Gallstone Ileus with Cholecysto-Gastric Fistula in an Older Female.
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Introduction

According to the Centers for Disease Control and Prevention (CDC), cases of non-injury emergency de-
partment (ED) visits for which abdominal pain was the chief complaint increased by 31.8% from 2000 (5.3
million) to 2008 (7 million), constituting a 7.6% rise, and continue to increase [1]. Small bowel obstructions
account for 2% of all patients presenting to the ED with abdominal pain [2] and may have many different
etiologies, although the most common is tissue adhesions from previous abdominal surgeries, followed by
hernias [3]. Herein, we present a case of abdominal pain secondary to a rare cause of bowel obstruction.

Case presentation

A 70-year-old Caucasian woman presented to the ED with the chief complaint of abdominal pain. Symptoms
had started two days prior with intermittent dull abdominal pain, constipation, and dysuria. Over-the-
counter laxatives seemed to alleviate constipation at that time; however, the other symptoms worsened,
prompting the patient to meet with her primary care physician (PCP). She denied nausea or vomiting.
The patient’s medical history was negative for surgery and she denied the use of tobacco, alcohol, or illicit
drugs. Her family history was non-contributory. The PCP ordered a plain abdominal X-ray, which showed
a possible small bowel obstruction, and the patient was immediately advised to visit the ED for further
evaluation.

Investigations

Physical examination revealed mild pain on palpation of the entire abdomen. Computed tomography (CT)
of the abdomen and pelvis with intravenous (IV) and oral (PO) contrasts revealed a 2.7-cm gallstone in the
terminal ileum with dilated loops of the small bowel in the right lower quadrant, indicative of gallstone ileus
[figl].
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Pneumobilia was equally evident with PO contrast in the contracted gallbladder, suggesting a cholecysto-
gastric fistula (fistula between the gallbladder and gastric antrum) [fig 2].

Peptic ulcer with perforation was subsequently ruled out based on the PO contrast scan result as well as the



lack of clinical symptoms of peptic ulcer in our patient.
Treatment

A general surgery consultation was obtained. The patient was treated with a nasogastric tube and IV fluids
and admitted to the general ward. After symptomatic treatment, the patient developed severe abdominal
pain with worsening of symptoms and was immediately transferred to the operating room for exploratory
laparotomy with manual extraction of the stone by an assisted enterotomy.

Outcome and Follow-up

On post-operative day one, the patient was able to pass the flatus and, on day two, she moved her bowels.
The patient recovered well, and a decision was made to defer cholecystectomy and fistula closure.

Discussion

Adhesions continue to be the most common cause of small-bowel obstruction, as has been noted previously
[3]. Gallstone ileus is a rare condition. The incidence is approximately 0.095% of all causes of mechanical
bowel obstruction. Gallstone ileus primarily affects older females [4]. Unfortunately, patients with gallstone
ileus often present only vague complaints. Patients commonly experience symptoms of episodic abdominal
pain due to a dislodged gallstone, which intermittently/partially blocks the cystic duct until it is completely
blocked [5]. Some patients have complained of nausea and vomiting, although others have experienced
more severe symptoms. The most common distal site of obstruction is the ileocecal junction [6]. However,
gallstones can obstruct any part of the intestinal tract, including the proximal gastric outlet, a phenomenon
known as Bouveret syndrome [7].

When gallstone ileus is diagnosed, it is imperative to thoroughly examine the entire biliary tree to identify the
exit point of the gallstone. Common pathways of gallstones exiting the gallbladder due to fistula formation
include cholecysto-duodenal (75%), cholecysto-colonic (10%-20%), and cholecysto-gastric (5%) [8].

Chronic cholecystitis is the main cause of fistula formation [9]. The definitive treatment for fistula formation
is surgery, during which manual extraction of the gallstone with an assisted enterotomy is performed, with
either cholecystectomy with fistula closure, bowel resection, or bowel resection with fistula closure [10].
However, most fistula formation cases are treated by enterotomy and stone extraction alone. No randomized
clinical control trials have evaluated these options to date, but this is likely due to the low incidence rate of
gallstone ileus.
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