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Gallstone lleus:AnUnusual Diagnosis Often Omitted
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Abstract: Gallstone ileus is a bowel obstruction secondary to gallstone impaction at some point of the gastrointestinal tract due to the
existence of a bilioenteric fistula. It is an uncommon cause of small bowel obstruction, accounting for only 1-4% of all intestinal
obstructions. In patients with cholelithiasis, only 0.3-0.5% reportedly develops gallstone ileus. We report a patient with gallstone ileus
who presented with small bowel obstruction that was initially misdiagnosed. The correct diagnosis was made based on finding an
ectopicgallstone and a cholecystoduodenal fistula on computed tomography. We will discuss the contribution of the various
paraclinical examinations for his diagnosis.
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1. Introduction tomodensitometric examination.

Gallstone ileus is a rare complication of the 2. Observation
cholelithiasis, where it occurs in less than 0.5%. It is
defined by a radiological triad (occlusive syndrome,
aerobilia and an ectopic location of the calculi) often
linked to a bilioenteric fistula.

Intestinal obstruction following the migration of a
vesicular calculus through a cholecystojejunal fistula is
a less frequent case of gallstone ileus and the reason
behind its late diagnosis. Apart from the spontaneous
evacuation of a calculus, which is rare and where only
small calculi are involved, the treatment is often
surgical.

We are reporting a case of small bowel obstruction
complicating a vesicular lithiasis that has migrated
through a cholecystojejunal fistula. We will discuss the
contribution of the various paraclinical examinations in
its diagnosis, as well as the particular interest of the

Ms. S, age 34 years oldhad a Mac Burney
Appendectomy for acute appendicitis 12 years ago as
the main surgical antecedent.

She was admitted to surgical emergencies for an
occlusive syndrome made of abdominal pain, bilious
vomiting and a late arrest of fecal matters and of gas;
the symptoms evolved for 4 days, getting progressively
worse.

Interrogation found earlier episodes of intermittent
hepatic colics without any other associated signs.

During the clinical examination on admission, the
patient was conscious with a stable hemodynamic
status and a temperature of 37 <C.

The abdominal examination found a flat abdomen
with a bloated stomach; a slight sensitivity without
elective point without defense or contracture, the

hernia orifices were free and the rectal bulb was empty

Corresponding authors: Riyad Abbas, Departement of at the digital rectal examination. Biological
General surgery, Arrazi hospital, Mohammed VI university

medical center, Marrakech, Morocco.  NacirOussama, examinations showed no particularities.

Departement of Hepato-gastro-enterology, Arrazi hospital, Th ; ; : :
S X e plainX-ray (standing) in the emergencies

Mohammed VI university hospital center, Marrakech, P _y ( g)_ ] 9 '

Morocco. revealed water-like levels, without any image of




174 Gallstone lleus:An Unusual Diagnosis Often Omitted

pneumoperitoneum nor calcification detected in
projection of the abdominal area (Fig. 1).

To this atypical and unexplained occlusion
presentation, a CT-scan was performed, without and
after injection of iodinated contrast product; it showed
loose hail loops (Fig. 2), an aerobilia, and the presence

of a 4-cm foreign body located in the jejunum (Fig. 3).

The diagnosis of biliary ileus with a small bowel
occlusion due to a lithiasic migration to the jejunum
through a cholecystojejunalfistula was confirmed. An
urgent surgical management was therefore imposed
after conditioning. The surgical exploration through a

N

Fig. 2 Abdominal-pelvic CT scan without injection of contrast agent: gray loops distended upstream of a calculus.
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Fig. 3 (a)Aerobilia(pneumobilia) and (b) jejunalcalculus (stone in the jejunum).

median incision on the umbilicus revealed the
distention of the second pelvic loop, confirmed the
presence of the cholecystojejunal fistula, and revealed
the presence of two obstructive calculi (3 cm wide) at
the level of the intestinal lumen without perforation of
the small bowel (Fig. 4a).

The surgical procedure consisted of an
enterotomywith  extraction of the two calculi
(Fig. 4b, 5), irrigation and suction. The
cholecystectomy was carried in the same operating
time. The postoperative immediate follow-ups were
simple.

The evolution was favorable, without any special

complication.

3. Discussion

Biliary ileus is an intestinal obstruction linked to the
migration of a vesicular calculus in the intestinal lumen
through a fistula [1]. This situation is due to the
progressive erosion of the vesicular wall by this
calculus which is too wide to migrate into the biliary
system.

It was first described in 1654 by Bartholin[2]. It
occurs in 6% to 14% of patients having a biliodigestive
fistula [3] and represents 1% to 3% of mechanical
organic occlusions [4], but can reach 25% in people of
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Fig. 4 (a) Intraoperative view of anenterotomy and (b) peropé&rative view (stone in the jejunum).

Fig.5 alculusis divided into two parts enclosed in the jejunum.

over 65 years old [5]. This phenomenon is especially
visible in women between 70 and 80 years old.

In 80% to 85% of case, the cause is a bilio-digestive
fistula, which in 70% of cases ischolecystoduodenal
type [2] followed by cholecystocolic 15% then
cholecystocholedoc.

Biliary ileus may also be a complication of the
endoscopic  sphincterotomy or the result of
anintraoperativelithiasis ~ dispersion ~ during a
cholecystectomy [6].

The mechanism of fistula formation is due to
repeated episodes of cholecystitislithiasis leading to
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chronic inflammation; the serosa of the gallbladder
becomes adherent to the serosa of the visceral viscus,
leading to local erosion and migration of calculi [7].

The areas closest to the gallbladder, like the
duodenum and the right colic angle, are more often
interested in the fistulous process: the terminal ileum is
the most frequent location obstruction by a gallstone
(60% to 70%) [8], because the ileocecal valve is the
place of impaction of most calculi regardless of their
size [9]. The jejunum is the site in 15% to 20% of cases,
and the calculation only affects the duodenal bulb in 10%
cases.

Intermittence of symptoms and absence of vesicular
history in half of patients make the diagnosis difficult
and often late. Preoperatively it is only done in 30% to
55% of cases, when facing the classic triad radiological
report attributed to Rigler (1941): aerobilia,
mechanical intestinal occlusive syndrome and ectopic
location, and a calculus [10]. The plain X-ray can be
rather helpful at first in the emergency room,
eventhough this classic triad is only there 25% of the
time, apart from the fact that 85% of the vesicular
calculi are radiolucent and the aerobilia is inconstant
[11]. In our observation, calculi and aerobilia were not
seen at the first plain X-ray’s interpretation.

The water soluble enema [12] helps to highlight a
calculus (be it completely or incompletely obstructive)
and to show the existence of a possible fistula on the
other hand. In our observation, we have not been able
to achieve this considering the emergency of the case
and its evolved stage deducted from the clinical
picture.

This examination can also be completed by a
colonoscopy for the diagnosis of a possible colic
calculus. The ultrasound is often not very contributive
because of digestive gases. It can sometimes help
complete, with theabdomen without preparation the
Rigler triad just as to show the hyperechoic image with
a cone shadow characteristic of the calculus and a
sclero-atrophic gall bladder [13].

Computed tomography seems to be the examination
of choice for the preoperative diagnosis of a gallstone
ileus [14] with sensitivity, specificity and positive
predictive values respectively of 93%, 100% and 99%
according to some authors [15]. It is a reliable, fast, and
slightly aggressive exam especially in often frail and
elderly patients. It shows the calculus, locates it, and
shows a minimal arrest of air and fecal matters [16]. In
our observation, the location of the fistula was better
specified by this examination, as well as the exact
location the calculus migrated inside the jejunum. The
diagnosis of certainty is made intraoperatively[17].

The treatment of gallstone ileus is often surgical,
consisting of lifting the intestinal mechanical obstacle
by enterolithotomy, or by a simple colotomy (in case of
colic occlusion), as well as a repair of the fistula. This
can be done in better conditions if the symptomatology
persisted [18].

In fact, the indication of cholecystectomy and the
cure of the fistula depend on several factors such as the
patient’s age and general condition; later on the
possibility to realize (or not) other operating acts at the
same time or in a second operating time. Cases of
spontaneous closure of fistulas have been described
[12]; although the existence of a high rate of
complications in treated patients simply by
enterolithotomy pushes some authors to treat the fistula
at the same time [10].

Other therapeutic alternatives have been described in
the recent literature: fragmentation of calculations by
extracorporeal lithotripsy or by colonoscopy,
especially when facing operative contraindications;
and the use of coeli-assisted surgery.

The spontaneous expulsion of the calculus remains
very rare in the literature. Mortality by the gallstone
ileus is still of an average of 14%. Operative mortality
is around 13% [19]. The complications are also
common (50%): increased by postoperative infections
(40%). The recurrence of gallstone ileus occurs in 5 to
9% of cases according to some studies [20].
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4. Conclusion

Gallstone ileus is a rare complication (1 to 4
mechanical occlusions) of vesicular lithiasis. It is due
to a vesiculoduodenal fistula favoring the passage of a
macro-calculus in the small bowel. Occlusion is then
caused by the blocking of the calculus at the level of the
ileum [5].

The clinical signs are nonspecific. They often lead to
a diagnosis delay [1]. The diagnosis is based on the
triad of Rigler. Computed tomography is effective in
locating the calculus and sometimes the bilio-digestive
fistula. The surgical treatment consists of extracting the
calculus, with or without a cholecystectomy and a cure
of the fistula.

Gallstone ileus is a diagnosis that is often forgotten
to think about before any mechanical occlusive
syndrome, especially in elderly women over 65 years
old.
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