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Delayed presentation of gallstone ileus due to
spilled gallstones: A case report

Binura Buwaneka Wijesinghe Lekamalage,
Prasanthan Thaveenthiran, Kaustubha Nikhil Ghate, Asiri Arachchi

ABSTRACT

Introduction: Gallstone ileus is a rare cause of
intestinal obstruction and very few cases have been
reported of spilled gallstones during a cholecystectomy
resulting in a delayed presentation of gallstone ileus.
Although complications from unretrieved gallstones are
rare, there is a variety of post-operative complications
described in the literature. Most complications occur
within the first few months but can occur up to 10 years
after the procedure. If complications arise, they may lead
to significant morbidity and management may result in
an invasive intervention, including a laparotomy.

Case Report: An 83-year-old female underwent
laparoscopic cholecystectomy for acute cholecystitis,
during which several large gallstones spilled and an
attempt at retrieval was made. Six years later, she
presented to the emergency department with a small
bowel obstruction due to gallstone ileus caused by an
unretrieved spilled gallstone. She underwent laparotomy,
and the gallstone was retrieved from the terminal ileum.

Conclusion: Gallstone ileus can occur because of
unretrieved spilled gallstones from a cholecystectomy.
Although complications from unretrieved gallstones
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are rare, this case report highlights the importance
of considering this as a differential diagnosis when
patients present with symptoms consistent with
intestinal obstruction after a cholecystectomy. It is
important to attempt to retrieve spilled gallstones during
cholecystectomy, but if this is not feasible, this should
be documented, and patients should be informed of the
potential risks of unretrieved stones although rare.

Keywords: Gallstone, Gallstone ileus, Laparoscopic chol-
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INTRODUCTION

Gallstone ileus is an uncommon cause of intestinal
obstruction with increased prevalence in the older
population [1]. There are higher mortality rates in
patients with gallstone ileus due to delayed diagnosis [2].
Very few cases have been reported where unretrieved
spilled gallstones during a cholecystectomy have resulted
in a delayed presentation of gallstone ileus.

CASE REPORT

An 83-year-old female presented to the hospital in
August 2016 with one-day history of right upper quadrant
pain, vomiting, and raised inflammatory markers. She
had a past medical history of diverticular disease and
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hypertension. Previous abdominal operations included
a laparoscopic appendicectomy. She initially underwent
a computed tomography (CT) scan confirming acute
cholecystitis with a significantly distended gallbladder
measuring 21 cm, containing multiple large gallstones
(Figure 1A). An incidental finding of a 13 mm right adrenal
lesion was also reported on the scan with recommendation
for follow-up imaging. A subsequent ultrasound scan
confirmed multiple large gallstones with pericholecystic
fluid, normal ducts, and no choledocholithiasis
(Figure 1B). She proceeded to operating theater for a
laparoscopic cholecystectomy during the same admission.
The operative note states a large gallbladder with severe
wall thickening and at least four large gallstones. There
was a spillage of stones and, given their size, required four
separate retrieval bags to remove them. The gallbladder
was elongated and adherent to the cecum and ascending
colon. Intraoperative cholangiogram demonstrated
free contrast flow into the duodenum without evidence
of retained stones, fistula, or dilated biliary ducts. The
patient had a routine recovery post-operatively and was
discharged home with a plan for follow-up CT adrenal
protocol in two months to evaluate the incidental adrenal
lesion.

The patient underwent a routine CT adrenal protocol
in October 2016 with a finding of a stable indeterminant
right adrenal lesion. On the same CT, a 31 mm unretrieved
spilled gallstone in the upper abdomen just anterior to the
stomach post-cholecystectomy (Figure 2A). The patient
was advised by phone clinic for a repeat CT in 12 months
to monitor the adrenal lesion. The reported gallstone was
not acknowledged at the time. The follow-up CT adrenal
protocol in August 2017 again reported a 31 mm calcified
gallstone abutting the anterior wall of the gastric antrum
similar in appearance to the previous CT (Figure 2B). The
adrenal lesion remained stable and hence the patient was
discharged from surgical follow-up.

Six years later, in July 2022, the patient presented
to the emergency department with a two-day history
of abdominal pain, constipation, and vomiting. On
examination, the vital signs were within the normal range
and an abdominal examination revealed a distended but
soft abdomen with tenderness in the lower abdomen.
Blood tests revealed a slight elevation in white cell count
(13.0xE9/L) and C-reactive protein (CRP) (14 mg/L).
With clinical concern for a bowel obstruction, she
proceeded for an abdominal X-ray, which showed dilated
small bowel loops. A subsequent CT scan confirmed a
small bowel obstruction due to gallstone ileus from a
31 mm intraluminal gallstone in the distal small bowel
(Figure 3). On review of prior imaging, the gallstone was
similar in appearance to the previously reported spilled
peritoneal gallstone. There was no radiological evidence
of pneumobilia to suggest a biliary-enteric fistula.

The patient was managed as a small bowel obstruction
due to gallstone ileus. She had a nasogastric tube placed
for decompression and eventually proceeded for a
laparotomy. During laparotomy, a transition point for
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obstruction was in the terminal ileum where the gallstone
was located. There was no concern for bowel ischemia or
necrosis so a longitudinal enterotomy was performed to
retrieve the gallstone (Figure 4). The enterotomy was
then closed in a transverse fashion with interrupted 3-0

Gallbladder Supine

Figure 1: (A) Preoperative computed tomography coronal
view showing acute calculous cholecystitis. Arrow pointing
to a distended gallbladder measuring 21 cm, containing
multiple large gallstones. (B) Preoperative ultrasound showing
multiple large gallstones with gallbladder wall thickening and
pericholecystic fluid confirming calculous cholecystitis.

(2016) (2017)

Figure 2: (A) Two-month postoperative CT adrenal protocol
axial view. Arrow pointing to a 31 mm spilled gallstone anterior
to the stomach wall. (B) One-year post-operative CT adrenal
protocol axial view showing same 31 mm gallstone anterior to
the stomach wall.

Figure 3: (A) CT axial view with arrow pointing to intraluminal
calcified gallstone causing small bowel obstruction. (B) CT
coronal view showing dilated small bowel consistent with small
bowel obstruction.
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PDS sutures. The remainder of the bowel and stomach
was carefully inspected for an obvious point of entry;
however, this was not seen. She had a routine post-
operative recovery and was discharged home after 8-day
admission to the hospital (Figure 5).

Figure 4: Gallstone causing obstruction removed by mini-
laparotomy and enterotomy.

July 2022
Acute presentation with
abdominal pain and
obstruction. CT showing
Laparoscopic cholecystectomy gallstone ileus from
with spilled gallstones unretrieved gallstone.

|| |
| | |

August 2016 August 2017 1uly 2022
CT on admission showing 1 year follow up CT adrenal Proceeded for laparotomy,
incidental adrenal lesion for protocl showing unretrieved enterotomy and removal of
follow up. spilled gallstone. gallstone.

August 2016
Acute presentation with
cholecystitis

October 2016
2 month follow up CT adrenal
protocol showing unretrieved
spilled gallstone.

Figure 5: Summary timeline of key events from case.

DISCUSSION

During routine laparoscopic cholecystectomy,
approximately 5-40% of procedures are associated
with spillage of gallstones [3, 4]. Traditionally, spillage
of gallstones is not considered a significant concern as
the documented complications from retained stones
are rare [4]. The standard of teaching includes methods
to reduce the risk of gallstone spillage, such as careful
dissection, retraction, and bile aspiration [5]. If stones
are spilled, then an attempt to retrieve the stones should
be made if this is feasible to do so; however, particularly
in a laparoscopic approach, this can be difficult. It is
recommended to utilize copious irrigation to dilute any
infected bile and attempt retrieval with retrieval bags if
able [5]. Conversion to an open operation for retrieval
of stones has been deemed unnecessary, given how rare
complications from spilled stones are [6].

Although complications from unretrieved gallstones
are rare, there is a variety of post-operative complications
described in the literature, including intra-abdominal
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and subcutaneous abscess formation, abdominal mass,
fistula formation, and fevers or bacteremia [7]. However,
most complications occur within the first few months
and can occur even up to 10 years after the procedure
[8]. If complications arise, they may lead to significant
morbidity and management may result in an invasive
intervention, including a laparotomy [9].

Gallstone ileus is a rare complication of gallstone
disease. Patients usually present with symptoms of
bowel obstruction, and CT imaging shows the point
of obstruction to be a gallstone with evidence of
pneumobilia; this is known as Rigler’s Triad [10].
Typically, the etiology of this condition is in the context
of a biliary-enteric fistula which may form due to a
previous inflammatory process in the right upper
quadrant, such as cholecystitis, cholangitis, diverticulitis,
or gastrointestinal malignancy [11]. The most frequently
seen fistula is a cholecystoduodenal fistula, followed by
cholecystocolonic fistula and cholecystoduodenocolonic
fistula [12]. In the absence of a biliary-enteric fistula, this
condition is rarely seen.

We report a case of a patient with gallstone ileus
several years following a laparoscopic cholecystectomy
that involved spillage of multiple gallstones. Although
retrieval of some stones occurred intraoperatively, the
follow-up CT imaging obtained for the purposes of an
adrenal lesion had identified a remaining spilled gallstone
abutting the gastric antrum. Six years later, when the
patient presented to hospital with gallstone ileus, the CT
obtained shows this same gallstone was intraluminal in
the distal small bowel, causing obstruction. Although
an obvious point of entry was not seen intraoperatively,
one can assume the gallstone had likely eroded through
the stomach or bowel wall to migrate intraluminal. The
absence of pneumobilia indicates that a biliary-enteric
fistula is not present and the absence of intra-abdominal
free air shows this migration has likely occurred over a
long period of time.

Very few cases of gallstone ileus are identified in
cholecystectomized patients in the absence of a fistula.
Narasimhan et al. describe a case of gallstone ileus as a
rare complication following an endoscopic retrograde
cholangiopancreatography (ERCP) [13]. Draganic et al.
and Zamora et al. describe cases of a gallstone eroding
through the bowel wall only a few months following a
laparoscopic cholecystectomy with spilled stones [14, 15].
Habib et al. describe an unusual case of a spilled gallstone
that had eroded through a Meckel’s diverticulum [16]. In
each of these cases, the stone appears to precipitate an
inflammatory reaction adjacent to the bowel wall, and
subsequently, enter the lumen to cause an obstruction.

Initial treatment of gallstone ileus involves
stabilization and decompression with a nasogastric tube.
Ultimately surgical intervention is pertinent for removal
of the gallstone to resolve the obstruction [17]. An open or
laparoscopic approach identifies the point of obstruction,
and the gallstone can be retrieved through an enterotomy.
Simple enterolithotomy with primary closure has been
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shown to resolve obstruction and have low post-operative
complications [18]. A bowel resection may be considered
if there is a concern for bowel ischemia or necrosis.
There is no clear consensus on whether concurrent
cholecystectomy and closure of the fistula, if present,
should be performed during the same operation [19].

CONCLUSION

Gallstone ileus is a rare but serious complication of
gallstone disease, with increased mortality rates due
to delayed diagnosis. Although spillage of gallstones is
common during cholecystectomy, traditionally it is not
considered significant, as documented complications
from retained stones are rare. This case demonstrates
that gallstone ileus may present due to unretrieved spilled
gallstones during a routine cholecystectomy. There can
be a significant delay in presentation of gallstone ileus,
in this case, six years after her initial cholecystectomy.
During routine laparoscopic cholecystectomy, priority
should be made to reduce risk of spilled stones with careful
dissection, retraction, and bile aspiration. If spillage
occurs, then retrieval should be attempted if feasible to
do so. This case highlights the importance of recognizing
and documenting spilled gallstones intraoperatively and
if seen on subsequent imaging studies as they may lead to
complications in the future.
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