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INTRODUCT ION

The term gall stone 1ileus 18 actually a misnomer.
The intestinal obstruction caused by a gall stone is a
simple mechanical obturation obstruction due to blockage
of the intestinal lumen by the gall stone, and therefors,
in the strictest sense is not a true 1ileus,

The purpose of this paper is to review the more
recent literature conceming the subject. Various as-
pects of this condition, including the diagnosis and man-
agement, will be discussed. Five gase reports from three
Omaha hospitals and one Lincoln hospital will be presented.
The author has had personal contact with one of the cases
presented. "Gall stone ileus" has, in the past, rarely

been diagnosed preoperatively, and has had a rather high
mortality rate.

INCIDENCE

The frequency with which stones fomed in the
gall bladder migrate into the intestinal tract 1is not
known. That this may be more common than is supposed is
suggested by a report in 1939 by Wakefield et al.(1l) of
176 cases of nonsurgical cholecystenteric fistulas. the
fact that an occasional cholelith may find its way into
the duodenum via normal biliary channels is particularly
noted. The majority of stones thus migrating into the



intestine are passed rectally without difficulty. How-
ever, Brewer (2) reports a case of intestinal obstruction
due to a gall stone in which the stone presumably entered
the intestinal tract through the common bile duct and Am-
pulla of Vater, At autopsy he found no biliary-intesti-
nal fistula and a common duct and papilla of Vater mark-
edly dilated. This is a rare occurreamce.

It is uncertain how frequently gall stones dis-
lodged into the imtestine are ultimately the cause of in-
testinal obstruction. The incidence reported by various
authors varies from 1.3 per cent to 7.8 per cent of all
complete small bhowel obstructions, with an average of 1
to 2 per cent. A report in 1943 by Hand and Gilmore (3)
found recoxds of 208 instances of obstruction due to gall
stones in a total of 12,153 cases of intestinal obstruc-
tion. This is an incidence of 1.7 per cent. iclaughlin
and Raines (4), in a review of the literature in 1951,
report 366 cases caused by gall stones in a total of
19,692 cases of intestinal obhstructions (i.e., 1.9 per
cent). Routley and Mayo (5) stated that during a l7-year
Period at the Mayo Clinic gall 8tones were the cause in
1.2 per cent of all cases of obstruction of the small in-
testine that were observed.

In the case reports presented in this paper from

three Omaha hospitals, the incidence was 3.5 per cent,



which seems rather high. (Table I)

TABLE I

INCIDENCE OF INTEST INAL OBSTRUCTION DU TO GALL STONES
IN THREE QMAHA HOSPITALS FROM 1951 TO 1956

i 4

Etiology of

Intestinal

Obstruction Numbexr Total Number
2ue to post-op. adhesions 76 76 (65.8%
gdue to ulcer 19 19 (17.

due to hermia 10 10 (9.

due to gall stones 4 4 (3.5%
due to infarction 1 1 (0.9%

due to foreign bodies 1l 1 (0.9%

P &

All authors have found a much higher incidence in
the female patients, even out of proportion to the more
common occurrence of gall stones in women. Balch (6)
states that women are much more prone to this obstruction
than men, in the proportion of 15 to 1, whereas the in-
cidence of gall stones is only about 3 to 1 in favor of
women. In the cases reported in this paper all were

women.

PATHOGENBS IS

In practically all cases gall stone obstruction
is preceded by the fomation of a fistula between the

biliary system and the gastro-intestinal tract (4).
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Usually such fistulas result from the erosion of gall
stones at the time of an inflammatory procesa. Sometimes
a peptic ulcer is the etiologic factor, and infrequently
a malignancy.

Listed below are the routes a gall stone may en-
ter the gastro-intestinal tract:

(a) A stone which passes through the common bile
duct. Rarely causes intestinal obstruction.

(b) A cholecystoduodenal fistula. (Fig. 1) This

is by far the most common portal of entry of
large gall stones obstructing the intestine.

(7)

(c) Cholecystogastric, cholecystoenteric, and cho-
lecystocolonic fistulas. These comprise less
common channels,

(d) Choledochoduodenal fistula. This is a rare
finding.

(e) Free perforation of the gall bladder into the
peritoneal cavity with subsequent intestinal
obstruction by a gall stone. This is a re-
mote possibility.(5)

Cholecystoenteric fistulas are a fairly common
complication of long-standing disease of the biliary
tract. In the opinion of most authors an attack of
acute cholecystitis, subsequent to previous cholelithi-
asis, is often complicated by the intimate adhersnce of
the gall bladder to an adjacent viscus, usually some por-
tion of the gastro-~intestinal tract. This is followed

eventually by a fistulous formation. It seems reasonable

to assume that obastruction of the common duct is a
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Fig.l.--An upper G.I.
gseries 18 presented.
Barium is seen in the
duodenum, gall bladder
and biliary radicals,
demonstrating the
presence of a chole-
cystoduodenal fistula.



prominent factor in the production of fistulous drainage
of the biliary tree. The occurrence of cholecystoenteric
fistula may be a life-saving accident, because dilated in-
fected biliary radicles can then be drained into the in-
testine, despite the obstruction of the common duct.(8)

Whether or not a gall stone causes an obstruction
on entering the intestinal tract depends in part on the
size and shape of the stone. Small and even moderate-
sized gall stones may traverse the intestinal tract with-
out causing obstruction. Morlack et al. (9) have stated
that it is probable that a gall stone must be at least
2 cm. in diameter to obstruct the intestinal lumen. A
round or irregular stone will more likely lodge in an in-
testinal fold than will & smooth ovoid one. On entering
the intestine, a stone need not be large enough to cause
immediate obstruction; however, once it lodges it may en-
large by additional concretions until it is large enough
to cause blockage of the intestinal lumen (9,10). Prob-
ably over 50 per cent of gall stones large enough to pro-
duce obstructive symploms pass through the alimentary
tract without causing complete obstipation (4).

The stone may lodge anywhere along the intestine,
although anatomically the most logical place for this to
occur is where the intestinal lumen 18 narrowest, which

is in the terminal portion of the ileum, particularly at



or near the ileocecal valve. The most frequent sites of
impaction in the order of frequency are the terminal 1ileum,
ileocecal area, colon, duodenum and jejunum (4).

Gall stones lodged in an inflamed gall bladder
tend to be extruded through a fistula when one has formed.
Progressive shrinking of the entire gall bladder slowly
forces its contents into the lumen of the bowel where free
drainage exists. The passage of the stone may at times be
signalized by symptoms resembling those of a stone of the
common duct or of acute cholecystitis and at times jaun-
dice and biliary colic due to the proximity of the inflam-
matory mass to the common duct. Further symptoms refer-
able to the fistula may cease once the stones have passed
or symptoms of chronic cholecystitis may persist.

If the gall bladder has drained into the colon,
symptoms of cholangitis--chills, fever, and loss of weight--
are often encountered.

Frequently a temporary halt occurs in the downward
passage of the stone accompanied by mild obstructive symp-
toms. However, because of ball valve action plus the in-
creased peristaltic effort, the standstill may be overcome,;
symptoms may subside, and downward progress is resumed.
When the stone is finally halted, the block is mechanical
in nature, and therefore circulation in the bowel 18

rarely jeopardized until late. The obstruction is not









Fig. 2.--(B) A cholelith 18 seen

overlying the sacrum. Arrow (A) points to gas

in biliaryducts and a dist nded loop of small

intestine 1snoted.
rcentgenographic evidence which is not always present, 1sa
high degree of & spicion. This is especially true whena
patient, usually an elderly female, presents herself to the
physician with obstructive symptome. The symptom com-plex
which should suggest intestinal obstruction due to agall
stone is that of an elderly female patient who haghad no

previous operations but has had a history of disease
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