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A rare case of cholecystoduodenal fistula and gallstone 
impaction causing gallstone ileus: A case report

Introduction

Gallstone Ileus (GI) is characterized by obstruction of the 
intestinal lumen as a result of one or more gallstones [1]. Ac-
cording to reports from the 1990s, GI is a rare complication of 
gallstones that occurs in 1%-4% of all cases of bowel obstruc-
tion. The mortality associated with GI ranges between 12% and 
27% [2]. 

In 1941 L.G. Rigler described his famous triad of roentgen 
manifestations indicating Gallstone Ileus (GSI), that is, the asso-
ciation of an ectopic gallstone, bowel distension, and pneumo-
bilia [10]. The pathogenesis is due to episodes of cholecystitis 
causing a fistula to develops between the gallbladder and the 
bowel, most commonly the duodenum. A large gallstone is then 
able to migrate to the gastrointestinal tract causing a mechani-
cal obstruction. The most common locations of impaction are 
the terminal ileum and the ileocecal valve due to the small di-
ameter and less active peristalsis.

Case report

A 53 years old female patient, no past medical history, was 
admitted to our surgical ward for epigastric pain, vomiting, and 
no bowel opening for the past 3 days. She did not give any his-
tory of fever or chills. 

On arrival to the Emergency Department, she was not in 
acute distress with normal vital signs and body temperature. 
Upon examination, her abdomen was distended, tympanic on 
percussion, and high-pitched bowel sounds were audible. Digi-
tal rectal examination was collapsed rectum with no bogginess 
or mass. 

Laboratory tests demonstrated a normal white blood cell 
count. Her renal profile and liver function test were within the 
normal range. Her chest X-ray was normal and did not show any 
air under diaphragm. 

Abdominal X-ray showed a well-defined radiopaque focus 
seen at the right hypochondriac region in keeping with gall-
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Introduction

Gallstone ileus is a rare cause of gastrointestinal (GI) complica-
tion of gallstone that causes mechanical intestinal obstruction due 
to gallstone impaction in the gastrointestinal tract. About less than 
1% of intestinal obstruction is caused by this. Patients may present 
with non-specific signs and symptoms. Surgical relief of gastrointesti-
nal obstruction remains the mainstay of operative treatment. Classi-
cal findings on plain abdominal radiography include (1) pneumobilia; 
(2) intestinal obstruction; (3) an aberrantly located gallstone; and (4) 
change of location of a previously observed stone. The current surgi-
cal procedures are: (1) simple enterolithotomy; (2) enterolithotomy, 
cholecystectomy, and fistula closure (one-stage procedure); and (3) 
enterolithotomy with cholecystectomy performed later (two-stage 
procedure). We describe a case of gallstone ileus.

Abbreviations: GI: Gastrointestinal; CT: Computerised Tomography.
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Figure 1: Well-defined radiopaque focus seen at the right hypo-
chondriac region and at the right sacral alar.

stone. There are loops of dilated small bowel with stacked coin 
appearance seen at the lower abdomen. There is another radi-
opaque focus seen projected over the right sacral alar sugges-
tive of gall stone ileus (Figure 1).

Due to her persistent vomiting and distended abdomen, 
an orogastric tube was inserted and feculent material drained 
about 500 cc. Decision made for an urgent exploratory laparot-
omy. Exploration revealed massively dilated loops of small bow-
el proximal to the distal ileum. An obstruction was seen at 180 
cm from the duodenojejunal junction with a 1 cm size of small 
bowel perforation at the mesenteric site. Enterotomy was made 
to reveal a large gallstone 2 X 3 cm. The gallstone was removed, 
and 10 cm of the small bowel was resected, and an end-to-end 
anastomosis was done. The gallbladder wall was thickened with 
multiple small gallstones, and one large gallstone about 2 cm 
impacted at the Hartmans pouch (Figure 2). There was also a 
fistula communicating between the Hartmans pouch and the 
first part of the duodenum, which was repaired primarily with 
absorbable poly filament suture and omental patch. Cholecys-
tectomy was also performed. 

The patient had an uneventful post-operative course and 
was discharged home on post-operative day 10.

Figure 2: Extracted gallstones.

Discussion

Gallstone ileus is more common in women, and the ratio of 
females to males is 3.5 to 1 [4]. The gallstone may enter the 
intestine through a fistula, and it can impact anywhere in the 
gastrointestinal tract. The gallstone must be ≥ 2-2.5 cm in diam-
eter to cause obstruction [5]. As shown by Reisner and Cohen, 
impaction of the stone can occur in any part of the bowel, i.e., 

the ileum (60.5% of cases), jejunum (16.1%), stomach (14.2%), 
colon (4.1%), and duodenum (3.5%). It can also be passed spon-
taneously (1.3%) [4]. Most frequently is the terminal ileum and 
the ileocaecal calve because of the narrow lumen and less ac-
tive peristalsis [7]

Gallstone ileus is more common in elderly patients with co-
morbidities. The often vague, intermittent symptoms may delay 
the diagnosis and worsens morbidity and mortality. The pa-
tient may have intermittent symptoms of nausea, vomiting, ab-
dominal distention, and pain. More attention should be made 
to those patients who have a history of cholecystolithiasis and 
with symptoms of nausea, vomiting, abdominal pain, and dis-
tention. However, our patient had an acute intestinal obstruc-
tion and led us to a quick decision for surgical intervention. 

Classical findings on plain abdominal radiography include 
(1) pneumobilia; (2) intestinal obstruction; (3) an aberrantly 
located gallstone; and (4) a change in location of a previously 
observed stone[9]. Gallstones are radiopaque only in 15-20% of 
cases [1]. In our patient, we did not proceed with a diagnostic 
CT abdomen as she had feculent material on her ryles tube free 
flow; thus, a decision was made for an urgent laparotomy.

GI is a mechanical intestinal obstruction caused by the im-
paction of gallstones within the lumen of the bowel. Most 
reports indicate that stones smaller than 2.5 cm usually pass 
through spontaneously, so conservative treatment (decompres-
sion by nasogastric drainage) is conducted before a decision is 
made to remove the impacted stone by surgical means [8]. 

Wound infections and dehiscence is known to being the most 
common complications after surgery in 25% to 50% of GI cases. 
Other complications such as acute renal failure are also seen in 
post-operative patients. Gastrointestinal complications related 
to anastomotic leaks and intra-abdominal abscesses are high-
est in patients undergoing enterotomy with fistula closure [11].

Laparotomy should involve a systematic and meticulous 
search for the presence of additional ectopic enteric stones. 
Enterolithotomy remains the mainstay of operative treatment. 
A one-stage cholecystectomy and repair of the fistula is justi-
fied only in selected patients in good general condition and 
adequately stabilized preoperatively. Specific criteria for a one-
stage procedure remain to be established. Two-stage surgery 
is an option for patients with persistent symptomatology after 
enterolithotomy surgery.

Conclusion

Gallstone ileus or gallstone gastrointestinal obstruction rep-
resents less than 1% of gastrointestinal obstruction cases, with 
a higher frequency among the elderly. The patient may pres-
ent with vague symptoms, which may delay the diagnosis and 
treatment. Surgical intervention to relieve the obstruction is the 
mainstay of the treatment. A good judgment in selecting the 
surgical procedure will help in reducing mortality and morbid-
ity.
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