated with gallstone formation.

4. Lipidemia predisposes to gallstone formation.

5. Infection (e.g. ascending bacterial or parasitic infection)

6. Stasis of bile due to poor GB function (e.g. due to prolonged fasting), partial blockage.

7. Oral contraceptives and estrogen replacement therapy of any type, xenoestrogens lead to lithogenic bile and gallstones.

8. Cholesterol lowering drugs such as cholestyramine may predispose to gallstone formation by stimulating bile output from the liver.

9. Dysbiosis leads to altered bile salt metabolism, deconjugation and reabsorption. The dysbiotic gut will deconjugate things the liver worked so hard to conjugate.

a. Bacteria are sensitive to alterations in the level of bile acids.  Additionally, an increase in dietary fat increases fecal bile acids which inhibits bifidobacteria.  Lower population of bifidobacteria leads to lowered metabolism of bile acids, greater resorption and increased lithogenicity of bile.  Other dysbiotic bacteria deconjugate bile acids increasing reabsorption. Bile acids are carcinogenic and can cause colon cancer. There may be a link between constipation and breast cancer due to estrogen being “stuck.”

General symptoms of gall bladder (GB) disease:

1. Biliary colic has been found to follow diurnal variation/circadian rhythm.  Usually, the pain is worse around midnight and 

decreases over 2-5 hours.  People are usually woken by pain or have it after dinner.  Classically, it comes on after eating, but this does not always occur. Pain usually lasts 1-5 hours; it is uncommon for it to last less than 1 hour or greater than 24 hours. Note that PUD can last for a shorter period of time. Gall bladder pain is not precipitated by cough, body position, physical exercise. Pain usually begins 1 hour after eating (for some individuals, fatty foods will precipitate the colic), as can PUD.

2.
The pain always refers somewhere else for the GB is not well innervated.  

a. The RUQ is the most common.

b. Next most common is epigastric pain, which is steady and not colicky (from cystic duct obstruction).

c. Substernal LUQ is less common.

d. Any pain below the umbilicus is not likely to be from the GB.

e. There can be radiation anywhere in the torso; between the scapulae is the most common site.

f. Pain is rarely aggravated by movement, where PUD is.

g. Tenderness over Murphy's point is uncommon except during a colicky episode.  Thus, a negative Murphy’s sign does not rule out gall bladder disease.  

h. 60% - 70% of cases have concurrent nausea and vomiting and belching.

i. Coexistence of biliary disease, diverticular disease and hiatal hernia "Saint's triad" can occur.

j. Gall bladder pain is NOT precipitated by cough, body position, physical exercise, or movement.

k. Always consider pancreatitis, pancreatic cysts and cancer in ddx. (do abdominal radiograph and CT to rule these out.)

Diagnosis of Gall Bladder Disease

A. 
LAB:  elevated conjugated (direct) bilirubin, elevated Alk. Phos., elevated liver enzymes.

B. Definitive diagnosis by ultrasound (US).

1. US is > 95% sensitive for GB stones and it permits the simultaneous evaluation of adjacent structures.

2. Gallstones, gallbladder wall thickening and localized tenderness over the GB (a sonographic Murphy's sign) correlate 


highly with the presence of acute cholecystitis.

a. Thickening of the GB wall by itself is nonspecific as thickening occurs with  hepatitis, ascites, GB carcinoma, 






AIDS-associated cholangiopathy can all cause GB wall thickening.

3.
US is less sensitive (75% for dilated bile ducts) and (50% for non-dilated ducts) for detecting:  choledocholithiasis [stones in distal common bile duct] which require ERCP

C. Endoscopic Retrograde CholangioPancreatograpy (ERCP)is 95% - 98% sensitive to show stones, dilation, blockage of ducts.

1. Direct cholangiography is either transhepatic or endoscopic retrograde.

2. The patient is sedated.  The endoscope is passed into the duodenum and the ampulla of Vater is visualized.  A catheter is passed through the endoscope into the orifice of the ampulla and into the pancreatic duct or common bile duct.  Radiocontrast material is injected through the cannula and x-ray films are taken to identify the configuration of the biliary and pancreatic ductal systems.  

3. This is often done when there is a strong suspicion of choledocholithiasis.

4. An advantage to endocopic retrograde cholangiography (ERCP) is that after a diagnosis of choledocholithiasis is made, a therapeutic stone extraction can be immediately performed.

a.
This involves using electrocautery to cut the sphincter of Oddi.  The stone either passes spontaneously or may be extracted using a basketlike device that is passed through the endoscope.

D. A recent non-invasive alternative to ERCP is MRI cholangiography.  

1. This is done when therapeutic intervention in unlikely.

2. Sensitivity for detecting choledolithiasis is > 90%.

E. Another alternative to ERCP is laparoscopic exploration of the common bile duct.  This is a new alternative and is not yet standard practice.

F. CT provides a more comprehensive examination of the liver, biliary tree, pancreas, portal and retroperitoneal lymph nodes and 



vascular structures.

1. The main reason to order CT is to image more than the GB (i.e. abnormalities of the liver, pancreas, kidneys, intestines…) Consider a CT:
 if U/S is  negative, if ERCP is negative, if you suspect cancer  CT is less reliable than US in detecting GB wall abnormalities and gallstones because cholesterol gallstones can have the same density as bile. Sensitivity of CT for detecting choledolithiasis is approximately 75%.

2. The sensitivity of US and CT in detecting the presence or absence of metastatic disease in the liver is about 85%.

3. Contrast-enhanced CT has become the primary imaging method for screening evaluations of the liver in patients with a history of cancer.

4. A CT examination takes less than 10 minutes.

G. Complicated gall stones, i.e. stones that block the cystic or common bile ducts require surgery.

1. Complications include:  obstructive jaundice, ascending cholangitis, acute pancreatitis

Treatment:  Silent or asymptomatic gallstones indicate "watchful waiting" (actively and closely monitoring) and natural therapies.

1. 65% - 78% of all people with gallstones are asymptomatic.

2. The probability of developing biliary pain is approximately 18% after 20 years.

Lifestyle Therapeutics: 

· Gradual reduction of excess weight through exercise and diet.  Rapid weight loss can precipitate a gall stone attack throughexcessive lipid deposition in the bile. Although there is a positive association between obesity and gallstones, calorie restriction, weight loss and fasting can also increase the risk of gallstone formation.  Therefore, the weight loss program should include anti-lithic dietary components such as: fiber, vegetarian, low sugar, soy, flax seeds and should support a slow rate of weight loss.

Dietary Therapeutics
· Eliminate refined sugar and other refined carbohydrates:  these foods increase the cholesterol saturation of bile.  Also, gall stones are nonexistent in cultures that do not consume refined sugar.

· Identify and avoid allergenic foods:  in one study, avoidance of allergens relieved symptoms in 100% of 69 patients with symptomatic gallstones or post-cholecystectomy syndrome (uncontrolled trial).

· Include betaine HCl with meals, for patients with hypochlorhydria.  Hypochlorhydria is common in patients with gallstones and acid-replacement therapy. may relieve some of the gastrointestinal symptoms, such as bloating after meals.

· High fiber diet (insoluble and soluble)

· Avoidance of animal proteins

Botanical Therapeutics:

· Rowachol, a mixture of terpenes (borneol, cineol, pinene, menthol menthone) available in Ireland may promote the dissolution of radiolucent gallstones.  The combination of Rowachol and lower-than-normal doses of chenodeoxycholic acid or ursodeoxycholic acid is more effective at dissolving gallstones than is either treatment alone.  Duration of the treatment may range from 6 months to 2 years.  

· Lipid lowering agents if hyperlipidemia exists, e.g. garlic, soy isoflavones (increase bile solubility), ginger, guggulsterones from Commiphora mukul, flax seeds, …

· Mentha piperita (tea), Silybum marianum (any form as preventative), and malic acid (from apple juice 1-2 qt/day to flush, 1cup/d preventative or cider vinegar) all increase the solubility of cholesterol in bile and may even help to dissolve stones.  Use standardized extract of S. marianum:  200- 420 mg of 70% silymarin daily in divided doses. Silymarin overlong term can help solubilize the bile. For menthe (peppermint) use only medical grade for internal use.

· Certain monoterpene essential oils found in Mentha piperita and Foeniculum vulgare are effective in gallstone dissolution. They are also smooth muscle relaxants and thus may reduce associated gall bladder spasm.  Only prescribe these if you are trained in the internal use of essential oils.  Rec. dose 1 drop TID for 15 days.

· Choleretics:  Taraxacum officinalis, Leptandra virginica in order to promote the production of bile.Cholagogues:  Taraxacum officinalis, Glycyrrhiza glabra, Cynara scolymus, Chelidonium majus, Curcuma longa to promote optimum flow of bile.

Nutrient Therapeutics:

· Lecithin supplementation, 1-2 gm/day, may reduce lithogenicity of bile by increasing the solubility of cholesterol in bile. 

· Vit. C:  500mg - 4 gm daily; Vit. E:  400-800 i.u. daily.:  deficiency of each is associated with gallstone formation by increasing bile solubility. Vit C and E together are very good for prevention of gallstone formation!
· Fish oil: stabilizes vesicles of phospholipids that contain cholesterol in the bile and thus reduce tendency of stone formation.Use high amounts (1-6 gm daily).

· Lipotropics increase solubility of bile and decrease gallstone formation: choline (500-1500 mg daily), methionine (500-2000mg daily), folic acid (800 mcg - 2000 mcg daily), vitamin B12 (1000 mcg - 2000mcg daily) and betaine (75-200 mg daily) to decrease fat deposition in the liver and hence contribute to solubility of bile.

· Taurine (500-2000 mg daily) and glycine (1000-2000 mg daily) are the main amino acids which conjugate bile acids. Good for estrogen dominance symptoms.

· L. acidophilus and B. bifidus to establish eubiotic bowel and thus increase bile acid metabolism.

Dissolution Therapy

Mild to moderate or infrequent symptoms associated with cholesterol gallstones indicate dissolution therapy if less than 20 mm diameter. If  larger, occlusion of the bile duct can occur.  Determined by US.

· Allopathic dissolution is done with urosdeoxycholic acid (UDC) and/or chenodeoxycholic acid (CDC).  This therapy takes 1-2 years of continuous therapy.

· Common side effects:  dyspepsia, altered bowel habits, occasional serious liver toxicity.

· Cessation of medical dissolution therapy leads to recurrence in 50% of patients within 5 years.

· Natural dissolution therapies can be attempted.  These are successful in some cases, and results are inconsistent.  It


is important to inform your patient of the lack of efficacy data for naturopathic dissolution therapy.

· Natural bile salts (cholachol I and cholachol II from Standard Process). Use 1 capsule TID cc.

· Malic acid:  drink 1-2 Qt. Apple juice (organic, unfiltered) daily.

1. Candidates for medical dissolution therapy:  radiolucent (cholesterol), noncalcified (less than 3 mm center of
calcification), small (less than 20mm total diameter).
2. Note:  85% of all stones detected by US are < 20mm diameter. 
3. Mild to moderate frequent symptoms may indicate a Gall bladder flush.  This is only indicated for stones with combined



diameter < 20mm with the presence of a patent bile duct (if few stones slightly over, possible; if many stones slightly 



over, do not attempt. Only attempt this if your patient will not be alone, has 30 minute or less access to an ER and 



you are on 24 hour available call.

1. dilate bile duct with smooth muscle relaxants [Dioscorea villosa, Amni visnaga, Viburnum opulus, magnesium] Diameter is narrower if pt. has had previous stone Hx due to inflammation. Also fumaria officianalis, kava kava can help. Fumaria ( helps to release spasmodic duct or regulate a thickened gland. Dose: 1 tsp TID on day one and go up to 1 tsp five times a day by the fourth day(double check this dosing schedule)

2. Use choleretic and cholagogue herbs (see j. and k. above)

3. Use stone dissolving herbs: Hydrangea arborescens, Lithospermum officinalis, Collinsonia canadensis, Eupatorium graveolens.
4. Use Mentha piperita essential oil. (see i. above)

5. After 3-4 days of the above, have patient drink 1/4 cup olive oil followed by 1 glass water with 2 tsp. lemon juice.  Do this at bedtime for the GB is more active at night.

6. Following morning, patient should evacuate stone(s).  Can strain stool through colander to locate stone.  

7. Pain should resolve.  If no resolution, consider repeating flush once.

8. Acute homeopathic remedies to consider:  Berberis vulgaris, Bryonia, Cinchona, Chelidonium, Lycopodium, Mercurius, Nat. sulph., Sepia.

a. Keep in mind though that the pain is an important clue to the existence of any complications such as 

impaction which is a surgical emergency.





Dr Aschuler has concerns about this treatment and warns us:

· only use if there are 5 stones or less. If there are too many stones, they may coalesce

· do ultrasound first and after treatment

· place pt on prevention regimen after treatment is completed
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