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Colonic Gallstone Ileus: A Rare Case
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Case Report

A 72-year-old woman with a history of atrial fibrillation, arte-
rial hypertension, thyroidectomy, and mitral insufficiency pre-
sented to the emergency department with nausea, vomiting, and 
abdominal pain for the last 24 h. At physical examination, the pa-
tient had right upper abdominal pain and Murphy’s sign. Abdom-
inal ultrasound revealed gallstones, thickened gallbladder wall, 
and sonographic Murphy’s sign. Blood tests showed normal liver 
tests and inflammatory parameters (INR 2.1). She was admitted for 
acute cholecystitis. Due to comorbidities, intravenous antibiother-
apy was started and cholecystectomy was delayed until cardiac 
evaluation and anticoagulation correction. On the 6th day of hos-
pitalization, the patient presented abdominal distension, hyperac-
tive bowel sounds, and mild diffuse tenderness. CT scan demon-

strated a thickened gallbladder wall with fistula to the colonic he-
patic flexure, and a gallstone of 2.2 cm in the sigmoid colon causing 
proximal gas distension of the bowel (Fig.  1). Colonoscopy re-
vealed an impacted gallstone at 30 cm from the anal verge and ad-
jacent mucosal ulceration (2 ulcers of 5 mm). Attempted endo-
scopic removal with snare and basket was unsuccessful (Fig. 2). 
Due to colonic distension and higher surgical risk associated with 
the one-stage procedure, the patient underwent enterolithotomy 
and cholecystectomy was delayed and performed 2 months later, 
without complications.

Discussion

Gallstone ileus is responsible for 1–4% of cases of in-
testinal obstruction and occurs predominantly in females 
[1]. Biliary-enteric fistulas occur in the setting of inflam-
mation, as acute cholecystitis and gallstones must be at 
least 2–2.5 cm in diameter to cause obstruction. The most 
common site of impaction is the terminal ileum and the 
ileocecal valve. Colonic gallstone ileus occurs in 4% of the 
cases, mostly at the level of the sigmoid colon [2]. Clinical 
presentation of gallstone ileus depends on the site of im-
paction and may include abdominal pain and distension, 
nausea, vomiting, and constipation. Diagnosis is difficult 
and in many cases, it is intraoperative. CT of the abdomen 
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and pelvis remains the gold standard with sensitivity and 
specificity rates of 3 and 100%, respectively [1]. The clas-
sical radiological triad as described by Rigler et al. [3] in-
cludes pneumobilia, dilated small bowel, and aberrant 
gallstone location. Surgery is the mainstay of treatment. 
Methods of approach include: enterolithotomy alone 
(with or without a sequential cholecystectomy) or entero-
lithotomy, cholecystectomy, and fistula repair as a one-
stage procedure. The one-stage procedure is related to 
higher perioperative morbidities and mortality [4]. Endo-
scopic retrieval of the stone may be attempted but is rare-
ly successful. Other approaches include extracorporeal or 
electrohydraulic lithotripsy [4].
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Fig. 1. CT scan: gallstone (arrow) in the sigmoid colon causing 
proximal gas distension of the bowel.

Fig. 2. Impacted gallstone in the sigmoid colon: endoscopic re-
moval attempt.
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