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Gallstone Ileus Caused by a Cholecysto-Duodeno-Colic Fistula, 
Case Report And Literature Review

Suciu B.A.1,2, Hălmaciu Ioana2, Vunvulea V.2,  Trâmbițaș C.2, Pisică R.1, Lata Laura1, Fodor D.1, Molnar C.1, 
Copotoiu C.1, Brînzaniuc Klara2

ABSTRACT
Introduction: Complex cholecysto-duodeno-colic 
fistulas are an extremely rare complication that can 
occur in patients with cholelithiasis. The aim of this 
article is to present the case of a pacient with cholecysto-
duodeno-colic fistula manifested with biliary ileus in a 
patient known for many years with cholelithiasis.
Case report: We present the case of a 62 y/o male that 
was admitted in our clinic with the diagnosis of gallstone 
ileus. Emergency surgical intervention was needed. 
Intraoperatively we discovered a cholecysto-duodeno-
colic fistula complicated with gallstone ileus. During 
the operation we practiced retrograde cholecystectomy, 
closure of the fistulous tract (duodenoraphy, coloraphy), 
enterotomy and extraction of the calculus located inside 
the small intestine. The postoperative evolution was 
favorable.
Conclusions: Cholecysto-duodeno-colic fistulas 
complicated with gallstone ileus are an extremely rare 
complication that can occur in patients with gallstones. 
In case of the occurrence of gallstone ileus, the surgical 
treatment is an emergency, being the only therapeutic 
technique that can save the patient’s life.

Keywords : cholecysto-duodeno-colic fistula, ileus

Ioana Hălmaciu

Anatomy Discipline;
University of Medicine and Pharmacy Târgu Mureș

email : anca_halmaciu@yahoo.com

10.1515/arsm-2017-0031
ARS Medica Tomitana - 2017; 4(23): 170 -174 

Introduction

Internal biliary fistulas are extremely rare 
complications that can occur in patients with 
cholelithiasis. This type of complication can arise in 
up to 2% of the patients with cholelithiasis. Usually 
the most frequent types of internal biliary fistulas 
are cholecystoduodenal fistulas, but there exists 
cholecystogastric or cholecystocolic fistulas as well. 
[1] Complex cholecysto-duodeno-colic fistulas are an 
extremely rare complication that can occur in patients 
with cholelithiasis. Up to this date there are only 6 
such cases described in the English medical literature. 
[2,3]  

The aim of this article is to present the case 
of a pacient with cholecysto-duodeno-colic fistula 
manifested with biliary ileus in a patient known for 
many years with cholelithiasis. 

Case report

We present the case of a 62 y/o male that was 
admitted to the emergency room accusing intense 
abdominal pain, nausea, vomiting and a lack of 
bowel movement. The patient was aware of his 
diagnosis of cholelithiasis for the past 10 years, but 
refused the surgical treatment offered. The computed-
tomography examination of the abdomen revealed 
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the existence of multiple hydroaeric levels in the 
area of the jejunum, with the presence of a calculus 
causing intestinal obstruction. This examination also 
revealed the existence of a gallstone at the level of the 
common bile duct. (Figure 1)

Figure 1 : Abdominal CT, highlighting the calculus within 
the small intestine

Emergency surgical intervention was needed 
thus we practiced exploratory laparotomy. When 
exploring the peritoneal cavity, we noticed the 
dilatation of a couple of jejunal segments with a 
bowel obstruction caused by an intestinal calculus, 6 
cm cross section. We also noticed the existence if a 
complex biliary fistula (cholecysto-duodeno-colic). 
(Figure 2)

Figure 2 : Intraoperative image, cholecysto-duodeno-
colic fistula, enteroraphy

After closing the fistulous tract, we discovered 
the existence of a calculus, 4 cm in cross section, 
at the level of the common bile duct. (Figure 3). 
During the operation we practiced retrograde 
cholecystectomy, closure of the fistulous tract, 
enterotomy and extraction of the calculus located 
inside the small intestine followed by monoplane 
enteroraphy. The openings of the fistula located at 
the level of the colon and duodenum were closed by 
a monoplane suture. After extracting the gallstone at 
the level of the common bile duct, we explored the 
main bile ducts whiteout finding any other obstacles 
and placed a Kehr drain at the aforementioned level. 
The postoperative evolution was favourable, the 
patient being discharged 10 days later.   

Figure 3 : Intraoperative image, after the closure of the 
fistulous opening we can observe the existence of the 

gallstone in the biliary ducts

Discussions

Gallstone ileus sums up to around 1-2% of 
all the cases of mechanic obstructions of the small 
intestine. [4] The majority of these cases occur in 
patients already known with cholelithiasis after 
being asymptomatic long periods of time, the most 
of the patients being elderly. [5] The entrance of 
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the calculus into the bowel is possible through the 
formation of an internal biliary fistula. The formation 
of such an aforementioned fistula is possible due 
to local inflammatory processes persisting a long 
amount of time. [6] Another possible cause could be 
the existence of a gallbladder neoplasm occurring in a 
patient with gallbladder lithiasis, the tumor invading 
the surrounding organs. In such cases it often happens 
that the intraoperative differential diagnosis between 
a benign and malignant tumor is very difficult. For 
this reason, a frozen section becomes very useful. [7]

It is usually very difficult to diagnose such 
pathologies preoperative. Nowadays with the 
development of the imagistic techniques it is possible 
in some cases to diagnose preoperative a gallstone 
ileus, usually this diagnosis being set during the 
surgical intervention itself. [8,9]

The majority of the patients are admitted at 
the emergency room accusing nausea, vomiting, 
abdominal pain or diarrhea. In the cases of the 
existence of a gallstone ileus, these patients also 
present signs of intestinal occlusion.  [10] Despite 
this fact, the majority of the studies published in the 
medical literature suggest that, the most frequent 
symptom of patients with internal biliary fistula is 
actually diarrhea. This is due to the laxative effect 
of bile acids. [11,12] Sometimes the diarrheic 
syndrome can be so severe that it can lead to 
intestinal malabsorption and megaloblastic anemia. 
[13] The abdominal pain occurring in such patients 
are usually localized in the right hypochondrium, 
but are not the dominant symptom of this pathology. 
[14] Another important fact to take into account is the 
direct communication between the bile ducts and the 
intestinal tract that can lead to an infectious syndrome 
due to the occurrence of angiocholitis. [15]  

The positive diagnosis in such case is very 
difficult to establish preoperative. Radiological 
examination is usually inconclusive, being able 
only to highlight signs of intestinal occlusion or the 
existence of a gallstone, if the latter is radiopaque. 
Abdominal ultrasound is not useful either. The main 
imagistic examination that can establish the diagnosis 
of gallstone ileus is abdominal computer tomography 
with contrast dye. The use of this imagistic technique 
has maximum relevance in patients with radiopaque 
calculus. [16,17]

Bearing in mind this fact, it was proven that 
approximately 43% of cases of biliary fistulas were 
correctly diagnosed before the surgical intervention, 
in patients with cholecysto-colic fistula this 
percentage drops to around 10%. [6,18] The difficulty 
of establishing a correct preoperative diagnosis relies 
in the fact that, the pathognomonic sign of internal 
biliary fistulas is pneumobilia, but it is often not 
present in these patients. [19,20] 

Regarding the treatment of these patients, 
surgical treatment is the gold standard. The patients 
who are admitted with an altered general condition 
and aren’t suited for surgical intervention, can 
benefit from endoscopic sphincterotomy as a viable 
alternative as some authors reported. This way, the 
pressure generated in the bile ducts is reduced, and 
after removing the gallstone there can even be a 
possibility of the internal fistula to close on its own. 
[21-23] Despite that, this technique is not suitable for 
patients who also present gallstone ileus, the surgical 
treatment being the only lifesaver.

Regarding the technique of the surgical 
approach in these patients we must remember that 20 
years ago, the majority of authors recommended an 
open approach, whilst in recent times more and more 
authors suggest laparoscopic approach as being more 
viable. This approach has the advantage of a lower 
mortality and morbidity rate, as well as a more rapid 
social insertion of these patients and a less overall 
pain. On the other side, it often happens in patients 
with gallstone ileus that the laparoscopic approach is 
not possible, due to a high risk of an intraoperative 
iatrogenic lesion. [24-26]

Conclusions

Cholecysto-duodeno-colic fistulas complicated 
with gallstone ileus are an extremely rare complication 
that can occur in patients with gallstones. In case 
of the occurrence of gallstone ileus, the surgical 
treatment is an emergency, being the only therapeutic 
technique that can save the patient’s life.
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