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Abstract 

Objective: To compare the change in preoperative and 

postoperative dyspeptic symptoms. 

Introduction: In the era of increasing prevalence of gall 

stones due to more frequent incidental detection 

radiologically, it is the need of the hour that we assess 

the benefit of these increasing cholecystectomies with 

regard to dyspeptic symptoms. Till now there is not 

enough evidence on the basis of which we can 

determine whether laparoscopic cholecystectomy can 

resolve the dyspeptic symptoms in patients of gall 

stones. There is a need to establish a guideline to 

operate in view of alleviating dyspeptic symptoms. 

Methodology: A total of 308 (M:F=2:3) patients were 

evaluated for dyspeptic symptoms using the Glasgow 

dyspepsia severity score (GDSS). They were followed 

up after 1 month, 6 months. Disease distribution and 

change in GDSS scores were analysed. 

Results: The mean age was 47.2 ± 15.42 years. 

Preoperatively mean GDSS was 11.49 ± 2.11. One 

month post surgery 82% had a GDSS around 2.95. 12% 

had a significant drop in GDSS at the end of 6 months 

(p<0.001). 3.89% had a GDSS of more than 10 which 

indicated persistentdyspepsia. 3 patients 0.97% had 

subsequent worsening of GDSS.  

Conclusion: Most symptomatic patients undergoing 

laparoscopic cholecystectomy are objectively relieved 
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of dyspeptic symptoms. Very few patients have 

persistent symptoms even after 6 months. Patients tend 

to associate relief of dyspepsia with successful outcome 

of surgery. It is extremely essential that patients be 

counselled in detail about the possibility of persistence 

of dyspeptic symptoms which may in-fact be 

functional/inorganic. 

 

Keywords: Dyspepsia; Laparoscopic 

Cholecystectomy; Cholelithiasis 

 

1. Introduction 

Scientific curiosity and the need for innovation has been 

at the very centre of human nature. The initiation of 

endoscopic surgery can be traced back to the era of 

Hippocrates. The brave endeavours of many clinicians 

of the past have directly and indirectly played a major 

role in the development of modern day laparoscopy. 

The great physician, Hippocrates (460-377 BC), made 

the original reference to a speculum examination of 

rectum [1]. George Kelling performed the first 

laparoscopy, using Nitze’s cystoscope, in a living dog 

and named the procedure “Coelioscopie”. Jacobeus first 

made the term laparoscopy applicable to humans and is 

credited with the introduction of laparoscopic technique 

in humans [2]. In 1985, Prof. Dr. Med 

Erich Muhe of Boblingen, Germany, performed the first 

laparoscopic cholecystectomy in man. This was 

followed by Phillipe Mouret in France. Mouret was a 

gynaecologist who while doing a laparoscopic 

gynaecological surgery in women decided to remove the 

diseased gall bladder laparoscopically [1]. This event 

has led to the revolution being witnessed by all of us 

today. The prevalence of gallstone disease in India is 

6.12% [5] when compared with the western population 

which is around 10 to 20% [6]. Laparoscopic 

cholecystectomy is the gold standard treatment for 

cholelithiasis [7]. In the yesteryears its role was mainly 

to alleviate the biliary pain of cholelithiasis, patients at 

risk for gall bladder cancer, acalculus cholecystitis and 

complicated cholelithiasis. Over the years the 

indications for performing the operation have been on 

the rise, although dyspepsia as a symptom complex has 

been long associated with cholelithiasis, it has been 

overshadowed by biliary colic and cholecystitis when it 

comes to significance. Over the past two decades 

greater importance has begun to be attributed to 

dyspepsia lowering the quality of life. As a result, it is 

the need of the hour that we assess the benefit of these 

increasing cholecystectomies with regard to dyspeptic 

symptoms. Till now there is not enough evidence on the 

basis of which we can determine whether laparoscopic 

cholecystectomy can resolve the dyspeptic symptoms in 

patients of gall stones. It is of utmost importance that 

like the clear indications of operating a cholelithiasis 

patient with typical abdominal pain, there is a need to 

establish a guideline to operate in view of alleviating 

dyspeptic symptoms. 

 

According to the Rome III criteria, diagnostic criteria of 

dyspeptic symptoms must include one or more of the 

following: 

a. Bothersome postprandial fullness 

b. Early satiation 

c. Epigastric pain 

d. Epigastric burning. 

 

No evidence of structural disease (including at upper GI 

endoscopy) that is likely to explain the symptoms. 

Dyspepsia has been defined as a set of symptoms, 

related or unrelated to food ingestion, localised to the 

upper half of the abdomen. Dyspepsia has been divided 

into, 

a) Organic dyspepsia, in which improvement of the 

underlying condition would result in elimination of 

dyspepsia, e.g. peptic ulcer, biliopancreatic aetiologies  
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b) Functional dyspepsia, also known as nonorganic, 

idiopathic or essential dyspepsia, where no identifiable 

explanation for the symptoms could be said. 

c) Non-investigated dyspepsia, which needs further 

investigations to deduce the cause. 

 

There has been conflicting evidence about the role of 

laparoscopic cholecystectomy in curing dyspepsia [8]. 

 

2. Material and Methods 

2.1 Study Site 

Department of General Surgery 

Dr. B.L. Kapur Memorial Hospital, 

New Delhi. 

 

2.2 Time Frame 

February 2016 to June 2017. 

 

2.3 Study Design 

A prospective observational study. 

 

The study protocol was approved by the Ethics 

committee. An ethics application was submitted to the 

ethics committee. In addition, a study proposal, consent 

form, and the questionnaire were submitted 

concurrently. All patients were informed about the 

nature and objectives of the study and informed consent 

was obtained. 

 

2.4 Sample size 

A total of 308 patients were enrolled for the study. All 

such candidates were considered for the study with the 

following criteria, 

 

2.5 Inclusion Criteria 

All patients above 18 years of age, undergoing elective 

laparoscopic cholecystectomy for uncomplicated 

gallstone disease. 

2.6 Exclusion criteria 

The exclusion criteria involved patients with 

complicated gallstone disease. Any one of the following 

were considered as complicated gallstone disease and 

were excluded: 

1) Acute attack of cholecystitis at the time of surgery 

2) Complicated gall stone disease like 

• Common bile duct stones (choledocholithiasis) 

• Obstructive jaundice, cholangitis, gallstone 

pancreatitis 

• Cholecystoenteric fistula 

• Previous biliary/pancreatic surgery, 

3) Laparoscopic cholecystectomy combined with other 

operative procedures 

4) Patients who are completely asymptomatic ( have 

neither dyspepsia nor biliary pain). 

 

2.7 Methodology 

Patients satisfying the inclusion criteria were taken up 

for the study. Patient’s demographic and clinical data 

were be recorded in a standard proforma. An informed 

consent was taken stating patient is consenting both for 

volunteering to be a part of the study and willing for 

follow-up. The patients were educated about the study 

and an information sheet was provided to the patient to 

answer their doubts and queries. All these patients were 

explained about communication media including 

telephone, email and to come for follow-up on an 

outpatient basis. They were followed up after 1 month, 6 

months and whenever they wanted in case of any 

adverse event. Outcomes were recorded in proformas 

provided to the patient at the time of follow-up to be 

filled up on an outpatient basis. Assessment of outcomes 

were done by patient feedback via questionnaire done 

pre operatively and at 1 month and at 6 months 

postoperatively. We used a recently validated 

multidimensional disease specific scale for dyspepsia-

the Glasgow dyspepsia severity score (GDSS) 
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developed by El-Omar and colleagues [9, 10] as 

described in Table 1. 

 

For the purpose of this study dyspeptic symptoms 

included the following: 

1) Postprandial fullness 

2) Early satiety 

3) Epigastric pain or burning 

4) Heartburn and reflux 

5) Nausea and vomiting. 

 

2.8 Statistical analysis 

The data is presented in terms of mean ± sd for numeric 

variables and frequency distribution for the qualitative 

variables. Quantitative variables are compared across 

various follow-ups using paired t-test. A p-value <0.05 

is considered statistically significant. The data is entered 

and stored in the MS Excel package while Statistical 

Package for Social Sciences (SPSS) version 16.0 

software is used for statistical analysis. 

 

3. Observations and Results 

The flow of the study is as depicted in Figure 1. The 

mean age of our patients was 47.2 ± 15.42. The 

youngest patient was 18 years old and the oldest was 88 

years of age. Maximum number of patients belonged to 

30-40 year age group followed by 40-50 year age group. 

The age distribution is as shown in Figure 2. Our 

population consisted of 62% females and 38% males. 

Laparoscopic cholecystectomy was seen to improve 

dyspepsia scores in 252 (81.82%) patients at the end of 

1 month and 293 (95.13%) patients at the end of 6 

months. Out of 308, 44 (14.29%) and 12 (3.90%) 

patients had no relief in dyspepsia at the end of 1 month, 

12 (3.90%) patients had worsening symptoms. The 

number reduced to 3 (0.97%) after 6 months (Figure 3). 

The mean GDSS scores significantly improved at one 

and six months after surgery. At one month follow up 

the mean GDSS dropped from11.9 ± 2 to 2.5 ± 1.2. This 

further decreased to 1.40 ± 1.1 at the 6 month follow up. 

(GDSS: p<0.001, Table 2). As seen in Figure 4 and 

Table 3, the frequency of symptoms mean score shows a 

decline from 2.95 ± 1.03 preoperatively to 2.26 ± 0.9 at 

1 month and a further decrease to 0.49 ± 0.62 at the 6 

month follow up. The decrease was statistically 

significant (p<0.001). The effect on normal activities 

mean score shows a decline from 1.45 ± 0.68 

preoperatively to 0.98 ± 0.82 at 1 month and a further 

decrease to 0.15 ± 0.38 at the 6 month follow up. The 

decrease was statistically significant (p<0.001). The 

effect on time off work mean score shows a decline 

from 1.41 ± 0.5 preoperatively to 0.72 ± 0.7 at 1 month 

and a further decrease to 0.14 ± 0.37 at the 6 month 

follow up. The decrease was statistically significant 

(p<0.001). The effect on consultations with medical 

professionals mean score shows a decline from 1.69 ± 

0.47 preoperatively to 1.29 ± 0.62 at 1 month and a 

further decrease to 0.39 ± 0.5 at the 6 month follow up. 

The decrease was statistically significant (p<0.001). The 

effect on GP visits mean score shows a decline from 

0.27 ± 0.44 preoperatively to 0.13 ± 0.34 at 1 month and 

a further decrease to 0.03 ± 0.46 at the 6 month follow 

up. The decrease was statistically significant (p<0.001). 

The effect on tests for dyspepsia mean score shows a 

decline from 0.29 ± 0.5 preoperatively to 0.10 ± 0.3 at 1 

month and a further decrease to 0.06 ± 0.23 at the 6 

month follow up. The decrease was statistically 

significant (p<0.001). The effect on self medication 

mean score shows a decline from 1.65 ± 0.48 

preoperatively to 1.29 ± 0.62 at 1 month and a further 

decrease to 0.86 ± 0.57 at the 6 month follow up. The 

decrease was statistically significant (p<0.001). The 

effect on medications prescribed by doctors mean score 

shows a decline from 1.55 ± 0.51 preoperatively to 1.04 

± 0.56 at 1 month and a further decrease to 0.46 ± 0.51 

at the 6 month follow up. The decrease was statistically  
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significant (p<0.001). 

 

As seen in Figure 5, 7.14% had complaints of dyspepsia 

on most days pre operatively whereas none of the 308 

patients had to similar frequency at the end of 6 months. 

56.16% were completely relieved at the 6th monthly 

follow up whereas 39.93% patients had symptoms on 

only 1 or 2 days. 55.84% patients complained that 

dyspepsia interfered with their normal activities (eating, 

sleeping or socialising) regularly preoperatively 

however 85.71% patients claimed that dyspepsia no 

longer affected their day to day life 6 months after 

laparoscopic cholecystectomy. 

 

41.23% patients complained that they have lost more 

than 7 days of work due to dyspepsia in the past 6 

months pre operatively. 58.44% patients complained 

that they have lost 1-7 days of work due to dyspepsia in 

the past 6 months pre operatively. 87.01% patients 

reported that dyspepsia was no longer causing loss of 

days at work at the 6th month of post operative follow 

up. 68.83% patients complained that they had attended a 

doctor due to dyspepsia twice in the last 6 months pre 

operatively 61.68% patients said that they no longer had 

to visit a doctor 6 months after laparoscopic 

cholecystectomy for dyspepsia. 24.35% patients had 

done 1 test for their dyspepsia in the last 6 months 

preoperatively. The number reduced to 10.06% patients 

at 1st month follow up and 5.51% at 6th month of follow 

up. 

 

73.37% patients had not done any test for their 

dyspepsia in the last 6 months preoperatively. The 

number increased to 89.93% patients at 1st month follow 

up and 94.4% at 6th month of follow up. 65.25% 

patients had self medicated twice in the last 6 months 

preoperatively. Only 1 patient had not self medicated in 

the last 6 months preoperatively. 80.51% patients did 

not feel the need for self medication after 6 months post 

surgery. No patient used the drugs prescribed by a 

doctor for more than 3 months. 54.87% patients had 

used drugs prescribed by doctor for 1-3 months in the 

last 6 months preoperatively. 77.27% patients had used 

drugs prescribed by doctor for less than 1 month in the 

last 6 months preoperatively. 68.83% patients continued 

using drugs for less then a month at 1st month of post 

operative follow up and 45.12% patients at 6th month of 

post operative follow up. 54.22% patients did not 

require any drugs 6th month post surgery. Further details 

can be visualised in supplemental digital content 3. 

When asked about overall surgery satisfaction 94% i.e 

290 patients were satisfied and 6% i.e 18 patients were 

unsatisfied with the outcome of surgery. 

 

(A) Frequency of dyspeptic 

symptoms 

SCORE (C) Time off work 

 

SCORE (F) Tests for dyspepsia  

 

Score 

Never 0 None 0 None 0 

On only 1 or 2 days  1 1-7 days 1 One 1 

On approximately 1 day per 

month 

2 More than 7 days 2 Two 2 

On approximately 1 day per week

   

3 (D) Consultation 

with medical 

professional 

Score (G) Treatment for 

dyspepsia 

(1) Self medication 

Score 

On approximately 50% of days 4 None 0 None 0 
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On most days 5 Once 1 Once 1 

Twice 2 Twice 2 

(B) Effect on normal activities Score (E) GP visits to 

patients home 

Score (2) Drugs prescribed by 

a doctor 

Score 

Never 0 None 0 Never 0 

Sometimes 1 Once 1 Less than 1 month 1 

Regularly 2 Twice 2 1-3 months 2 

More than 3 months 3 

 

Table 1: Details of GDSS. 

 

 

Figure 1: Flow of study depicting number of patients from the initial phase to the final study group. 

 

 

 

Figure 2: Figure showing age distribution. 
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Figure 3: Graph depicting comparative change in GDSS at 1 month and 6 month with respect to 0 months. 

 

GDSS 0 month 1 month 6 month 

Mean ± SD 11.90 ± 2 2.50 ± 1.2 1.40 ± 1.1 

p-value (vs 0min) - <0.001 <0.001 

 

Table 2: Table depicting Mean ± SD GDSS. 

 

 
 

Figure 4: Graph depicting overall change in individual components of GDSS. 
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Frequency of dyspeptic symptoms 

Mean ± SD 2.95 ± 1.03 2.26 ± 0.9 0.49 ± 0.62 

p-value (vs 0min) - <0.001 <0.001 

Effect on normal activities 

Mean ± SD 1.45 ± 0.68 0.98 ± 0.82 0.15 ± 0.38 

p-value (vs 0 month) - <0.001 <0.001 

Consultations with medical professionals 

Mean ± SD 1.69 ± 0.47 1.29 ± 0.62 0.39 ± 0.5 

p-value (vs 0min) - <0.001 <0.001 

GP visits to home 

Mean ± SD 0.27 ± 0.44 0.13 ± 0.34 0.03 ± 0.46 

p-value (vs 0min) - <0.001 0.091 

Tests for dyspepsia 

Mean ± SD 0.29 ± 0.5 0.1 ± 0.3 0.06 ± 0.23 

p-value (vs 0min) - <0.001 <0.001 

Self medication  

Mean ± SD 1.65 ± 0.48 1.29 ± 0.62 0.86 ± 0.57 

p-value (vs 0min) - <0.001 <0.001 

Medications prescribed by doctors 

Mean ± SD 1.55 ± 0.51 1.04 ± 0.56 0.46 ± 0.51 

p-value (vs 0min) - <0.001 <0.001 

Time off work 

Mean ± SD 1.41 ± 0.5 0.72 ± 0.7 0.14 ± 0.37 

p-value (vs 0min) - <0.001 <0.001 

 

Table 3: Table depicting Mean ± SD of individual components of GDSS. 
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Figure 5: Depicting distribution of patients with regards to individual components of GDSS. 

 

4. Discussion 

4.1 Dyspepsia 

Dyspepsia is a common symptom with an extensive 

differential diagnosis and a heterogeneous 

pathophysiology [11]. Although it affects 1/4th of the 

population dyspepsia doesn’t bring most patients to seek 

out medical care. Also only 1/4th dyspeptic patients 

suffer from an organic cause. The majority of patients 

i.e an astonishing 3/4th have functional (idiopathic or 

nonulcer) dyspepsia which fail to pinpoint a cause on 

diagnostic evaluation [12-14]. Worldwide dyspepsia 

affects 5-11 percent population [44]. Dyspepsia is a 

poorly understood concept when it comes to 

pathophysiology. A lot of mechanisms have been 
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hypothesized. These mechanisms may differ between 

subtypes of functional dyspepsia [15]. 

• Gastric motility and compliance-There have 

been several associations with motility 

disorders [16] 

• Visceral hypersensitivity-Coexistence of 

visceral hypersensitivity and functional 

dyspepsia occurs along with delayed gastric 

emptying [17] 

• Helicobacter pylori infection-H. pylori causes 

an inflammatory response which may decrease 

the discomfort threshold to gastric distension 

by causing alterations in the enteric or central 

nervous system [18] 

• Altered gut microbiome-Alterated 

microbiome has been implicated in causing 

dyspepsia [19] 

• Duodenal inflammation-Duodenal 

eosinophils have found to be raised in patients 

with early satiety. An association between 

duodenal inflammations and functional 

dyspepsia has been implicated [20] 

• Psychosocial dysfunction-The interaction 

between psychosocial factors and functional 

dyspepsia is complicated [21]. 

 

4.2 Assessing Dyspepsia  

There are a few scores which have been used to assess 

dyspepsia. These range from validated scores like 

Glassgow dyspepsia severity score (GDSS), Leeds 

score, Napean score, Buckley score to indigenous 

scores. Whether a qualified personnel should interview 

a study object or a questionnaire should be used has 

always been a matter of debate [22-24]. The argument 

which favours the use of a questionnaire is that a self-

assessment questionnaire will make the patient report 

more complaints than will be revealed by a professional 

interview as seen in a study by Erim et al. wherein he 

assessed the quality of life of liver transplant patients 

[25]. The argument against especially in our study 

population is that the presence of an appropriately 

qualified interviewer helps objectify symptoms. The 

Glassgow dyspepsia score focuses on several aspects of 

dyspepsia: firstly, the frequency of dyspepsia symptoms 

and the effect that they have on normal activities and 

ability to work; secondly, the need for consultations 

with physicians for dyspepsia and the need for 

diagnostic investigations for dyspepsia and thirdly, the 

need for over the counter and prescription medication 

for dyspepsia. It is worth mentioning that for the GDSS, 

patients are asked to rate their symptoms over the last 

six months [9, 10]. 

 

Measuring and quantifying dyspepsia is considered 

problematic due to the vagueness of its presentation 

Outcome measures can be broadly categorised as:  

1) Global scales: A Likert scale ( interval scale) that 

has graded definitions for the severity of symptoms, 

ranging from none to very severe. It has to be kept in 

mind that clinical significance of grades is 

relevant.Obviously complete disappearance of 

symptoms clearly is a logical end point and so are 

symptoms which are absolutely stagnant. But the 

problem arises in interpreting partial improvement. 

2) Generic instruments: Quality of life questionnaires 

eg. psychological general well being (PGWB) index. 

3) Disease specific instruments: 

a) Unidimensional: Assess only gastrointestinal 

symptoms eg. gastrointestinal symptom rating 

scale (GSRS) 

b) Multidimensional: Includes domains such as 

emotional or social functioning and the impact 

that symptoms have on daily activities. Eg. 

multidimensional scale is the Glasgow 

dyspepsia severity score (GDSS). 
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4.3 The Glassgow dyspepsia severity score 

Developed by El Omar et al. the GDSS is a 

multimodality severity symptom score which analyses 

various aspects of dyspepsia especially the extent to 

which dyspepsia affects the patients lifestyle, the 

consultations required, tests taken and need for 

medications. The score was developed at the Western 

Infirmary in Glasgow, United Kingdom. The mean 

score in the general population was 1.16 compared with 

10.5 in the non ulcer dyspepsia patients and 11.1 in the 

duodenal ulcer group. It has been assessed for validity 

and reproducibility and has been extensively used [26-

28]. 308 patients having gallstones suffering from 

dyspeptic symptoms in a tertiary care hospital were 

included in this study. Most patients with cholelithiasis 

were in the age group of 30-40 years. In western 

population maximum incidence is noted in age group of 

50-59 years [29]. In our study patients were between 18-

88 years if age. Cholelithiasis is uncommon in first two 

decades of life. In India Rattan et al. have reported 6 

years old with non hemolytic gall stones [30]. Youngest 

reported infant with gall stones in worldwide is being 41 

days old by as reported by Morales et al. [31]. In our 

study females were affected predominantly with a F:M 

ratio being 1.63:1. In western literature this ratio varies 

from 2:1 to 4:1. Raza et al. [32] reported female to male 

ratio 5:1, while Ghosh et al. reported it to be 6:1 [33]. 

Table 4 shows follow up period of other studies along 

with sample size given below, 

 

Study Follow up period Sample size 

Mehrvaz et al. [34] 4 months 175 

Amir et al. [35] 6 weeks 200 

Mertens et al. [36] 6 months 129 

Gi Hyun Kim et al. [37] 6 months 65 

Aggarwal et al. [38] 2 months 27 

Schmidt et al. [39] 6 months 128 

Borly et al. [40]  2 years 80 

Lorussu et al. [41]  1 year 52 

Middlefart [42] 10 years 519 

Our study  6 months 308 

 

Table 4: Table showing Follow up and sample sizes of other studies. 

 

We followed our patients for 6 months and had a sample 

size of 308 patients. As can be seen our sample size is 

larger than most studies with the exception of the one by 

Middlefart et al. which was conducted in the pre 

laparoscopy era on patients undergoing open 

cholecystectomy. Amir, Mehrvaz and Mertens et al. 

studied patients with both dyspeptic as well as biliary 

symptoms (biliary colic and cholecystitis). Gi Hyun 

Kim et al. Analysed dyspepsia as well as colonic 

symptoms. Apart form our study we found only two 

others-Schmidt et al. and Aggarwal et al. included only 

patients with purely dyspeptic symptoms. Our study 

considered dyspeptic symptoms as a symptom complex 

and did not differentiate between individual complaints. 

Early satiety, epigastric pain or burning, heartburn and 

reflux, nausea and vomiting and postprandial fullness 
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were asked for and the presence of any of these were 

considered significant. The studies by Mehrvarz et al., 

Amir et al. and Gi Hyun Kim gave a lot of importance 

to individual symptoms and even tried to establish them 

as predictors. However we felt that dyspepsia is a very 

vague symptom and to elicit it in history especially in 

our sub population where more often than not it is a 

component of patient complaints was considered as an 

unnecessary excercise. What was more essential was 

how much it affected the patients routine activity and 

the extent to which it would necessitate contact with the 

healthcare system. In our study 14.29% had persistent 

symptoms at the end of 1 month and 12 3.90% patients 

had no relief in dyspepsia at the end of 6 month. 

Comparison with other studies is shown in Table 5. 

 

In the study by Amir et al. de novo symptoms 

developed in 5% of the patients. Compared to 3.9% 

increase in GDSS in our patients at the end of 1 month 

and 0.97% increase in GDSS at the end of 6 months. 

Although the number was small in both the studies it 

does correlate with the observations made by Schmidt et 

al. that these symptoms may have been due to 

Functional Gastrointestinal disease and not due to 

cholelithiasis. All our parameters including frequency of 

symptoms, time off work, consultations, home visits, 

tests for dyspepsia and use of medications decreased 

significantly over 6 months. When asked about overall 

surgery satisfaction 94% i.e 190 patients were satisfied 

and 6% patients were unsatisfied with the outcome of 

surgery. Craig et al. conclusively determined that the 

major correlate of not achieving a very successful 

outcome (15.2% of patients) was the persistence of 

symptoms post surgery. Symptoms categorized as 

dyspeptic were more likely to persist than were biliary 

symptoms [43]. 

 

Study Persistent dyspeptic symptoms 

Amir et al. [35] 38% 

Mertens et al. [36] 57.3% 

Gi Hyun kyun et al. [37] 55.4%  

Schmidt et al. [39] 57% 

Mehrvaz et al. [34] 30% 

Craig et al. [43] 40.2% 

Our study  14.29% (1 month) and 3.90% (6 months) 

 

Table 5: Table showing persisting symptoms in other studies. 

 

Study Strengths 

1) The study was a prospective one. 

2) This study used a validated symptom score to assess 

dyspepsia. 

3) The results were assessed by a qualified interviewer 

along with a pre determined questionnaire. 

 

 

 Study limitations 

1) This was a single centre study. 

2) Cause for dyspepsia not relieved by laparoscopic 

cholecystectomy was not found out. 

3) Memory recall bias may have come into play as 

patients were followed up for 6 months post surgery. 
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5. Summary 

There is a global increase in incidentally detected 

gallstones. Dyspepsia has been know to be caused by 

gallstones. There is no clear cut guideline for 

performing laparoscopic cholecystectomy to alleviate 

dyspepsia. This study was carried out on 308 

participants to determine objectively if laparoscopic 

cholecystectomy has any role in relieving dyspepsia. 

The participants were evaluated using a validated 

multimodality global symptom score-“Glassgow 

dyspepsia severity score” preoperatively, at 1 months 

and at 6 months. Laparoscopic cholecystectomy was 

seen to improve dyspepsia scores in 252 (81.82%) 

patients at the end of 1 month and 293 (95.13%) 

patients at the end of 6 months Out of 308, 44 (14.29%) 

at the end of 1 month and 12 (3.90%) at the end of 6 

months patients had no relief in dyspepsia. At the end of 

1 month 12 patients (3.90%) had worsening 

symptoms.The number reduced to 3 (0.97%) after 6 

months. The mean GDSS scores significantly improved 

at one and six months after surgery (p<0.001). Patient 

satisfaction was co-related with relief of symptoms. The 

study concludes that in cholelithiasis patients presenting 

with dyspeptic symptoms do find relief after 

laparoscopic cholecystectomy, however the symptoms 

may persist due to a functional component and patients 

should be counselled adequately in the preoperative 

period. 

 

6. Conclusion 

Our study concludes the following 

1) Most symptomatic patients undergoing 

laparoscopic cholecystectomy are objectively 

relieved of dyspeptic symptoms.  

2) Very few patients have persistent symptoms 

even after 6 months. 

3) Patients tend to associate relief of dyspepsia 

with successful outcome of surgery.  

Effect on clinical practise 

1) It is extremely essential that patients be 

counselled in detail about the possibility of 

persistence of dyspeptic symptoms which may 

in-fact be functional/inorganic. 

2) Significant stress should be given to rationale 

for 

gallbladder removal and clarification of patient 

symptom 

relief. 

 

The fact that laparoscopic cholecystectomy may or may 

not cure dyspepsia should be brought across very 

strongly especially to patients who primarily present 

with dyspeptic symptoms. 
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