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ABSTRACT

Biliary ileus is an uncommon complication of cholelithiasis 
and occurs in only 0.3-0.5% of patients with biliary 
pathology; it is described as a mechanical intestinal 
obstruction due to the impaction of one or more gallstones 
within the gastrointestinal tract. The stone reaches the 
intestine via a cholecystoenteric fistula. The most frequent 
type of fistula is between the gallbladder and the duodenum. 
Due to the lack of suspicion of this condition, the diagnosis 
is made with exploratory laparotomy in 50% of the patients. 
Most of the literature recommends surgical and resolutive 
management of the obstructive condition; however, there 
is only one case report in India of spontaneous evacuation.

RESUMEN

El íleo biliar es una complicación poco común de la cole-
litiasis y sólo se presenta en 0.3-0.5% de los pacientes con 
patología biliar, descrito como una obstrucción intestinal 
mecánica debida a la impactación de uno o más cálculos 
biliares dentro del tracto gastrointestinal. El lito llega al 
intestino por medio de una fístula colecistoentérica. El tipo 
de fístula más frecuente se localiza entre la vesícula biliar y el 
duodeno. Debido a la falta de sospecha de este padecimiento, 
el diagnóstico se realiza con laparotomía exploradora en 
50% de los pacientes. La mayoría de la bibliografía reco-
mienda tanto manejo quirúrgico como resolutivo del cuadro 
obstructivo; sin embargo, sólo existe hasta el momento un 
reporte de caso de evacuación espontánea en la India.
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INTRODUCTION

Biliary ileus was first described in 1654 by 
Erasmus Bartolim in a necropsy study.1 It 

is caused by the passage of a gallstone from 
the bile ducts into the intestinal lumen through 
a fistula. The most frequent type of fistula is 
between the gallbladder and the duodenum. 
The fistula appears when there are recurrent 
episodes of acute cholecystitis, generating 
extensive inflammation and adhesions between 
the gallbladder and the digestive tract.2 This 
pathology represents 1 to 4% of the causes of 
mechanical occlusion of the small intestine in 

patients under 65.3 This entity occurs more 
frequently in patients older than 65 years and 
has a prevalence of up to 25% as a cause of 
occlusion in this age group.4 This entity occurs 
more frequently in patients older than 65 years 
and has a prevalence of up to 25% as a cause 
of occlusion in this age group.5 It predominates 
in the female gender with a ratio of 3.5-6.1:1.6 
Diagnostic suspicion is of utmost importance for 
timely management. In a review of Japanese 
literature, it was reported by Kashara and 
collaborators that only eight out of 112 patients 
presented spontaneous passage of litho in the 
gastrointestinal tract.7
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PRESENTATION OF THE CASE

We present the case of a 58-year-old 
woman from Tequesquitlan, Jalisco, living 
in Manzanillo, Colima. She came to the 
emergency department for clinical symptoms 
of eight days of evolution characterized by pain 
in the epigastrium 9/10 on the visual analog 
scale, stabbing type accompanied by nausea 
that progresses to vomiting of gastrobiliary 
content, bowel movements, and flatus present. 
Management with antacids was initiated 
by a private physician prior to admission to 
the emergency room without improvement 
of symptoms. Physical examination showed 
relevant findings of abdominal distension 
with pain on superficial and deep palpation 
located in the epigastrium and mesogastrium, 
generalized tympanic movement, and 
decreased peristalsis. No muscle resistance or 
peritoneal irritation was found at the time of 
admission. She is allergic to dextromethorphan 
and penicillin. She denies any history of 
abdominal pain suggestive of cholecystitis. 
Chronic degenerative diseases and surgeries 
were also denied. Her lab tests showed 
white blood cells 18.13 × 103/milliliters, 
with neutrophils 15.56 × 103/milliliters, 
lymphocytes 1.44 × 103/milliliters, hemoglobin 
11.60 grams/deciliters, hematocrit 34.60%, 

platelets 359 × 103/milliliters, creatinine 
0.60 milligrams/deciliters, urea nitrogen 8.6 
milligrams/deciliters, urea 18.5 milligrams/
deciliters, sodium 138 mEq/l, potassium 3.3 
mEq/l, and chlorine 104 mEq/l. A computed 
axial tomography scan with oral contrast 
material was performed, finding gallbladder 
with contrast material coming from duodenum 
showing anomalous communication between 
both structures concerning a fistulous tract at 
the level of the second portion of duodenum, 
bowel loops associated to multiple hydro-
aerial levels secondary to a 24 millimeters 
litho in the distal ileum at 40 centimeters from 
the ileocecal valve with distention of loops 
proximal to this site (Figure 1). A nasogastric 
tube was placed on the first day of hospital 
admission with an output of 1,400 cubic 
centimeters in the first 24 hours.

On her second and third days of hospital 
stay, the patient did not present bowel 
movements or flatus and was accompanied 
by significant abdominal distention and 
generalized tympanic movements. However, 
there was no evidence of peritoneal irritation.

It was decided to send the patient to 
a high specialty hospital due to the high 
complexity of the pathology; this was done 
on two occasions during his second and 
third days of hospital stay, stating that they 
could not accept the patient due to the high 
demand of hospitalized patients. Because of 
the worsening clinical picture, we decided to 
intervene using exploratory laparotomy during 
his fourth day of stay.

Before her surgery, she reported liquid 
stools accompanied by a gallstone, confirmed 
by the nurse and the patient.

She then underwent exploratory laparotomy, 
which revealed a scleroatrophic gallbladder 
with multiple omentum adhesions and a 
5-millimeter fistula connecting the gallbladder 
to the second portion of the duodenum 
(Figures 2 and 3). A systematic review of the 
entire intestine was performed in search of 
residual lithiasis without finding their presence. 
Therefore, a longitudinal enterolithotomy was 
not performed. Primary fistula closure was 
performed in two planes with Connel-Mayo 
stitches with 2-0 polypropylene and Lembert 
stitches with 2-0 silk (Figure 4). Subsequently, Figure 1: Axial CT scan showing a 24 mm litho at the level of the distal ileum.
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cholecystectomy was performed, and the 
cavity was closed in planes without placing 
any drainage.

The patient had a good clinical evolution 
after surgery with Bristol 6-type bowel 
movement on the second postoperative day. 
A liquid diet was started 72 hours after surgery 
with adequate tolerance. Due to the favorable 
evolution without complications, her hospital 
discharge was decided.

One week later, she went to the general 
surgery outpatient department, without 
complications, without data of surgical 
site infection, and with good tolerance to 
diet and bowel movements present. The 
histopathological results of the surgical 
specimen showed chronic cholecystitis, 
cholecystolithiasis, and fibrotic areas suggestive 
of scleroatrophy and negative for malignancy.

DISCUSSION

Biliary ileus is a rare complication of vesicular 
lithiasis corresponding to 0.3-0.4%; the most 
frequent mechanism of a litho passage is 
through a vesicular-duodenal fistula, the same 
situation presented by our patient. This clinical 
case of biliary ileus corresponds to an unusual 
presentation since the age of the case is below 
65 years, which corresponds to less than 4% 
of the incidence of this pathology, according 

to the literature cited in this publication. A 
calculus larger than 2 cm in diameter generates 
obstruction at the small bowel level in 90% of 
the cases,2 in agreement with ours, where a 24 
mm stone was documented by computed axial 
tomography (CAT) scan and was responsible for 
the occlusive picture at the beginning of the 
disease; however, the spontaneous expulsion 
of the stone in the feces stands out. The few 
documented cases of spontaneous expulsion of 
the stone in the biliary ileus are worth noting, 
which makes our case report an infrequent 
resolution of the biliary ileus. Only eight cases 
of 112 cases with spontaneous resolution have 
been reported in the Japanese literature. There is 
still controversy about the management of biliary 
ileus. However, most of the literature agrees that 
surgical management remains the treatment of 
choice in all reported cases, recommending 
enterolithotomy with stone extraction, followed 
by cholecystectomy and fistula repair. In this 
case, a single-stage surgery was performed 
since it offers the advantages of avoiding future 
complications, such as gallbladder carcinoma in 
15%, cholecystitis or cholangitis, or recurrence 
of obstructive symptoms.6

CONCLUSIONS

Establishing an early diagnosis of biliary ileus 
helps us prevent complications secondary to 

Figure 2: Gallbladder attached to the second portion of 
the duodenum with scleroatrophic appearance.

Figure 3: Enterobiliary fistula of approximately 5 mm 
in length.
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an obstructive condition at the intestinal level 
using imaging studies. The best study will always 
be a computerized tomography scan reinforced 
with contrast material because it has a sensitivity 
over 90% compared to other studies. The 
treatment will always be surgical and mainly 
aimed at resolving the obstruction with an 
enterotomy and extraction of the calculus. 
Subsequently, the bilioenteric fistula causing 
the arrival of the stone to the intestinal lumen 
will have to be repaired to prevent subsequent 
cases of biliary ileus and reduce the risk of 
biliary vesicular cancer secondary to the reflux 
of gastrointestinal contents into the gallbladder 
through this communication.
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Figure 4: Primary closure of the fistula over the second 
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