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Bouveret syndrome in a cholecystoduodenal fistula
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Abstract
The treatment of Bouveret syndrome lacks specific guidelines and is strictly interdisciplinary. Especially, if electrohydraulic lithotripsy is not available and endoscopic
removal fails, a timely surgical approach is advised.
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Bouveret syndrome is a difficult clinical entity to diagnose
and treat, characterized by high morbidity and mortality. This
syndrome should be promptly considered in case of symptomatic cholelithiasis complicated by intestinal obstruction,
in order to define the proper individualized treatment, endoscopic or surgical, without a therapeutic delay.
A 65-year-old woman with symptomatic cholelithiasis,
waiting for elective cholecystectomy, presented with abdominal pain, fever, and vomiting. An emergent abdominal
CT showed a cholecystoduodenal fistula and a 4 cm calcific
gallstone in the duodenum, determining gastric ectasia due to
gastric outlet obstruction (Figure 1).
EGDS confirmed the presence of an impacted stone in
the duodenal bulb, leading to the diagnosis of Bouveret syndrome.1 Several attempts to fragment and remove the biliary
calculus were made using foreign body forceps, polypectomy snare, mechanical lithotriptor, and Fogarty catheter,
all resulting unsuccessful due to the size, location, and hard
consistency of the gallstone (Figure 2). Electrohydraulic
lithotripsy could not be attempted, as this technique was
not available in our institution. As the clinical condition

determined occlusion and treatment could not be delayed,
the patient underwent surgical laparoscopic duodenotomy
with removal of the impacted calculus.2 In postoperative

F I G U R E 1 Abdominal CT showing a 4 cm gallstone in the
duodenal lumen
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day 3, a radiological follow-through showed regular progression of gastrografin in the small bowel, with retrograde opacification of the biliary tree through the fistula
(Figure 3). Eighteen months after surgery, the patient is fine
and asymptomatic.
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F I G U R E 2 A, Gallstone in the duodenal bulb, seen through the
pylorus; B, endoscopic attempts with accessories to remove the gallstone
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F I G U R E 3 Small-bowel follow-through with retrograde
opacification of the biliary tree

