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Abstract: Gallstone ileus is a rare complication of cholelithiasis, resulting from the impact of an
ectopic gallstone within the gastrointestinal tract, leading to intestinal obstruction. Its clinical
presentation is variable, with abdominal pain associated with obstructive symptoms being the most
common presentation. In this report, we describe the case of a patient with an atypical presentation
of gallstone ileus, with diarrhea as the initial manifestation and no evident signs of intestinal ob-
struction, who underwent laparoscopic surgical treatment for removal of the ectopic stone, followed
by outpatient management of cholelithiasis.
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1. Introduction

Gallstone ileus is a rare complication of cholelithiasis, characterized by mechanical
obstruction of the gastrointestinal tract due to the impaction of an ectopic gallstone origi-
nating from a fistula between the gallbladder and the gastrointestinal tract [1]. This con-
dition is more frequent in elderly women and in patients with multiple comorbidities,
contributing to a high mortality rate ranging from 12% to 27% [2].

The clinical presentation of gallstone ileus is variable and depends on the site of stone
impaction within the gastrointestinal tract. Abdominal pain is the most common symp-
tom, often associated with signs of intestinal obstruction such as distension, nausea, and
vomiting. However, atypical presentations may occur and hinder early recognition of the
disease. Initial episodes of diarrhea may mask the diagnosis by mimicking common con-
ditions such as infectious gastroenteritis, ischemic colitis, or antibiotic-associated diar-
rhea, often leading to delayed diagnosis and increased morbidity associated with gall-
stone ileus. This diagnostic possibility should be especially considered in elderly patients
with a history of cholelithiasis or previous biliary symptoms [3].

Additionally, the presence of biliodigestive fistulas may alter intestinal transit and
favor episodes of diarrhea due to the direct passage of bile into the intestine, a phenome-
non mainly described in cholecystocolonic or cholecystoduodenal fistulas. Therefore, im-
aging studies play a fundamental role in confirming the diagnosis in these nonspecific
clinical scenarios [4,5]. Recent studies highlight that atypical clinical presentations may
significantly contribute to delayed diagnosis in gallstone ileus, reinforcing the importance
of a high index of clinical suspicion in elderly patients with nonspecific abdominal symp-
toms [1,3].

We present a case report of a patient with atypical gallstone ileus, presenting ab-
dominal pain and diarrhea without intestinal obstruction, highlighting the diagnostic ap-
proach and treatment instituted, with the aim of reinforcing the need for a high index of
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suspicion for the identification of this condition, especially in cases with atypical presen-
tation.

2. Case Report

A 79-year-old female patient with a history of heart disease, diabetes, and hyperten-
sion was admitted to a tertiary hospital with diffuse abdominal pain, diarrhea, and vom-
iting for three days. On physical examination, she was hemodynamically stable, with a
distended abdomen and tenderness on deep palpation, without signs of peritonitis. La-
boratory tests revealed leukocytosis, elevated C-reactive protein levels, and a mild in-
crease in cholestatic enzymes, with no other significant abnormalities. Abdominal com-
puted tomography (CT) demonstrated dilation of the common bile duct (13 mm), intrahe-
patic aerobilia, and absence of a visible gallbladder, despite no prior history of abdominal
surgery other than hysterectomy. CT also revealed mild fluid distension of jejunal loops
in the left hypochondrium, slight thickening of a distal loop, and mild densification of the
adjacent mesentery, suggesting an inflammatory process (Figure 1).

Figure 1. Abdominal computed tomography (axial view) demonstrating aerobilia, char-
acterized by the presence of gas within the intrahepatic biliary tree (red arrow), a finding
suggestive of a biliary-enteric fistula in the appropriate clinical context.

Considering that diarrhea was the predominant initial symptom, infectious gastro-
enteritis was also considered as a diagnostic hypothesis. Stool tests were requested for
microbiological investigation, including stool culture and parasitological examination.
However, the patient was unable to provide an adequate sample for analysis during the
initial period of hospitalization. Despite empirical antibiotic therapy, there was no im-
provement in the diarrheal condition, which prompted further diagnostic investigation
through imaging methods.

Although computed tomography demonstrated findings suggestive of the disease,
including aerobilia and inflammatory intestinal changes, the examination that allowed
definitive diagnostic confirmation was magnetic resonance cholangiopancreatography
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(MRCP), which clearly demonstrated the presence of an ectopic stone in the jejunum as-
sociated with a cholecystoduodenal fistula. Therefore, MRCP was considered the defini-
tive diagnostic modality in this case, as described below.

MRCP of the biliary tract and upper abdomen identified a small, poorly defined
gallbladder with diffusely thickened walls, communicating with the lateral aspect of the
transition between the first and second portions of the duodenum. The distal ascending
colon appeared retracted toward the gallbladder, with no clear cleavage plane between
them. An oval-shaped image, markedly hypointense on T2-weighted sequences, measur-
ing approximately 5 cm in its greatest axis, was visualized within the jejunal region (mid-
line/right paramedian region of the upper hypogastrium), suggestive of an ectopic gall-
stone. There was mild to moderate dilation of the jejunal loops proximal to the stone,
while the ileal loops distal to it contained a small amount of content (Figure 2).

Figure 2. Abdominal computed tomography demonstrating an oval-shaped hyperdense
image within a distal jejunal loop (red arrow), consistent with an ectopic gallstone, a find-
ing suggestive of gallstone ileus in the appropriate clinical context.

Following these MRCP findings and confirmation of the diagnosis of gallstone ileus,
an urgent laparoscopic procedure was performed on the tenth day of hospitalization. Dur-
ing the diagnostic workup, the patient was evaluated by the anesthesiology team and
classified as ASA III. Intraoperatively, a 5 cm gallstone was identified impacted in the
distal jejunum, approximately 2.5 meters from the ileocecal valve, causing obstruction.
The presence of a cholecystoduodenal fistula was confirmed, with no evidence of a chol-
ecystocolonic fistula. The stone was removed through a 5 cm enterotomy on the an-
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timesenteric border, followed by primary closure, without the need for segmental enter-
ectomy (Figures 3 and 4). Cholecystectomy and fistula repair were not performed during
the same surgical procedure due to the patient’'s hemodynamic instability.

Figure 3. Imagem intraoperatéria demonstrando extragao de calculo biliar ectépico por
meio de enterotomia realizada na borda antimesentérica de alca de intestino delgado.

Figure 4. Imagem intraoperatoria evidenciando rafia primaria da enterotomia em alca de
intestino delgado apds extragao do calculo biliar ectopico.

After surgery, the patient was transferred to the ICU extubated and without the need
for vasoactive drugs, remaining there for two days for hemodynamic stabilization, with
no requirement for prolonged intubation or vasopressor support. During the first two
days in the ICU, she remained stable but presented episodes of hypertension, tachycardia,
and signs of hypovolemia, which were managed by the intensive care team. On the second
postoperative day, a restricted liquid diet was initiated, with gradual progression to a
regular diet by the fifth day, without complications. Antibiotic therapy (ceftriaxone and
metronidazole) was discontinued on the sixth postoperative day, with maintained clinical
and laboratory stability. Additionally, the patient showed improvement in diarrhea in the
postoperative period.
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The patient was discharged on the eighth postoperative day after optimization of
medications for heart failure management by the cardiology team. During initial outpa-
tient follow-up, one month after hospital discharge, the patient remained asymptomatic,
with good dietary tolerance and normalization of bowel habits. Diarrhea completely re-
solved after the surgical procedure, reinforcing the relationship between the initial clinical
presentation and the biliodigestive pathology. Outpatient follow-up was scheduled with
the digestive surgery team for clinical monitoring of the cholecystoduodenal fistula and
evaluation of the need for delayed surgical intervention. The patient was followed for six
months, remaining asymptomatic and without new complications.

3. Discussion

Gallstone ileus results from the migration of a gallstone into the gastrointestinal tract
through a biliodigestive fistula, usually formed due to chronic inflammation or ischemia
of the gallbladder wall caused by pressure from the stone [1]. The cholecystoduodenal
fistula is the most common, present in approximately 68% of cases, followed by cholecys-
tocolonic and cholecystoduodenocolonic fistulas [2]. Once in the gastrointestinal tract, the
stone may be spontaneously expelled or become impacted, causing obstruction, especially
in narrow lumen regions such as the pylorus, terminal ileum, and ileocecal valve. Stone
size is a critical factor: stones smaller than 2.5 cm tend to pass spontaneously, whereas
larger ones are more likely to become impacted. Conditions such as diverticula, neo-
plasms, and strictures increase the risk of impaction, which may lead to complications
such as ischemia, necrosis, perforation, and peritonitis [3]. When impacted, the ectopic
gallstone may cause gastrointestinal obstruction in an acute, intermittent, or chronic man-
ner. Abdominal pain occurs in 71% of cases and is frequently accompanied by nausea and
vomiting (86%). Physical examination findings are usually nonspecific, with abdominal
distension and signs of dehydration [3,6,7].

Unlike most reported cases, which are characterized by intestinal obstruction, the
highlight of this case was the presentation with acute diarrhea, initially suggestive of gas-
troenteritis. With this differential diagnosis in mind, stool tests were requested from the
first day of hospitalization; however, the patient did not provide a sample. Despite em-
pirical antibiotic therapy, there was no improvement in diarrhea. In this context, imaging
studies such as computed tomography and magnetic resonance cholangiopancreatog-
raphy were crucial for diagnosis. MRCP demonstrated Rigler’s triad: aerobilia, signs of
proximal jejunal obstruction, and a 5 cm ectopic gallstone in the distal jejunum. These
findings, described as pathognomonic of gallstone ileus since 1941, enabled accurate di-
agnosis [3,6,8]. Three case reports of gallstone ileus presenting with diarrhea were identi-
fied in PubMed and SciELO over the past 20 years, all associated with cholecystocolonic
or cholecystoduodenal fistulas [9-11]. In the present case, magnetic resonance imaging
identified a cholecystoduodenal fistula, the most common route for stone passage, and
contact with the ascending colon without clear evidence of fistulous communication.

Treatment primarily consists of relieving intestinal obstruction by removing the ec-
topic stone through enterolithotomy. In some cases, resection of the affected bowel seg-
ment is necessary due to signs of ischemia or necrosis. The surgical approach may be per-
formed in a single stage, including cholecystectomy and fistula repair, or in two stages,
deferring these procedures. The one-stage approach remains controversial and is associ-
ated with a higher risk of postoperative complications, particularly in high-risk patients.
In most reported cases, stone extraction is performed via laparotomy [6,12]. The laparo-
scopic approach is not yet widely adopted but has shown favorable outcomes in selected
low-risk patients [13-17].

The decision to perform isolated enterolithotomy in this patient was based on her
clinical condition, including multiple comorbidities and an ASA III classification. In el-
derly or high-risk patients, several studies suggest that isolated enterolithotomy is associ-
ated with lower morbidity and mortality compared to a one-stage procedure including
cholecystectomy and fistula repair [18,19]. Additionally, the patient experienced transient
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hemodynamic instability during anesthetic induction, further supporting the decision to
limit the procedure to relief of intestinal obstruction. The literature indicates that most
biliodigestive fistulas may remain asymptomatic after resolution of the obstruction, al-
lowing for conservative management with clinical follow-up [18,19].

The laparoscopic enterolithotomy resulted in early recovery and reduced postopera-
tive complications. Cholecystectomy was deferred due to the patient’s high surgical risk,
with outpatient follow-up planned to monitor symptom recurrence. The need for delayed
cholecystectomy depends on the persistence of cholelithiasis-related symptoms, and con-
servative management with elective surgery may be considered when symptoms persist
[18,19]. The complete resolution of diarrhea after removal of the ectopic stone strongly
suggests that the initial symptom was related to the pathophysiology of gallstone ileus.
The abnormal passage of bile directly into the intestine through biliodigestive fistulas may
alter intestinal transit and trigger diarrhea, a phenomenon mainly described in cases as-
sociated with cholecystocolonic or cholecystoduodenal fistulas. Although rare, this mech-
anism should be considered in patients with nonspecific gastrointestinal symptoms and a
history of cholelithiasis [20].

During postoperative outpatient follow-up, the patient did not report symptoms re-
lated to cholelithiasis. In this context, the team opted not to perform surgical treatment of
the gallbladder or the cholecystoduodenal fistula, maintaining clinical follow-up. Over six
months, the patient remained asymptomatic, with no new abdominal complaints, sup-
porting the decision for conservative management.

4. Conclusion

This case report aims to highlight that, in some cases, gallstone ileus may present
with diarrhea in the absence of intestinal obstruction, emphasizing the importance of com-
plementary diagnostic tests and a high index of clinical suspicion, particularly in elderly
women with a prior history of cholelithiasis who frequently seek medical care for biliary
complaints. Furthermore, this case underscores the effectiveness and safety of laparo-
scopic management in the individualized treatment of this condition, especially in pa-
tients with significant comorbidities, with removal of the ectopic stone being the primary
therapeutic goal.

Funding: None.

Research Ethics Committee Approval: The patient provided written informed consent to partici-
pate, and the study was conducted in accordance with the ethical principles outlined in the Decla-
ration of Helsinki.

Acknowledgments: None.

Conflicts of Interest: All other authors declare no conflicts of interest.

References

1.  Inukai K. Gallstone ileus: a review. BM] Open Gastroenterol. 2019 Nov;6(1):e000344.

2. Clavien PA, et al. Gallstone ileus. Br ] Surg. 2005 Dec 8;77(7):737-742.

3.  Nufio-Guzman CM. Gallstone ileus, clinical presentation, diagnostic and treatment approach. World ] Gastrointest Surg.
2016;8(1):65.

4. Pavlidis TE, et al. Management of gallstone ileus. ] Hepatobiliary Pancreat Surg. 2003 Aug 1;10(4):299-302.

5.  Salazar-Jiménez MI, et al. Gallstone ileus, surgical management review. Cir Cir (Engl Ed). 2019 Jun 21;86(2):2264.

6. Ayantunde AA, Agrawal A. Gallstone ileus: diagnosis and management. World J Surg. 2007;31(6):1294-1299.

7. Lai YT, Wu PH. Gallstone ileus. N Engl ] Med. 2022;387:924.

8.  Rigler LG, Borman CN, Noble JF. Gallstone obstruction. JAMA. 1941;117(21):1753.

9.  Engelberger S, Schuld J, Schilling MK, Kollmar O. Cholecystocolonic fistula prevents upper intestinal obstruction by a large
gallstone after perforation into the duodenum. Langenbecks Arch Surg. 2010 Jan;395(1):95-97.

10. Okubo H, Nogawa T, Jibiki M. A case of gallstone ileus which the cholecystoduodenal fistula closed spontaneously after lapa-

roscopic-assisted simple enterolithotomy. Nihon Shokakibyo Gakkai Zasshi. 2006 Oct;103(10):1157-1162.



Atypical Presentation of Gallstone Ileus: A Case Report 7 of7

11.

12.

13.
14.

15.

16.
17.

18.

19.

Lansom ]JD, Lambrakis P. Concurrent gallstone ileus and cholecystocolic fistula causing high volume diarrhoea. ANZ J Surg.
2020 May;90(5):934-935.

Augustin G, Bruketa T, Kunjko K, Romi¢ I, Mikus M, Vrbani¢ A, Tropea A. Colonic gallstone ileus: a systematic literature review
with a diagnostic-therapeutic algorithm. Updates Surg. 2023 Aug;75(5):1071-1082.

Moberg AC, Montgomery A. Laparoscopically assisted or open enterolithotomy for gallstone ileus. Br J Surg. 2007;94:53-57.
Watanabe Y, Takemoto J, Miyatake E, Kawata J, Ohzono K, Suzuki H, Inoue M, Ishimitsu T, Yoshida ], Shinohara M, et al.
Single-incision laparoscopic surgery for gallstone ileus: an alternative surgical procedure. Int ] Surg Case Rep. 2014;5:365-369.
Yang D, Wang Z, Duan Z], Jin S. Laparoscopic treatment of an upper gastrointestinal obstruction due to Bouveret’s syndrome.
World J Gastroenterol. 2013;19:6943-6946.

Allen JW, McCurry T, Rivas H, et al. Totally laparoscopic management of gallstone ileus. Surg Endosc. 2003;17:352.

Ferraina P, Gancedo MC, Eli F, et al. Video-assisted laparoscopic enterolithotomy: new technique in the surgical management
of gallstone ileus. Surg Laparosc Endosc Percutan Tech. 2003;13:83-87.

Doko M, Zovak M, Kopljar M, Glavan E, Ljubicic N, Hochstadter H. Comparison of surgical treatments of gallstone ileus: pre-
liminary report. World J Surg. 2003 Apr;27(4):400-404.

Reisner RM, Cohen JR. Gallstone ileus: a review of 1001 reported cases. Am Surg. 1994 Jun;60(6):441-446.



