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Summary
Introduction: Biliary ileus is a rare cause of mechanical bowel obstruction and 
results from the passage of gallstones into the small bowel. Case presentation: A 
62-year old woman with episode of biliary ileus is underwent to minilaparotomy (5 
cm) to extract gallstone from small bowel. Posteriorly, the patient was discharged on 
postoperative day 5 without any complication. Conclusion: Minilaparotomy approach 
is a safe and feasible option in patients with highly suspected diagnosis in centers 
without laparoscopy devices or surgery, with excellent results when one-stage pro-
cedure is not considered.
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Abordaje por minilaparotomía para 
íleo biliar: Reporte de caso

Resumen
Introducción: El íleo biliar es una causa mecánica poco frecuente de obstrucción 
intestinal y es resultado del paso de un lito biliar hacia la luz intestinal. Presentación 
del caso: Paciente femenino de 62 años con diagnóstico de íleo biliar es sometida 
a una minilaparotomía (incisión de 5 cms) para extraer el lito del lumen intestinal. La 
paciente es dada de alta el día 5 del postoperatorio sin complicaciones. Conclusión: 
En centros donde no se cuanta con equipo o cirugía laparoscópica, el abordaje por 
minilaparotomía es una opción factible, segura y con excelentes resultados en pa-
cientes con alta sospecha diagnóstica.
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Introduction
Biliary ileus is a rare etiology of mechanical 

bowel obstruction, due to the existence of a fis-
tula between the biliary tree and the digestive 
tract1. Most patients are over age 65, and have 
associated several medical conditions, which 
contribute to a high morbidity and mortality 
rates2, therefore this condition requires emer-
gency treatment. There are different options 
in approach, however, open vs laparoscopic 
are the main options3-5. The objective of this 
article is reports the use of minilaparotomy 
without biliary tract surgery in the approach 
of biliary ileus.

Case presentation
A 62-year-old woman with complaints of 

abdominal pain, nausea and bilious vomits of 
1 week evolution is evaluated in emergency 
room (ER). She has history of hypertension 
and type 2 diabetes with no other significant 
medical or surgical history. On general exami-
nation, the patient is moderately dehydrated 
with acute renal failure (urea 146.5 mg/dL, 
BUN 68.5 mg/dL, creatinine 3.9 mg/dL) and 
hemodynamically stable (BP 100/70 mmHg, 
65 BPM). Abdominal examination reveals mo-
derate abdominal distention without palpable 
masses or hernias. Signs of peritoneal irrita-
tion are absent, but nasogastric tube reveals 
fecaloid liquid. 

Biometry hematic shows hemoglobin 17.4 
gr/dL, hematocrit 47.9%, WBC 9900/mm3, 
neutrophils 69%. Liver function test shows total 
bilirubin 0.69 mg/dL, direct bilirubin 0.09 mg/dL, 
indirect bilirubin 0.6 mg/dL, ALT 18 UI/L, AST 23 
UI/L, GGT 74 UI/L, and, alkaline phosphatase 
91 UI/L. 

Abdominal radiography reveals distended 
loops of small bowel, and a round calcified 
body in the right lower quadrant (figure 1). 
The abdominal ultrasonography shows su-
ggestive data of cholelithiasis and cholecys-
titis. A suspicious diagnosis of biliary ileus 
is made, and emergency minilaparotomy is 
performed. Transumbilical incision of 5 cm is 
performed, enough to take the distal ileum, 
and explore it. Into lumen of distal ileum 
an impacted gallstone is found (figure 2). 
Longitudinal enterolithotomy is performed 
to extract the stone (measures 33 mm x 
24 mm) (figure 3), the intestinal incision is 
closed transversely using Lembert suture. 
Abdominal wall is closed with routinary te-
chnique (in mass).

Figure 1. Abdominal x ray reveals a calcified round body 
in right lower quadrant (source: clinic file).
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Figure 2. (A) Gallstone is found at distal ileum, (B) longitudinal enterolithotomy is performed to extract the stone 
(source: clinic file).

 
Figure 3. Pigmented and calcified gallstone (source: clinic file).
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The patient resumed oral intake on postope-
rative day 2 and is discharged on postoperative 
day 5. The patient is followed in surgical consult 
for any complication at week 1, 3, and 6. 

Because endoscopy service is not a routinary 
auxiliary tool, the endoscopic retrograde cho-
langiopancreatography is not performed, but 
1-year follow up, the patient is without biliary 
complications.

Discussion
Although some medical centers make right 

diagnosis using advanced imaging (CT allows 
direct visualization of cholecystoenteric fistula)6, 
in centers without this technology, the diagnosis 
is based on clinical suspicious (Rigler triad: air-
fluid levels, aerobilia and radiopaque gallstone 
in atypical position)7. Little more aggressive 
than laparoscopy and less invasive than tradi-
tional laparotomy, minilaparotomy is a valid the-
rapeutic approach and is recommended when 
diagnosis of biliary ileus is high suspected. 

There are discussion about one-stage pro-
cedure (enterolithotomy, cholecystectomy and 
fistula repair) versus enterolithotomy alone8-11. 

But, some authors suggest the second option, 
because spontaneous closure of a fistula can 
occur within a month of onset of biliary ileus8 and 
complications such as recurrent biliary ileus and 
chronic cholangitis even cancer, occurs rarely9,10.

It is considered that one-stage procedure is 
unnecessary in majority cases, because it is 
associated with a prolonged surgical time, hig-
her complications mortality rates than entero-
lithotomy alone procedure. For those surgeons 
that biliary surgery is a mandatory option, it is 
recommended delayed elective cholecystec-
tomy and fistula repair during the quiet period 
3-6 months after biliary ileus surgery11. 

Conclusion
Minilaparotomy approach is a feasible option 

in centers without laparoscopy surgery or in 
patients with contraindications for laparoscopic 
procedures, with excellent results when one-
stage procedure is not considered.
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