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INTROI>UCT ION 

The term gall stone 1leus 18 actually a m1Bnomer. 

The intestinal obstruction caused by a gall stone 1s a 

simple mechanical obturation obstruct1on due t0, blockage 

of the i ntestinal lumen by the gall stone, and therefore, 

in the strictest sense 1s not a true 1leus. 

The purPOse of this paper is to  review the more 

recent literatu re conceming the subject. va rious as­

pects ot this condition, 1nclud1ng the diagnosis and man­

agement, will be discussed. Five case rep0rts from three 

Omaha hospitals and one Lincoln hospital will be presented. 

The author has bad personal contact with one of the cases 

presented. "Gall stone 1leus" has, 1n the past, rarely 

been diagnosed preope:ra.tively, and has had a rather h1gh 

mortality rate . 

INC IDENC:i 

The f raquency with which stones f o imed in the 

gall bladder migrate into the intestinal tract 1s not 

known. That th18 may be mo re oom�n than 1s supposed is 

suggested by a re,Port 1n  1939 by Wakefield il J:!. (l) of 

176 cases of nonsurgical cholecystenter1a fistulas. rhe 

fact that an occasional cholelith may find 1ta way into 

the duodenum via normal biliary channels is part1oul.arly 

noted. The majority of stones thus migrating 1 nto the 



intestine are passed rectally without difficulty. How­

ever, Brewer (2) reparts a case of intestinal obstruct1on 

due to a gall atone in which the stone presumably entered 

the intestinal tract through the c ommon bile duct and Am­

pulla of Va ter. At au tops y he found no biliary-1nteat1-

nal fistula and a common duct and papilla of Vater mark­

edly dilated. This is a rare occurrence. 

It is uncertain how frequently gall stones dis­

lodged into the 1ntest1ne a.re ult1mate ly the cause of in­

testinal obstruction. The 1nc1dence reported by various 

authors varies from l .3 per cent to 7 .8 per cent of all 

complete small bowel o bat ructions, with a n average of l 

to 2 per cent. A report in 1943 by Hand and Gilmore (3) 

found records of 208 1natances of obstruction d ue to gall 

stones in a total of 12,153 cases of intest inal obstruc­

tion. This is an incidence of l.7 per c ent. KcLaughl1n 

and Raines (4), in a review of the literature 1n 1951, 

report 366 ca.sea caused by gall stones 111 a total of

19,692 cases of intestinal o�struct1ons (i.e., l.9 per 

cent). Routley and Kayo (5) stated that during a 17-year 

period at the :Mayo Cl1n1e gall atones were the cause in 

1.2 per eent of all cases of obstruct10n of the small in­

testine that were observed. 

In the case reports presented 1n this paper from 

three Omaha hospitals, the incidence was 3.5 per cent, 
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which seems rather high. (Table I) 

TA:BL& :t 

INCIJBNCE OF INTESTINAL OBSTRUCTIOlI DU& TO GALL STONES 
IN THREE OU.HA HOSPITALS FROM 1951 TO 1956 

Etiology ot

Intestinal 
Obstruction Number Total N'umbe r 

itue to post-op. adhesions 76 76 65.8%J 
due to ulcer 19 19 17

<1> d.ue to hernia 10 10 

9. l

due to gall atones 4 4 3.5% 
due to infarction l l o.� 
clue to foreign bodies l l 0.9% 

iii 

All authors have found a much higher 1nc1.denoe 1n 

the female patients• even out of prop0rtion to the more 

common occurrence of gall stones in women. Balch (6) 

states that women are much more prone to thia obstruction 

than men, 1n the propartion of 15 to l, whereas the in­

cidence of gall stones is only about 3 to l 1n favor ot

women. In the cases reported 1n this paper all were 

women. 

P ,\THOGENKS IS 

In practically all cases gall atone obstruction 

is preceded by the fo:xmation of a fistula between the 

biliary 1ystem and the gastro-inteatinal tract (4). 
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Usually such fistulas result trom the erosi.on of gall 

stones at the time ot an inflammatory process. 3omet1mes 

a peptic ulcer is the etiologic factor, and infrequently 

a mali gna.ncy. 

Listed below are the routes a gall stone may en­

ter the gastro-1ntest1nal tract: 

(a) A stone which passes through the common bile
duct. Rarely causes 1ntestinal obstruct10n.

{b) A cholecyatoduodenal fistula. (Fig. l) This 
is by far the most common pc,rtal of entry of 
large gall stones obstructing the intestine. 
(7) 

(c) Choleoyatogastric, cholecystoenteric, and cho­
lecystooolonic fistula.a. These compr1se less
common channels. 

(d) Choledochoduodenal fistula. Thie 1s a rare
finding.

(e) Free perforation of the gal l bladder into the
peritoneal cavity with subsequent intestinal 
obstruction by a fal l atone. This 1s a re­
mote pc,ssib1l1ty. 5) 

Cholecyatoenteric fistulas are a fairly common 

complication of long-standing disease ot the blliary 

tract. In the o pinion of most authors an attack ot 

acute cholecystitis, subsequent to previous cholelith1-

asis, is often complicated by the 1nti�te adherence or

the gall blad der to an adjacent viscus, usually some p0r­

tion of the gastro-intestinal tract. this is fo llowed 

eventually by a fistulous formation. It seems reasonable 

to assume that obstruction of the common duct 1s a 
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5 

F1g.l.--An upper G.I.

ae riea is pr esented. 
Ba riuim 1s seen in the 
duodenum, gall bladder 
and biliary rad1cals, 
demonstrat1ng the 

presence of a chol e­
ayatoduodenal fistula. 



prominent factor 1n the produot1on of f1stuloua drainage 

of the biliary tree. The occurrence of cholecystoentenc 

fistula may be a life-saving aoo1dent, because dilated in­

fected biliary radicles can then be drained 1nto 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 1n -'8,rt on the 

size and shape of the stone. Small and even moderate­

sized gall atones may traverse the 1ntest1nal tract with­

out ca.using obstraction. Korlaok !l al.. { 9) have stated 

that it is probable that a gall stone must be at least 

2 cm. in diameter to obstruct the 1ntesti.nal lumen. A 

round or irregular stone will more likely lodge 1n an in­

testinal fold than wil l a smooth ovoid one. On entering 

the intestine, a stone need not be large enough to cause 

immediate obstruction; however, once it lodges 1t may en­

large by additional concretions until it i8 large enough 

to cause blockage ef the 1nteat1nal lumen (9,10). Prob­

ably over 50 per cent of gall stones large enough to pro.­

duce obstructive symptoms pass th:rough the alimentary 

tract without causing complete obstipat1on (4). 

The stone may lodge anywb.e re along the in teat ine, 

although anatomically the most logical place for this to 

occur is where th.e 1nt est1nal lwnen is narrowest, which 

is in the terminal portion of the ileum, particularly at 
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or near the ileoaecal valve. The most frequent s1tes ot

impaction in the order of frequency are the terminal ileum, 

ileooeoal 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 w here 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 ot acute cholecystitis and at times Jaun­

dice and biliary colic due to the proximity of the inflam­

matory mass to the common duct. Furtmr symptoms refer­

able to the fistula may cease once the stones have passed 

or symptoms of chronic cholecyst1t1s may persist. 

If the gall bladder has drained into the colon, 

symptoms of cholangitis--chill.11, f ever, and loss of weight-­

are often encountered. 

Frequently a temporary halt occurs in the downward 

passage ot the stone accompanied by mild obstructive symp­

toms. However, because of ball valve action plua the in­

creased peristaltic effort, the standstill may be overcome� 

symptoms may subside, and downward progress is resumed. 

When the stone 1& finally halted, the block 1s mechanical 

in nature, and therefore 01rculation 1n the bowel iB 

rarely jeopardized until late. The obstruction is not 



usually a complete one and hence marked distention is not 

a characteristic finding. 

When a large ga ll atone passes into the intestine 

from the biliary tract, the event may be aasociated with 

a severe pain in the upper part of the abdomen, and vomit­

ing. As the atone makes its downward progress, it charac­

teristically causes crami;:e. At times temporary ileus with 

nausea and vomiting occurs. Even when the stone has come 

to a final halt, the res ultant symptoms are not clear cut 

as in other forms of obstruction. Colic, nausea, and 

vomiting may be i ntermittent because of incomplete obstruc­

tion. Distention is not often pronounced and tenderness 

is not a common finding, as the obstruction is purely me­

chanical at the onset (8). 

:DI..AGNOSIS 

The usual preoperative diagnosis is simply inteat1e 

nal obstruction on the basis of a history of Pa.in, vomit­

ing and obstipa.tion. The more frequent cau sea, such as 

postoperative adhesions, incarcerated hernia, and neoplasm 

of the large bowel , can frequently be eliminated by the 

history, physical examination, and X-ray study of the lower 

bowel. Once elimi nating these, the pn:,bability of an ob ... 

struction due to gallstones ranks high among the remaining 

more obscure causes. 

Morlack !l .!!_. ( 9) euggest that probably the most 

helpful aid availa ble t o the cl1n1c1an is that offered by 
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the roentgenologist. They emphasize that several roent­

genograPhic characteristics may be distinctly helpful 1n 

reaching the correct clinical diagnosis. These are (a) 

the demonstration of a cholecystenteric fistula by the 

virtue of the presence of air in the biliary ducts or the 

entrance of o~que medium into the biliary ducts during 

roentgenographic examination of the stomach; (b) the 

demonstration of intestinal omstruction as evidenced by 

dilated intestinal loops; and (c) the appearan.ce withi.n 

the abdomen of an opaque stone demonstrating roentgeno­

graphic characteristics of a cholelith. Figure 2 demon­

strates all of these chara.cteristi.ca. 

Rigler (ll) mentions definite preoperative dLag­

nosis by X-ray in only 24 cases reported up to November 

1941. Wiley and Henderson (12) found the routine use of 

the following four film technics helpful in obscure ob­

structive cases: (a} horizontal ray view with the patient 

in position of arrival at X-ray department; (b) supine 

Buckey exposure (or KAB exposure); (c) upright abdomen; 

and (d) posterior-anterior chest film. They also sug­

gest repeated flat plates of the abdomen as they may re­

veal a stone not s een on earlier fi lmB due to overe.hadow­

ing bony structures, or they may reveal a biliary tree 

aerogram not at first evident. 

The most h elpful aid to the cl1n1c1an, other than 
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Fig. 2.--(B) A cholel1th 1s seen 
overlying the sa crum. Arrow (A) points to gas 
in bil iary ducts a nd a dist nded l oop of small 
intestine 1S noted. 

roentgenographic evidence which is not always pr esent, is a 

high degr ee of a apicion. This is especially true when a 

patient, usually an elderly female, presents her self to the 

physician with obstructive symptoms. The symptom com­plex 

which should s uggest intestinal oba troction due to a gall 

stone is tha t of an elderly female i;at1ent who has had no 

previous operations but has had a history of dise�e 
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of the gall bladder (repeated attacks of upper abdominal 

pain or intolerance to fat foods)J who develops cramping 

pain with persistent vomiting, and the occurrence of a 

nonfulminating recurrent obstructive syndrome J wi.th per­

ha~ a shifting focus of symptoms. In the history, the 

two commonest features are: (a) the history of chronic 

disease of the gall bladder, which is obtained 1n about 

50 per cent of the cases J and (b} the recurrent character 

of the obstructive symptoms, which is also true in about 

50 per cent of the cases {8,13). 

I>hysical findings may be inconclusive. There may 

be modere.te tenderness (usually a late sign), distention 

which may be only moderate as some gas passes by the ob­

structing stone, rhythmic pain and peristaltic rushes. 

The possibility of feeling the impacted gall stone as a 

hard extr~-rectal tumor on careful digital examination 

of the rectum should not be overlooked (9). ith these 

symptoms the condition must be consi.dered acute high in­

testinal obstruction and treated as such. 

TREATMENT 

The majority of the authors agree that early sur­

gical intervention with simple removal of the calculus 

from the intestinal tract is indicated. The early treat­

ment is that of conservative therapy of obstruction of 
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the small intestine, 1.e . supportive fluid therapy to 

correct fluid and electr olyte imbalance, 1nteat1nal in­

tubation and decompress i on. When adequate intubation and ( 

supportive measures fai l , after a fair trial period, to 

relieve the situat ion 1n these elderly Iatients, they 

should be prepared as promptly and as effectively as 

passible for surgi cal i ntervention. If operation is de­

layed too long, t wo cat astrophes may occur with little or 

no warning. The i ncarce rated stone may ulcerate through 

the wall of the bowel, or perforation of the bowel proxi­

mal to the stone ~ ay oc cur (8). 

Various authors agree that enterotomy 1s the opera­

tion of choice. They consider that ente roetomy 1s usually 

unnecessary, e~ a dequate decompression of the bowel above 

the atone can be s ecured by the Miller-Abbott tube, which 

should have been pa,ased into the duodenum preoperatively. 

The distended s mall inteetine may be fol l owed 

down to the site of lm,Paation of the large gall stone, 

which is usually f irmly lodged in the terminal portion of 

the ileum. At th poin t the effects of pressure may make 

the bowel appear more ne crotic than it really is. fhe 

stone should then be ge ntly dis lodged and 1tm1 lked uptl 

into the d iat ended Proximal .re.rt of the 1 leum where it 

is safer to do t he ente r otomy for its removal. 

It is advocated that the incision in the ileum 

12 



over the atone be made i n the longitudinal direction. 

After delivery of the atone the viability of the involved 

portion of intest i ne should be determined. When the con­

dition of the pa.rt is 1n doubt it should be removed; 

othe rwiee, the longitudinal incision should be closed 

transversely in or der to prevent narrowing of the lumen. 

The possi bility of multiple gall stones must be 

kept in mind. The presence of facets on the obstructing 

stone indicates t he p:robability of multiple atones (14), 

and necessitates t he need for additional searching pro­

vided the patient ' s condition permits. Additional stones 

can often be removed from the intestine through a single 

incision. 

The tip of the Miller-Abbott tube should be 

threaded close to the aLte of obstruction but not past 

it, and should be left i n place for a few days postopera­

tively without advancement (5). 

The management of the biliary fistula should be 

regarded as a separate problem. Most authors are opposed 

to immediate attac k on the biliary fistula as the majority 

of the patients are old , and closure of the fistulous com­

munication with t he bowel is considerably hazardous. It 

is unlikely that s ubsequent cholecystectomy is necessary 

for cholelithiasis, since these gall bladders rarely con­

tain residual ston es and the f istulae generally close 
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spontaneously (8). 

1R.TALITY 

The fatali ty of this condition as recorded in the 

lite ra.ture in the past has varied from 44 I:e r cent to 70 

per cent, with an averag-e mortality rate of nearly 50 per 

cent (13) . 

Most authors agree that the factors responsible 

for poor resulte and a f atal outcome in a o many cases of 

gall stone ileus a re the advanced ag-e and obesity of the 

patients, the presence of masking symptoms, water and 

electrolyte imbalance, and a lack of awareness of this 

complication (5). A fatalistic approach to this problem 

is not justified a s there are two remedial factors of 

greatest importance in t he high mortality rate: errors Ln 

diagnosis and delay in treatment. 

The improvement in the management of acute 1nteeti­

nal obstruction during the past ten to fifteen years, to­

gether with an appreciation of the peculiar it ie a of this 

type of obstruction has resulted in lowering of the mor­

tality as demonstrated by Table II. 
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TABIE ll 

lrDRTALITY FROM INTESTINAL OBSTRUCTION DUE TO GALL STONES 
IN THE LAST 1..5 YE.Jil{S 

Author Year Cases Fatality :Mortality 

Hand & Gilmore (3) 1943 3 1 33% 
Hinchey (8) 1943 13 6 43.% 
McLaughlin & Raines (4) 1949 5 0 0 
Rout ley &: Mayo, ( 5) 1952 9 0 0 
McCwie & Salzberg ~l3J 1955 7 3 46% 
Wiley & Henderson 12 1956 7 0 0 
Morlack et al. (9) 1956 6 1 
Author - - 1957 5 0 0 

C_ASE REPORTS 

Case :t 

A 79-year-ol..d white woman entered the hospital 
complaining of vomiting and abdominal .Pain. 

The pa.tien t's family gave the history that the pa­
tient has had rec urrent attacks of II gall bladder trouble" 
with intolerance t o fat t y and fried foods for many years. 
About a week and a half ago she started vomiting large 
amounts of green b ile. She complained of pain over her 
entire abdomen and deve l oped "bloat1ngn of the upper por­
tion of her abdomen. She was hospitalized in an outstate 
hospital and shortly the reafter became j1aundiced. The 
jaundice disappear ed in three d~s. She remained 1n this 
hospital for one week pr ior to being transferred to the 
University of Nebr aska Hospital reoe i ving I. V. fluids, 
intestinal intubat ion and decompression. The fQtient im­
proved and was ab l e to t ake fluids by mouth. The pa,.tient. 
had one to three l oose bowel move-ments per day. 

Physical examination revealed a well-developed 
rather obese whit e woman who was lethargic and disori­
ented. A grade three pi tting edema was present. Blood 
pressure was 170/80. Heart rate was slow and irregular. 
There was a mid line su prapubic scar extending superiorly 
to the umbilicus. The l iver was palpable three finger 
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breadths below the right coetal marg1n. There was tender­
nees to palpation in the right upper quadrant and moderate 
abdominal distention with hyperactive bowel sounds. 

Clinical course. Intestinal intubation and decom­
pression was accomplished. During the diagnostic evalua­
tion of the patient X-rays revealed a possible gall stone 
in the region of the 11.eocecal valve. A preoperative di­
agnosis of gall stone ileus was made and a laparotomy was 
performed. 

Examinati on of t he small bowel revealed a 3x4 cm. 
calculus approximately 10 cm. from the i leocecal valve. 
There was an inflammato r y mass involving the ileum and 
gall bladder. The calc ulus was dis lodged and gently 
moved more proxima lly where the ileum was opened and the 
stone removed. The ileum was closed with a double layer 
of sutures, the wound d r ained and the abdomen closed in 
layers. The patient's postoperative course was rather 
etonny a.s the re was a moderate amount of wound infection. , 
This drained for a considerable period of time and fi­
nally the entire skin and subcutaneous tissues were 
opened and allowed to granulate in. Her condition waa 
otherwise satiefactory and she was shortly discharged. 

case II 

This 86-year-old white woman entered the hospital 
complaining of a s harp pain 1n her abdomen (right upper 
quadrant) of about one week duration. She became ill one 
week ago with a temperature of 100°, right upper quadrant 
pain, nausea and vomiting . The pain had changed from an 
aching to a colicky natur e which was relieved by vomiting. 
Abdominal distention was noted two days prior to admis -
sion and had become Progr essively worse. Tba patient had 
had no bowel movements s i nce four days prior to admission. 
There was a history of a similar attack one year ago 
which was attributed to gall bladder disease. A s 1ml lar 
episode occurred in 1964 at which time it was stated that 
the patient was jaundiced. 

Physical exam.1nation revealed a well-developed 
rather emac lated aged white woman who was rather slow to 
respond to stimuli. The abdomen was moderately distended 
with the bowel pattern eas ily visualized on it. There 
were no area.a of tendernees or masses palpated. Ausculta­
tion revealed hyperactive bowel sounds. Cardiac rhythm 
wa.a irregularly irre gular and the blood pressure was 
130/80. 
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Clinical Course. X-rays of the abdomen revealed 
the small intestine to be distended with fluid levels 
present. No definite obstructing mass could be visualized. 
The patient was given aupportive measures with maintenance 
of fluids e.nd electrolytes. A Miller-Abbott tube was 
passed and decompression begun. Aa the patient did not im­
prove a laparotomy was ~rformed on the third hospital day. 

Laparotomy revealed an acute complete mechanical 
obstruction due to impaction of large gall stone (3x5 am.) 
in the distal ileum just proximal to the ileo-cecal valve. 
A longitudinal incision was made over the stone which was 
subsequently removed. A Witzel enterostomy was then , per­
fanned Just proximal to the enterotomy as it was impossi­
ble to place the Miller-Abbott tube beyond the first p0r­
tion of the duodenum. This, undoubtedly, was due to duo­
denal distortion secondary to a cholecystoduodenal fistula. 

Convalescence was complicated by a pulmonary em­
bolus on the fourth p0stoperati.ve day. The patient 
slowly resp0nded and finally discharged in a much im­
proved condition. 

Ce..se III 

This 87-year-o ld white woman entered the hos pit al 
complaining of nausea, vomiting, abdominal J;ain and dis­
tention of one day duration. The patient developed the 
above suddenly the evening before admission while she was 
home eating dinner. The i;ain and vomiting have been per­
sistent but not too severe in nature. She had no bowel 
movements nor Passed gas per rectum since the onset. 
There was no Previ ous history of gall bladder or bowel dis­
turbances. 

Physical e xamination revealed a well-developed 
obese white woman. She complained of pain in her upper 
abdomen radiating from t he right upper quadrant to left 
upper quadrant. The abdomen was obese with moderate dis­
tention and tenderness in the right lower quadrant. Only 
occasional bowel s ounds were heard. No masses were pal­
pated. 

Clinical Course. Flat and upright X-rays of the 
abdomen revealed a gene:ralized over-all fluid density ob­
scuring soft tiss ue details with a few bubbles of gas 
seen in the right upper quadrant. No opaque calculi were 
seen. The patient was maintained on I .v. fluids and as 
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the .r;atient's abdomen became more and more distended a 
Cantor tube was passed and continuous auction applied. 

Because of the obstructive process and the gas 
seen in the right upper quadrant the diagnosis of a POS -
sible gall atone 1leus was made and a laparotomy was .I;er­
formed. The abdomen was opened through a right rectus 
incision. The loops of bowel were moderately distended 
and the cantor tube waa down well into the upper jejunum. 
The terminal ileum was seen to be collapsed. A gall 
etone was encountered within the ileum about t wo feet 
above the ileo -cecal valve. The stone was approximately 
3-4 cm. in length and about 2.5 cm. wide, being ovoid in 
shape. The stone was pushed up.vard into the distended 
portion of bowel and removed through a longitudinal in­
cision. The incision was c loaed in a transverse manner 
and the remaining small bowe 1 was carefully inspected 
for a second stone. There was an inflammatory mass Pal­
pated in the right upper quadrant . The abdomen was 
closed in layers. 

The patient's convalescence was prolonged by the 
development of a cerebral vascular accident with a left 
hemipares1s on the eighth postoperative day. The patient 
responded and improved s lowly but was finally discharged 
much improved appr oximat ely one month after the develop­
ment of the left hemipares1s. 

caae rv 

This 72-ye ar-old white woman entered the hospital 
complaining of nausea and vomiting for six days, no bowel 
movement for seven days , generalized abdominal pain for 
six or seven days and abdominal distention for five days. 
Patient stated she was always in good health except for. 
occasional 11 indigoationH caused by 11 f ried foods. 11 Six 
days ago she became nau s eated and vomited being only a.b le 
to keep fluids down. She also developed generalized ab­
dominal pain whic h had persisted usually being dull and 
aching in nature but occasionally becoming colicky. She 
also stated tha t s he had no bowel movements s1nce the on­
set. She had noted that there was gradually more and more 
abdominal distention. 

Exam inati on revealed the patient to te rather obese 
with a blood pres s ure of 152/90 and a grade lI systolic 
murmur heard at t he apex. The abdomen was slightly dis­
tended and the re was gene :ra. lized t ende rneas to palpation. 
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No muse le spasm or masses we re pre sent, the re was no 
hype rpe ristalsis. 

A-ray examination of the abdomen revealed multiple 
gas and fluid fil l ed loops of small bowel. No gas was 
seen in the colon. The impression was that of a small 
bowel obstruction in the region of the terminal ileum. 

Clinical Course. A Cantor tube was passed and the 
patient was suppo r ted by I.V. fluids and electrolytes. 
The abdomen became progr essively more distended, bowel 
s ounds were quiet but t ended to be 11 tinkllng11 in nature. 
On the sixth hospi tal day as the patient had not improved 
an exploratory lapa rotomy was performed. The preoperative 
diagnosis being that of a small bowel obstruction .Probably 
due to postoperat i ve a dhesions. 

The abdome n was opened through a right para median 
incision. Explora tion r evealed loops of dilated small 
bowel. The terminal ileum was collapsed for some lO cm. 
with a 3 cm. gall stone impacted at that point. An 1leotoply 
was performed by a longi tudinal incision, the stone deliv­
ered and the incis ion c l osed transversely. There was an 
acute inflammatory mass in the right upper quadrant with 
edema and hyperem i a of t he tissues and the gall bladder 
was seen to be in volved in this mass and adherent to the 
duodenum. 

Convalesc ence wa s uncomplicated and the patient was 
discha rged on the fifte enth post operative day in g ood con­
dition. 

Case V 

Thia 75-year-old white woman entered the hospital 
complaining of vomiting , abdominal pain and distention of 
one week duration . The patient was in fairly good health 
till a week ago wh en the patient had severa l episodes of 
vomiting. Thie persisted along with complaints of abdomi­
nal Pain and "bloating. " The patient told her daughter 
that eight weeks previo usly her "stomach did not feel right 11 

and that she had had some upper abdominal Pain at that time. 
There was no previous history of gall bladder disease, jaun­
dice or fatty food intolerance. 

Physical examination revealed a rather obese white 
woman with arterioaclerotic heart disease with an enlarged 
heart and auricular fibrillation. Auscultation of lungs 
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revealed baailar r alea. The abdomen waa slightly dis­
tended, there was no ten derness or masses to palpation. 
Bowel sounds were hyperactive. There was a 4-plµs pitting 
edema of the lowe r extremities. 

Clinical Course . The patient waa maintained on 
I .V. fluids and e l ectrol ytes. A Cant or tube was passed 
and decompres s ion began . The patient's cardiac status 
was watched close ly. X- rays of the abdomen revealed an 
@val dense shadow of calcium density seen over the right 
ilium with conside rable gaseous distention of the small 
bowel. The impre s sion of the radiologist was ugall atone 
i leus." 

Because of the patient's cardiac status a lapar­
otomy was performe d unde r local infiltration of the an­
terior abdominal wall. A. 3x5 cm. fecal cove red gall 
stone was removed through a longitudinal 1nciaion from 
the terminal ileum. The incision was closed transverse 13 
and the abdomen c l osed i n layers. 

The patien t reco vered from the operation without 
complication. Convalescence was not complicated and the 
patient was discha rged on the twentieth postoperative day 
very much improve d . 

COMMENT 

These five cases of obturati on of the 1nt estine 

due to gall stone s were encountered within a four-year 

period in three Omaha h os Pi tals and one Lincoln hos pit al. 

The diagnosis was made c linically in three of the cases, 

whereas in the remaining t wo it was not suspected prior 

to surgical exploration. {Table III) 

It is no t a new observation that 1nf'requently the 

diagnosis of obstruction of the small intestine is made 

prior to surglcal exploration. The histories of these 
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TABIE III 

CLINICAL DATA IN mTESTINAL OBSTRUCTION DUE TO GALL STONES 
5 CASES 

Symptoms 

Age Cho le- Intesti- S1te of Dia.gno,- Cr1te ri.a by 
(yrs) cystic nal Ob- Oba true- sis which diag.was 

Case & Sex disease struotion tion made made clinical],y 

I 79 F Yea Yes Terminal Clini- History ot prior 
ileum cally cholecystic dis-

ease; cholelith 
via ualized on 
scout film of 
abdomen 

II 86 F Yes Yes Distal At op-
ileum e ration 

III 87 F None Yes Distal. Clini- Gas noted 1n 
ileum cally biliary tree 

by X-ray 

IV 72 F Indefi- Yes Termi.nal. At op-
nite ileum eration 

V 75 F None Yea '.ferminal Clini- Radiographic 
ileum cally evidence of 

cho le lith on 
scout film of 
abdomen 

oases further emphas i ze observations previously made by Wake­

field et al. (1), namely t hat a history of prior cholecystic --
disease is not so he l pful as one might expact. Three of the 

five cases presented had non e or indefinite symptoms of prior 
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cholecystic diaea.ae. 

Earlier r ecognition and earlier surgical correc­

tion of this condition has undoubtedly been the prime fac­

tor behind the fact that there were no fatalities in the 

five ca.sea reported, even though the patients were elderly 

and poor surgical risks. 
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