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Abstract: Gallstone ileus is a rare but important cause of mechanical small bowel obstruction, particularly in elderly patients. It accounts for approximately 1–4% of all bowel obstructions but may represent up to 25% of non-strangulated obstructions in patients over 65 years of age. We present the case of a 68-year-old female who presented with signs of intestinal obstruction secondary to gallstone impaction. Computed tomography revealed pneumobilia, a cholecystoduodenal fistula, and small bowel obstruction consistent with gallstone ileus. The patient underwent timely surgical intervention with enterolithotomy, resulting in an uneventful recovery. This case highlights the importance of early diagnosis, appropriate surgical decision-making, and individualized management strategies in elderly patients.
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Introduction: Gallstone ileus is an uncommon but clinically significant complication of cholelithiasis, resulting from the passage of one or more gallstones into the gastrointestinal tract through a biliary-enteric fistula, most commonly a cholecystoduodenal fistula [1]. This condition leads to mechanical obstruction, typically at the level of the terminal ileum due to its relatively narrow lumen and reduced peristaltic activity.
Although gallstone ileus accounts for a small proportion of all intestinal obstructions, its incidence increases significantly with age. In elderly populations, particularly those over 65 years, it may account for up to one-quarter of non-strangulated small bowel obstructions [2]. The condition is more frequently observed in females, likely reflecting the higher prevalence of gallstone disease in this population.
The clinical presentation of gallstone ileus is often non-specific and may include intermittent abdominal pain, nausea, vomiting, and signs of bowel obstruction. This variability frequently results in delayed diagnosis, contributing to relatively high morbidity and mortality rates, reported between 7% and 18% [3]. Advances in imaging, particularly computed tomography (CT), have significantly improved diagnostic accuracy.
This report presents a case of gallstone ileus in an elderly female patient, emphasizing diagnostic challenges, surgical management, and relevant considerations in current clinical practice.

Case Presentation: A 68-year-old female presented to the emergency department with a three-day history of progressively worsening abdominal pain, predominantly localized to the right upper quadrant. The pain was associated with nausea, multiple episodes of vomiting, and absence of bowel movements for the preceding 24 hours. She also reported low-grade fever.
Her medical history was significant for hypertension and chronic gastritis. There was no previously documented history of gallstone disease or prior abdominal surgery.
On physical examination, the patient appeared mildly dehydrated. Abdominal examination revealed distension, tenderness in the right upper quadrant, and reduced bowel sounds. There were no signs of peritonitis.
Laboratory investigations demonstrated leukocytosis (white blood cell count: 17,000/µL), elevated liver enzymes (AST: 125 U/L, ALT: 142 U/L), mildly elevated gamma-glutamyl transferase (GGT: 70 U/L), and elevated C-reactive protein (CRP: 18 mg/L), suggesting an inflammatory process.
Contrast-enhanced abdominal CT imaging revealed classical findings consistent with gallstone ileus, including pneumobilia, evidence of a cholecystoduodenal fistula, and dilated small bowel loops with a transition point indicating obstruction (Figure 1). A hyperdense intraluminal mass consistent with a gallstone was identified within the small intestine.
Initial management included intravenous fluid resuscitation, electrolyte correction, and nasogastric decompression. Given the radiological findings and clinical deterioration, the patient was taken to the operating room within 24 hours.

Surgical Intervention: Exploratory laparotomy revealed dilated small bowel loops with a clear transition point approximately 100 cm proximal to the ileocecal valve. A large gallstone measuring approximately 4 cm in diameter was identified as the cause of obstruction.
A longitudinal enterotomy was performed proximal to the site of impaction, and the gallstone was successfully extracted (Figure 2). The enterotomy was subsequently closed transversely to reduce the risk of luminal narrowing.
No attempt was made to perform cholecystectomy or fistula repair during the same operation, given the patient’s age and comorbidities, and the priority of minimizing operative time and surgical risk.
The postoperative course was uneventful. The patient resumed oral intake gradually and was discharged on postoperative day three. Plans were made for interval evaluation regarding elective cholecystectomy and fistula closure.

Discussion: Gallstone ileus represents a rare but important cause of mechanical bowel obstruction, particularly in elderly populations. It arises as a late complication of chronic cholelithiasis, where repeated inflammation leads to the formation of a biliary-enteric fistula, allowing gallstones to migrate into the intestinal lumen.
The pathophysiology involves chronic inflammation of the gallbladder wall, adhesions to adjacent bowel, and eventual erosion leading to fistula formation. The most common fistula type is cholecystoduodenal, accounting for approximately 70% of cases [4-5].
Clinical presentation is often variable and may be intermittent due to the “tumbling phenomenon,” where the gallstone temporarily obstructs and then moves distally. This contributes to diagnostic delay, which is associated with increased morbidity.
CT imaging is considered the gold standard for diagnosis, with high sensitivity and specificity. The presence of Rigler’s triad—pneumobilia, bowel obstruction, and an ectopic gallstone—is highly suggestive of gallstone ileus [6-7]. In addition, CT allows precise localization of the obstruction and assessment of complications such as bowel ischemia.
From a surgical perspective, the primary goal is relief of obstruction. Enterolithotomy alone remains the most widely accepted approach, especially in elderly or high-risk patients. This approach is associated with shorter operative time and lower morbidity compared to one-stage procedures that include cholecystectomy and fistula repair [8-9].
The debate regarding optimal surgical management remains ongoing. While a one-stage procedure may reduce the risk of recurrent gallstone ileus and biliary complications, it carries a higher risk of perioperative complications. Therefore, patient selection is critical, and a staged approach is often preferred in elderly or comorbid individuals[10].
In the present case, enterolithotomy alone was performed, which aligns with current evidence favoring a conservative surgical approach in high-risk patients. The favorable postoperative outcome further supports this strategy.
Stone size is another important factor in gallstone ileus. Stones larger than 2–2.5 cm are more likely to cause obstruction, with most cases involving stones between 2 and 5 cm in diameter [11]. The 4 cm gallstone in our patient is consistent with this observation.
The most common site of impaction is the terminal ileum, due to its anatomical and functional characteristics. The location of obstruction in our case, approximately 100 cm proximal to the ileocecal valve, is consistent with typical findings.
Early diagnosis and timely intervention are crucial in reducing morbidity and mortality. This case underscores the importance of considering gallstone ileus in elderly patients presenting with signs of bowel obstruction, even in the absence of a known history of gallstones[12-13].

Conclusion: Gallstone ileus is a rare but potentially life-threatening condition that should be considered in elderly patients presenting with intestinal obstruction. Prompt diagnosis using CT imaging and appropriate surgical management are essential to improve outcomes. Enterolithotomy alone remains a safe and effective treatment option in selected patients, particularly those with significant comorbidities.
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Figure 1: Abdominal CT scan demonstrating pneumobilia, dilated small bowel loops, and an ectopic gallstone consistent with Rigler’s triad.
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Figure 2: Intraoperative view showing the extracted gallstone measuring approximately 4 cm following enterotomy.
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