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Gallenstein Ileus: Korrelation zwischen den 
Ergebnissen der Computer Tomographie 
und der Doppel-BallonEnteroskopie mit dem 
intra-operativem Befund

Zusammenfassung. Der Gallenstein-Ileus ist eine seltene 

Ursache für eine Obstruktion des Dünndarms. Gefährdet 

sind vor allem ältere Patienten. Wir berichten über eine 

88-jährige Patientin, die einen solchen Gallenstein-Ileus 

erlitt. Die Korrelation zwischen den Ergebnissen der Com-

puter Tomographie und der Doppel–BallonEnteroskopie 

mit dem intra-operativem Befund wird ebenso wie mögli-

che therapeutische Strategien diskutiert.

Summary. Gallstone ileus is an uncommon cause of small 

bowel obstruction, aff ecting mainly elderly patients. We 

report a case of gallstone ileus in an 88-year old female pa-

tient. Th e correlation between computed tomography, 

double-balloon enteroscopy and intra-operative fi ndings 

is discussed, as well as treatment strategies.
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Introduction

Gallstone ileus is a rare complication of cholelithiasis and 

is an uncommon cause of mechanical bowel obstruction, 

aff ecting mainly elderly patients. It is caused by impaction 

of a gallstone in the jejunum or ileum after being passed 

through a biliary-enteric fi stula. Th e diagnosis is often de-

layed since symptoms may be intermittent and nonspe-

cifi c and investigations fail to identify the cause of the 

obstruction [1]. Treatment consists of resuscitating the pa-

tient and removal of the obstructing stone. Gallstone ileus 

is associated with relatively high morbidity and mortality 

Fig. 1. CT-scan, performed after administration of intravenous, oral 
and rectal contrast and reconstructed in the coronal plane, shows a 
large gallstone (arrow) with central calcifi cation located in the 
proximal jejunum. Additionally, air in the biliary system (open arrow), 
and in the collapsed gallbladder (arrow head) can be observed
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rates, since most patients present acutely, diagnosis is fre-

quently delayed and patients have pre-existing co-morbid 

medical conditions [2].

Case report

An 88-year-old female patient with a medical history of 

ovarian cyst extraction by laparotomy was admitted to our 

hospital with right upper and left lower quadrant abdomi-

nal pain, vomiting and anorexia. Two years prior she was 

diagnosed with cholecystolithiasis, leading to cholecysti-

tis, which was treated conservatively. No cholecystectomy 

was performed.

On admission, an abdominopelvic computed tomogra-

phy (CT) scan showed an obstructive high ileus, based on 

a large, partially calcifi ed, gallstone (5 × 3 cm) which was 

impacted in the proximal jejunum. Also, pneumobilia, air 

within the collapsed gallbladder, as well as a probable fi s-

tula tract to the duodenum with marked surrounding 

edema was demonstrated (Fig. 1). Double-balloon enter-

oscopy was performed. Although the gallstone could be 

reached in the proximal jejunum, the stone was too large 

to be crushed with through-the-endoscope-devices such 

as lithotripsy baskets and polypectomy snares, or to be 

grasped in a retrieval net (Fig. 2). Argon plasma coagula-

tion did not result in suffi  cient fragmentation either. Sub-

sequently a laparotomy was performed. A marked 

induration of the jejunal wall was noticed (Fig. 3) and the 

above-described gallstone was removed (Fig. 4). Postoper-

ative recovery was uneventful and the patient left the hos-

pital 4 days after surgery.

Discussion

Gallstone ileus accounts for 1–4 % of all cases of mechani-

cal obstruction in the general population and, in patients 

over age 65, it accounts for 25% of nonstrangulated small 

bowel obstruction [1, 3]. Th e underlying pathophysiology 

is due to acute or chronic cholecystitis based on cholelith-

iasis. Th e infl amed gallbladder becomes adherent to part 

of the alimentary tract and ischemia and erosion leads to 

the gallstone eroding through the cholecystic duct or gall-

bladder wall and intestinal wall to form a biliary-enteric 

fi stula [2, 3].

Diagnosis can be made upon a plain radiograph, al-

though less than 15% of gallstones are visible on a plain ab-

dominal fi lm, since most stones are radiolucent and 

because gas and bony structures can obscure gallstones 

outside the biliary tree. Abdominal CT off ers better visual-

ization of the impacted stone and can document gallblad-

der thickening, pneumobilia and intestinal obstruction 

[4]. Enteroscopy is of relatively limited use for the diagno-

sis of this condition.

Prompt diagnosis, adequate fl uid repletion and relief of 

intestinal obstruction are essential in the treatment of gall-

stone ileus. Endoscopic treatment seldom proves to be 

successful; however, is less invasive compared to surgery 

and has been described before [5, 6]. A very elegant method 

of endoscopic crushing of gallstones is a combination of 

electrohydrolic lithotripsy, which is used to “drill” a hole 

through the stone, and dilation balloons, that are intro-

Fig. 2. Endoscopic view with double-balloon enteroscopy, showing 
the obstructing gallstone located in the proximal jejunum

Fig. 3. Intraoperative fi nding of a gallstone located in the proximal 
jejunum

Fig. 4. The extracted gallstone, measuring 5 by 3 cm
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duced through the hole and then infl ated [7]. Unfortu-

nately, we did not have access to electrohydrolic lithotripsy 

devices at that time. Mainstay of therapy is surgical entero-

lithotomy with careful examination of the intestinal tract 

for additional gallstones. One-stage surgery with com-

bined enterolithotomy, cholecystectomy and fi stula-clo-

sure remains a matter of debate, since it is associated with 

a high rate of complications and a high mortality rate [8]. It 

is primarily recommended in patients who have a low op-

erative risk and in whom fi ndings in the right upper quad-

rant permit biliary tract inspection and cholecystectomy 

[1, 2, 9, 10]. In high risk patients, it is recommended to per-

form enterolithotomy alone, followed by elective chole-

cystectomy at a later date if biliary symptoms persist. 

However, in the elderly patient, subsequent cholecystec-

tomy is not mandatory [7, 11, 12].
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