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A Rare Case of Recurrent Gallstone lleus
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Gallstone ileus is a rare but important cause of small bowel obstruction, most commonly affecting
elderly females. Intestinal obstruction results from a gallstone migrating through a biliary-enteric fis-
tula to lodge distally in the small intestine. The preferred surgical strategy is surgical decompression
by enterolithotomy. Delayed cholecystectomy and fistula repair following surgical decompression is
controversial and is typically reserved for appropriate-risk patients. Alternatively, further biliary inter-
vention can be delayed, and an expectant approach adopted. However, this approach poses a risk of
recurrent gallstone ileus, as described in this case.nebacterium kroppenstedtii.

We describe a case of an otherwise healthy female in her 70s who presented to our tertiary institution
with gallstone ileus and underwent an emergency laparotomy and enterolithotomy. Palpable stones
were noted within the gallbladder intraoperatively, but no biliary intervention was performed. She rep-
resented six weeks later with recurrent gallstone ileus and required repeat emergency surgery and small
bowel resection. Given the absence of gallstones, our patient did not undergo any further definitive
biliary interventions and has since had no further recurrent symptoms.

In patients at low risk of perioperative morbidity and mortality, surgery to decompress the bowel, repair
the cholecystoduodenal fistula and perform cholecystectomy if gallstones are present either concurrent-
ly or sequentially should be considered to avoid recurrent gallstone ileus.
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Case Description

A 74-year-old female presented with two weeks of symp-
toms suggestive of an incomplete bowel obstruction. She
was otherwise fit and healthy without any history of pre-
vious abdominal surgery, her only medical comorbidities
being hypertension and osteoarthritis.

On examination, her heart rate, blood pressure, tempera-
ture, and oxygen saturation were all within normal limits.
Clinically, her abdomen was distended and mildly tender.
Hematological and biochemistry tests were ordered, reveal-
ing a raised white cell count (WCC) of 12.0 mmol/L (4.0-
11.0 mmol/L), a C-reactive protein (CRP) of 115mg/L
(0-5mg/L) and a cholestatic profile in her liver function
tests (LFTs) with alkaline phosphatase (ALKP) of 117 U/L
(30-110 U/L) and gamma-glutamyl transferase (GGT) of
233 U/L (5-35 U/L). A computed tomography (CT) scan
demonstrated cholelithiasis, a cholecystoduodenal fistula,
and gallstone ileus with an obstructing gallstone in the dis-
tal jejunum (Figure 1). Following resuscitation, an emer-
gent laparotomy and enterolithotomy were performed for
an obstructing 4.5 cm gallstone in the distal jejunum. No
further stones were palpable in the remaining small bowel,
only within the gallbladder. After an uncomplicated post-
operative recovery, our patient was discharged home on
day seven with outpatient follow-up arranged.

The patient was reviewed in clinic four weeks postopera-
tively and, although appearing well, now reported inter-
mittent pain in the right upper quadrant associated with
food and loose bowel actions. Therefore, given the pres-
ence of biliary symptoms, an elective laparoscopic chole-
cystectomy was scheduled.

Unfortunately, one week later, our patient was re-admit-
ted to hospital with recurrent signs and symptoms sugges-
tive of a bowel obstruction. Her laboratory investigations
on admission demonstrated an elevated WCC of 22.8
mmol/L (4.0-11.0 mmol/L), an acute kidney injury with
a creatinine level of 121 umol/L (45-90 umol/L), and per-
sistently deranged LFTs with an ALKP of 134U/L (30-110
U/) and GGT of 90 U/L (5-35 U/L).

The plain abdominal radiograph demonstrated dilated
loops of small bowel concerning for intestinal obstruction,
and a repeat CT scan demonstrated recurrent gallstone ile-
us, with three calculi now obstructing the terminal ileum.
Interestingly, the gallbladder was noted to be empty. (Fig-
ure 2).
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Figure 1. CT Scan Demonstrating Gallstone lleus with Obstructing Stone
in Distal Jejunum and Cholecystoduodenal Fistula (arrow). Published with
Permission

Right breast ultrasound showing a heterogeneous hypoechoic region measuring
2.9 cm within right lateral breast at 8 to 9 o'clock position approximately 4 cm

from nipple. Note surrounding edematous tissue and hyperemia concerning for

breast abscess.

Figure 2. CT Scan Demonstrating Recurrent Gallstone lleus with Three
Stones Obstructing Terminal lleum (arrow). Published with Permission
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The patient proceeded to an emergency laparoscopic-as-
sisted enterolithotomy and small bowel resection. Intra-
operatively, an obvious transition point was noted in the
distal ileum. A segment of inflamed distal ileum together
(Figure 3) with the contained calculi (Figure 4) was resect-
ed, and a small bowel anastomosis was performed.

Figure 3. Intraoperative Photo of Inflamed Segment of Distal lleum.
Published with Permission

Figure 4. Intraoperative Photo of Opened Small Bowel Containing Calculi.
Published with Permission
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The gallbladder was left in situ. The patient had an
uneventful recovery and was discharged home on postop-
erative day 6. Following discharge, no further recurrent
symptoms have been reported, and she remains well.

Discussion

Gallstone ileus is an uncommon presentation of small
bowel obstruction, reportedly accounting for 1%-4% of
all presentations."” Furthermore, while gallstones are rel-
atively common, gallstone ileus is rare, with a reported
incidence of 0.5% in all patients with cholelithiasis>—the
majority in elderly females.*’

Typically, this condition occurs following the formation of
a biliary-enteric fistula secondary to inflammatory adhe-
sions between the gallbladder and duodenum and, after
that, pressure necrosis, allowing for erosion and fistula
formation.® Gallstones pass from the gallbladder directly
into the duodenum and obstruct the terminal ileum in the
majority (50%-60%).”* In the literature, other common
sites of obstruction include the jejunum (16%-27%), duo-

denum (3.5%-14.5%), and colon (3-4%).”

Clinically, the classic presentation of gallstone ileus is
a ‘tumbling obstruction’ characterized by transient and
recurrent obstructive symptoms from the passage of gall-
stones distally.” However, in most cases, confirmation of
both diagnosis and underlying etiology requires further
investigation, usually in imaging. Pathognomonic findings
on a plain abdominal radiograph of gallstone ileus include
the presence of dilated small bowel loops with multiple
air-fluid levels, pneumobilia, and occasionally a radio-
opaque ectopic gallstone (around 15% of stones). In most
modern series, however, diagnosis is typically confirmed
by a CT scan of the abdomen and pelvis. Reportedly, com-
mon findings are gallbladder wall thickening, pneumobi-
lia, small bowel dilatation, and an ectopic gallstone.'*!

The treatment of gallstone ileus is typically surgical.
Although there are few reports of successful resolution with
conservative management,'® mortality with this approach
is reportedly up to 27% in some series.® Surgical man-
agement involves three fundamental principles: resolving
intestinal obstruction, repairing the associated cholecysto-
duodenal fistula if present, and cholecystectomy in either
a single-stage or two-stage procedure, depending on the
patient’s comorbidities. Typically, in high-risk or unstable
patients, a conservative approach is adopted with entero-
lithotomy alone without biliary intervention, followed by
observation to ensure the resolution of symptoms.® Cho-
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lecystectomy is then reserved for patients with recurrent
or persisting symptoms. In some small series, enterolitho-
tomy alone resulted in most biliary-enteric fistulas closing
spontaneously,®'* suggesting further biliary intervention
in most high-risk patients may be avoided following the
primary procedure. Enterolithotomy alone, however, is
associated with recurrence rates of up to 17% in some
series, the majority occurring in the first six months,*® as
described in our case.

Alternatively, a single-stage procedure may be attempted
for suitable low-risk patients, with enterolithotomy, cho-
lecystectomy, biliary-enteric fistula closure, and bile duct
exploration as required if the necessary expertise is avail-
able. Historically, single-stage procedures have been pre-
viously shown to be associated with increased mortality
compared with enterolithotomy alone.® More recent data,
however, suggests the mortality rates are comparable.' This
is likely due to improved case selection, surgical technique,
and perioperative surgical care. In addition, single-stage
procedures also reduce the risk of recurrent gallstone ile-
us and eliminate the residual biliary fistula and associated
weight loss, malabsorption, and the long-term risk of chol-
angiocarcinoma.’

Few cases like ours have been previously described in the
literature—usually in elderly patients. In all cases, patients
who underwent laparotomy and enterolithotomy alone
developed recurrent gallstone ileus and required fur-
ther surgical procedures.''® Perhaps, in retrospect, these
patients would be better served by either a concurrent or
sequential definitive surgical strategy in the first instance.

Interestingly, our patient could be considered low risk
given her physiological state on presentation during the
index admission. Yet, despite this, the on-call general sur-
geon did not consider a one-stage procedure. We believe
an alternative approach would be considered if a subspe-
cialty surgeon was involved in the patient’s care during the
index admission. For similar presentations in the future,
the authors would consider offering a definitive one-stage
procedure with enterolithotomy, cholecystectomy, and
repair of cholecystoduodenal fistula in suitable patients,
considering the patient’s physiology on presentation and
access to the biliary tree.

American College of Surgeons

-33-

Conclusion

In summary, we describe a rare case of recurrent gallstone
ileus in a relatively low-risk surgical patient who under-
went enterolithotomy alone. Given the risk of recurrence,
we believe it is reasonable to offer enterolithotomy, chole-
cystectomy, and repair of cholecystoduodenal fistula con-
currently or sequentially to suitable low-risk patients with
gallstones in the gallbladder if a surgeon with the necessary
experience and expertise can perform the cholecystectomy
and fistula repair.

Lesson Learned

Treatment of gallstone ileus typically involves surgical
intervention, aiming to resolve the intestinal obstruction,
repair any cholecystoduodenal fistula, and perform chole-
cystectomy. The surgical approach may vary depending on
the patient's risk profile, with some cases treated conserva-
tively with enterolithotomy alone. However, this approach
is associated with a high recurrence rate and may necessi-
tate further surgical procedures. Alternatively, a one-stage
procedure involving enterolithotomy, cholecystectomy,
and fistula repair is recommended for suitable low-risk
patients, as it has shown comparable mortality rates and
reduces the risk of recurrence and long-term complica-
tions.
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