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a b s t r a c t 

Cholelithiasis is a common gastrointestinal pathology that can lead to rare complications 

including cholecystoduodenal fistulas and GI hemorrhage. Diagnosing cholelithiasis and 

cholecystoduodenal fistulas in the emergency department (ED) using computed tomography 

(CT) imaging despite nonspecific and variable symptoms is critical in determining manage- 

ment strategies for medically complex patients. An 87-year-old medically complex female 

presented to the ED in hemorrhagic shock after several episodes of hematemesis, hema- 

tochezia, and other nonspecific gastrointestinal symptoms. A CT of the abdomen/pelvis was 

performed revealing cholecystitis with a large 6-cm stone; additionally, a biliary enteric fis- 

tula was noted with blood products in the gallbladder. This case highlights the importance 

of CT imaging in the setting of gastrointestinal bleeding with cholelithiasis and biliary en- 

teric fistula diagnosis, and discusses potential management strategies of these diagnoses 

in medically complex patients. 

© 2020 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 
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Introduction 

Cholelithiasis is one of the most common gastrointestinal
diseases with risk factors including female sex, increasing
age, dyslipidemia, hyperinsulinism, and obesity [1] . In some
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cases, large stones ( > 2.5 cm) can cause complications includ-
ing cholecystitis, obstructive cholangitis, gallstone pancreati-
tis, and, in rare cases, biliary enteric fistulas, which can lead
to gallstone ileus [1 ,2] . Even more rarely, they cause upper gas-
trointestinal bleeding and subsequent shock [3] . Biliary en-
teric fistulas are most often found during surgery, and pose
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Fig. 1 – Computed Tomography (CT) image of the patient’s 
abdomen from the axial view. (A) Cholecystitis (white 
arrow) . (B) Focal wall defect in the medial gallbladder (black 
arrow) and 6-cm stone (white arrow) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

a challenge to diagnose preoperatively due to nonspecific and
variable symptoms [3–5] . However, use of computed tomogra-
phy (CT) images and ultrasonography can accurately identify
cholelithiasis, cholecystitis, and biliary enteric fistulas for op-
timal management in the emergency department (ED). 

The present case discusses an 87-year-old female patient
that presented to the ED with gastrointestinal bleeding and
epigastric abdominal pain leading to a diagnosis of chole-
cystitis with a 6-cm stone and a cholecystoduodenal fistula.
This case highlights the importance of using CT imaging to
diagnose large cholelithiasis and cholecystoduodenal fistu-
las despite nonspecific symptoms, and potential management
strategies in medically complex patients. 

Case Report 

An 87-year-old female presented to ED with mild epigastric
pain, hematemesis, and hematochezia with loose stools about
15 minutes after eating dinner. The patient had a history
of gastroesophageal reflux disease, dementia, peripheral vas-
cular disease, hypertension, hyperlipidemia, hypothyroidism,
and a previous transient ischemic attack, for which she was
taking Plavix. On physical exam she was tachycardic (HR 112)
with an initial blood pressure of 100/70 mmHg. She was ten-
der to palpation in the midepigastric area. A CT of the ab-
domen/pelvis was performed revealing cholecystitis with a
large 6-cm stone. Additionally, a biliary enteric fistula was
noted with blood products in the gallbladder ( Figs. 1 and 2 ). 

Due to multiple episodes of hematemesis, worsening
tachycardia, and hypotension, the patient was admitted to the
Intensive Care Unit where she was intubated and sedated.
The patient was found to have a hemoglobin 9.8 g/dL and
platelets 317 thou/cmm, and required an internal jugular cen-
tral catheter for hemodynamic support. An Esophagogastro-
duodenoscopy (EGD) was performed due to worsening condi-
tion. 

EGD revealed a nonbleeding, visible vessel with an adher-
ent clot that was controlled using HemoSpray. The patients’
hematemesis was noted likely to be secondary to bleeding
from the visible vessel, however, there were no signs of ac-
tive bleeding. Additionally, during the procedure, several gas-
tric polyps and retained clots were noted in the stomach. The
patient was subsequently discharged to her previous skilled
nursing facility to begin home hospice if her condition de-
clined. 

Discussion 

Cholelithiasis is a common gastrointestinal disease with risk
factors including increased age, diabetes, obesity, women, and
among others [1] . Although the majority of patients with
cholelithiasis are asymptomatic, they have the potential to
cause detrimental complications, especially when they are
greater than 2.5 cm in diameter [1] . Inflammation and large
cholelithiasis can create pressure in the gallbladder causing
erosion through the gallbladder wall leading to biliary-enteric
 

fistula formation [6] . Biliary-enteric fistulas are a rare compli-
cation of cholelithiasis with an incidence rate of 0.5%-0.9% [4] .
Those that cause upper gastrointestinal bleeding and shock
are even more infrequent [3] . Chronic cholecystitis is the pri-
mary cause of biliary-enteric fistulas, the majority of which
are categorized as cholecystoduodenal fistulas as seen in the
present patient [4] . Symptoms of cholecystoduodenal fistulas
are nonspecific and variable, including right upper quadrant
abdominal pain, hematemesis, low blood pressure, weight
loss, and cholangitis, posing a diagnostic challenge in the ED
with the majority of findings occurring during surgery [4 ,5] .
Because of delayed diagnosis and complications that arise
from large cholelithiasis, it is essential to maintain a broad
differential diagnosis for abdominal pain with upper gastroin-
testinal bleeding, especially in elderly patients with severe
pain [4 ,5] . The use of CT imaging is critical for preoperative di-
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Fig. 2 – Computed Tomography (CT) image of the patient’s 
abdomen from the coronal view. The biliary enteric fistula 
is indicated by the white arrow. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

agnosis and allows for visualization of cholelithiasis, fistulas,
air in the bile duct, and contraction of the gallbladder [1 ,3] . 

Treatment of large cholelithiasis and biliary enteric fis-
tulas includes cholecystectomy, resection of the fistula, and
intraoperative cholangiography, however more conservative
measures can be taken for patients not suited for surgery
[2–4] Nevertheless, in cases with large cholelithiasis causing
cholecystoduodenal fistulas, even if asymptomatic, cholecys-
tectomy may be indicated due to concerns of large cholelithi-
asis ability to cause gallbladder cancer [2] . In cases where the
patient is not fit for surgery and/or has multiple comorbidities,
percutaneous cholecystostomy may be used to avoid higher
morbidity rates associated with cholecystectomy in these pa-
tients [1 ,7] . Unfortunately, this can cause discomfort to the
patient, and is only temporary in controlling symptoms [7] .
Therefore in the present case, where the patient had many
comorbidities and was not suited for surgery, it was elected to
maintain the patient’s comfort with conservative treatment of
cholelithiasis. 
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