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ABSTRACT 
 
Gallstone ileus is an uncommon complication of cholelithiasis, with a high morbidity and mortality rate, usually 
related to the delayed diagnosis of intestinal obstruction. Diagnosing gallstone ileus needs a high index of suspicion. 
A case of a gallstone ileus is reported. The clinical presentation, radiological features, intra-operative findings, 
operative procedure and literature review are presented. 
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INTRODUCTION 

Gallstone ileus is an uncommon complication of 
cholelithiasis, with a high morbidity and mortality rate. 
It constitutes 0.4% of all cholecystectomies and 3.7% of 
the operated small bowel obstructions.  

 

CASE REPORT 

A 40-year-old female presented to the emergency room 
with a 3-week history of intermittent, colicky abdominal 
pain, initially localized in the right hypochondrial and 
peri-umbilical region, generalized later on.  

Pain relieved after passing faeces initially and associated 
with decreased bowel movements, vomiting and 
abdominal distention. After two days , the abdominal 
pain became worse, distention increased and the patient 
developed an absolute obstipation. 

She was admitted to Palanpur civil hospital and 
managed conservatively for 18 days. Patient was kept on 
parenteral nutrition, a nasogastric tube was inserted and 
enema was given twice in first week after which she 
passed faeces. 

Routine investigations were done, including serial 
radiographs, ultra sonography suggestive of dilated fluid 
filled bowel loops with sluggish peristalsis, gall bladder 
collapsed, with mild free fluid in abdomen. Her 
condition did not improve and she was referred to Civil 
Hospital Ahmedabad. 

Her past history included history of flatulent dyspepsia 
for 1 yr. history of ultra sonography done 8 months 
back, suggestive of presence of multiple GB calculi. Her 
operative history was unremarkable except for a 
laparoscopy as a part of investigative work up for 
infertility. 

On examination, she was slightly tachycardic (90/min) 
and afebrile; her BP was 122/80; her abdomen was soft, 

distended, nontender. No guarding, rigidity, 
organomegaly or ascites was apparent. Peristalsis was 
sluggish. Per rectal examination showed presence of 
liquid stools, rest within normal limits. Her WBC count 
was 15.7, Sr K+ 3.1, rest haemogram, coagulation study, 
renal and liver function tests were normal.  

Abdominal X-ray showed distended small bowel loops 
with multiple air fluid levels (figure 1), chest X-ray was 
normal (figure 2). Ultrasonography suggestive of dilated 
and content filled bowel loops with sluggish peristalsis 
with minimal inter-bowel free fluid. 

Patient was resuscitated with fluids, and a nasogastric 
tube was inserted. There after she was taken to an 
operating room. A midline incision was made. The 
stone was identified 20 cm proximal to ileo-caecal 
junction, where an enterotomy was made and the stone 
was extracted. The stone was 3x4 cm in size (figure3).  

The bowel was explored for possibility of other stones 
and while emptying the proximal bowel two more 
stones, 2x1.5 cm and 1x1.5cm were found (figure 
4).Tube drain was kept in pelvis. Gall bladder and CBD 
were found to be within normal limits. Post-operative 
recovery was uneventful except for hypokalemia which 
was corrected and she was discharged 13 days post-
surgery 

 

DIAGNOSIS 

In Reisner and Cohen series2 correct diagnosis of 
gallstone ileus, confirmed at laparotomy, was made pre-
operatively in 43% of the patients. 

Traditionally, plain abdominal radiography remained 
mainstay for the assessment of small bowel obstruction. 
However, the sensitivity of plain film varies from 40 to 
70%in diagnosing gallstone ileus.3The classical 
radiological features of gallstone ileus were described by 
Rigler et al. in 19414 and are summarized in Table 1. 
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Table 1: Radiological features of gallstone ileus on 
plain abdominal films 

Air (pneumobilia) or contrast medium in the biliary tree 
Direct or indirect (using contrast medium) visualization 
of a stonein the intestine 
A change in the position of a previously observed stone 
Evidence of partial or complete intestinal obstruction 

 
In this case, diagnosis of gall stone ileus was intra- 
operative.  

 

 

Figure 1 Abdominal radiograph in standing 
position  

 

Figure 2 chest radiograph  

  

Figure 3: Fragments of impacted stone 

  

Figure 4: Other two milked out stones 

 

Ultrasonography has been shown to be more helpful 
than plain films in diagnosing gallstone ileus.5 They 
found that abdominal sonography demonstrated bowel 
loop dilatation (44.44%), extraluminal fluid (14.81%), 
ectopic stones (14.81%), gallbladder abnormalities 
(37.04%), and pneumobilia (55.56%). 

Diagnostic CT criteria include2, SBO,1 ectopic gallstone, 
rim-calcified ortotal-calcified,3 abnormal gall bladder 
with complete air collection, presence of air-fluid level 
or fluid accumulation with irregular wall. 

The site of stone impaction as shown by Reisner and 
Cohen2 was Ileum 60.5%, Jejunum 16.1%, Stomach 
14.2%, Colon 4.1% and Duodenum 3.5%. 

 

TREATMENT 

The appropriate treatment of gallstone ileus is 
controversial. Both operative and nonoperative 
approaches have been described in the literature. 

One-stage procedure (enterolithotomy plus fistula repair 
and cholecystectomy), when feasible, should be the first 
choice. The higher mortality associated with one-stage 
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operational though not statistically significant, 
warranted a procedure directed at the obstruction. 
Moreover, the morbidity related to the biliary tract and 
the biliary-enteric fistula is low [Table 3]. Even a 
subsequent cholecystectomy might not be needed if the 
patient is asymptomatic. 

 

Table 2: Mortality from gallstone ileus based on 
surgicalprocedure1 

Procedure Mortality (%) 
One stage 19/113 (16.9%) 
Entero-lithotomy alone 94/801 (11.7%) 
Non-operative 13/49 (26.5%) 
 

Table 3: Morbidity from gallstone ileus1 

Morbidity Percentage 
Wound infection 32 
Biliary symptoms 15 
Recurrence 4.7 
Operation 10 
 

In the case that we reported, the decision was made not 
to perform a subsequent cholecystectomy, because the 
patient was asymptomatic 2 months after the operation 
and the ultrasound showed a normal biliary tree. 

The laparoscopy-assisted techniques have been reported 
in management of gall stone ileus. 

One should remember that laparoscopy is somehow 
more challenging in those patients because of the 
dilated and edematous bowel in those cases that require 
gentle manipulation of the bowel to prevent 
perforation. Also, one should remember that incidence 
of second stone has been reported in 3-15% of patients, 
and the need to run the bowel either by the laparoscope 
or through a mini laparotomy is important. 

The final technical issues to remember are milking the 
stone and making the enterotomy away from the site of 
impaction because it is often edematous. In addition, 
resection of the segment of bowel might be necessary if 
the stone is firmly fixed in an edematous and inflamed 
segment of bowel 
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