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Brides of quietness: silent gall stones

Around five million people in Britain have gall stones.
Cholecystectomy is the most frequently performed major
abdominal operation, but nevertheless only 45 000 gall bladders
are removed annually, so most gall stones seem seldom, if
ever, to give rise to symptoms. Whether gall stones can be
truly "silent"-that is, give rise to no abdominal symptoms
at all-has been the subject of much discussion, as has the
risk of prolonged retention of stones in the gall bladder.
Two issues must be quite clear when evaluating publications

on silent gall stones: patients must be genuinely asymptomatic,
and certain symptoms must not be ascribed to the gall stones
erroneously. Flatulence, intolerance of fatty food, and
"flatulent dyspepsia" are not acceptable guides to the presence
of cholelithiasis. There is probably no specific gall bladder
dyspepsial-3-indeed patients who have undergone removal
of the gall bladder for such symptoms have a high frequency
of complaints after cholecystectomy.4 In one of the best and
most widely quoted studies of the natural history of gall stones
Wenckert and Robertson reviewed the course of 781 patients
with gall stones who were not treated surgically and found
that 3000 developed substantial complaints.5 Entry into that
study, however, depended on the patients having symptoms;
the gall stones were not silent. Comfort, Gray, and Wilson
reported that 46% of people with silent stones eventually
developed complaints, but they included patients with
dyspepsia, and if these are set aside only 18% of the group
became symptomatic over 10-12 years.6 In another study
70% of executives with asymptomatic gall stones found at
routine cholecystography remained symptom free.7
A recent report has given us fresh information on the

clinical course of silent gall stones.8 A total of 123 healthy
faculty members of the University of Michigan had gall
stones discovered on cholecystographic screening. During a
follow-up of 11-24 years only 16 of them developed biliary
pain, 35 underwent prophylactic surgery while still symptom
free, 30 died from non-biliary causes, and the remaining 42
were symptom free for the duration of the study. The
cumulative probability ofdeveloping biliary pain was calculated
to be 10% at five years, 15% at 10 years, and 18% at 20 years.

If the gall stones remain silent do they matter; what risks dp
theycarry ? Onlyrarely will gallstones disappear spontaneously. 9

The main hazards are the development ofbiliary pain, jaundice,
perforation, pancreatitis, and cancer. The Michigan study

BRITISH MEIDICAL JOURNAL 1983. All reproduction rights reserved.

indicates that the risk of major complications is low, that
patients do not die because of the continuing presence of
gall stones, and that the yearly risk of developing biliary pain
decreases with time. Furthermore, should symptoms occur
generally they do so soon after the stones have been diagnosed,
which means that the risk of a cholecystectomy will not be
much greater than if it had been undertaken when the stones
had first been recognised. An operation at this time is usually
for uncomplicated biliary pain and may be performed
electively.

Perhaps the most vigorous debate has been over the risk of
developing cancer of the gall bladder. This is an uncommon
cancer with a short clinical course, high mortality, and a
strong association with gall stones-which are present in
70-98% of cancerous gall bladders.101' The mortality from
cancer of the gall bladder had declined during the past decade,
and this may well be due to the rise in cholecystectomy rates.'2
Indeed cholecystectomy has even been put forward as a form
of prophylaxis against cancer of the gall bladder.'013 This
approach is unacceptable. The risk of cancer developing in a
gall bladder with stones is about 1%"1; the mean age at which
the cancer is diagnosed is 70; the mortality for cholecystectomy
is about 1% (it varies from 0-2% to nearly 10% depending on
the skill of the surgeon and the nature and circumstances of
the operation). More important, any operative deaths will
tend to be in patients much younger than the average patients
with cancer of the gall bladder. Many years ago Jennings
argued against prophylactic cholecystectomy, showing that a
reduction in the number of deaths from cancer of the gall
bladder would be at the expense of a lessened expectancy of
life; these arguments are valid today.'4
We still do not understand what determines whether gall

stones are symptomatic or silent. It does not appear to depend
on the number or composition of the stones.'5 Perhaps there
may be factors within the gall bladder itself, for recent work
suggests that a gall bladder containing stones has an enhanced
sensitivity to cholecystokinin16 17; but more information is
needed.
Most gall stones give no hint of their presence and are not

a health hazard. The answer to the problem of the silent stone
must surely be its prevention. The evidence that gall stones
may be the consequence of certain environmental factors,'819
and our growing ability to alter the composition of bile and to
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dissolve gall stones therapeutically,20 provide firm encourage-
ment for the belief that this common and important disease
may be prevented.
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Students and the developing
world
In the past few years we have published many articles written
by students on their electives abroad. We are glad that Dr F
Shann (p- 474) has written complaining about these articles
because it gives us a chance to clear up what seems a wide-
spread misunderstanding. The articles are not in any way, as
Dr Shann suggests, a substitute for serious, rigorous papers on
medicine in developing countries. Nor are they equivalent to
the educational articles that we carry on, for instance, diabetes
or brain death. We have never suggested (and never would)
that medicine in developing countries is a matter for students
and medicine in developed countries a matter for experts.
We have the greatest respect for those who work in develop-

ing countries, and even a cursory glance at the BMJ of the past
few years will show many serious articles written both for
and by doctors practising in developing countries. For in-
stance, in the second half of 1981 we published a series of
articles on tropical infections, and in the autumn of last year

our correspondence columns hummed with letters dis-
cussing the future organisation in Britain of training in tropical
medicine. Indeed, we bend over backwards to help authors
from developing countries. In the past fortnight, for example,
we received a handwritten paper from China, and, although
the paper was clearly not suitable for the BMJ, we asked a
referee's advice on how the authors could prepare their paper
for possible publication in a western journal.
The irony of the protests about our student elective articles

(and we have received many letters from readers saying how
much they enjoy them) is that usually the British students are
full of admiration for the work they have seen in developing
countries. Many of them end their articles by saying that they
are keen to return, and many do return. Sometimes, of course,
they are critical of some of what they see, and they have every
right to be so: a critical component is essential for a good article,
and British students are just as often critical of Western medi-
cine. A few of the articles have been written by British students
who have visited the United States, and they have at times been
very critical.
Dr Shann is right in some of his suppositions about why we

publish these articles. With an increasing number of student
readers, we are concerned to have articles in the BMJ written
by students. Articles on student electives are one of the best
ways of achieving this end. Of the many such articles we
receive, we are slowly but surely raising our standards for those
that are accepted. What we look for are not articles that teach
us about medicine in far away countries, because we appreciate
that a young student's fleeting impressions will be of little or no
educational value to those working in developing countries, but
rather brightly written articles that convey their flavour and
also fascinate, entertain, and amuse. Students should not be
discouraged by public criticism and we are keen to consider
their articles-from whatever country.

Genetics of systemic lupus
erythematosus
Since the discovery of the association between ankylosing
spondylitis and the antigen HLA-B27 most major diseases have
come under scrutiny for possible associations with HLA
groups. A general conclusion of such studies is that all condi-
tions in which autoimmune mechanisms play a prominent
part show a significant association with HLA antigens, and
among the connective tissue diseases examples include
rheumatoid arthritis,1 2 scleroderma,3 4 some types of systemic
vasculitis,5 Sjogren's syndrome,6 and systemic lupus erythema-
tosus.

In systemic lupus erythematosus evidence for familial or
genetic factor(s) in the disease had begun to accumulate inde-
pendent of any HLA studies.7 A family history of systemic
lupus erythematosus is found in about 5% of cases. Twin
studies have shown up to 67% concordance for the disease in
monozygotic twins-indeed, one pair of twins had been separa-
ted by adoption from an orphanage when they were aged 6
months, brought up in widely differing backgrounds, and each
developed systemic lupus erythematosus within one month of
each other at the age of 14. In addition, an increased frequency
of autoantibodies and diminished function of the suppressor
cells have been found in otherwise healthy relatives of patients
with systemic lupus erythematosus.
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