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An Uncommon Etiology of Small Bowel Obstruction: Gallstone Ileus
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Gallstone ileus is a rare etiology of small bowel obstruction, occurring typically in the elderly population. The delay in

diagnosis often results in significant morbidity and mortality. Here, we describe a case of 67 year old woman who presented

with non specific abdominal symptoms and on evaluation was found to have small bowel obstruction caused by wedging of

a large gallstone at the terminal ileum. Journal of Hospital Medicine 2010;5:E21–E22. VC 2010 Society of Hospital Medicine.

KEYWORDS: cholelithiasis, gallstone ileus, small bowel obstruction.

A 67-year-old female presented with nausea and nonspecific

abdominal pain occurring intermittently for 2 weeks. Physi-

cal examination revealed no abdominal guarding or rigidity

and was significant only for slightly hypoactive bowel

sounds. Routine laboratory evaluation including liver panel

was unremarkable. X-ray of the abdomen showed air fluid

levels, and a diagnosis of small bowel obstruction/ileus sec-

ondary to adhesions from a previous hysterectomy was

established. Conservative management with nasogastric suc-

tion, intravenous (IV) fluids and nil-by-mouth was contin-

ued for 3 days but no clinical improvement was seen. Due

to continued abdominal pain, an ultrasound of the abdo-

men was done, which revealed cholelithiasis and chronic

cholecystitis. At this point the patient was transferred to our

facility and a computerized axial tomography (CAT) scan of

the abdomen was done, which revealed a gallstone in the il-

eum (Figure 1) and the diagnosis of gallstone ileus was

made. Air in the biliary tract (pneumobilia) was noted, sug-

gesting the presence of a fistula between the gallbladder

and the gastrointestinal (GI) tract. The fistula itself could

not be clearly visualized. The patient was immediately taken

to surgery, where small bowel exploration was done. A large

gallstone completely obstructing the terminal ileum was

removed by enterotomy. The gallbladder was adherent

to the stomach and a cholecystogastric fistula with a gall-

stone coming out on the gastric end was noted. This gall-

stone was removed and the cholecystogastric fistula was

repaired. Cholecystectomy was done at the same time. The

patient recovered without any complications and has been

doing well.

Discussion
Gallstone ileus accounts for approximately 1% to 2% cases

of small bowel obstruction, most of which are in the elderly

population. It is much more common in females as com-

pared to males.1 Although the morbidity and mortality asso-

ciated with gallstone ileus has reduced in comparison to the

previous decade, probably due to the more effective usage

of imaging techniques like ultrasound, CAT scan, magnetic

resonance imaging (MRI), and endoscopy in the diagnostic

evaluation of abdominal pain, the numbers still range

between 12% to 25%.1,2 Early diagnosis plays a major role in

reducing the mortality in these patients. Therefore, it is im-

portant to consider gallstone ileus in the differential diagno-

sis of an elderly patient presenting with bowel obstruction.

Gallstone ileus is usually associated with a biliary–enteric

fistula that allows the passage of a gallstone from the gall-

bladder into the bowel. This gallstone gets impacted in the

gastrointestinal lumen and causes mechanical bowel

FIGURE 1. Abdomen CT showing gallstone in the terminal
ileum (arrow). Abbreviation: CT, computed tomography.
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obstruction. The term ‘‘gallstone ileus’’ is a misnomer as the

gallstone causes actual obstruction rather than just ileus.

Considering the high prevalence of cholelithiasis, it must be

realized that formation of cholecystoenteric fistula is rela-

tively rare (about 2% in patients with cholecystitis). It is pro-

posed that pericholecystic inflammation after an episode of

cholecystitis results in the formation of adhesions between

the biliary and gastrointestinal tracts. The gallstone causes

pressure necrosis of the biliary wall and then erodes

through it to form a fistulous communication with the ad-

herent enteric system. Among these fistulous communica-

tions, cholecystoduodenal fistulas are the most common

(60%) while cholecystocolonic and cholecystogastric fistulas

are also seen. After the biliary stone has eroded through the

enteric wall, air within the intestinal tract now freely enters

the biliary system, leading to an appearance of pneumobilia

on imaging studies. Mirizzi syndrome, described as com-

mon hepatic duct obstruction caused by an extrinsic com-

pression from an impacted stone in the cystic duct, is often

associated with gallstone ileus.3

Once the gallstone enters the enteric tract through the

fistula and traverses down the gastrointestinal tract, it

causes intermittent abdominal pain, nausea, and vomiting.

The symptoms may be spread over multiple days as the

gallstone causes transient obstruction with its impaction

and disimpaction. These obstructing gallstones that cause

luminal obstruction are usually larger than 2 cm. Majority

of them will traverse the duodenum, jejunum, and small

intestine, and finally get lodged in the terminal ileum (60%),

the narrowest part of the small intestine. Other sites where

obstruction may occur include jejunum (16%), duodenum,

stomach, and colon.1 Bouveret’s syndrome is a variant of

gallstone ileus wherein the gallstone impacts in the pylorus

of the stomach or the duodenum, leading to gastric outlet

obstruction.3

The diagnosis of gallstone ileus is not always straightfor-

ward and requires a high index of suspicion. It is classically

described by the Rigler’s triad—pneumobilia, partial or com-

plete bowel obstruction, and ectopic gallstone,4 although of-

ten all 3 signs are not elicited. Most patients need open

enterolithotomy for relief of bowel obstruction. Cholecystec-

tomy may or may not be performed. The literature is con-

troversial regarding the best approach of surgical manage-

ment. Two surgical approaches are equally accepted: (1) a

1-stage approach, which includes enterolithotomy, cholecys-

tectomy, and fistula repair at the same time; and (2) the

other option is a 2-stage approach in which enterolithotomy

is performed first and biliary surgery is performed later, if

indicated. The patient’s age, comorbidities, and the associ-

ated surgical risks are often used to decide between the 2

surgical approaches.

Gallstone ileus should be considered in the differential

for the etiology of small bowel obstruction, especially in an

elderly female known to have cholelithiasis.
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