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Abstract: Gall stone ileus is an extremely rare cause of small intestinal obstruction accounting for only 1-4% case
overall. The clinical presentation is variable, depends on the site of obstruction. It is manifested as acute, intermittent or
chronic episodes. A 45 year old female was admitted to our emergency department with chief complains of obstipation
and constipation since 12 days and had a history of similar complains 5 months back. At admission there were signs of
intestinal obstruction, with X-ray showing multiple air fluid levels. Once stabilised laparotomy was performed and a
palpable stone in terminal ileum with adhesion between gall bladder and first part of duodenum was seen. The
postoperative course was uneventful. This one stage repair should be the first choice of treatment for well stabilised

patient having good cardiopulmonary and metabolic reserve.
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INTRODUCTION

Gall stone ileus and Mirizzi syndrome are rare
complications of gall stone disease [1, 2]. Gallstone
ileus is described as mechanical intestinal obstruction
due to impaction of one or more stone originating in
gall bladder [3]. A biliary-enteric fistula allows passage
of large gall stone between the gallbladder and the
duodenum commonly [4]. Gall stone is most commonly
impacted at the terminal ileum or the ileocaecal valve
[5]. The clinical presentation varies with the site of
obstruction and may be manifested as acute,
intermittent or chronic episodes [6]. In approximately
50% of cases diagnosis is made on laparotomy [7].

CASE REPORT

A 45 vyear old female was admitted in
emergency surgery department with chief complains of
obstipation and constipation since 12 days, abdominal
pain with moderate abdominal distension. She had
similar episode five months back. There was previous
history of cholelithiasis with acute cholecystitis for
which she was managed conservatively. At admission,
physical examination revealed normal temperature,
pulse rate of 92/minute, blood pressure 110/76. Bowel
sounds were exaggerated with moderate abdominal
distension and no tenderness or guarding.
Haematological reports showed WBC 8500/mm?, TLC
showed 78% neutrophils. Other tests were not
remarkable. X-ray of abdomen showed multiple air
fluid levels. Ultrasound report showed gall bladder
stones with signs of chronic cholecystitis, and transition

point between dilated proximal ileum and terminal
ileum.

Once the patient was stabilised, laparotomy
was undertaken. Peroperatively generalised distended
proximal jejunal and ileal loops was found proximal to
a palpable stone of size 3.5 cm impacted approximately
45 cm proximal to ileocaecal junction. Gall bladder was
edematous and adherent to first part of duodenum,
suggestive of cholecystoduodenal fistula.
Enterolithotomy with primary repair of ileum, ligation
of fistula, omentopexy and cholecystectomy was done.
At histopathology gall bladder showed cholelithiasis
with signs of chronic cholecystitis and fistulous tract
lined by fibrous tissue. Following an uneventful
recovery patient was discharged on 14" day. After 1
month follow up she remains in good health.

Fig. 1: Arro shbwing adhesion between duodenum
and gall bladder
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Fig. 3: Enterotomy showing stone within small bowel

DISCUSSION

Gall stone ileus is described as mechanical
intestinal obstruction due to impaction of one or more
stone within gastrointestinal tract originating in gall
bladder [3, 9]. It is a rare cause of intestinal obstruction
accounting for 1-4% of all cases [10]. Usually this
condition is preceded by episode of cholecystitis with
consequent adhesions and inflammations resulting in
fistulous tract between gall bladder and first part of
duodenum and passage of stone into gastrointestinal
tract [9, 11,12]. It has been suggested as a part of
natural history of Mirrizi’s syndrome [9, 13].

The most common site for fistulous tract is
between gall bladder and duodenum in 60-86% cases,
and stone of average size 2.5 cm is required for
obstruction at ileocaecal junction [9].

The classic radiologic triad of gall stone ileus
called as Rigler’s Triad includes small bowel
obstruction, pneumobilia and ectopic gall stone [14].
Only 9-14% of patients have a classic rigler’s triad
signs [15, 16].

Clinical presentation is that of intestinal
obstruction, usually depends upon site of obstruction
and may be manifested as acute, intermittent and
chronic episodes [6]. The vomiting of proximal
intestine material,| becoming dark and feculent is called
as “tumbling” indicating the halting movement of
gallstone down the gastrointestinal tract [9, 17, 18]. Gall

stone ileus occurs more commonly in women than in
men [19].

The terminal ileum and ileocaecal are the most
common sites (50-75%) [20], followed by jejunum
(30%), duodenum (2.5%) and colon (2.5%) [21]. The
diagnosis of gall stone ileus is difficult and is not made
until laparotomy in 50% of cases [7].

The treatment aims in prompt relief of
obstruction by the removal of offending gall stone. The
surgical intervention is the treatment of choice. The
current approaches are 1) Enterolithotomy alone 2)
Enterolithotomy with cholecystectomy performed later
(two  stage  procedure) 3)  Enterolithotomy,
cholecystectomy and fistula closure (one stage
procedure) [9], this being the procedure of choice once
the patient is stabilised .

The prognosis of gall stone ileus is usually
poor. The rate of mortality is upto 20%, mainly because
of delayed diagnosis and comorbid conditions [9].

The patient herein reported had a 12 day
background of complete intestinal obstruction, history
of intermittent obstruction five months back. Patient
was stabilised with adequate cardiorespiratory and
metabolic reserve and single stage procedure was
justified.

CONCLUSION

One stage repair should be the first choice of
treatment of gall stone ileus for well stabilised patient
having good cardiopulmonary and metabolic reserve.

REFERENCES

1. Gasparrini M, Liverani A, Catracchia V, Conte S,
Leonardo G, Marino G et al.; Gallstone ileus: a
case report and review of the literature. Chir Ital.,
2008; 60(5): 755-759.

2. Abou-Saif Al, Al-Kawas FH; Complications of
gallstone disease: Mirizzi syndrome,
cholecystocholedochal fistula, and gallstone ileus.
Am J Gastroenterol., 2002; 97(2): 249-254.

3. Gallstone ileus. Available from
http://patient.info/doctor/gallstone-ileus

4. Glenn F, Reed C, Grafe WR; Biliary enteric fistula.
Surg. Gynecol Obstet., 1981; 153(4):527-531.

5. Rodriguez Hermosa JI, Codina Cazador A, Girones
Vila J, Roig Garcia J, Figa Francesch M, Acero
Fernandez D; Gallstone lleus: results of analysis of
a series of 40 patients. Gastroenterol Hepatol.,
2001; 24(10): 489-494.

6. Kasahara Y, Umemura H, Shiraha S, Kuyama T,
Sakata K, Kubota H; Gallstone ileus. Review of
112 patients in the Japanese literature. Am J Surg.,
1980; 140(3): 437-440.

7. Reisner RM, Cohen JR; Gallstone ileus: a review
of 1001 reported cases. Am Surg., 1994; 60(6):
441-446.

Available Online: https://saspublishers.com/journal/sjmcr/home

487



10.

11.

12.

13.

14,

15.

16.

17.

18.

19.

20.

21.

Apollos JR, Guest RV; Recurrent gallstone ileus
due to a residual gallstone: A case report and
literature review. International Journal of Surgery
Case Reports, 2015; 13: 12-14

Nufio-Guzman CM, Arrdniz-Jauregui J, Moreno-
Pérez PA, Chavez-Solis EA, Esparza-Arias N,
Hernandez-Gonzalez Cl; Gallstone ileus: One-stage
surgery in a patient with intermittent obstruction.
World J Gastrointest Surg., 2010; 2(5): 172-176.
Chatterjee S, Tamonas C, Goutan G, Ambar G;
Gallstone ileus an atypical presentation and unusual
location. Int J Surj., 2008; 6(6):e55—€56.

Abou-Saif A, Al-Kawas FH; Complications of
gallstone disease: Mirizzi syndrome,
cholecystocholedochal fistula, and gallstone ileus.
Am J Gastroenterol., 2002; 97(2): 249-254.

Glenn F, Reed C, Grafe WR; Biliary enteric fistula.
Surg Gynecol Obstet., 1981; 153(4): 527-531.
Beltran MA, Csendes A; Mirizzi syndrome and
gallstone ileus: an unusual presentation of gallstone
disease. J Gastrointest Surg., 2005; 9(5): 686—689.
Roothans D, Anguille S; Rigler triad in gallstone
ileus. CMAJ, 2013; 185(14): E690.

Elabsi M, Amraoui M, Errougani A, Chkof MR;
Diagnosis and treatment: gallstone ileus. Digestive
and liver Disease, 2007; 39(2): 180-181.

Zahid FE, Benjelloun EB, Ousadden A, Mazaz K,
Taleb KA; Uncommon cause of small bowel
obstruction - gallstone ileus: a case report. Cases J.,
2009; 2: 9321.

Warshaw AL, Bartlett MK; Choice of operation for
gallstone intestinal obstruction. Ann Surg., 1966;
164(6): 1051-1055.

Raiford TS; Intestinal obstruction due to gallstones
(Gallstone ileus). Ann Surg., 1961; 153(6): 830—
838.

Ravikumar R, Williams JG; The operative
management of gallstone ileus. Ann R Coll Surg
Engl., 2010; 92(4): 279-281.

Lassandro F, Romano S, Ragozzino A, Rossi G,
Valente T, Ferrara | et al.; Role of helical CT in
diagnosis of gallstone ileus and related conditions.
AJR Am J Roentgenol., 2005; 185(5): 1159-1165.
Conzo G, Mauriello C, Gambardella C, Napolitano
S, Cavallo F, Tartaglia E et al.; Gallstone ileus:
one-stage surgery in an elderly patient: one-stage
surgery in gallstone ileus. Int J Surg Case Rep.,
2013; 4(3): 316-318.

Available Online: https://saspublishers.com/journal/simcr/home

488



