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Gallstone obstruction in anastomotic stricture: A very rare case

Anastomoz darhiginda safra tasi ileusu: Nadir bir vaka

Burak Veli Ulger!, Omer Uslukaya', Abdullah Oguz?, Ercan GiindiizZ, Memik Teke?, Bilsel Bag!

ABSTRACT

Gallstone ileus is a rare but serious complication of cho-
lelithiasis. It is a rare cause of small bowel obstruction but
it accounts up to 25% of non-strangulated small bowel
obstructions in elderly. Obstruction usually occurs in the
terminal ileum. Although the most frequent mechanism
of gallstone ileus is migration of the gallstone through a
gallbladder-duodenal fistula, there have been cases of
bowel obstruction caused by gallstones without any find-
ings of bilio-enteric fistula during the operation. The diag-
nosis is usually delayed due to nonspecific clinical signs
and symptoms. Abdominal computerized tomography
(CT) scan is the optimal way to diagnose the gallstone
ileus. It can identify the site and nature of the obstruc-
tion. The optimal surgical approach is a matter of debate.
Enterolithotomy is the most performed operation. One
stage operation should be performed in selected low
risk patients. In this study, we report a 55 years old male
patient who underwent surgical intervention due to gall-
stone ileus. During the operation, we observed that two
individual gallstones lead to obstruction in anastomotic
stricture which was due to the patient’s prior small bowel
resection. Also, no fistula was found during the operation
between the gall bladder and the gastrointestinal tract of
patient. The gallstones were removed by enterolithotomy.
Because there was no gallstone in the gallbladder, we did
not perform cholecystectomy. J Clin Exp Invest 2015; 6
(1): 72-74
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INTRODUCTION

Gallstone ileus is a mechanical obstruction caused
by the impaction of gallstone within the lumen of the
gastrointestinal tract (GIT). Usually migration of the
gallstone occurs through a fistula between gallblad-
der and GIT, but it can be seen without a fistula and

OzZET

Safra tasi ileusu, kolelitiazis’in nadir ama ciddi bir komp-
likasyonudur. ince barsak tikanikliklarinin nadir bir ne-
deni olmasina ragmen, yasllarda strangulasyon’a bagl
olmayan ince barsak tikanikliklarinin %25’inin sebebidir.
Tikaniklik, genellikle terminal ileum’da gergeklesir. Saf-
ra tasl ileusu’nun en sik olugs mekanizmasi safra kesesi
duodenum arasindaki bir fistllden safra taginin migras-
yonu olsa da, ameliyat sirasinda bilio-enterik fistll sap-
tanamayan vakalar da rapor edilmistir. Hastaligin tanisi,
nonspesifik belirti ve bulgular nedeniyle genellikle gecikir.
Safra tasi ileusu tanisini koymada abdominal bilgisayarli
tomografi ideal olan bir yontemdir. Tikanikligin yerini ve
Ozelligini gosterebilir. En uygun cerrahi yontem ise tartis-
malidir. Enterolitotomi en sik uygulanan yontemdir. Tek
asamall ameliyat ise, sadece segilmis disik riskli hasta-
larda yapilmalidir. Bu galismamizda, safra tasi ileusu ne-
deniyle ameliyat ettigimiz 55 yasindaki erkek bir hastayi
sunuyoruz. Ameliyatta, 2 adet safra taginin hastanin daha
once gegirdigi ince barsak rezeksiyonundan sonra olusan
anastomoz darliginda tikanikliga neden oldugu saptandi.
Ayrica, hastanin safra kesesi ile gastrointestinal kanali
arasinda fistllin olmadigi da saptandi. Enterolitotomi ile
safra taslari ¢ikartildi. Safra kesesinde tas saptanmadigi
icin, kolesistektomi yapilmadi.

Anahtar kelimeler: Safra tasi ileusu, anastomoz darhgi,
bilio-enterik fistl

the gallstones can impact proximal to an anasto-
motic stricture. Computed tomography (CT) is use-
ful for estimating the size and number of impacted
gallstones. Enterolithotomy is the most preferred
procedure and is usually curative.
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CASE REPORT

We report a 55 years old male patient who present-
ed with intermittent abdominal pain, nausea, vomit-
ing, abdominal distension and obstipation. He had
been having similar symptoms for the previous 3
months. He had a history of prior segmental small
bowel resection due to strangulation ten years ago.
The physical examination revealed a distended ab-
domen, with no palpable masses and no hernias.
Plain abdominal x ray revealed distended small
bowel segments and 2 radio-opaque stones in the
abdomen (Figure 1). Abdominal CT scan revealed
intestinal distension and two individual radio opaque
gallstones in the lumen of the ileum, so the diagno-
sis of gallstone ileus was established (Figure 2).
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Figure 1. Plain abdominal x ray revealed distended small
bowel segments and two radio-opaque stones in the ab-
domen
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Figure 2. Abdominal CT scan revealed two gallstones in
the lumen of the ileum

Laparotomy revealed distended loops of small bow-
el and a clear transition zone from dilated to col-
lapsed bowel just proximal to the previous ileo-ileal
anastomosis. Two individual stones were palpated
at this site. The stones were propelled backwards
through the jejunum and then the patient underwent
enterolithotomy (Figure 3). No other gallstones

were detected by manual examination of the intes-
tine and gallbladder. No sign of bilio-enteric fistula
was observed during the operation. Because there
was no gallstone in the gallbladder, we did not per-
form cholecystectomy. The patient was discharged
uneventfully on sixth day after surgery.

Figure 3. The patient underwent enterolithotomy

DISCUSSION

Gallstone ileus was first described by Bartholin in
1654 [1]. It accounts for 1-4% of all mechanical
bowel obstructions, and 25% of small bowel ob-
structions in patients older than 65 years [2]. The
obstructing stone originates from the gallbladder.
Recurrent calculous cholecystitis usually results in
extensive inflammation and adhesion between the
gallbladder and the GIT. This facilitates the erosion
by the gallstone through the wall of the gallbladder
into the gut to form cholecystoenteric fistula and
eventual passage into the gut [3].

The fistula can occur anywhere in the GIT in-
cluding the stomach, the colon, and the small bowel
[4]. The size of the stone and the luminal diameter
are the two main factors determining whether ob-
structions will occur. Generally, obstruction due to
gallstones occurs in the terminal ileum and the ileo-
caecal valve [2]. Although the most frequent mecha-
nism of gallstone ileus is migration of the gallstone
through a gallbladder-duodenal fistula (68%-96.5%)
[5], there have been cases of bowel obstruction
caused by gallstones without any findings of bilio-
enteric fistula during the operation [6]. Bowel stric-
tures due to inflammatory diseases were thought to
be responsible for this situation.

Gallstone ileus is associated with high morbid-
ity and mortality, due to delay in diagnosis and the
predominance of elderly patients. Diagnosis is usu-
ally delayed due to nonspecific clinical symptoms
and signs of the disease [2]. Plain abdominal ra-

J Clin Exp Invest

www.jceionline.org

Vol 6, No 1, March 2015



74 Ulger B.V. et al. Gallstone obstruction in anastomotic stricture

diographs, abdominal ultrasound (US) and CT have
been used for diagnosis. Classical Rigler’s triad [4]
of pneumobilia, presence of ectopic gallstone, and
mechanical bowel obstruction has been shown to
be present in less than half of the patients with gall-
stone ileus. CT scan allows detection of the spe-
cific location and size of the ectopic stone, the site
of bowel obstruction, and direct visualization of the
biliary-enteric fistula [7].

Optimal surgical treatment for this gallstone
ileus is a matter of debate. Surgical treatment op-
tions include enterolithotomy with or without inter-
val cholecystectomy or one-stage enterolithotomy,
cholecystectomy, and repair of the fistula. Enteroli-
thotomy is mostly performed procedure, with lower
morbidity and mortality [4]. One-stage surgery has
prolonged operation and additional surgical trauma,
but it is preferred in selected low risk patients in or-
der to prevent recurrence of gallstone ileus and re-
current ascending cholangitis [2].

In conclusion, gallstones may enter the gastro-
intestinal tract even if the fistula does not persist,
and lead to gallstone ileus by impacting proximal to
an anastomotic stricture. Surgical approach should
depend on the underlying pathology and the condi-

tion of the patient. After enterolithotomy; gallblad-
der, the entire small bowel and colon should be digi-
tally examined for further stones.
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