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Dear Editor,

A female, 80-year-old, diabetic, hypertensive and obese pa-
tient reported sudden onset of colicky pain in the hypogastrium
for two days. Also, there was association with nausea, and the pa-
tient was unable to eliminate feces and pass gas, besides present-
ing with abdominal distension. Physical examination demon-
strated increased abdominal volume, pain to deep palpation of the
hypogastrium, abdominal tympanism to percussion and signs of
mild dehydration. The clinical hypothesis of obstructive syndrome
was raised.

Abdominal radiographic and sonographic images acquired
in other service were not conclusive as regards the cause of the
condition. Anteroposterior radiography in orthostasis and horizon-
tal dorsal decubitus position demonstrated the presence of obstruc-

tion with predominantly gaseous distension of small bowel loops
and part of the large bowel, with no signs of pneumoperitoneum.
Ultrasonography demonstrated gaseous distension with no signs
of free fluid at the moment of the study. With such studies indi-
cating low obstruction with no defined cause, one has opted for
performing abdominal computed tomography (CT) in order to
clarify the diagnosis and define the therapeutic approach.

Due to the clinical suspicion of neoplastic obstruction, the
patient was referred to the authors’ institution. With the CT study,
the diagnosis could be established, and the several image recon-
struction techniques – multiplanar, curve and 3D reconstruction
– were utilized so as the findings could be presented to the re-
questing physician in a more easily understandable way.

CT demonstrated the fistulous tract communicating the gall-
bladder lumen with the lumen of the transverse colon and the
presence of a residual calculus in the gallbladder (Figure 1A).
Curve reconstruction of the rectal and sigmoid colon region dem-
onstrated an impacted calculus obstructing the sigmoid colon and
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Figure 1. A: Axial CT image

demonstrating the presence of

a calculus in the gallbladder (ar-

row) and fistulous tract commu-

nicating the gallbladder with the

large bowel (asterisk). B: Curve

reconstruction of CT image dem-

onstrating impacted biliary calcu-

lus in the sigmoid colon (arrow)

and bowel distension upstream

(asterisk).
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causing abdominal distension upstream due to fecal buildup (Fig-
ure 1B). Endoluminal reconstruction of virtual colonoscopy im-
ages demonstrated the fistulous orifice in the transverse colon
(Figure 2A). Tridimensional reconstruction for gaseous material
demonstrated diffuse gaseous distension of the right, transverse
and left colons, and also the site of the choledochal-colonic fistula
(Figure 2B). Once the diagnosis was established, the patient was
successfully submitted to surgery.

Acute obstructive cholecystitis may approach the serosas of
the biliary and intestinal tracts due to the gallbladder and/or com-
mon biliary duct dilatation. With the repetition of inflammatory
episodes and adherence of the serosas, choledochal-colonic
fistularization may occur, allowing for the passage of biliary cal-
culi into the intestinal lumen(1), besides calculi impaction at some
point in the tract, causing significant pain, severe local irritation,
edema or gangrene(2). Amongst cholecystointestinal fistulas,
cholecystoduodenal fistulas represent more than 70%, while
cholecystocolonic fistulas represent 8% to 26% of them(3). Rigler
et al. established four criteria (presence of air or contrast medium
in the biliary tract; direct or indirect identification of calculus in
the bowel; alteration in the position of a previously identified cal-
culus; radiological signs of either partial or total occlusion of the
intestinal lumen) which corroborate a diagnosis of bowel obstruc-
tion caused by a calculus(4). Three findings determined by such

criteria constitute the Rigler’s triad: signs of small bowel dilation,
pneumobilia and ectopic calculi.

Despite the rarity of this condition, one should be attentive to
the possibility of biliary colon in acute onset of lower intestinal
obstruction, in order to allow for a prompt and correct diagnosis
and institution of an appropriate treatment.
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Catamenial pneumothorax

Pneumotórax catamenial

Dear Editor,

A previously healthy 29-year-old woman presented at the
emergency service complaining of sudden onset dyspnea. At physi-
cal examination the vesicular murmur was absent in the entire
right hemithorax. Chest radiography demonstrated the presence
of pneumothorax at right (Figure 1) and chest computed tomog-
raphy (CT) did not demonstrate any other alteration besides the
already mentioned pneumothorax. Thoracotomy with underwa-
ter seal chest drainage was performed. As the pneumothorax pre-
sentation coincided with the patient’s menstrual period, pelvic
ultrasonography was performed and identified an image compat-
ible with endometrioma in the left ovary. In three months, the
patient evolved with a new spontaneous pneumothorax at right,
and a pig-tail drainage tube was inserted. Later, thoracocoscopy
was performed, and endometriotic foci were identified and resected
(Figure 2). The chest wall was repaired with a Marlex mesh. After
three months, the patient remains asymptomatic.

Figure 2. A: Endoluminal 3D

reconstruction of virtual colono-

scopy image demonstrating the

fistulous orifice (asterisk) in the

large bowel. The reference 2D

image of the orifice positioning

is highlighted (arrow). B: 3D re-

construction demonstrating

gaseous bowel distention and the

fistulous orifice (arrow).
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Figure 1. Chest radiography, posterior view showing pneumothorax at right.


