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Gallstone ileus in the Jordanian Royal
Medical Services in a 10-year period

S.M. Jarbou ' and F.A. Al-Hammouri '

SUMMARY Six patients (5 women and 1 man, with a median age of 71 years) were operated on for gallstone
ileus in the 10-year period 1988-98. The diagnosis was made before operation in 2 patients. The obstructing
stones were located in the terminal ileum in 3 patients and in the proximal ilaum or Jejunum in 3 patients.
Choledochoduodenal fistuia was present in all patients. A single-stage procedure (removal of the impacted
stone, fistula repair and cholecystectomy) was performed in 1 patient, enterolithotomy alone in 4 patients and
resection of part of the intestine where the stone was impacted with primary anastomosis performed in 1
patient. In the postoperative period, 2 patients developed infection of the wound and 2 patients developed
deep vein thrombosis; 1 of these died of pulmonary embalism.

Patients

Between January 1988 and December
1998, 6 patients were treated for gallstone
ilens at King Hussein Medical Centre and
the Prince Hashem Hospital of the Royal
Medical Services in Jordan, representing
1.2% of 485 patients admitted with me-
chanical bowel obstruction during this peri-
od. The median age of the patients was 71
years (range 62-82 years). A total of 4 pa-
tients (06.6%) had serious concomitant
disease including heart failure, diabetes
mellitus, hypertension and ischaemic heart
disease, while 2 patients (33.3%) had a past
history of symptomatic gall bladder stones.

Diagnosis and treatment

The clinical presentation was consistent
with bowel obstruction in 5 patients
(83.3%) and with acute cholecystitis in 1

patient. All the patients had plain abdominal
X-ray films taken on admission. In 2 of
these, the classic signs of gallstone ileus
were visible (Figures 1 and 2). In the re-
maining 4 patients, the films showed signs
of bowel obstruction (air fluid levels). Gali-
stone ileus was diagnosed before operation
in 2 patients (33.3%). Bowel obstruction
was located in the terminal ileum in 3 pa-
tients and in the proximal ileum or jejunum
in another 3 patients.

A single stone, ranging from 2.8 cm to
4.0 cm in length, was found in all cases
(Figure 3).

All the patients underwent surgical
treatment after stabilization of their medical
condition. Enterolithotomy alone was per-
formed in 4 cases, and small bowe! resec-
tion of the site of stone impaction in 1 case
because of unhealthy hacmorrhagic-
looking serosa (Figures 4 and 5). One pa-
tient underwent a single-stage procedure in

'Department of General Surgery, King Hussein Medical Centre, Amman, Jordan.

Received: 04/10/99, accepted: 14/03/00

Taoa ¢— Oladed 4‘_}-JL~J\ andl e Dozl Laliie ana-J.".U Jﬂw'uﬂ‘



1118 La Revue de Santé de la Méditerranée orientale, Vol. 6, N° 5/8, 2000

which enterolithotomy, fistula repair and  fection of the wound and a further 2 pa-
cholecystectomy were performed. There  tients developed deep vein thrombosis; 1 of
was no operative mortality, but in the post-  these patients died due to pulmonary embo-
operative period, 2 patients developed in-  lism.

Figure 1 Plain abdominal X-ray showing pneumobilia, intestinal obstruction and pelvic stone,

Figure 2 Plain abdominal X-ray showing the same features of gallstone ileus.
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Discussion

Gallstone ileus was first described by Bar-
tholin in 1654 as a mechanical intraluminal
intestinal obstruction caused by impaction
of gallstone in the bowel lumen [/]. He

considered it a geriatric surgical emergency
accounting for 1%-4% of mechanical in-
testinal obstructions [2].

The stone usually gains access to the
intestinal tract via a fistula between the gall
bladder and adjacent viscera, predominant-

Figure 3 Extracted galistone measuring 4 ¢m in length.

Figure 4 Resected part of amall bowel showing unheaithy serosa at site of stone impaction.
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Figure 5 Resected howel with the stone inside.
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ly the duodenum, following acute chole-
cystitis and adhesions between the gall
bladder and adjacent bowel [1].

The disease occurs more frequently in
women than in men, in a ratio of 4-8:1
[2.3], and mostly at over 65 years of age
[{-4]. The clinical presentation of gallstone
ileus is that of intestinal obstruction with
abdominal pain, vomiting and abdominal
distension in 80% of patients [2]. Less
commonly the presentation is that of acute
cholecystitis or jaundice [2,3].

The classic findings on plain abdominal
radiographs include: pneumobilia, intestinal
obstruction and aberrantly located gallstone
(Figures 1 and 2). The presence of two of
these findings is considered pathognomon-
ic of gallstone ileus [2,5,6]. In general, di-
agnosis is made before the operation in less
than half of patients; in our group this pro-
portion was one-third [7-9]. Once the
stone enters the gastrointestinal tract, it
may be vomited, passed spontaneously or
become impacted, most frequently in the
terminal ileum, which is the narrowest part

of small bowel [7]. The size of the ob-
structing stone ranges from 2.5 to 5 cm
[7,10]. Stones of less than 2.5 ¢m in length
are usually passed spontaneously.

The management of gallstone ileus is
controversial. The choice is between per-
forming simple enterolithotomy with longi-
tudinal incision on the antimesenteric border
proximal to the site of impaction (bowel re-
section is sometimes necessary if there is
perforation, as in 1 of our patients), or a sin-
gle-stage procedure involving enterolithoto-
my, cholecystectomy and fistula closure.
Most studies suggest that simple entero-
lithotomy is appropriate in the majority of
patients because it is relatively simple and
minimizes operative time for high-risk pa-
tients, while the one-stage procedure is indi-
cated in patients at low risk and when local
and general conditions permit [2,6, 17].

Conclusion

Gallstone ileus is a rare and serious geriat-
ric emergency. It is not a common cause of

Yoo 0079 Obaad ¢ pobedl Waedl ¢ Al dealt 20 bin. PR U SN B P (P |



Eastern Maditerranean Health Journal, Vol. 6, Nos 5/8, 2000 1121

mechanical bowel obstruction. The appro-  ed to treat the obstruction and save the life

priate surgical procedure should be select-  of the patient.
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