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Case Report

Gallstone Ileus With Jejunum Perforation

Managed With Laparoscopic-Assisted Surgery:

Rare Case Report and Minimal Invasive

Management
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Gallstone ileus is an uncommon complication of cholelithiasis. Most patients affected by

gallstone ileus are elderly and have multiple comorbidities. Symptoms are vague and

insidious, which may delay the correct diagnosis for days. Here we are reporting an

uncommon complication of gallstone ileus. We report on a 70-year-old man with small

bowel obstruction at the jejunum due to an impacted stone, which led to necrosis and

perforation of the proximal bowel wall. Laparoscope-assisted small bowel resection with

enterolithotomy was used to successfully treat the patient’s perforation and obstruction.

His recovery was uneventful. Gallstone ileus commonly presents with bowel

obstruction, but intestinal perforation occurs very rarely. A laparoscopic approach can

provide both diagnostic and therapeutic roles in management.
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Gallstone ileus is characterized by intestinal
obstruction due to intraluminal impaction of

one or more gallstones. It is an uncommon but
serious complication of cholelithiasis and accounts
for 1% to 3% of cases of patients who undergo
surgery for bowel obstruction.1,2 A cholecystoduo-

denal fistula is the most common tract.3 Most
patients are elderly and female, and the average
age range is 65 to 75 years. In spite of treatment, the
mortality rate ranges from 10% to 20%.4,5

Gallstone ileus with proximal small bowel perfo-
ration is rare, and fewer than 10 cases have been
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reported in the medical literature.6 We describe a
case of gallstone ileus with jejunum perforation that
was successfully treated with laparoscopically as-
sisted surgery.

Case Report

A 70-year-old man presented with a 1-day history of
nausea, vomiting, and periumbilical abdominal
pain. The patient had type 2 diabetes mellitus,
cardiovascular disease, hypertension, and a history
of gallstones. He also had a history of gallstone-
related acute cholecystitis 2 years prior to this
episode. Acute cholecystitis was successfully man-
aged medically. This episode was quite different:
this time the patient developed severe, persistent,
and unrelenting abdominal pain, accompanied by
biliary vomiting all in a single day. The patient had
normal bowel movements and denied having any
abdominal symptoms in recent months. His hemo-
dynamics were stable, and the results of laboratory
tests revealed leukocytosis. Abdominal palpation
produced tenderness over the epigastric area, with
equivocal peritoneal signs. Abdominal radiograms
showed an area of mild ileus in the upper abdomen.
A subsequent computed tomographic (CT) scan of
the abdomen demonstrated a collapsed gallbladder
with thick walls (Fig. 1a). In addition, the jejunum
was obstructed, and there was proximal bowel
dilatation by an impacted gallstone. No signs of
bowel wall necrosis or free air were seen (Fig. 2). A
tentative preoperative diagnosis of gallstone ileus
was made.

Laparoscopically assisted enterolithotomy was
planned. However, after entering and exploring
the abdomen, several patches of necrosis were
found on the wall of the proximal jejunum. A small
amount of dirty ascites was noted around the left
upper abdomen. One segmental area of the small
bowel containing a gallstone was identified; further
exploration showed that another part of the small
bowel distal to the obstructed segment was normal.
The umbilical port wound was extended to about 8
cm in length, long enough to extract the bowel. The
stone could be palpated easily and was located 150
cm from the ligament of Treitz. There were 4 areas of
necrotic wall with purulent coating in the jejunum
about 50 cm proximal to the stone (Fig. 3). Small
bowel resection and anastomosis with removal of
the stone were performed. The stone was 3.4 cm in
length.

The patient had an uncomplicated recovery and
was discharged 12 days after surgery. Final patho-

Fig. 1 (a) Abdominal CT scan upon admission. Note the

inflammatory change around the entire gallbladder without

gallstones. D, duodenum; arrowhead, gallbladder. (b) Abdominal

CT scan 1 year after surgery. Note the lack of inflammation

around the gallbladder. D, duodenum; arrowhead, gallbladder.
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logic studies showed several small bowel perfora-
tions on the necrotic walls. The patient had no
episodes of cholangitis or cholecystitis in the
following year. An abdominal CT scan performed
after an attack of sigmoid diverticulitis 1 year later
showed that the inflammation around the gallblad-
der had subsided (Fig. 1b).

Discussion

Gallstone ileus is an uncommon disease and
accounts for 1% of cases of mechanical intestinal
obstruction. Bowel perforation after gallstone ileus
is very rare. To our knowledge, only 10 other cases
have been reported in the literature. The perforated
site can be located in the jejunum, ileum, or
sigmoid.6–15 The possible mechanism is that muco-
sal ulcer with bowel perforation can develop after
direct high-pressure compression by an impacted
stone. The impacted stone also can cause severe
bowel obstruction, leading to high intraluminal
pressure in the jejunum. Finally, such high pressure
can result in bowel ischemic necrosis or perforation,
especially in patients with jejunal diverticula.7–9 Our
patient had rapidly progressed within 1 day to
having acute abdominal pain, total bowel obstruc-
tion, and rapidly elevated intraluminal pressure
compromising the perfusion of bowel to several
patches of wall necrosis. The reason for such rapidly
progressing disease was associated with his under-
lying cardiovascular disease and a huge stone in the

small lumen. The former influenced the tissue

perfusion and the latter caused severe obstruction.

Despite the improvement of diagnostic tools and

perioperative care over the past decade, the surgical

mortality rate is still high, ranging from 10% to 20%.

There are two mainstream surgical procedures for

gallstone ileus. The one-stage operation consists of

enterolithotomy, cholecystectomy, and closure of the

fistula, whereas the two-stage operation involves

enterolithotomy first and fistula repair later, if

indicated. The best surgical procedure for gallstone

ileus is still being debated. The one-stage operation

has led to higher mortality and morbidity rates in

these mostly elderly patients.3–5 As a result, most

doctors prefer using a simple procedure to minimize

surgical risks. In the United States, 62% of patients

receive enterolithotomy only, and there is a 5%

mortality rate.2 Although enterolithotomy is a

simple procedure, it has a 5% recurrence rate, and

most of the recurrences are reported within 6

months.4 Management of gallstone ileus should be

individualized. For example, our patient had only

one large stone impacted in the jejunum, without a

residual stone in the gallbladder. Removal of an

impacted stone after resection of necrotic small

Fig. 2 The missing stone was found in the lumen of the small

intestine over the lower abdomen. Asterisk, gallstone.

Fig. 3 The stone (asterisk) impacted in the lumen could be easily

palpated. Note the 4 areas of necrotic wall (arrowhead) on the left

in this photo, and some purulent coating in the jejunum.
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bowel without closure fistula may be the best
approach.

Laparoscopic management for gallstone ileus is
increasingly popular and is used in 10% of cases in
the United States.2 Both pure laparoscopic and
laparoscopic-assisted enterolithotomy are described
in the recent literature, with an acceptable conver-
sion rate of 11%.16–18 The benefits of assisted
laparoscopic enterolithotomy include the ease of
performing extracorporeal stone removal and intes-
tinal suturing. Operative time is almost the same as
with the open method.18 Compared with the
traditional open method, a laparoscopic approach
can provide a smaller wound and less surgical
trauma for a patient having gallstone ileus with
bowel necrosis and perforation.

Conclusion

Gallstone ileus with jejunal perforation is a severe
and very rare condition. Enterolithotomy alone is an
easy and safe method for treating it. It can be
performed with a laparoscopic approach, which has
both diagnostic and therapeutic roles in manage-
ment and also involves less trauma.
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