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Background and Aims: Gallstone disease is increasingly prevalent in India and frequently presents with dyspeptic 
symptoms that may overlap with upper gastrointestinal (GI) pathology. This study aimed to determine the frequency of 
significant upper GI endoscopic findings in patients with ultrasound-proven symptomatic cholelithiasis presenting with 
chronic dyspepsia.  A retrospective study was conducted at the Department of General Surgery, Government  Methods:
Stanley Medical College and Hospital, Chennai, from June 2015 to May 2016. One hundred and twelve patients (age >16 
years) with ultrasound-proven gallbladder stones and chronic dyspeptic complaints underwent upper GI endoscopy 
using a flexible OGD scope. Findings were tabulated and analyzed by age and sex. Significant endoscopic  Results: 
lesions were identified in 82 of 112 patients (73.2%). Females comprised 73.2% of the cohort. The most common finding 
was gastritis (48.2%), followed by duodenitis (25.9%), reflux esophagitis (11.6%), hiatus hernia (9.8%), and gastric and 
duodenal ulcer (1.8% each). Significant lesions were more prevalent in females across all age groups and increased in 
frequency with advancing age, reaching 100% in the >60 years group.  A high proportion of patients with Conclusions:
symptomatic cholelithiasis harbour concurrent upper GI pathology detectable by endoscopy. Routine preoperative 
upper GI endoscopy before elective cholecystectomy may help identify co-existing treatable conditions, reduce 
unnecessary surgery, and decrease postoperative symptom persistence.
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INTRODUCTION
Gallstone disease (cholelithiasis) has become increasingly 
common in India over recent decades, a trend attributed to 
advances in abdominal imaging and significant lifestyle 
modification.[1] The majority of gallstones discovered 
incidentally on routine ultrasonography are asymptomatic, 
and prospective studies suggest that asymptomatic stones 
rarely cause serious complications during the patient's 
lifetime. [2,3]

Symptomaticcholelithiasis,however,presentsaclinicallychall
engingpicture.Symptoms may be acute or chronic, and the 
chronic dyspeptic presentation, classically termed flatulent 
dyspepsia and encompasses epigastric pain, postprandial 
bloating, belching, nausea, and vomiting.[4] The fundamental 
diagnostic difficulty is that these symptoms are non-specific 
and may originate from concurrent upper gastrointestinal 
pathology rather than, or in addition to, the gallbladder itself. 
However, the radiological demonstration of gallstones does 
not exclude other disorders responsible for a patient's 
symptoms.[5]

Several published research have documented persistent 
abdominal symptoms in a significant proportion of patients 
following cholecystectomy, suggesting that pre-existing 
upper GI pathology was responsible for some or all of the 
presenting complaints.[6,7,8] This observation underscores 
the clinical importance of evaluating the upper GI tract before 
surgery, since failure to identify a co-existing treatable 
condition may result in postoperative symptom persistence 
and an avoidable operation.[9]

Upper GI endoscopy (esophagogastroduodenoscopy, EGD) 
is a highly sensitive tool for diagnosing mucosal pathology. 
However, its routine application in the preoperative workup of 
patients with symptomatic cholelithiasis remains debated. 
Studies from Western contries have generally reported that 
fewer than 30% of such patients have significant upper GI 
findings at endoscopy. [10,11] Data from the Indian 
subcontinent, where dietary habits, Helicobacter pylori 
prevalence, and referral patterns differ markedly, remain 
limited.

The present study was conducted to study the prevalence of 
symptomatic dyspepsia and determine the co-incidence of 
significant upper GI endoscopic findings in a South Indian 
population with ultrasound-proven symptomatic gallstone 
disease presenting with chronic dyspepsia.

METHODS
StudyDesignandSetting
This was a retrospective study conducted in the Department 
of General Surgery, Government Stanley Medical College 
and Hospital, Chennai, India—a tertiary referral centre. The 
study period spanned June 2015 to May 2016. Ethical 
commit tee  approva l  was  obta ined  f romtheDean 
'sofficeatGovernmentStanleyMedicalCollegeHospitalpriorto
commencement. All authors had access to the study data and 
reviewed and approved the final manuscript.

Participants
Patients presenting to the general surgery outpatient 
department, or referred from other departments, with 
symptomatic cholelithiasis fulfilling the inclusion criteria 
were enrolled. The final sample comprised 112 patients.

Inclusion criteria were: (1) age greater than 16 years; (2) 
ultrasonogram-proven single or multiple gallbladder stones; 
(3) presence of one or more of the following chronic 
dyspeptic complaints—pain in the epigastrium or right upper 
quadrant, postprandial pain, constant pain accompanied by 
nausea and vomiting, or belching/bloating/indigestion; and 
(4) written informed consent to participate.

Exclusioncriteria were:(1) agelessthan 16years;(2) acute 
abdomenor colickypain;(3) haemodynamic instability; and 
(4) refusal to provide consent.

Endoscopic Technique
Allpatientswerekeptnilperoralforatleastsixhourspr iortothep
rocedure.Intravenous access was established; no 
prophylactic antibiotics or intravenous sedation were 
administered. Oral dentures and spectacles were removed. A 
1% lignocaine jelly was applied to the endoscope tip to 
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suppress the gag reflex. Patients were positioned in the left 
lateral decubitus position with the head slightly elevated.

A standard 120 cm forward-viewing flexible endoscope 
(OGD scope) was used. The instrument was lubricated, 
inserted through a mouthpiece, and advanced under direct 
vision over the tongue, uvula, epiglottis, and cricopharynx 
into the cervical oesophagus as the patient swallowed. The 
endoscope was advanced to the proximal duodenum. 
Systematic inspection and mucosalsamplingwereperformed 
duringwithdrawalwiththeviscerawell -distendedby 
airinsufflation. Anatomical landmarks—the cricopharyngeal 
fold, gastro-oesophageal junction (GEJ), lower oesophageal 
sphincter, pylorus, and superior duodenal angle were 
documented. All findings were recorded in a structured 
proforma.

Outcome Variables
The primary outcome was the prevalence of significant 
endoscopic lesions, defined asany finding other than a 
completely normal examination. Secondary outcomes 
included: the distribution of specific diagnoses (gastritis, 
gastric ulcer, duodenitis, duodenal ulcer, reflux esophagitis, 
and hiatus hernia); the prevalence of significant findings 
stratified by sex; and the relationship between age group and 
the prevalence of significant lesions.

Statistical Analysis
Data were entered into a structured proforma and tabulated 
using Excel and SPSS v17. Categorical variables are 
expressed as frequencies and percentages. Age and sex 
distribution charts were constructed and prevalence was 
stratified accordingly. A p-value for the association between 
gastritis and age above 60 years was calculated and assessed 
for statistical significance.

RESULTS
Sociodemographic Characteristics
Atotalof112patientswithultrasoun-provensymptomaticch 
olelithiasisandchronic dyspepsiawerestudied. Theage 
distribution issummarisedinTable 1.Thelargest group 
(52.7%) was in the 21–40 year age range, and subjects under 
40 years of age comprised 54.5% of the total cohort. Only 
11.6% were older than 60 years.

Table1.AgeDistributionofTotalSubjects(n=112)

Femalepatientspredominated,comprising82of112subjects(7
3.2%),with30males (26.8%)asshowninTable 2.

Table2.GenderDistributionofTotalSubjects(n= 112)

Overall Endoscopic Findings
Significantendoscopiclesionswereidentifiedin82of112patien
ts(73.2%),while30 patients (26.8%) had a completely normal 
examination (Table3).

Table3.DistributionofSubjectswithSignificantVersusNor
malEndoscopicStudy(n=112)

The spectrum of individual findings is presented in Table 4. 
Gastritis was the most prevalent diagnosis, identified in 
48.2% of patients. Duodenitis was the second most common 
finding (25.9%), followed by reflux esophagitis (11.6%), 
hiatus hernia (9.8%), and gastric and duodenal ulcer (1.8% 
each).

Table4.DistributionofVariousEndoscopicFindings(n= 
112)

Percentagesindicatetheproportionofthetotalstudycohort(n=11
2)with eachfindingpresentorabsent.

Sex-StratifiedAnalysis
Of the 82 female patients,58 (70.7%) had significant 
endoscopic findings. Among the 30 male patients, 24 (80.0%) 
had significant findings. The prevalence of significant lesions 
across all individual diagnoses was higher in females than in 
males across all age groups, consistent with the female 
predominance of the overall study cohort.

Age-StratifiedAnalysis
Among the 51 patients aged above 40 years, 43 (84.3%) had 
signif icant  lesions at  Theprevalenceo fsignif ican 
tfindingsamongthoseaged41– 60yearswas84.3%,and in 
those above 60 years it was 100%. This increasing gradient 
with age supports the hypothesis that the burden of co-
existing upper GI pathology rises with advancing age. The p-
value for the association between gastritis and age above 60 
years was statistically significant, a finding consistent with the 
geographic location of the study centre, local dietary customs 
including high intake of spices and chillies, and cultural 
practices of the population served.

DISCUSSION
This retrospective study of 112 patients with ultrasound-
proven symptomatic cholelithiasisandchronic dyspepsia-
demonstrated ahighprevalence (73.2%) of significant upper 
GI endoscopic findings. This figure substantially exceeds the 
rates of less than 30% reported by Ure et al, Yavorski et al, and 
Schwenk et al in Western cohorts. [10,11,12] However, it aligns 
closely with findings from comparable institutional studies. 
Anandaravi et al, in a prospective study of 400 symptomatic 
cholelithiasis patients conducted at Sri Ramachandra Medical 
Center, Chennai, reported that pathological findings were 
present in 75.5% of patients on preoperative UGI endoscopy, 
with gastritis constituting the most frequent diagnosis.[16] 
Similarly, Khedkaret al, in a study evaluating the diagnostic 
value of UGI endoscopy prior to elective laparoscopic 
cholecystectomy, found significant pathological OGD 
findings in 72.5% of patients, predominantly gastric 
pathology.[17] These two Indian institutional series, both 
reporting positive endoscopic findings in excess of 70%, are 
in close accord with our own prevalence of 73.2% and 
collectively underscore the substantially higher burden of 
concurrent upper GI pathology observed in South Asian 
tertiary referral populations compared to the Western 
seriesof Thybusch et al, Dhaliwal et al, and Rashid et al, who 
identified significant lesions in morethan 50% of symptomatic 
gallstone patients.[13,14,15]

AgeGroup Frequency Percent 
(%)

ValidPerce
nt (%)

Cumulative 
Percent(%)

Upto
20years

2 1.8 1.8 1.8

21–40
years

59 52.7 52.7 54.5

41–60
years

38 33.9 33.9 88.4

Above60
years

13 11.6 11.6 100.0

Total 112 100.0 100.0

Gender Frequency Percent 
(%)

ValidPercent 
(%)

Cumulative
Percent (%)

Female 82 73.2 73.2 73.2

Male 30 26.8 26.8 100.0

Total 112 100.0 100.0

Endoscopic
Finding

Frequency Percent 
(%)

ValidPerc
ent (%)

Cumulative
Percent(%)

SignificantLe
sions

82 73.2 73.2 73.2

Normal 30 26.8 26.8 100.0

Total 112 100.0 100.0

EndoscopicFinding Present—YES(%) Absent—NO(%)

NormalStudy 26.8 73.2

Gastritis 48.2 51.8

GastricUlcer 1.8 98.2

Duodenitis 25.9 74.1

DuodenalUlcer 1.8 98.2

RefluxEsophagitis 11.6 88.4

HiatusHernia 9.8 90.2
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The discrepancy between the present results and those of 
Western series may be explained by several factors. Firstly, 
the sample size in this study is relatively small compared to 
the larger multicenter European datasets. Secondly, 
Government Stanley Medical College Hospital is a tertiary 
referral centre specializing in surgical care; patients referred 
to such institutions tend to have more advanced or refractory 
disease, having been treated conservatively elsewhere, 
thusinflating theapparentprevalenceofsignificant lesions. 
Morrison etal., inastudy conducted at a South African public 
hospital that serves a predominantly referred patient 
population, similarly observed rates of concurrent upper GI 
pathology that exceeded 20–46%, validating the practice of 
routine preoperative UGI endoscopy in their setting.[18] The 
role of dietary and infective cofactors unique to this region 
cannot be overlooked; population-level differences in 
Helicobacter pylori endemicity and dietary composition are 
well-established contributors to the higher background 
prevalence of gastroduodenal pathology in South Indian 
cohorts.[16]The female predominance in this cohort (73.2%) 
is consistent with the well-established epidemiology of 
gallstone disease, which disproportionately affects women 
due to hormonal, dietary, and metabolic factors. [1,4] The 
observation that significant endoscopic findings were more 
prevalent in females across all age groups is supported by 
prior literature. Study by Anandaravi et al reported a female-
to-male ratio of 2.2:1 in their symptomatic cholelithiasis 
cohort, strikingly similar to the 2.7:1 ratio observed here, 
reinforcing the view that female sex confers heightened 
susceptibility both to cholelithiasis and to the concurrent 
gastroduodenal pathology that may underlie dyspeptic 
symptoms.[16]

The finding that the prevalence of significant lesions 
increased progressively with age. Older patients with 
symptomatic cholelithiasis were more likely to have 
concurrent upper GI pathology, and this group arguably 
stands to benefit most from preoperative endoscopic 
evaluation. The statistically significant association between 
gastritis and age over 60 years likely reflects cumulative 
mucosal injury from decades of dietary, pharmacological, 
and infective exposures, including Helicobacter pylori, which 
remains highly prevalent in this region of South India.

Gastritis was the single mostcommon endoscopic diagnosis 
(48.2%), a pattern consistent with the high background 
prevalence of gastritis in South Indian populations and with 
the geographic and dietary context of the study institution. 
This finding is corroborated by the Chennai study of 
Anandaravi et al, who similarly identified gastritis as the 
predominant pathology in 22% of patients on UGI endoscopy, 
with gastric erosions in a further 19%, suggesting that gastric 
mucosal inflammation in various forms may account for the 
majority of concurrent upper GI lesions in South Indian 
cholelithiasis patients.[16] Khedkar et al likewise reported 
that the stomach was the most common site of OGD pathology, 
identified in 72.5% of patients with findings, consistent with 
the preponderance of gastritis observed in our series.[17]

Duodenitiswasthesecondmostfrequentfindinginthepresentst
udy(25.9%),andtogetherthese two diagnoses accounted for 
the majority of significant lesions. Reflux esophagitis (11.6%) 
was comparable to the 11–13% reported in the Thybusch et al 
series, while hiatus hernia (9.8%) was slightly higher than the 
approximately 6% incidence documented by Dhaliwal et 
al.[13,14]

Gastricandduodenalulcerswererare(1.8%each),consistentw
ithstudiesfromsimilarsettingsand with the findings of 
Anandaravi et al, who reported gastric and duodenal ulcers in 
7% oftheir endoscopy-positive patients.[16]

The principal clinical implication of these findings concerns 
the role of preoperative endoscopy inthe management 

pathway for symptomatic cholelithiasis.Gallstone 
diseaseclinical symptoms are complex and may mimic other 
upper GI conditions. If preoperative endoscopy identifies a 
treatable condition—such as peptic ulcer disease or severe 
reflux esophagitis—medical treatment of that condition may 
resolve the patient's symptoms without recourse to 
cholecystectomy, thereby reducing operative rates. 
Furthermore, for those who do proceed to surgery, treating 
concurrent pathology preoperatively should reduce the 
incidence of postoperative symptom persistence, a common 
source of patient dissatisfaction following cholecystectomy. 
[6-9]

High rates of positivefindings inupper gastrointestinal 
endoscopy suggest thatsurgery is sometimes performed 
inappropriately in patients whose symptoms were not related 
to biliary stones. The coexistence of upper GI pathology 
shouldbe taken into consideration when deciding the 
treatment plan for individual patients. Zackria et al., in a 
comprehensive review of postcholecystectomy syndrome, 
similarly emphasised that the more secure the preoperative 
diagnosis and the more completely co-existing conditions are 
identified and addressed before surgery, the lower the 
expected incidence of post-cholecystectomy symptom 
persistence. [19] These considerations together support the 
recommendation that upper GI endoscopy be made a routine 
component of the preoperative workup in all gallstone 
disease patients prior to elective surgical cholecystectomy. 
[19]

Limitations:
This study has several limitations. The retrospective design 
precludes assessment of causality, and the absence of a 
control group of non-cholelithiasis dyspeptic patients 
prevents direct comparison of endoscopic findings between 
groups. The relatively small sample size and single-centre 
setting limit generalizability. All patients proceeded to 
cholecystectomy and were not followed up postoperatively, 
so the effect of medical treatment of co-existing lesions on 
symptom resolution could not be assessed. Future 
prospective studies with appropriate control arms, larger 
sample sizes, and postoperative follow-up are needed to 
establish def init ive recommendations for routine 
preoperative endoscopy in this population.

CONCLUSION
The prevalence of significant upper GI endoscopic findings in 
patients with ultrasound-proven symptomatic cholelithiasis 
and chronic dyspepsia is high (73.2%) in this South Indian 
tertiary centre cohort, exceeding rates reported in most 
Western series. Gastritis is the most prevalent single 
diagnosis, reflecting regional dietary and infective patterns. 
Significant lesions are more common in females and increase 
in frequency with advancing age. These findings support the 
routine use of upper gastrointestinal endoscopy as a 
preoperative investigation in all patients with symptomatic 
gallstone disease, to identify concurrent treatable pathology, 
rationalise surgical decision-making, and reduce 
postoperative symptom persistence.
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