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ABSTRACT

Gallstone ileus is considered a rare complication in patients with cholelithiasis, occurring in up to 0.1-0.5%. It represents
4% of the causes of intestinal obstruction. Its prevalence increases with age, being observed up to 25% in patients over
65 years of age and has a predominance in the female gender. The occlusion can occur from the stomach to the rectum,
being more common in the small intestine. We present a case of gallstone ileus that required surgical treatment which
resolved the occlusion condition with a good evolution and a favorable discharge.

Keywords: Gallstone ileus, Bilioenteric fistula, Acute intestinal obstruction

INTRODUCTION

Gallstone ileus is considered a rare complication of
patients with cholelithiasis, occurring in up to 0.1-0.5%.3
It represents 4% of the causes of intestinal obstruction.!3
Its prevalence increases with age, being observed in 25%
in patients over 65 years of age with a predominance in the
female gender.® The occlusion can occur from the stomach
to the rectum, being more common in the small
intestine.>>4A bilioenteric fistula allows stones to pass into
the intestinal tract causing mechanical obstruction.?* The
clinical picture is generally nonspecific, the symptoms are
related to the site of obstruction.>* Clinical episodes can be
acute, intermittent or chronic depending on their
presentation.®* Generally the diagnosis is made within the
first 7 days of the onset of symptoms and will mostly
require surgical treatment by enterolithotomy.*®

Pathophysiology

This entity appears when a biliary stone migrates through
an enterobiliary fistula.*®> Chronic inflammation due to

gallstones generates adhesions in adjacent structures.®
The combination of this inflammation and the pressure of
the gallstone causes erosion in the gallbladder wall,
creating a fistula between the gallbladder and the portion
that is attached to the intestinal portion, facilitating the
passage of stones through it.>> The most frequent site of
fistula occurs in the duodenum in 85% of the cases.?® The
rest of the location includes cholecysto-gastric,
cholecysto-jejunal, cholecysto-colonic, cholecysto-ileal,
and common bile duct-duodenal fistulas, in order of
frequency.'*5 Depending on where the mechanical
obstruction is located, symptoms will be induced,;
highlighting in one of the presentations the Bouveret
syndrome in which the impacted stone is observed at the
level of the duodenum causing gastric occlusion on the
other hand the Barnard syndrome in which the occlusion
is at the level of the ileocecal valve, causing a more distal
occlusion.® The size of the stone is important since there
is the possibility that it will spontaneously pass through the
intestinal tract, reducing symptoms, or failing that, it will
impact some part of it, causing greater symptoms
compatible with intestinal obstruction.’- Gallstones larger
than 2.5 cm do not pass through the ileocecal valve.'
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CASE REPORT

Symptoms are usually nonspecific, which results in a delay
in diagnosis and timely treatment.®® Gallstone ileus is
characterized by either acute or chronic colic abdominal
pain and will depend on the location of the occlusion of the
symptoms.2-> The most frequent symptoms are: abdominal
pain, abdominal distension, nausea and vomiting.*®
Hydroelectrolyte imbalance may be found in some
patients.*®> Gallstone ileus can be suspected in those
patients who present the Triad of Mordor, which consists
of a history of gallstones, acute cholecystitis and the
appearance of clinical signs of intestinal obstruction. This
relationship can occur in 10-30% of cases.>> Although it
has been documented that the patient comes late to be
evaluated and the confirmatory diagnosis of this pathology
is obtained on the seventh day after the onset of
symptoms. 45

Figure 1: Simple abdominal tomography in which
pneumobilia is observed.

Figure 2: Enterolithotomy at 170 cm.

Diagnosis

Unfortunately, the vast majority of the time the physical
examination and laboratory tests do not guide towards any
etiological diagnosis, so its diagnosis in 50% of cases is
made through surgery.” This type of patient should be
approached as in any type of intestinal obstruction,
laboratory tests including liver function tests are requested,
as well as imaging studies to support the diagnosis; It

begins with taking a simple abdominal X-ray, which has
up to 70% diagnostic sensitivity because bile stones are
visible in 10%.>% In the literature, Rigler's triad is
described, consisting of pneumobilia, distention of
intestinal loops and visible stone, which is present in 40%
of cases and is considered pathognomonic of gallstone
ileus.*> Abdominal ultrasound is more useful in these cases
to evaluate signs of acute cholecystitis, aerobilia or to
demonstrate intestinal lithiasis, which usually goes
unnoticed with said study. The imaging study of choice is
contrast-enhanced abdominal tomography, maintaining a
sensitivity greater than 90%.156

Figure 3: Gallstone.
Treatment

The therapeutic pillar continues to be surgical in which it
can be performed; enterolithotomy, enterolithotomy plus
cholecystectomy and fistula closure or enterolithotomy
with cholecystectomy in the second stage with an interval
of 4-6 weeks.”° The first option is the most recommended
because it reduces complications with less prolonged
surgery for patients.” In this intervention, a mortality rate
of 12% is estimated with a recurrence of up to 5%.281°0n
the contrary, in patients who undergo enterolithotomy plus
cholecystectomy, a mortality of almost 17% has been
estimated.5710

Case

A 65-year-old female patient with a surgical history of
cesarean section and myomectomy 30 and 32 years ago
respectively, was referred from her community hospital
because she reported having abdominal pain for 7 days
with diet intolerance, without peristalsis and absence of
evacuations. Previously treated with antibiotic therapy and
intravenous solutions without reporting improvement,
that’s why she was referred to our hospital. The initial
management in our hospital for this patient was placement
of a nasogastric tube, intravenous solutions in addition to
analgesia for 48 hours, however the patient wasn’t
improving whit this measures so a contrast-enhanced
abdominal tomography was performed, which reported
small bowel obstruction due to probable biliary stone. Due
to the above as well as the absence of clinical
improvement, surgical treatment was decided and an
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exploratory laparotomy was performed after 72 hours of
her arriving at our hospital. As intraoperative findings, a
foreign body was identified at 170 cm from the fixed loop
that caused total obstruction, enterolithotomy was
performed, extracting bile stone measuring approximately
3x5 cm, primary intestinal closure was done without
incidents, adhesions were observed in the region of the
gallbladder bed causing bleeding easily after removing
adhesions, so it was decided not to perform
cholecystectomy during this surgical shift. The patient
presented an adequate clinical evolution in her immediate
post-surgery, reporting a decrease in abdominal pain,
channeling gases and presenting liquid evacuations,
tolerating oral administration without eventualities, so it
was decided to discharge her from hospital with
subsequent follow-up consultation for management of the
fistula and cholecystectomy in a second stage.

DISCUSSION

Gallstone ileus is a rare clinical entity, 0.1-0.5%, over time
it is a disease that has not seen a significant increase.l? In
a patient who reports abdominal pain compatible with
acute cholecystitis and is associated with intestinal
obstruction, the physician should suspect that the patient is
suffering from gallstone ileus.t>¥ The treatment in all
cases is surgical, as in our patients, the range of procedures
ranges from enterolithotomy, enterolithotomy plus
cholecystectomy or at intervals, all of them with a mostly
favorable evolution.”® In the case presented in this article,
adhering to the international bibliography, it was decided
to perform enterolithotomy without intervention of the
biliary fistula.81° The patient had an adequate evolution,
obtaining resolution of the intestinal obstruction, without
the presence of complications.”® In this way, the
possibilities of complications are reduced, which is why
the vast majority of the time this intervention is chosen,
resolving the occlusion condition and in a second stage
planning management of the fistula  and/or
cholecystectomy.”® In the case of our patient, adequate
clinical evolution and favorable resolution of the occlusive
condition was obtained.

CONCLUSION

Gallstone ileus is a rare pathology that generates intestinal
obstruction. As its prevalence is low, clinical suspicion is
affected, delaying diagnosis and treatment, causing high
surgical risk, which is why it is recommended to perform
laparotomy with only enterolithotomy and resolve it first.
time the occlusion picture, in order to reduce
complications.
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