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Gallstone lleus in Octogenarians:
Is Cholecystectomy Really Needed?
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ABSTRACT

Gallstone ileus is an uncommon complication of cholelithiasis and occurs when a gallstone migrates through a cholecystoenteric fistula and
impacts within the gastrointestinal tract. Surgical intervention remains the treatment of choice, which consists of a full-thickness incision
of the visceral wall and removal of the impacted gallstone. In this paper we present the treatment approach of 6 cases of gallstone ileus

in octogenarians. In our cohort, intestinal obstruction was resolved through an enterotomy or gastrotomy and lithotomy/stone extraction
in every patient. No cholecystectomies were undertaken. Despite the fact that gallstone ileus is diagnosed in small percent of patients
suffering from gallstone disease, it accounts for a large proportion of intestine obstruction in patients older than 65 years old. Since
accurate diagnosis and timely intervention are vital, providers should be familiar with the diagnostic approach and the treatment of this
clinical entity.
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INTRODUCTION

Gallstone ileus is a rare complication of cholelithiasis
that occurs when a gallstone migrates from the gallblad-
der through a cholecystoenteric fistula, subsequently
becoming impacted within the gastrointestinal tract. It
is characterized by mechanical obstruction of the bowel
and often presents with abdominal distention, vomiting
and fever. In the elderly, dehydration, shock, or peritonitis
may complicate the clinical presentation (1). Although en-
doscopic management has been successful in up to 30% of
reported cases (2), surgical treatment is warranted in the
majority cases (1). Surgical management consists of two
components: resolution of acute small bowel obstruction
with removal of the impacted gallstone, followed by elec-
tive evaluation of the gallstone disease and inflammatory
fistulisation (1, 2).

Since Courvoisier published the first series of 131 cas-
es, reporting a mortality rate of 44% in 1890, gallstone
ileus remains a rare morbid complication of gallbladder
inflammation (3), with the issue of optimal surgical ap-
proach and timing of the procedure being still debated.
The rarity of the disease, compounded by the scarcity of
patient-level data represent a challenge in devising accu-
rate evidence-based management protocols, especially re-
garding the biliary disease component. Herein, we present
the diagnostic and treatment modalities of 6 cases of octo-
genarian patients suffering from bowel obstruction caused
by impacted gallstones.

CASE SERIES

CASE 1

An 83-year-old female patient presented to the emergency
department due to complaints of vomiting and abdomi-
nal pain which began three days before her admission to
our hospital. Physical examination revealed epigastric
tenderness. Her past medical history included diabetes,
abdominal aortic aneurysm, and atrial fibrillation. One
month before presentation, she complained about an
atypical right upper quadrant pain and low-grade fever.
Computed-tomography (CT) scan with intravenous and
oral contrast of the abdomen demonstrated marked gas-
tric dilation and a solid mass of approximately 3.5 cm in
size, embedded in the third part of the duodenum (Figure
la). Exploratory laparotomy via a supraumbilical midline
incision was decided upon, whereby duodenotomy, litho-
tomy and gallstone extraction followed by defect closure
were performed. A low-output fistula occurred during the
postoperative period, which was managed conservatively,
with the patient being discharged in good clinical condi-
tion after removal of the drain on postoperative day 25.
The patient died of congestive heart failure 18 months af-
ter surgery.

CASE 2

An 81-year-old male patient, with a personal history of
diabetes mellitus, atrial fibrillation and chronic obstruc-
tive lung disease presented to the emergency department
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because of dyspnea, abdominal pain and vomiting starting
two days ago. Physical examinations revealed right upper
quadrant tenderness and crackles on the right lower lung
fields. Four months prior to this episode he had experi-
enced pain in the right upper quadrant of his abdomen.
CT scan with IV and oral contrast demonstrated distention
of stomach and jejunum due to obstruction from an im-
pacted gallstone with air bubbles present within the gall-
bladder (Figure 1b). The patient underwent laparotomy,
with the stone was removed through a 3-cm enterotomy.
The length of postoperative stay was prolonged due to as-
piration pneumonia; however, the patient was discharged
on postoperative day 10 with his thereafter course being
uneventful. Two years after the procedure, the patient is
alive but reports frequent hospitalization due to exacerba-
tion of chronic obstructive pulmonary disease.

CASE 3

An 85-year-old woman, with a history of hypertension,
came to the emergency department due to vomiting and
abdominal pain. The patient reported a similar episode
of severe back pain relieved by rest and analgesics a few
months prior to presentation. Contrast-enhanced CT scan
revealed stomach dilation and a solid mass impacted in the
first part of the duodenum, as well as air into the gallblad-
der and the biliary tree (Figure 1c). Via midline laparoto-
my, the gallstone was palpated and was maneuvered into
the stomach where it was retrieved via gastrotomy. The
patient had an uneventful postoperative course and was
discharged on postoperative day 10. The patient remains
in good health two years postoperatively.

CASE 4

An 80-year-old male patient visited the emergency de-
partment because of vomiting and abdominal pain. Phys-
ical examination revealed abdominal distention and ten-
derness. His medical history included chronic obstructive
pulmonary disease and aortic valve replacement. Approx-
imately sixty days prior to his admission he had experi-
enced an atypical epigastric pain. CT scan with IV contrast
showed a mass causing ileal obstruction with air present
within the gallbladder (Figure 1d). Eventually, the patient
was taken to the operating theatre and underwent an ex-
ploratory laparotomy. The site of obstruction was identi-
fied by palpation and the gallstone was retrieved after an
enterotomy which was subsequently closed. The patient
recovered uneventfully and was discharged on postoper-
ative day 10. Four years after the operation the patient is
still alive without presenting any symptoms associated
with residual gallstone disease.

CASE 5

An 88-year-old female patient with a history of hyperten-
sion and dementia presented to the emergency depart-
ment with fever, abdominal pain, and vomiting. Due to an
episode of cholangitis 3 months ago, she underwent en-
doscopic retrograde cholangiopancreatography. Impact-
ed gallstones into the common bile duct (CBD) that were
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removed and CBD double-stenting after a sphincterotomy
were performed. Abdominal distention, tenderness and
jaundice (bilirubin 4 mg/dl) with increased number of in-
flammatory markers (WBC 16700/mm3 and CRP 150 mg/dl)
needed emergency management. Computer tomography
showed ileal obstruction caused by a solid mass plus air
in the gallbladder and the biliary tree (Figure le). She un-
derwent open surgery, and the stone was located and re-
moved. The patient’s post-operative period was complicat-
ed by surgical site infection (SSI) however, the patient was
discharged on postoperative day 6. Twelve months after
the operation she remains in good condition without any
biliary-associated complaints.

CASE 6

This is a case of an 82-year-old female patient who pre-
sented to the emergency department with complaints of
vomiting and abdominal pain. Abdominal examination
revealed tenderness, but no distention. Her past medical
history included atrial fibrillation, a transient ischemic
attack and dementia. A CT scan with IV and oral contrast
was performed, that showed jejunal obstruction (Figure
1f) and air in the gallbladder. The abdomen was explored
through a midline incision. After the obstruction was
identified an enterotomy, lithotomy and defect closure
were performed. The patient was uneventfully discharged
on postoperative day 8, however he died 6 months later
due to an ischemic stroke.

Fig.1 CT scan with IV and oral contrast showing (a) a solid mass
in size of 3.5 cm embedded in the 3rd part of the duodenum (white
arrow) in case 1, (b) a gallstone impacted in the jejunum in case 2,
(c) a solid mass impacted in the first part of the duodenum, as well
as air into the gallbladder and the biliary tree in case 3, (d) a solid
mass obstructing the ileum in case 4, () ileal obstruction caused
by a solid mass in case 5, (f) jejunal obstruction in case 6.

DISCUSSION

Gallstone ileus is diagnosed in 0.3-0.5% of patients suf-
fering from gallstone disease (4). Accounting for almost
one fourth of intestine obstructions in patients older than
65 years old, accurate diagnosis and timely intervention
are warranted (5). Two possible pathogenetic pathways
of a cholecystoenteric fistula have been previously de-
scribed. The first entails the formation of a fistula between
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gallbladder wall and an adjacent hollow viscera, while the
second involves migration of gallstones through the com-
mon bile duct and the ampulla of Vater after endoscopic
sphincterotomy (3).

The possible sites of obstruction include the ileum
(60%), the jejunum (15%), the stomach (15%), and the colon
(5%) (6). Plain abdominal x-ray and abdominal computed
tomography (CT) with intravenous and oral contrast are
the diagnostic modalities best used in acute setting (5). The
classic radiological findings, called Rigler’s triad consist-
ing of pneumobilia or contrast medium within the biliary
tract, small bowel obstruction and an ectopic gallstone in
the bowel are present in one-third of patients (2, 7).

Surgical management consists of a full-thickness in-
cision of the visceral wall and removal of the impacted
gallstone. In cases of duodenal impaction, gently pushing
the gallstone to the stomach allows for an easier and safer
retrieval. Synchronous impacted gallstone removal, chol-
ecystectomy and fistulectomy can be urgently performed
during a single operation (3). Although a planned chole-
cystectomy following the resolution of acute small bowel
obstruction is a feasible option, this is not recommended
in older fragile patients (3, 4). It is well worth noting that
spontaneous closure of inflammatory cholecystoenteric
fistulas in asymptomatic patients has been recorded (8).
Synchronous gallbladder carcinoma as an incidental find-
ing is another possibility that should be taken into consid-
eration (9, 10).

Laparoscopic resolution of gallstone ileus is feasible,
albeit with a high risk of conversion due to exacerbated
small bowel distention and risk of bowel content spillage
in the abdominal cavity following enterotomy for stone
extraction (11). Other minimal invasive methods such as
endoscopic lithotomy, lithotripsy or extraction have been
previously described as alternatives to cholecystectomy
in fragile patients, however, data on the efficacy of such
approaches remain, as yet, limited (3).

Intestinal obstruction was resolved through an en-
terotomy or gastrotomy and lithotomy/stone extraction
in every patient in our cohort. Postoperative mortality is
considerable when synchronous cholecystectomy is un-
dertaken and should be factored in when contemplating
the optimal surgical approach in elder patients (3). In the
present case series follow-up symptoms of cholecystitis,
cholangitis and recurrent ileus did not recur, with two
registered mortalities being attributable to non-biliary
causes (Table 1).

Although omitting cholecystectomy appears to be safe
in frail patients, this observation cannot be generalized
due to the small number and the narrow demographic
range of included cases. Nevertheless, long-term postop-
erative outcomes regarding biliary-associated complica-
tions appear to be low, thus justifying a more conservative
approach with regard to the biliary disease component.

CONCLUSION

Gallstone ileus is a rather rare complication of cholecysti-
tis. Surgical treatment of gallstone ileus consists of remov-
al of the impacted gallstone to resolve bowel obstruction in
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the acute setting. While cholecystectomy may be contem-
plated, itis not recommended in older, frail patients. In our
case series, intestinal obstruction was resolved through an
enterotomy or gastrotomy and lithotomy/stone extraction
in every patient with no patient subsequently develop-
ing biliary-related adverse events, despite the omission
of cholecystectomy. Nevertheless, larger patient series
are still necessary to corroborate the safety of leaving the
gallbladder in situ, following an episode of gallstone ileus.
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