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SUMMARY
Gallstone ileus of the sigmoid colon is an important,
though extremely rare, cause of large bowel obstruction.
The gallstone often enters the large bowel through a
fistula formation between the gallbladder and colon, and
impacts at a point of narrowing, causing large bowel
obstruction. We describe the case of an 80-year-old
woman who presented with features of bowel
obstruction. Multiplanar abdominal CT demonstrated a
cholecystocolonic fistula in exquisite detail. The scan also
showed obstruction of the colon due to a large gallstone
impacted just proximal to a stricture in the sigmoid.
Owing to inflammatory adhesions and a stricture from
extensive diverticular disease, the gallstone could not be
retrieved. This frail and elderly woman was treated with
a loop colostomy to relieve bowel obstruction. The
patient made an uneventful recovery.

BACKGROUND
Gallstone ileus is a rare cause of mechanical bowel
obstruction and, in the majority of cases, it causes
small bowel obstruction. Sigmoid gallstone ileus is
even rarer. This condition mostly affects elderly
patients, and is associated with high morbidity and
mortality due to associated comorbidity and late
presentation. One predisposing factor is recurrent
bouts of inflammation of the gallbladder. It com-
monly occurs due to the passage of a solitary large
stone through a biliary-enteric fistula into the
colon. The literature has previously suggested that
diagnosis is often delayed, as symptoms may be
intermittent and traditional investigations might fail
to identify the cause of the obstruction. We report
an unusual and rare case of gallstone ileus of the
sigmoid colon and review the available literature
and discuss advantages of multiplanar CT in
making an accurate diagnosis.1–3

CASE PRESENTATION
An 80-year-old woman was admitted under the sur-
geons, with a 5-day history of nausea, vomiting and
absolute constipation. Clinical examination
revealed a tense distended abdomen with high-
pitched bowel sounds.
The patient’s medical history included two epi-

sodes of cholecystitis within the past year, due to
gallstones, the largest of which measured 30 mm.
Comorbidities, including severe vascular disease,
requiring angioplasties and a left femoropopliteal
polytetrafluoroethylene graft, precluded the patient
from undergoing a cholecystectomy. After the first

episode of cholecystitis, the patient underwent an
endoscopic retrograde cholangiopancreatography
with a sphincterotomy and balloon trawl, which
cleared the common bile duct of multiple stones
and debris.

INVESTIGATIONS
Biochemical and haematological investigations on
admission revealed a white cell count of 10.1×109/L
and a C reactive protein of 144 mg/L. Liver function
tests were unremarkable.
Initial plain abdominal radiograph (figure 1)

showed gaseous distension of the large bowel up to
the sigmoid region and pneumobilia. No gas was
visible in the rectum. The small bowel was not
dilated.
A subsequent contrast-enhanced CT scan of the

abdomen demonstrated dilated loops of large
bowel and a 30×24 mm non-calcified gallstone
(figure 2) within the mid-sigmoid colon, which had
similar appearances to a gallstone seen within the
gallbladder on a previous CT from 4 years prior
(figure 3). On the latest scan, the sigmoid colon
was affected by extensive diverticulosis, which

Figure 1 Pneumobilia—gas seen outlining the
common bile duct, common hepatic duct and proximal
aspects of the right and left hepatic ducts. Dilated loops
of large bowel are also seen. The arrow showing the
fistula between gallbladder and large bowel.
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resulted in narrowing of lumen. Inflammatory changes were
seen at the site of large bowel stricture. However, there was no
abscess or collection. The small bowel was of normal calibre.
Multiplanar CT reconstructions also demonstrated a cholecysto-
colonic fistula between the gallbladder and hepatic flexure
(figures 4 and 5) along with a considerable amount of
pneumobilia.

TREATMENT
A flexible sigmoidoscopy was performed, but the scope was
unable to pass beyond a tight stricture within the distal sigmoid
colon. Subsequently, the patient underwent a laparotomy and a
loop colostomy was formed to relieve the obstruction. Owing to
other comorbidities including pelvic adhesions from extensive
diverticular disease, the patient could undertake neither an
enterolithotomy nor a sigmoidectomy.

OUTCOME AND FOLLOW-UP
The patient made an uneventful recovery and was discharged
after a short hospital stay postsurgery. It has been over 5 months
after her operation, and at the time of writing this report, she is
alive and without any complications.

DISCUSSION
Gallstone ileus is an unusual complication of cholelithiasis,
occurring in <0.5% of patients. It is responsible for approxi-
mately 2–5% of all cases of mechanical intestinal obstruction. In
patients over 60 years of age, it accounts for a quarter of all
cases of bowel obstruction.1 2 Therefore, it is important to con-
sider gallstone ileus in the differential diagnosis when managing
an elderly patient with symptoms of intestinal obstruction.
Females are 5–15 times more likely to be affected.3 4

Enterobiliary fistulae are an unusual complication associated
with gallstones.5 Reported incidence of biliary fistula is around
0.1–0.5% in autopsy series and 1.5–5% in cholecystectomies.
Nearly 75% of these fistulas are cholecystoduodenal, and only
10–20% are cholecystocolonic fistulae.6 A fistula can also occur
secondary to Crohn’s disease, peptic ulcer disease, abdominal
trauma, and malignancies of the gallbladder and bowel.5 7

Gallstone ileus of the colon is an extremely rare cause of
large bowel obstruction, where a calculus usually migrates via a
cholecystocolonic fistula, and accounts for only 2–8% of

Figure 3 Multiple non-calcified gallstones, the largest of which
measures 30 mm, in a normal gallbladder in 2010.

Figure 2 Non-calcified gallstone, measuring 30 mm, within sigmoid
colon, affected by diverticular disease in 2014.

Figure 4 Axial slice showing cholecystocolonic fistula between
gallbladder and hepatic flexure.

Figure 5 Coronal slice showing cholecystocolonic fistula between
gallbladder and hepatic flexure. Dilated loops of large bowel indicating
large bowel obstruction. Pneumobilia is also visible.
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gallstone ileus.8 9 Obstruction of bowel usually occurs in elderly
women in whom there is often a pre-existing narrowing of the
gut,10 11 such as diverticular stricture, shown on CT in our case.
CT scan also demonstrated a cholecystocolonic fistula in exquis-
ite detail, making a confident preoperative diagnosis of gallstone
ileus of the sigmoid colon.

Rigler et al12 described the classic triad of pneumobilia,
ectopic gallstone and bowel obstruction on plain radiographs;
the same features are now observed on CT scan of the
abdomen.13

Management of gallstone ileus of the colon depends on a
number of factors, such as general fitness of the patient and
comorbidities. Ideal treatment of choice is relief of bowel
obstruction, cholecystectomy and repair of the fistula. In very
frail patients, such as in our case, a loop colostomy is often
performed to relieve symptoms. Colonoscopic extraction of
gallstone has also been reported in a small number of cases.3 9

However, extraction may not be successful for stones larger
than 2.5 cm or if bowel lumen is narrowed. In the case we
have presented, the calculus was 3 cm in size and, due to stric-
ture formation, colonoscopic extraction was not feasible. As
this condition occurs in the elderly and presentation is often
late, each case needs a careful management plan to take into
consideration current clinical status and existing comorbidities.

Learning points

▸ It is important to consider gallstone ileus as a rare cause of
large bowel obstruction in elderly women, especially those
with a history of previous cholecystitis.

▸ The use of multiplanar CT is invaluable in diagnosis of such
a rare cause of large bowel obstruction. It can show the
exact location of the fistula as well as the site of impaction.

▸ This case also illustrates that, for the gallstone to impact in
the large bowel, there is usually an underlying abnormality
in the colon, such as diverticular stricture or malignancy, to
cause gallstone ileus. Preoperative CT scan, as performed in
our case, can unmask the underlying colonic pathology and
will aid the surgeon in planning subsequent treatment/
surgery.

Twitter Follow Tarryn Carlsson at @tazzalc
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