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Abstract: Gallstone ileus occurs when gallstone migrates from the gallbladder to the bowel through a 

cholecysto-enteric fistula, causing mechanical bowel obstruction. It is an uncommon cause of bowel 

obstruction. It occurs almost exclusively in the elderly, and accounts for 25% of mechanical small bowel 

obstruction in patients over the age of 65 years. Clinical diagnosis of gallstone ileus is difficult and usually 

depends on the radiographic findings. We present a case of 70 year old female with history of unstable angina, 

who presented with small bowel obstruction owing to a large gallstone in ileum. 
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I. Introduction 
 Gallstone ileus, first described by Dr. Erasmus Bartholin in 1654, is a mechanical obstruction caused 

by the impaction of one or more gallstones within the lumen of any part of the gastrointestinal tract. It is a rare 

disease and accounts for about 1% to 3% of mechanical ileus of the small bowel, but for 25% of all small bowel 

obstructions in patients older than 65 years[1]. In patients with cholelithiasis only 0.3-0.5% develop gallstone 

ileus[2]. We report a case of 70 year old female with history of unstable angina, who presented with small bowel 

obstruction owing to large gallstone in ileum. 

 

II. Case Report 
A 70 years old woman presented to our emergency department with complaints of abdominal pain, 

distension, vomiting and constipation for 3days. She had similar complaints for 1 day, 5 days back. She had 

history of unstable angina 6 months back. She had no other comorbidities or history of surgery. 
 On physical examination, she was conscious, dehydrated, pulse rate was 120/min, and blood pressure 

was 98/60 mmHg. Her abdomen was tense, distended, tenderness was present all over the abdomen, there was 

no guarding or rigidity. Bowel sounds were reduced. Digital rectal examination revealed empty rectum. 

Resuscitation was started immediately. X-ray Abdomen film showed dilated small bowel loops along with few 

air-fluid levels and there was no free gas under diaphragm. Ultrasonography abdomen revealed edematous and 

dilated small bowel loops with sluggish peristalsis along with mild ascites. Diagnosis of sub-acute intestinal 

obstruction was made and patient was put on conservative treatment. 

Blood investigation showed, Hb%- 14.7 gm/dl, WBC – 16,200/cubic millimetre of which 87% were 

polymorphs. Her Serum electrolytes, Renal function test and Liver function tests were normal. There was no 

improvement in her general condition with time and her obstruction was not relieved. NCCT abdomen revealed, 

proximal ileal intraluminal stone like density (3cm in diameter) at transit point with mural thickening and 

features  of acute small intestinal obstruction with minimal pneumobilia and air density in gallbladder, 

suggestive of gallstone ileus(fig1&2). 

Emergency exploratory laparotomy was done. Intra-operatively, a gallstone of size 3x2.5cm was found 

obstructing the proximal ileal lumen, causing dilatation of proximal bowel loops and collapse of distal bowel 

loops(Transition point)(fig3&4). Cholecysto-enteric fistula couldn’t be identified due to dense peri-cholecystic 

adhesion. Proximal longitudinal enterolithotomy with decompression of the proximal bowel was done. But the 

patient expired on first post-operative day due to myocardial infarction. 

 

III. Discussion 

Gallstone ileus is an uncommon condition that may result when a gallbladder stone enters into the 

intestinal tract, usually as a result of an internal fistula between the gallbladder and duodenum[3]. 

The formation of a fistula between the gallbladder and the duodenum may allow a gallstone to enter the 

intestinal tract. Cholecystoduodenal fistula is the most frequent (75%), followed by chylecystocolic fistula(10-

20%), and a variety of other types (15%). Spontaneous entero-biliary fistula occurs secondary to biliary disease, 

and diseases of adjacent structures. These are usually associated with gallstone but have also been reported with 
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peptic ulcer disease, abdominal trauma, Crohn’s disease, and malignancy of biliary tract, bowel, and head of 

pancreas[4]. 

The terminal ileum is the most frequent site of obstruction [3]. However, it may be found in duodenum 

causing Bouveret’s syndrome[2]. Other points of obstruction, being jejunum (30%) and colon (2.5%). 

The classical radiologic triad or Rigler triad of pneumobilia, small bowel obstruction and ectopic 

gallstone is specific for this disease, but only 9-14% of patients have a clear-cut Rigler’s triad[5]. 

Ultrasonography has been shown to be more helpful than plain films in diagnosing gallstone ileus. 

Ripolles T et al found that abdominal sonography demonstrated bowel dilatation (44.44%), extraluminal fluid 

(14.81%), ectopic stones (14.81%), gallbladder abnormalities (37.04%), and pneumobilia (55.56%)[6]. 

Computed tomography (CT) scans may also provide useful information if the diagnosis is in doubt. CT 

is useful for estimating the size and number of impacted gallstones and the transition point between dilated and 

collapsed bowel[7]. 

Gallstone ileus usually requires emergency surgery to relieve intestinal obstruction. There is no 

uniform surgical procedure for this disease because of its low incidence[8]. Enterolithotomy alone is the 

preferred surgery more than enterolithotomy combined with cholecystectomy[9]. Pavlidis TE et al compared the 

mortality from one-stage procedure (entrolithotomy plus fistula repair and cholecystectomy) (16.9%) versus 

enterolithotomy alone (11.7%)[10]. 

Recently, laparoscopy guided enterolithotomy has become the preferred surgical approach in treating 

gallstone ileus[11]. Additionally, the non-surgical treatment of gallstone ileus has been suggested, including 

endoscopic removal and shock wave lithotripsy, but this depends on the location of obstruction[12,13]. 

The prognosis of gallstone ileus is usually poor and worsens with age. This is largely due to delayed 

diagnosis and concomitant conditions such as cardio-respiratory disease, obesity and diabetes mellitus[1]. 

 

IV. Figures 

 
Fig 1: NCCT abdomen showing stone within proximal ileum 

 

 
Fig 2: NCCT abdomen showing gallstone ileus and pneumobilia. 
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Fig 3: Transition point due to impacted gallstone 

 

 
Fig 4: Extracted gallstone (3x2.5 cm) through longitudinal enterolithotomy. 

 

V. Conclusion 
In conclusion, delay in achieving diagnosis of gallstone ileus is not uncommon. If left undetected it 

leads to increased mortality. A high index suspicion in older patients with intermittent gastro-intestinal 

symptoms should trigger appropriate sensitive investigation like computed tomography of the abdomen for early 

diagnosis and management in order to reduce mortality. 
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