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Abstract
Gallstone ileus is a rare complication of cholelithiasis. It usually develops when stones in the gallbladder or biliary tract are fistulized into the gastroin-
testinal tract. Gallstone ileus is more common in women, and its incidence increases with age. The clinical symptoms and signs of gallstone ileus vary 
according to the place where the stone obstructs. Signs of intestinal obstruction such as nausea, vomiting, constipation, obstipation, aperistalsis, and 
abdominal distension are common. Contrast-enhanced computed tomography is the gold standard imaging method in the diagnosis. The treatment 
algorithm of gallstone ileus is controversial. In general, there are publications recommending simple enterotomy, one-stage surgery, and two-stage 
surgery. Patient’s age and comorbidities, fluid electrolyte imbalance, and segment of obstruction are considered for determining operative manage-
ment. In our case, the diagnosis and treatment algorithm of the patient who applied to the Cerrahpaşa School of Medicine Emergency Clinic with 
ileus findings and was found to have gallstone ileus as a result of the examinations are presented.
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Gallstone ileus (GI) is a rare complication of cholelithiasis with 
a rate of 0.15% to 1.5%. Gallstone ileus, which accounts for 

less than 0.1% of all ileus cases, usually develops when stones in 
the gallbladder or biliary tract are fistulized into the gastrointesti-
nal tract. Gallstone ileus is 3.5 times more common in women, 
and its incidence increases with age.1 The average age of onset is 
between 65 and 75 years.2 The patient’s long-term history of cho-
lelithiasis and recurrent episodes of acute cholecystitis are other 
factors affecting the occurrence of GI.

The clinical symptoms and signs of GI vary according to the 
place where the stone obstructs. In Bouveret syndrome, attacks 
of nausea and vomiting develop as a result of gallstone blocking 
the gastric outlet in the duodenum. In Barnard’s syndrome, signs 
of intestinal obstruction such as nausea, vomiting, constipation, 
obstipation, aperistalsis, and abdominal distension due to obstruc-
tion in the ileocecal valve are observed, as well as jaundice at a 
rate of 15%. Chronic abdominal pain due to gallstone passage is 
seen in Karewsky syndrome. The Mordor triad is defined by the 
presence of a history of cholelithiasis, acute cholecystitis, and 
intestinal obstruction.

The diagnosis of the disease begins with the suspicion of GI in 
patients presenting with ileus symptoms at an advanced age. Although 
laboratory tests are nonspecific, jaundice and/or liver enzyme eleva-
tion are observed in 1/3 of the patients.3 Abdominal x-ray (AXR) is 
used as the first-line imaging method in GI. Pneumobilia, ectopic 
radiopaque stone, and small bowel obstruction known as GI pathog-
nomonic AXR findings are known as Rigler’s Triad and are seen in 
less than 50% of patients.4 Contrast-enhanced computed tomogra-
phy (CT) is the gold standard imaging method in the diagnosis of GI 
with a sensitivity of 90-93% and a specificity of 100%. In addition 
to the diagnosis of GI with CT, the segment where the stone cre-
ates obstruction is determined and thus the treatment is directed. 

Abdominal ultrasonography (US) is not frequently used in cases 
of acute ileus because of distention and gas shadows caused by 
obstruction.2 Although magnetic resonance cholangiopancreatogra-
phy (MRCP), which is the gold standard for imaging the bile ducts, is 
not used in acute ileus conditions, it plays an important role in deter-
mining the possible fistula causing GI after ileus treatment.

There are discussions about the treatment algorithm of GI. 
When the literature is examined, it is seen that there are several 
different approaches for stone extraction and repair and timing 
of biliaryenteric fistula.1

In our case, the diagnosis and treatment algorithm of the patient 
who applied to the Cerrahpaşa School of Medicine Emergency 
Clinic with ileus findings and was found to have GI as a result of the 
tests are presented.

Case Presentation
A 61-year-old male patient presented to the emergency depart-

ment with complaints of nausea, vomiting, bloating, intermittent 
abdominal pain for 5 days, and inability to pass gas and stool for 
3 days. Except for benign prostatic hypertrophy, the patient had 
no history of disease or drug use. In the general evaluation of the 
patient, it was observed that his vital signs were within normal lim-
its, his general condition was good, he was conscious, oriented, 
and cooperative. In the abdominal examination, it was observed 
that the bowel sounds decreased, the patient had distension and 
diffuse tenderness in the abdomen. Laboratory examinations of the 
patient showed minimal leukocytosis and moderate C-Reactive 
Protein (CRP) elevation. Although small bowel type air-fluid levels 
were observed in the AXR of the patient, pneumobilia and radi-
opaque gallstones were not observed.

Contrast-enhanced abdominal CT of the patient revealed a 
gallstone of approximately 3 cm at the level of the middle ileal 
segment and dilatation of 4 cm in the widest part of the small 
bowel loops proximal to the stone (Figure 1). The patient under-
went laparoscopic exploration, and due to enclaved stone in the 
terminal ileum, mini laparotomy was made and hand-assisted 
stone extraction was performed (Figure 2). The patient, who had 
no problems in the service follow-ups, was discharged 5 days after 
the operation.
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Discussion
In most of the cases, GI occurs as a result of stones in the 

gallbladder or biliary tract, causing chronic inflammation and 
ischemia, fistulizing the gastrointestinal tract and obstructing the 
lumen.5,6 Although this fistulization is mostly in the form of cho-
lecystoduodenal fistula in the duodenum at a rate of 60-83%, 
it may rarely occur in the stomach, transverse colon, and distal 
small intestine.1,3 It has been shown that large gallstones scat-
tered into the abdomen after laparoscopic cholecystectomy also 
cause GI by fistulizing into the gastrointestinal tract with the 
abscess formation afterward. More rarely, it has been observed 
that gallstones passing through the dilated papilla of Vater after 
sphincterotomy cause GI.3 It has been observed that the size 
of the gallstones is also important in the formation of GI, the 
size of the gallstones forming GI is usually 2-2.5 cm above, and 
smaller stones pass through the digestive tract without forming 
ileus.7-9 It is known that 20% of the gallstones that pass into the 
gastrointestinal tract form ileus, and the majority of them are 
excreted without causing obstruction. It causes obstruction in 
the ileum, which has the narrowest lumen of 60%, in the jeju-
num with 16%, in the stomach with 15%, and in the colon with 

2-8%.10 Less frequently, occlusion has been shown to occur in 
stricture areas, stenotic segments, tumoral strictures, and neck 
of Meckel’s diverticulum due to inflammatory bowel diseases.1

Although GI is a rare condition, it is a serious health problem 
with a mortality rate of up to 30% and a morbidity rate of up to 
50%, since it is usually seen in elderly patients with many comor-
bid diseases. The advanced age and comorbidities of patients with 
GI reveal the importance of early diagnosis and treatment of the 
disease. After diagnosis, effective decompression, correction of 
fluid electrolyte imbalance and metabolic status of patients play 
an important role in reducing postoperative mortality and morbid-
ity. When the literature is examined, it is noticed that the treat-
ment of gallstone ileus is controversial. Although the main step of 
operative treatment is the resolution of ileus with enterotomy and 
gallstone extraction, a good judgment to determine the method of 
operative treatment in patients with comorbidities is required. In 
general, there are publications recommending simple enterotomy, 
one-stage surgery, and two-stage surgery. Patient’s age and comor-
bidities, fluid electrolyte imbalance, and segment of obstruction 
are considered for determining operative managment.11

The probability of the gallstone causing GI to be excreted nat-
urally is approximately 1.3%, and the necessity of an operation 
to remove the stone is obvious.10 Single-stage surgery to remove 
the stone with enterotomy and repair the bilioenteric fistula in the 
same session is a more invasive procedure and has been associ-
ated with prolonged hospitalization, increased likelihood of post-
operative complications, and mortality.10,12 Effective exploration of 
all bowel loops during the surgery is important for the detection 
of the second gallstone, which is present in 3-16% of the intes-
tinal loops. Milking the detected stones proximally, longitudinal 
enterotomy, and transverse closure reduce the risk of postoperative 
stenosis.13

Endoscopy and laparoscopy can be used depending on where 
the stone has obstructed. İn our case, we started operation laparo-
scopically, and in exploration we detected enclaved stone in the 
terminal ileum that prevented laparoscopic manipulation. Then 
we performed hand-assisted enterotomy and stone extraction.11 In 
two-stage surgery, after the diagnosis of gallstone ileus, the stone 
is removed by enterotomy, and fistula repairs and cholecystec-
tomies of patients with American Society of Anesthesiologists 
Classification (ASA) 3-4 and poor metabolic status and/or lung 
reserve are left for a second operation to be performed 4-6 weeks 
later.12 (Figure 3) When older publications were examined, it was 
observed that delayed fistula repair in two-stage surgery may lead 
to the development of recurrent GI, recurrent cholangitis attacks, 
and increased risk of gallbladder cancer.14,15 In another study, 
spontaneous closure of the fistula in 61.5% of the patients when 
a second operation was planned in two-stage surgery showed that 
a second operation may not be needed.16 So two-stage surgery 
is recommended for patients with persistent biliary complaints 
(recurrent cholecystitis, cholangitis) after enterotomy.

Gallstone ileus, seen in elderly patients with high comorbidi-
ties, is an important life-threatening disease. It was determined that 
50% of the patients presenting with GI had a history of cholelithia-
sis. Considering GI in the differential diagnosis and raising aware-
ness about this disease in patients who present with symptoms 
and signs of intestinal obstruction and have a previous history of 
cholelithiasis will reduce the high mortality and morbidity of the 
disease by providing early diagnosis and treatment of the disease. 
Multicenter and standardized studies are needed to establish an 
effective treatment algorithm for GI.

Figure  1. Gallstone (arrow) abdomen CT axial plane. CT, 
computed tomography.

Figure 2. Gallstone extraction with mini laparotomy incision.
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