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A B S T R A C T   

Introduction: Gallstone Ileus is a rare complication of cholelithiasis, associated with multiple episodes of chole-
cystitis, with the formation of adhesions and fistulas between the gallbladder and adjacent organs. Its diagnosis is 
difficult, requiring complementary imaging tests such as computed tomography or radiography. 
Presentation of case: Female patient, with intestinal obstruction for 7 days, associated with abdominal pain and 
previous episodes of pain in the right hypochondrium for 3 months. Abdominal CT scan identified aerobilia, 
gallstone impacted in the ileocecal valve and small loop dilatation, in addition to a probable cholecystogastric 
fistula. Opted for exploratory laparotomy, enterolithotomy and fistula correction in one surgical time. 
Discussion: Gallstone ileus is rare among the complications of cholelithiasis, in addition to the fact that chol-
ecystogastric fistula is associated with gastric pylorus obstruction and not impaction on the ileocecal valve. 
Imaging tests are useful to complement the diagnosis, and if Rigler's triad is present, the suspicion of gallstone 
ileus is increased. The presence of fistula between the gallbladder and stomach presents a frequency between 
0 and 13.3%. There is no gold standard treatment for gallstone ileus, but surgery options for each type of patient 
and severity level. 
Conclusion: There is no definitive protocol for optimal surgical treatment for biliary ileus, but the possibility of 
enterolithotomy associated with cholecystectomy and fistula correction can be evaluated in selected patients.   

1. Introduction 

Gallstone ileus is a rare complication of cholelithiasis, occurring in 
0.3-0.5% of patients with the disease, occurring due to chronic inflam-
mation after multiple episodes of cholecystitis and subsequent fistula 
formation with adjacent organs, such as the duodenum, colon and 
stomach [1]. It is defined as an obstruction of the gastrointestinal transit 
due to gallstones. 

Despite the suggestive clinical suspicion due to the history of mul-
tiple attacks of cholecystitis and acute obstructive abdomen, the diag-
nosis is difficult and needs to be complemented with radiological exams. 
Its treatment is surgical, with options of approaches for each type of 
patient [2]. 

This case follows 2020 SCARE guidelines for reporting of cases in 

surgery [3]. 

2. Presentation of case 

A 41-year-old female patient was admitted to the emergency 
department due to a complaint of diffuse abdominal pain for 15 days, 
evolving to stopping of feces and flatus elimination during seven days. 
The patient had associated nausea and vomiting since the onset of 
symptoms, with progression of pain intensity. The patient also reported 
pain crises in the upper abdomen, mostly located in the right hypo-
chondrium and epigastrium in the last three months, but not demanding 
analgesia or urgent and emergency care services, without any previous 
history of obstruction or difficult to difficulty in evacuation. On physical 
examination the patient was hemodynamically stable, with globose 
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abdomen, diffusely painful to palpation, without peritoneal irritation. 
Laboratory and imaging tests were requested. 

Laboratory tests showed hemoglobin 15.11 g/dL, leukocytes 23,510, 
78% neutrophils. There were no alterations in total or fractional bili-
rubin, alkaline phosphatase or gamma-GT. Computed tomography 
initially showed distension of the small bowel loops throughout its 
length, associated with the presence of air in the intrahepatic bile ducts 
and gallbladder, in addition to a possible fistula between the gallbladder 
and the gastric antrum. In ileocecal, we identified a rounded image in 
valve topography, with defined contours, compatible with gallstones 
(Fig. 1). 

It was decided to start initial clinical measures for the intestinal 
obstruction, such as passage of a nasogastric tube for abdominal 
decompression, followed by exploratory laparotomy. Gallbladder with 
thin walls was identified with firm adherence to the gastric antrum 
(showing cholecystogastric fistula) and gallstone impaction point near 
the ileocecal valve (Fig. 2), followed by longitudinal ileolithotomy in the 
antimesenteric edge of the distal ileum with transverse milking ma-
neuver for gallstone removal, of approximately 3.1 cm in the largest 
diameter (Fig. 3), following by transverse enterorrhaphy in a single 
plane. Due to favorable clinical conditions, an option was made for 
cholecystectomy and gastrorrhaphy with freshened margin at the same 
surgical time using polypropylene 4-0, both procedures performed 
without complications. 

After surgery, the patient was referred to the ward, evolving with 
improvement in postoperative pain and no other complaints and was 
discharged from the hospital after 10 days, referred to the outpatient 
surgery service for follow-up. After 3 months, the biopsy evidenced only 
chronic cholecystitis. 

3. Discussion 

Gallstone ileus is considered a rare complication caused by consec-
utive episodes of acute cholecystitis, causing a fistula between the 
gallbladder and the main gastrointestinal tract, with subsequent 
migration of stones through it, although at the time of diagnosis, only 
27% patients had a history of previous acute cholecystitis [2]. This oc-
curs after the formation of adhesions after inflammatory episodes, with 
multiple erosions and local ischemia, later evolving to a fistula, among 
the most common: cholecystoduodenal, colonic and gastric [4]. It has a 
mortality rate of 7-30% and is associated with unfavorable clinical 
conditions, such as advanced age, comorbidities or obesity [5,6]. 

After gallstone migration, its point of impact depends on the location 
of the fistula with the gastrointestinal tract. The most common fistula is 
the cholecystoduodenal fistula, in which the gallstone migrates in favor 
of peristalsis and impacts the ileocecal valve [7]. In case of chol-
ecystocolonic fistula, the gallstone usually obstructs the sigmoid colon 
[8]. Fistulas with stomach mostly obstruct the gastric pylorus, causing 
Bouveret's syndrome, and it can also occur in cauculi from the duo-
denum that migrates against peristalsis [9]. In very rare and poorly 
documented cases, the gallstone that migrates from a cholecystogastric 
fistula surpasses the pylorus with few or no symptoms, obstructing in 
another point of the intestinal transit, as in the case reported [2,10]. It is 
associated with the fact that this fistula presents only 0-13.3% among all 
variations of fistulas between the biliary tract and the gastrointestinal 
tract [11]. 

The clinical signs presented by the patient are variable. As the 
pathophysiology of the ileum consists of multiple episodes of chole-
cystitis, it is expected that the patient will present pain in the right 
hypochondrium as a symptom prior to the obstruction. However, in 

Fig. 1. Abdominal CT scan showing the Rigler's Triad: aerobilia (A), dilation of intestinal loops (B) and ectopic gallstone measuring approximately 31.1 × 24.3 mm 
(C). There is also the presence of a fistula between the gallbladder with thickened walls and the gastric antrum (D). 
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retrospective surveys, only 27% of patients with gallstone ileus have a 
history of cholecystitis or a confirmed diagnosis of cholelithiasis [2]. 
Symptoms in urgency are limited to nausea, vomiting, abdominal 
distension and pain, usually diffuse, with the possibility of being inter-
mittent due to movement of the ectopic gallstone in the gastrointestinal 
tract [12]. For definitive impact and total obstruction, the gallstone 
must be greater than 2-2.5 cm in diameter [5]. 

Complementary laboratory tests can help, but are not specific, pre-
senting leukocytosis due to obstruction. Imaging exams are necessary to 
elucidate cases where the clinic is doubtful. Abdominal radiography 
may show specific signs of gallstone ileus, but CT is considered the gold 
standard for diagnosis [5]. On examination, 3 main findings are sought: 
aerobilia (due to the presence of air in the gastrointestinal tract through 
the fistula with the gallbladder), loop distension due to the obstruction, 
and the ectopic gallstone [13]. There are divergent values regarding the 
finding of all elements of Rigler's triad in patients, ranging from 11.11% 

to 77.78% [5,14]. Cholangioresonance can be useful to assess the fistula 
and biliary tract, however, due to the clinical status of the patient, this 
exam is not the most appropriate, even more than the fistula, even 
though it can be seen in other exams, it does not always follow the 
biliary ileus [15]. 

There are three treatment options, depending on the patient: con-
servative, urgent and one-time definitive treatment. Conservative 
treatments are not largely studied and are used when the patient is in a 
condition of partial obstruction and with a stone smaller than 2.5 cm 
[6]. Treatment is surgical in most cases. In cases where the patient 
presents hemodynamic instability, over 70 years of age, low respiratory 
reserve, ASA III or IV status or any other signs of severity, we can use 
urgent surgery initially [16]. Longitudinal enterolithotomy is used close 
to the impactation site for excision, followed by transverse raffia [17]. 
Laparoscopic access is preferable, although in cases where the equip-
ment is not available or where the technique is contraindicated, the 

Fig. 2. Exploratory laparotomy view showing impacted gallstone in ileocecal valve.  
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laparotomic route is accepted [18]. It is noteworthy that it is not always 
easy to identify the place of obstruction [6]. However, removing the 
patient from the state of obstruction does not eliminate the origin of the 
obstruction, and new episodes of gallstone ileus may occur, suggesting a 
new surgery to correct the fistula and cholecystectomy [19]. 

The other option for surgical treatment is definitive one-step surgery, 
in which enterolithotomy is performed for clearance, cholecystectomy 
and fistula correction [20]. However, this treatment should be chosen in 
patients who present a favorable clinical condition for a more extensive 
surgery, as in the case reported here. Currently, there is no definition or 
consensus as to which is the best option for treating gallstone ileus, 
which must be evaluated on a case-by-case basis. 

4. Conclusion 

Gallstone ileus, despite being rare, should be investigated as a 
possible cause of obstructive abdomen, since its diagnosis is difficult, 
requiring additional tests for a definitive diagnosis. Cholecystogastric 
fistula, stone migration through the pylorus with few symptoms and its 

impact in the distal ileum, although rare, is shown to be possible and 
should be considered as a possibility during the case evaluation. A 
thorough evaluation of the clinical status of the patient is necessary to 
choose the appropriate treatment, which may be just a surgery to 
remove the patient from an emergency situation, as well as a definitive 
treatment for the fistula. 

Informed consent 

Written informed consent was obtained from the patient for publi-
cation of this case report and accompanying images. A copy of the 
written consent is available for review by the Editor-in-Chief of this 
journal on request. 

Fundings 

We do not have any funding source, this manuscript is just a case 
report, not a research. 

Fig. 3. Gallstone after removal, measuring approximately 3 cm in diameter.  
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