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This patient is a 75-year-old female with prior 
robotic pancreaticoduodenectomy five years earlier who presented with 
abdominal pain, nausea, and constipation. Her vital signs 
were normal, her abdomen was distended and diffusely tender. Labs 
revealed leukocytosis to 11 and lactate 2.6, which improved with fluids. 
CT showed gastric and small bowel distension with a transition point in 
the left lower quadrant. A nasogastric tube was placed, and she was 
admitted for observation.

The following day, the patient developed worsening abdominal pain and 
leukocytosis to 20. Diagnostic laparoscopy revealed a caliber change of 
the small bowel in the left lower quadrant and a mobile intraluminal 
mass. Conversion to laparotomy was performed and a longitudinal 
enterotomy allowed removal of a 3 cm gallstone. The enterotomy was 
closed transversely and the bowel returned to the abdomen. Recovery 
was uneventful, and the patient was discharged on postoperative day 
five.

Case Presentation

Gallstone ileus is a rare cause of mechanical intestinal obstruction, 
occurring when gallstones migrate into the gastrointestinal tract, usually 
via a cholecystoenteric fistula. It accounts for 0.095% of small bowel 
obstructions (SBO), mostly in elderly women [1]. Though uncommon 
after pancreaticoduodenectomy, gallstone ileus post-Whipple has been 
documented a few times in the literature [2,3].

Introduction

Gallstone ileus typically occurs in elderly patients with longstanding 
cholelithiasis and chronic gallbladder inflammation leading to 
a cholecystoenteric fistula [1–2]. In our case, gallstone ileus developed 
years after cholecystectomy and hepaticojejunostomy, suggesting that 
a surgically created biliary-enteric fistula allowed for stone formation 
and migration [4]. Few cases of gallstone ileus after 
pancreaticoduodenectomy are reported [2,3]. Pathogenesis may involve 
chronic biliary stasis and altered bile composition, predisposing to 
brown pigment stones, particularly in patients with diabetes [5,6]. 
Diagnosis is challenging in post-Whipple patients as Rigler’s triad—
pneumobilia, small bowel obstruction, and extra-hepatic gallstone—is 
seen in less than half of cases [7,8]. Additionally, pneumobilia is nearly 
universal after hepaticojejunostomy, limiting diagnostic specificity. 
Surgical intervention is necessary in almost all cases of gallstone ileus, 
so operative exploration may be necessary, even if the diagnosis is 
unclear [9].

Discussion

Conclusion
This case illustrates that gallstone ileus can occur years after 
pancreaticoduodenectomy and maintaining a broad differential 
diagnosis is key in patients with surgically altered anatomy. Clinicians 
should maintain a high index of suspicion in post-Whipple patients 
presenting with bowel obstructions that do not improve with 
conservative management.

Figure 1. Coronal CT LLQ transition point

Figure 2 and 3. Axial CT LLQ transition 
point
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