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CLINICAL CASE   Клінічний випадок

Gallstone ileus is a rare complication of cholecys-
tolithiasis and one of the rarest causes of mechani-
cal ileus, with an increasing incidence in those over 
65 years of age, with females predominating at a ra-
tio of 4 : 1 to 16 : 1  [25, 32, 37]. The terminal ileum 
with 60 % and the jejunum with 16 % are described 
as the most common localization of the occluding 
calculus. Rarer stone locations are the stomach, 
duodenum (Bouveret syndrome), and colon  [32]. 

Diagnosis is often delayed because symptoms can be 
intermittent, and supportive care can mask the dis-
ease. This, in addition to the fact that the disease of-
ten affects the elderly, is the reason for the increased 
morbidity and mortality, which are between 10 and 
20 %  [3, 29]. A national review from the United 
States by Halabi et al. of 3286 cases of gallstone il-
eus found an overall mortality rate of 6.67 %. In the 
case of partial small bowel resection, the mortality 

Gallstone ileus is a rare complication of recurrent cholecystitis and one of the rarest causes of mechanical bowel 
obstruction, with an increasing incidence in the elderly. We present a case of multiple small bowel perforations 
of the jejunum due to gallstone obstruction and the incidental finding of high-grade appendiceal mucinous 
neoplasia of the appendix. To our knowledge, this is the first such case to be described and completely resolved 
by a laparoscopic approach.

An 83-year-old woman presented to our emergency department with severe vomiting, constipation, and dete-
rioration of her general condition. A computed tomography scan revealed thickening of the gallbladder with 
a continuous aerobe to the duodenum, a mechanical obstruction of the small intestine at the transition to the 
ileum, and a thickened and calcified appendix. Due to a high suspicion of gallbladder perforation with the for-
mation of a bilio-duodenal fistula, the patient underwent an emergency exploratory laparoscopy, which revealed 
a small bowel perforation in three segments with marked local fibrinous, purulent, and stercoral peritonitis of 
the left hemiabdomen. The gallstone was retrieved through the perforated small bowel, and a partial small bowel 
resection and a cecal wedge resection were performed laparoscopically. Small bowel continuity was restored 
with an anisoperistaltic side-to-side jejuno-jejunostomy. The patient was discharged on postoperative day eight.

Despite advances in imaging, gallstone ileus remains a diagnostic challenge. Because the disease occurs pre-
dominantly in elderly patients, gallstone ileus remains associated with high morbidity and mortality. It remains 
unclear from the literature whether the optimal surgical management of bilioenteric fistula is best resolved by 
a single-stage or a two-stage approach.
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rate was 12.87 %, almost three times higher than en-
terolithotomy alone (4.94 %)  [3, 13, 29].

Gallstone ileus was first reported in 1654 by the 
Danish physician and anatomist Thomas Bartho-
lin during autopsies. A systematic review was per-
formed in 1890 by the Swiss surgeon Ludwig Georg 
Courvoisier, and the first detailed German-language 
collection of experienced case reports was published 
in 1902 by the German surgeon Dr. H. Karewski in 
the journal «Deutsche medizinische Wochenschrift» 
[9, 22, 35]. It is clear that this disease is not asso-
ciated with a typical history or symptoms. The di-
agnosis is complex, and the indication for surgery is 
difficult to establish. Only the X-ray examination 
and the subsequent computed tomography (CT) di-
agnosis showed a high sensitivity and specificity for 
the presence of a gallstone ileus, which can be docu-
mented by Rigler’s triad of aerobilia, small intestinal 
ileus, and ectopic gallstone  [17, 18, 31, 39]. The need 
for surgery is easier to deduce from this, although 
the decision to treat the bilioenteric fistula at the 
same time is still under discussion  [2, 13, 26, 28, 30].

Patient symptoms and clinical findings
An 83-year-old woman presented as an emergency 
because of torrential vomiting, constipation, and de-
terioration of her general condition. She reported no 
bowel movements and a loss of appetite for 5  days. 
She would only tolerate water and recurrent, some-
times foul-smelling vomiting. Last in the early morn-
ing hours. Abdominal pain was denied. Except for 
arterial hypertension, the initial diagnosis of diabetes 
mellitus (HbA1c 6.7 %) and medication with meto-
prolol, other diseases, and operations were denied.

On clinical examination, the abdomen was soft 
with slight tenderness in the left lower quadrant. 
There were no signs of guarding or peritonism. Aus-
cultation revealed high-pitched bowel sounds.

Sonography showed the typical picture of a small 
bowel ileus with a dilated small bowel, the rope lad-
der phenomenon, and pendulum peristalsis. The 
wall of the gallbladder (GB) could not be complete-
ly delineated and was filled with concretions. The 
patient reported that GB stones had been known 
for years and had not caused any problems. Labora-
tory chemistry showed elevated C-reactive protein 
147 mg/dl (< 5.0 mg/dL), and slightly elevated 
gamma glutamyl transferase 47 U/L (< 40 U/L) 
and alkaline phosphatase 142 U/L (35 — 104 U/L). 
Leukocytosis, hyperbilirubinemia, and elevated 
transaminases and lactate dehydrogenase were not 
observed. Elevated renal retention parameters were 
measured with creatinine of 1.37 mg/dL (<  0.9 mg/
dL), urea of 140 mg/dL (< 50 mg/dL), and a re-
duced glomerular filtration rate of 36.9 ml/min (> 
68 ml/min) consistent with chronic ileus.

A CT scan of the abdomen with intravenous 
contrast was performed because of a suspected me-
chanical ileus with elevated inflammatory blood pa-
rameters.

An inhomogeneously thickened, only partially 
filled GB with hypodense gallstones, presum-
ably up to 2 cm in size, and intraluminal air col-
lections («aerobilia») were found. A continuous 
transition to the duodenum was highly suspicious 
for a covered perforation with the formation of 
a bilio-duodenal fistula (Fig. 1). There was no free 
intra-abdominal air, no perivesical fluid collection. 

Figure 1. Abdominal CT findings choleystoduodenal fistula 
(cystoduodenal fistula and aerobilia are indicated by arrows)
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Furthermore, there was an obstruction of the small 
intestine with a long segment of small intestine up 
to 3 cm wide («small intestinal ileus»). In the right 
mid-abdomen, not far from the right lower pole of 
the kidney, there was a jump in the caliber of the 
ileum with subsequent starvation bowel and a col-
lapsed colonic frame (Fig. 2). In combination with 
the suspected perforation of the duodenum, there 
was at least the suspicion that a gallstone had passed 
through and was blocking the intestinal passage at 
this point («missing ectopic gallstone»). Unfortu-
nately, the gallstones in this patient were barely ra-
diopaque. Furthermore, a tumorous, calcifying mass 

of the cecal pole or appendiceal base with a suspect-
ed mucocele differential diagnosis: cystadenocarci-
noma was present (Fig. 3). An inflammatory corre-
late of the small intestine was not described. Thus, 
the CT image showed only two criteria of Rigler’s 
triad; the ectopic GB stone could only be suspected 
indirectly. Despite the mild abdominal symptoms, 
we decided to perform exploratory laparoscopy due 
to increased inflammatory parameters and persis-
tent inappetence with recurrent vomiting and lack 
of bowel movements. Antibiosis with ampicillin/
sulbactam and metronidazole has already been ini-
tiated in the emergency room.

Figure 3. Abdominal CT findings of suspicious appendiceal mass (appendiceal mass are indicated by arrows)

Figure 2. Abdominal CT findings of small bowel ileus (caliber leap of the proximal jejunum as indirect stone 
evidence, starvation bowel, small bowel ileus, and collapsed colon frame are indicated by arrows)
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Surgery and postoperative recovery
Intraoperatively, there was a small bowel perforation at 
three different sites within 15 cm with a marked local-
ized fibrinous purulent incipient fecal peritonitis of the 
left hemiabdomen 160 cm from Treitz (Fig. 4—6). At 
first, no stone could be found. Only systematic instru-
mental palpation of the small intestine from the ileo-
coecum to the ligament of Treitz revealed an occlusion 
of the distal jejunum with prestenotic dilatation by 

a 2.0 × 2.5 cm GB stone 50 cm aboral to the devastating 
stone passage (Fig. 7). Resection of the coecum and ex-
traction of the gallstone through the already perforat-
ed small bowel via minilaparotomy were followed by 
a partial small bowel resection of 30 cm of small bowel. 
Small bowel continuity was restored with an eanisope-
ristaltic side-to-side jejunojejunostomy. Extensive ab-
dominal lavage and placement of a 24 Charrière drain 
in the left hemiabdomen were completed.

Figure 6. Third perforation site on opposite side 
with fibrinous purulent peritonitis (surgical forceps 
in third perforation of the small intestine

Figure 4. Intraoperative finding of small bowel 
perforations (surgical forceps in two perforation sites 
on the small intestine)

Figure 7. Small ball with intraluminal gallstone 
50 cm after the last perforation of the small bowel 
(specimen small bowel with gallstone 50 cm)

Figure 5. Intraoperative finding small bowel 
perforation  (close-up perforation site is indicated 
by arrow)

C. R. D. Demtröder et al.
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Because of the ileus, the patient remained in the 
intensive care unit for two days for monitoring and 
supportive therapy. The antibiotic therapy was in 
accordance with the antibiogram of Raoultella or-
nithinolytica, Enterobacter cloacae complex, Atopo-
dium parvulum, and Streptococcus constellatus cul-
tured from the intra-abdominal specimen. The in-
hospital esophagogastroduodenoscopy excluded 
a persistent enterobiliary fistula with normal muco-
sal findings up to the ligament of Treitz.

Pathology of the appendix revealed a high-grade 
appendiceal mucinous neoplasia pTis R0. The pa-
tient could be discharged on postoperative day 8 
with an unremarkable course and a complete clini-
cal recovery.

Discussion
The decision to perform a cholecystectomy should 
not be taken lightly, as the consequences of both 
having and not having the surgery can be severe and 
even fatal. In this particular case, the mortality rate 
is over 15 % due to the presence of ileus disease and 
a perforation of the small intestine resulting in puru-
lent fibrinous peritonitis. Currently, health econom-
ics aims to reduce the number of cholecystectomies 
performed. However, pursuing this goal may lead us 
back to the 1990s, before the laparoscopic era, when 
procedures with fewer complications and shorter 
stays resulted in less hesitant indications for surgery. 
It is important to note that this approach carries 
a risk of significantly higher prevalence and associ-
ated morbidity and mortality from gallstone ileus, 
which can be triggered by recurrent, sometimes clin-
ically occult, cholecystitis  [4, 5, 16, 34, 36 — 38].

Gallstone ileus occurs in 0.15 — 1.5 % of cases 
with known cholecystolithiasis and is responsible 
for an obturation ileus in < 5 % of cases  [13, 25, 29]

The recurrence rate is between 5 — 8 %  [23] and 
occurs within 20 — 30 days in half of the cases  [1, 
10]. To our knowledge, only 13 cases with simulta-
neous small bowel perforation have been described 
in the literature   [6, 12, 19 — 21, 24, 29, 33]. The 
enterolithotomy and repair of the perforation can 
rarely be solved laparoscopically. In our case, there 
was an unclear mass of the coecal pole and the base 
of the appendix, so an extensive median laparotomy 
would have been necessary. Therefore, in the case 
of overweight, we decided to first carry out the ex-
ploration laparoscopically, which is not undisputed, 
because a gallstone can easily be overlooked if there 
is no tactile possibility. Intraoperatively, there was 
devastating damage to the bowel due to the stone 
passage. Therefore, the decision to strive for a two-
stage procedure was confirmed in order to get the 

patient out of the life-threatening situation as 
quickly as possible. The one-stage procedure is as-
sociated with increased morbidity and mortality 
and is based on experience from a gallstone ileus 
alone and without small bowel perforation  [13]. 
A single center analysis of 29 cases of cholecysten-
teric fistula with and without gallstone ileus from 
2010 to 2021 showed a gallstone impact on the in-
testinal system in 12 cases, which led to an ileus. 
A small bowel perforation was not described in any 
case. Five patients underwent laparoscopic proce-
dures, with three undergoing a laparoscopic entero-
lithotomy and two requiring conversion to an open 
enterolithotomy. An open procedure was chosen for 
the other 7 patients, and a one-stage procedure was 
performed in 4 cases, which was associated with an 
increased operating time, length of stay, and mor-
bidity. There is no mortality in the patient pool. In 
the case of a cholecystoenteric fistula and gallstone 
ileus, the authors recommend first relieving intes-
tinal obstruction and avoiding fistula closure until 
the patient is in better condition  [14]. The work-
ing group of Gonzalez-Uriquijo et al. came to the 
same conclusion; the significantly increased mor-
bidity and mortality of the patients were decisive 
here [11]. The right procedure is still the subject of 
discussion today [15].

It is important to note that the persistence of 
a cholecystointestinal fistula carries the potential 
risk of retrograde cholecystitis and GB carcinoma 
[5, 7, 8, 38]. However, these are data from before the 
laparoscopic cholecystectomy era.

Nevertheless, in the majority of cases, there is 
a natural closure of the fistula opening, as was shown 
endoscopically in our case [27]. An increased carci-
noma risk has not been described since then [1]. The 
relevant data was collected in the 1960s and 1970s. 
The number of cholecystectomies has increased sig-
nificantly and therefore leads to such complications 
and malignant degeneration much less frequently. 
The question remains open as to whether the sec-
ond treatment is actually necessary for our patient. 
Good surveillance of the patient and the high prob-
ability that she will survive the naturally healed fis-
tula, along with an average current life expectancy 
of 83.4 years for women and another 9 years accord-
ing to  [1], the cohort life table in Germany, and the 
oldest documented patient being 76 years old when 
a recurrence occurred, most likely do not warrant 
repeat surgical intervention.

DECLARATION OF INTERESTS

All authors declare that there is no conflict of interest and 
that they have no financial ties to disclose.

C. R. D. Demtröder et al.



64 General Surgery   Загальна хірургія  •  2024  •  № 1 (8)

ETHICS APPROVAL AND WRITTEN 
INFORMED CONSENTS STATEMENTS

Oral and written informed consent was obtained from the 
patient to publish the patient-related data in anonymized form.

AUTHORS CONTRIBUTIONS

C. R. D. Demtröder, M. Murnik: surgery, treatment, literature 
research, literature review and draft of the manuscript; 
D. Dajchin, U. Giger-Pabst: literature research, literature 
evaluation and critical revision of important contents of the 
manuscript.

REFERENCES
1. Alzerwi NAN, Idrees B, Alsareii S, Aldebasi Y, Alsultan A. The 

regularity of the site of impaction in recurrent gallstone 
ileus: a systematic review and meta-analysis of reported 
cases. Can J Gastroenterol Hepatol. 2021;2021:5539789. 
doi:10.1155/2021/5539789.

2. Attenberger C, Guthoff I, Anthuber M, eds. Der Gallensteinileus 
als seltene Erstmanifestation des Gallensteinleidens. German 
Medical Science GMS Publishing House; 2009.

3. Ayantunde AA, Agrawal A. Gallstone ileus: diagnosis and manage-
ment. World Journal of Surgery. 2007;31(6):1292-7. doi:10.1007/
s00268-007-9011-9.

4. Balthazar EJ, Schechter LS. Air in gallbladder: a frequent find-
ing in gallstone ileus. American Journal of Roentgenology. 
1978;131(2):219-22. doi:10.2214/ajr.131.2.219.

5. Bossart PA, Patterson AH, Zintel HA. Carcinoma of the gall-
bladder. The American Journal of Surgery. 1962;103(3):366-9. 
doi:10.1016/0002-9610(62)90227-1.

6. Browning LE, Taylor JD, Clark SK, Karanjia ND. Jejunal perfora-
tion in gallstone ileus — a case series. Journal of Medical Case 
Reports. 2007;1(1). doi:10.1186/1752-1947-1-157.

7. Clavien P-A, Richon J, Burgan S, Rohner A. Gallstone ileus. 
British Journal of Surgery. 1990;77(7):737-42. doi:10.1002/
bjs.1800770707.

8. Cooperman AM, Dickson ER, ReMine WH. Changing con-
cepts in the surgical treatment of gallstone ileus. Ann Surg. 
1968;167(3):377-83. doi:10.1097/00000658-196803000-00011.

9. Courvoisier LG. Casuistisch-statistische Beitrage zur Pathologic 
und Chirurgie der gallenwege; 1890.

10. Doogue MP, Choong CK, Frizelle FA. Recurrent gallstone ileus: 
Underestimated. ANZ Journal of Surgery. 1998;68(11):755-6. 
doi:10.1111/j.1445-2197.1998.tb04669.x.

11. Gonzalez-Urquijo M, Rodarte-Shade M, Lozano-Balderas G, Gil-
Galindo G. Cholecystoenteric fistula with and without gallstone 
ileus: A case series. Hepatobiliary & Pancreatic Diseases Interna-
tional. 2020;19(1):36-40. doi:10.1016/j.hbpd.2019.12.004.

12. Gupta M, Goyal S, Singal R, Goyal R, Goyal S, Mittal A. Gallstone 
ileus and jejunal perforation along with gangrenous bowel in 
a young patient: A case report. North American Journal of Medi-
cal Sciences. 2010:442-3. doi:10.4297/najms.2010.2442.

13. Halabi WJ, Kang CY, Ketana N, et al. Surgery for gallstone ileus: 
a Nationwide comparison of trends and outcomes. Ann Surg. 
2014;259(2):329-35. doi:10.1097/SLA.0b013e31827eefed.

14. Huang S-F, Han Y-H, Chen J, Zhang J, Huang H. Surgical man-
agement of cholecystoenteric fistula in patients with and 
without gallstone ileus: an experience of 29 cases. Front Surg. 
2022;9:950292. doi:10.3389/fsurg.2022.950292.

15. Inukai K. Gallstone ileus: a review. BMJ Open Gastroenterology. 
2019;6(1):e000344. doi:10.1136/bmjgast-2019-000344.

16. Kirkland KC. Gallstone intestinal obstruction. JAMA. 
1961;176(6):494. doi:10.1001/jama.1961.03040190016005.

17. Lassandro F, Gagliardi N, Scuderi M, Pinto A, Gatta G, Mazzeo R. 
Gallstone ileus analysis of radiological findings in 27 patients. 
European Journal of Radiology. 2004;50(1):23-9. doi:10.1016/J.
EJRAD.2003.11.011.

18. Lassandro F, Romano S, Ragozzino A, et al. Role of helical CT in 
diagnosis of gallstone ileus and related conditions. American 
Journal of Roentgenology. 2005;185(5):1159-65. doi:10.2214/
AJR.04.1371.

19. Lee C-H, Yin W-Y, Chen J-H. Gallstone ileus with jejunum 
perforation managed with laparoscopic-assisted surgery: 
rare case report and minimal invasive management. Int Surg. 
2015;100(5):878-81. doi:10.9738/INTSURG-D-14-00265.1.

20. Liau S-S, Bamber A, MacFarlane M, Alberts J. A case of gallstone-
induced small bowel necrosis masquerading as clinical appendi-
citis. Clin J Gastroenterol. 2009;2(3):238-41. doi:10.1007/s12328-
009-0076-x.

21. Limjoco UR. Gallstone jejunal perforation: surgical implica-
tions. Military Medicine. 1990;155(1):42-4. doi:10.1093/
milmed/155.1.42.

22. Martin F. Intestinal obstruction due to gall-stones. Ann Surg. 
1912;55(5):725-43. doi:10.1097/00000658-191205000-00005.

23. Mir SA. Management and outcome of recurrent gallstone ileus: 
A systematic review. World Journal of Gastrointestinal Surgery. 
2015;7(8):152. doi:10.4240/wjgs.v7.i8.152.

24. Mukaramov AM, Mukaramov OM. Perforatsiia toshcheĭ kishki 
zhelchnym kamnem [Perforation of the jejunum by a gallstone]. 
Klin Khir (1962). 1990;(2):56-7. Russian. PMID: 2342283.

25. Nakao A, Okamoto Y, Sunami M, Fujita T, Tsuji T. The oldest 
patient with gallstone ileus: report of a case and review of 176 
cases in Japan. The Kurume Medical Journal. 2008;55(1/2):29-33. 
doi:10.2739/kurumemedj.55.29.

26. Nuño-Guzmán CM. Gallstone ileus: One-stage surgery in a patient 
with intermittent obstruction. World Journal of Gastrointestinal 
Surgery. 2010;2(5):172. doi:10.4240/wjgs.v2.i5.172.

27. Räf L, Spangen L. Gallstone ileus. Acta Chir Scand. 
1971;137(7):665-75. PMID: 5149154.    .

28. Ravikumar R, Williams JG. The operative management of 
gallstone ileus. The Annals of The Royal College of Surgeons 
of England. 2010;92(4):279-81. doi:10.1308/00358841
0X12664192076377.

29. Reisner RM, Cohen JR. Gallstone ileus: a review of 1001 reported 
cases. Am Surg. 1994 Jun;60(6):441-6. PMID: 8198337..

30. Requena-López AA, Mata-Samperio BK, Solís-Almanza F, Casillas-
Vargas R, Cuadra-Reyes LA. Comparación de técnicas quirúrgi-
cas en el íleo biliar y sus resultados. Cir Cir. 2020;88(3):292-6. 
doi:10.24875/CIRU.19001264.

31. Rigler LG, Borman CN, Noble JF. Gallstone obstruction. Jour-
nal of the American Medical Association. 1941;117(21):1753. 
doi:10.1001/jama.1941.02820470001001.

32. Ripollés T, Miguel-Dasit A, Errando J, Morote V, Gómez-Abril SA, 
Richart J. Gallstone ileus: increased diagnostic sensitivity by 
combining plain film and ultrasound. Abdominal Imaging. 
2001;26(4):401-5. doi:10.1007/s002610000190.

33. Shelton J, Samad MA, Juhng J, Terry SM. Unusual presentation of 
bouveret syndrome resulting in both gastric outlet obstruction 
and small bowel obstruction with perforation. Medicines (Basel). 
2022;9(3). doi:10.3390/medicines9030024.

34. Syme RG. Management of gallstone ileus. Can J Surg. 1989 
Jan;32(1):61-4. PMID: 2642721.

35. Ueber Gallensteinileus. Dtsch med Wochenschr. 
1902;28(10):168-70. doi: 10.1055/s-0029-1203433.

36. VanLandingham SB, Broders CW. Gallstone Ileus. Surgical Clin-
ics of North America. 1982;62(2):241-7. doi:10.1016/S0039-
6109(16)42683-6.

37. Wahshaw AL, Bartlett MK. Choice of operation for gall-
stone intestinal obstruction. Ann Surg. 1966;164(6):1051-5. 
doi:10.1097/00000658-196612000-00015.

38. Wakefield EG, Vickers PM, Walters W. Cholecystoenteric fistulas. 
Surgery 1963;54:716.

39. Yu C-Y. Value of CT in the diagnosis and management of gall-
stone ileus. World Journal of Gastroenterology. 2005;11(14):2142. 
doi:10.3748/wjg.v11.i14.2142.

C. R. D. Demtröder et al.



65General Surgery   Загальна хірургія  •  2024  •  № 1 (8)

Одноетапне лапароскопічне лікування 
холецистодуоденальної фістули з перфорацією тонкої 
кишки та фібринозно-гнійним перитонітом. Дослідження 
окремого випадку
C. R. D. Demtröder 1, M. Murnik 1, P. Kirchmeyer 1, U. Giger-Pabst 2, D. Dajchin 1 
1 St. Martin’s Hospital Dusseldorf, Німеччина
2 University of Applied Sciences Dusseldorf, Німеччина

Жовчнокам’яна кишкова непрохідність є рідкісним ускладненням холециститу, що рецидивує, та однією 
з найрідкісніших причин механічної кишкової непрохідності, яка частіше трапляється в осіб похило-
го віку. Описано випадок множинних перфорацій порожньої кишки внаслідок обструкції жовчними 
каменями і випадкового виявлення апендикулярної муцинозної неоплазії апендикса високого ступеня. 
Наскільки нам відомо, це перший описаний випадок досягнення повного одужання за допомогою лапа-
роскопічного підходу.

Жінка, 83 роки, звернулася до нашого відділення швидкої медичної допомоги із сильним блюванням, 
запором, погіршенням загального стану. На комп’ютерних томограмах виявлено потовщення жовчного 
міхура, ураження, спричинені аеробною інфекцією до дванадцятипалої кишки, механічну непрохідність 
тонкої кишки в місці переходу в клубову, потовщений і кальцифікований апендикс. У зв’язку з високою 
підозрою на перфорацію жовчного міхура з утворенням жовчно-дуоденальної нориці хворій проведено 
екстрену експлораторну лапароскопію, яка виявила перфорацію тонкої кишки в трьох відділах з вираз-
ним локальним фібринозно-гнійним і каловим перитонітом лівої половини живота. Жовчний камінь 
було вилучено крізь перфоровану тонку кишку. Лапароскопічно виконано часткову резекцію тонкої 
кишки та клинову резекцію сліпої кишки. Безперервність тонкої кишки відновлено за допомогою анізо-
перистальтичної бічної еюноєюностомії. Хвору виписано на восьму добу після операції.

Попри прогрес у візуалізації, жовчнокам’яна кишкова непрохідність залишається діагностичною проб-
лемою. Оскільки захворювання трапляється переважно в пацієнтів літнього віку, жовчнокам’яна кишкова 
непрохідність залишається пов’язаною з високою захворюваністю та смертністю. З джерел літератури не 
зрозуміло, який підхід є оптимальним для хірургічного лікування біліоентеральної нориці — одноетап-
ний чи двохетапний.
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