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Gallstone Ileus 
 
Gallstone ileus is a very rare disorder characterized by mechanical obstruction of the 
gastrointestinal tract due to incipient impacted gallstones that passes through a bilio-enteric 
fistula. Impaction followed by obstruction can occur at the ileum, duodenum or stomach 
(Bouveret's syndrome). Diagnosis is usually delayed due to lack of specific signs of biliary 
disease. The classic triad of Rigler (small bowel obstruction, ectopic gallstones and air in 
the biliary tree) is visualized on abdominal plain films in only one-thirds of cases. Age 
ranges from 13 to 87 years with most cases seen in older patients. Most bilio-enteric 
fistulas are cholecystoduodenal type, with a few choledochoduodenal. Work-up includes 
ultrasound, upper gastrointestinal series with water soluble contrast medium and contrast 
enhanced computed tomography (CT). Preoperative diagnosis of gallstone ileus 
significantly increases by combining plain film and US findings. Management consists 
initially of simple enterotomy (enterolithotomy) which can be done laparoscopically 
assisted. This is followed by takedown of the bilioenteric fistula and cholecystectomy in a 
later stage procedure if the medical condition of the patient permits and he continues 
symptomatic. Some reports encourage enterolithotomy, repair of the fistula and 
cholecystectomy in one procedure. Other workers report that enterolithotomy alone is 
adequate treatment in the elderly, and subsequent cholecystectomy is not mandatory. Early 
diagnosis and treatment improve the outcome. 
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Laparoscopic Gastrostomy 
 
During the past 20 years the number of children without associated surgical pathology 
needing a feeding gastrostomy has increased considerably. The most common indications 
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to construct a gastrostomy are a permanent or temporal need for enteral feeding access, 
need for gastric decompression or an access route to the esophagus for controlled 
dilatations. The gastrostomy can be constructed using an open, percutaneous or 
laparoscopic technique. In addition when the child has previous gastric surgery or surgery 
in the upper abdomen, is obese, or an anatomic distortion of the body such as 
kyphoscoliosis precluding percutaneous placement of a gastrostomy the procedure can be 
done laparoscopically completely or laparoscopic-assisted percutaneously endoscopic 
gastrostomy. The lap procedure uses a two-trocars technique, stomach is insufflated and 
fasteners (T-anchors) or sutures are passed through the abdominal wall to fix the stomach. 
Using seldinger technique a needle is passed to the stomach followed by a guide wire and 
progressive dilatations until finally a properly sized gastrostomy tube is passed and the 
balloon inflated. Alternatively, the child can undergo a percutaneous placement of the 
gastrostomy under laparoscopic vision to avoid complications such as colon perforation in 
unique anatomic distorted children. 
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Feeding Jejunostomy 
 
Neurologically impaired children benefit from receiving alimentation directly into the 
stomach. On occasion due to gastric emptying dysfunction, severe retching, or 
unmanageable recurrent gastroesophageal reflux after failed fundoplication the need for a 
feeding alternative arises. Such alternative could be feeding directly into the jejunum while 
venting the stomach. Feeding directly to the jejunum can be done with transpyloric 
gastrojejunal tube placement, catheter or needle jejunostomy, transgastric jejunostomy 
through a preexisting gastrostomy, or creating an open roux-en-y tube feeding jejunostomy. 
 The most significant complications are prolapse, leakage and perforation of the stoma. 
Feeding does not have to be elemental diet only. Children with unmanageable seizure 
activity in need of multiple drug therapy might not benefit of jejunostomy feeding. The roux-
en-y jejunostomy can be performed laparoendoscopically. The use of gastrojejunostomy 
tubes can be hampered by frequent need of tube manipulation, tube brokage, blockaded or 
dislodgement.   
 
References: 



 
 

3 

1- DeCou JM, Shorter NA, Karl SR: Feeding Roux-en-Y jejunostomy in the management of severely 
neurologically impaired children. J Pediatr Surg. 28(10):1276-9, 1993 
2- Yoshida NR, Webber EM, Gillis DA, Giacomantonio JM: Roux-en-Y jejunostomy in the pediatric population. 
J Pediatr Surg. 31(6):791-3, 1996 
3- Gilchrist BF, Luks FI, DeLuca FG, Wesselhoeft CW Jr: A modified feeding Roux-en-Y jejunostomy in the 
neurologically damaged child. J Pediatr Surg. 32(4):588-9, 1997 
4- Langer JC, Mazziotti MV, Winthrop AL: Roux-en-Y jejunostomy button in infants. Pediatr Surg Int. 
16(1-2):40-2, 2000 
5- Neuman HB, Phillips JD: Laparoscopic Roux-en-Y feeding jejunostomy: a new minimally invasive surgical 
procedure for permanent feeding access in children with gastric dysfunction. J Laparoendosc Adv Surg Tech 
A. 15(1):71-4, 2005 
6- Raval MV, Phillips JD: Optimal enteral feeding in children with gastric dysfunction: surgical 
jejunostomy vs image-guided gastrojejunal tube placement. J Pediatr Surg. 41(10):1679-82, 2006 
      

 
* Edited by: Humberto Lugo-Vicente, MD, FACS, FAAP 

Professor /Academic Director of Pediatric Surgery, University of Puerto Rico - School of Medicine,  
Rio Piedras, Puerto Rico. 

Address: P.O. Box 10426, Caparra Heights Station, San Juan, Puerto Rico USA 00922-0426.  
Tel (787)-786-3495 Fax (787)-720-6103 E-mail: titolugo@coqui.net  

Internet: http://home.coqui.net/titolugo 
© PSU 1993-2007 

ISSN 1089-7739 


