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SUMMARY
A 73-year-old man was admitted with symptoms of
large bowel obstruction. An emergency CT scan revealed
pneumobilia and large bowel obstruction at the level of
the rectosigmoid due to a 4×4 cm impacted gallstone.
Flexible sigmoidoscopy confirmed the diagnosis but
initial attempts to drag the stone into the rectum failed.
An endoscopic mechanical lithotripter was employed to
repeatedly fracture the gallstone into smaller fragments,
which were passed spontaneously the next day. The
patient made a complete recovery avoiding the potential
dangers of surgery. This case report discusses
cholecystoenteric fistula and a novel minimally invasive
treatment for large bowel obstruction due to gallstones.

BACKGROUND
Gallstone ileus is an unusual presentation of small
bowel obstruction which is occasionally encoun-
tered in clinical practice. However, large bowel
obstruction caused by a gallstone migrating through
a cholecystocolonic fistula is extremely rare.
When it does occur, it is often associated with

high morbidity and mortality because the usual
reported treatment is open surgery with entero-
lithotomy, and the typical patient is elderly with
significant comorbidities.
This case is important because it demonstrates

that therapeutic endoscopic techniques can be
applied to this unusual presentation of large bowel
obstruction and provide a successful minimally
invasive alternative to surgery.

CASE PRESENTATION
A 73-year-old man was admitted with a 5-day
history of absolute constipation, colicky lower
abdominal pain, distension and vomiting. His
abdomen was distended, tympanic and slightly
tender in the lower quadrants and a digital rectal
examination revealed an empty rectum.
There was no preceding change in bowel habit,

rectal bleeding or weight loss, nor any family
history of colorectal cancer.
Two years prior to presentation he suffered a

complicated episode of cholecystitis with a gallblad-
der empyema, which subsequently perforated and
was treated conservatively with antibiotics. A CT
scan of his abdomen at that stage demonstrated
pneumobilia and suggested a cholecystoenteric
fistula; however, no surgical intervention was
planned due to a low predicted risk of developing
future biliary problems.

INVESTIGATIONS
His white cell count was elevated on admission at
14.4×109/L with a normal haemoglobin and C
reactive protein. A plain abdominal radiograph
showed dilated loops of small and large bowel con-
sistent with large bowel obstruction and an incom-
petent ileocaecal valve (figure 1).
A CT scan of his abdomen and pelvis confirmed

a mechanical obstruction and demonstrated an
obstructing 4×4 cm calculus at the rectosigmoid
junction (figures 2 and 3). Several smaller calculi
were noted to be lying more proximally within the
colon, as well as pneumobilia.

TREATMENT
The rectosigmoid junction was easily accessible
endoscopically and, given the patient displayed no
signs of imminent perforation, it was decided to
perform a flexible sigmoidoscopy under sedation in
the operating theatre. The diagnosis was visually
confirmed and several attempts were made using a
Dormia basket, polypectomy snare and retrieval net
to manoeuvre the impacted stone distally into the
rectum, all of which failed. A mechanical lithotrip-
ter was then used to repeatedly crush the stone into
smaller fragments (figures 4 and 5). Such force was

Figure 1 A plain abdominal radiograph showing large
bowel obstruction.
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transmitted through the device that the chassis of the lithotrip-
ter bent slightly during the process.

OUTCOME AND FOLLOW-UP
The episode of obstruction settled spontaneously over the next
24 h and the remaining fragments of the gallstone were passed
with only minor discomfort (figure 6). The patient was dis-
charged the following day and reviewed in the clinic 6 weeks
later making a complete recovery. On obtaining consent to write
this case, the patient has disclosed no further problems in the
2 years since discharge.

DISCUSSION
Cholecystoenteric fistula is a complication of cholelithiasis
resulting from a fistula between the gallbladder and the gastro-
intestinal tract.1 These fistulas usually occur following an acute
inflammatory episode, such as acute cholecystitis, which forms

adhesions between the gallbladder and commonly the duode-
num, or more rarely the hepatic flexure of the colon or the
stomach.2 Other causes include Crohn’s disease, malignancy and
trauma. The incidence of cholecystoenteric fistula from autopsy
series is reported to be 0.1–0.5%.3

Obstruction of the terminal ileum or ileocaecal valve due to
gallstones and a cholecystoduodenal fistula is the most common
obstructive presentation; these episodes account for 25% of
non-strangulated small bowel obstruction in patients over the
age of 65 years.4 Successful colonoscopic retrieval of an
impacted gallstone from the ileocaecal valve has been reported
in a frail elderly patient.5

Bouveret’s syndrome describes gastric outlet obstruction due
to an impacted gallstone in the pylorus in association with a
cholecystoduodenal or cholecystogastric fistula. Though
extremely rare, a case of endoscopic lithotripsy and successful
stone extraction has been reported.6

Cholecystocolonic fistula without obstruction often presents
with diarrhoea due to persistent secretion of bile acids into the
colon stimulating mucosal release of water and electrolytes. Fat
malabsorption may also cause steatorrhoea and vitamin K defi-
ciency and the patient may exhibit a collection of non-specific
complications making the condition difficult to diagnose.7

When colonic obstruction does occur due to a cholecystoco-
lonic fistula, the most often reported site of obstruction is the
rectosigmoid junction. The majority of cases involve an elderly

Figure 3 A coronal CT slice demonstrating the obstructing gallstone
with more proximal calculi visible.

Figure 4 Gallstone encircled by the lithotripter.

Figure 5 Lithotripter fragmenting the gallstone.

Figure 2 An axial CT slice demonstrating the obstructing gallstone
lying within the pelvis.
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patient who is often female and a history of preceding biliary
disease is likely.

The gold standard for diagnosis is CTwhich has a sensitivity
of 93% and a specificity of 100%; this helps visualise the gall-
stone and the fistula tract, influencing decision-making in the
future management.8

Surgical management consists of simple enterolithotomy,
which may be an open or laparoscopic procedure. Synchronous
cholecystectomy and fistula repair may be performed or contem-
plated later as a staged procedure. A review of 1001 gallstone
ileus cases showed that the ‘one-stage procedure’ carried a
16.9% mortality compared with 11.7% for a simple
enterolithotomy.4

Larger gallstones over 4 cm may not be easily retrieved using
simple endoscopic measures such as a Dormia basket or a poly-
pectomy snare. Instead, lithotripsy may be required to break the
gallstone into smaller fragments which can then be extracted
into the rectum for retrieval. Extracorporeal shockwave litho-
tripsy and laser lithotripsy have been described to successfully
extract an impacted gallstone from the sigmoid colon, although
in one case repeated laser treatments were required before com-
plete stone extraction could be achieved.9–11

This is the first reported case to document the use of mechan-
ical lithotripsy to successfully resolve an episode of large bowel
obstruction from a gallstone. Although no complications
occurred in this patient, rare instances of equipment failure, per-
foration and bleeding have been reported during mechanical
lithotripsy of pancreatic and common bile duct stones.12

We conclude that with a stable patient, in whom bowel per-
foration is not suspected, little is lost by attempting endoscopy

and lithotripsy in the first instance and reserving surgery in case
of failure.

Learning points

▸ Gallstones are common but can present atypically.
▸ Gallstone ileus accounts for 25% of small bowel

obstructions over the age of 65 years.
▸ Cholecystocolonic fistula usually presents with diarrhoea.
▸ Large bowel obstruction due to gallstones is extremely rare.
▸ Where bowel perforation is not suspected, consider

endoscopy and lithotripsy.
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Figure 6 The obstructing gallstone and fragments.

Waterland P, et al. BMJ Case Rep 2014. doi:10.1136/bcr-2013-201652 3

Unusual presentation of more common disease/injury


