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CASE REPORT
A 66-year-old man presented with complaints of recurrent mild pain 
in the epigastrium, radiating to the right hypochondriac region for 
the last one year, aggravated since one month. This was associated 
with multiple episodes of projectile, non-bilious vomiting containing 
food particles. Patient had history of constipation since one month. 
He was a known case of diabetes mellitus since one year and 
was on treatment (oral hypoglycemic drugs). Patient had no other 
significant history.

On abdominal examination, there was mild tenderness in the 
epigastrium without guarding or rigidity. No organomegaly was 
present. Blood parameters were normal. Chest and abdominal 
radiographs were not contributory. An ultrasonography of the 
abdomen revealed dilated small bowel loops, and rest was normal. 
An upper gastro-intestinal endoscopy was performed which revealed 
residual food particles and a normal pyloric region. The scope 
could not be negotiated beyond pylorus. In view of inconclusive 
Oesophago gastro duodenoscopy (OGD) findings, a Contrast 
Enhanced Computed Tomographic (CECT) scan [Table/Fig-1] of 
abdomen was done which depicted a circumferential wall thickening 
at pyloroduodenal junction causing gastric outlet obstruction 
with acute calculous cholecystitis with cholecystoduodenal fistula 
connecting gall bladder and first part of duodenum. Air specks were 
noted in the gall bladder.

In view of the CT scan findings, decision for exploratory laparotomy 
was taken after stabilisation of the patient. Operative findings 
included multiple adhesions of the fundus of the gall bladder with 
first part of duodenum with dense adhesion in infra-hepatic region. 
Firm constricting thickening in the pylorus was felt. Multiple stones 

were present in the gall bladder and a single large stone measuring 
1.5cm in diameter was found in the first part of the duodenum 
[Table/Fig-2].

Cholecystectomy with primary suturing of duodenal perforation with 
omentoplasty with retrocolic gastro-jejunostomy [Table/Fig-3] was 
performed. Postoperative period was uneventful and the patient 
was discharged on postoperative day seven. Histopathological 
examination showed benign calculous cholecystitis [Table/Fig-4]. 
Mild chronic inflammation with Rokitansky-Aschoff sinuses, 
granulomas, smooth muscle hypertrophy, hyalinised collagen, 
dystrophic calcification, lymphoid aggregates was seen.

DISCUSSION
Gall stone ileus is a known complication of cholelithiasis (0.3–4%). 
In descending order, the most common level of obstruction is the 
terminal ileum (60–70%), followed by the proximal ileum (25%), 
distal ileum (10%), jejunum (9%), colon (4%), rectum (2%), and 
lastly the duodenum (1–3%) [1,2]. Cholecystoenteric fistulas are a 
rare complication of gall stone disease and affects 3-5% cases of 
cholelithiasis. Fistula formation is thought to occur as a result of 
adhesions between the gall bladder and the bowel wall secondary to 
chronic inflammation and ischemia. This causes pressure necrosis 
of the gall bladder and passage of stone through the fistula which 
may get enlarged due to accumulation of salts and fecal matter 
on its surface. The incidence of cholecystoduodenal fistula is 19%. 
Bouveret’s syndrome is a term used for gastric outlet obstruction 
due to cholecystoduodenal fistula. It is 3 to16 times more common 
in the females than in males. Early diagnosis is important because 
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AbSTRACT 
Gall stone ileus is a rare complication of gall stones. A rarer entity is Bouveret's syndrome which causes gastric outlet obstruction 
due to migration of gall stones into duodenal bulb through cholecystoduodenal fistula. Bouveret's syndrome constitutes 1–3% of the 
cases of gall stone ileus which in turn complicates only 0.3–4% cases of cholelithisasis. Bouveret's syndrome is managed surgically.

The present case is of a 66-year-old man who presented with gastric outlet obstruction and was diagnosed with Bouveret’s 
syndrome later. Bouveret's syndrome is an uncommon condition whose awareness is essential as it may pose a difficulty in 
diagnosis.

[Table/Fig-1]: CECT showing cholecystoduodenal fistula.
[Table/Fig-2]: Intraoperative picture showing gall stone at the first part of 
duodenum.

[Table/Fig-3]: Intraoperative picture - repair of fistula and gastrojejunostomy was 
done.
[Table/Fig-4]: Histopathology (H&E stain, X20) showing chronic calculous 
cholecystitis with chronic inflammation and Rockitansky-Aschoff sinuses.
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of high mortality. This syndrome was first described by Beaussier [1] 
in 1770 but it has been named after the French physician Bouveret 
L after his publication of two case reports in the Revue Medicale in 
1896 [1]. 

Risk factors for Bouveret's syndrome are age more than 70 years, 
female gender, gall stones more than 2.5 cm in size, post surgical 
altered gastrointestinal anatomy. Symptoms include vomiting (87%), 
abdominal pain (71%), hematemesis (15%), recent weight loss 
(14%), anorexia (13%) [2]. Common signs encompass abdominal 
tenderness (44%), signs of dehydration (31%), abdominal distension 
(26%). Extrinsic duodenal compression by a massively enlarged gall 
bladder containing multiple calculi may also cause gastric outlet 
obstruction (pseudo-Bouveret's syndrome). Bouveret's syndrome 
results in complications such as duodenal perforation, hematemesis 
(Mallory-Weiss tear), distal oesophageal rupture (Boerhaave's 
syndrome), gastric bezoar [2].

Abdominal X-ray shows Rigler's triad (pneumobilia, small bowel 
obstruction and gall stones) in the cases of gall stones ileus [3,4]. 
Ultrasonography of the abdomen reveals fluid filled distended 
stomach, features suggestive of cholecystitis, ectopic gall stone, 
pneumobilia [3]. CT scan is the best imaging modality to detect 
Rigler’s triad. CECT abdomen is more sensitive [5,6]. It can 
demonstrate the exact site of obstruction, fistula and gall bladder 
status. Magnetic Resonance Cholangiopancreatography (MRCP) 
has main utility in patients intolerant to oral contrast [7]. Upper 
gastro-instestinal endoscopy is both diagnostic and therapeutic. 

Treatment options available are endoscopic, open surgery and 
laparoscopic approach [2].

endoscopic methods: Endoscopic approaches include endoscopic 
extraction, endoscopic laser lithotripsy, extracorporeal shockwave 
lithotripsy [8] and intra-corporeal electrohydraulic lithotripsy [9]. 
Endoscopic management uses different sized and shaped snares, 
grasping forceps, retrieval baskets and nets, biliary balloons [10], 
and a side-viewing endoscope. This is technically challenging and 
has obtained lower success rates in the past (<10%) [11,12].

Surgical methods: Failure of endoscopic procedure, stone size 
>2.5 cm, residual stone in the gall bladder, sepsis, perforation, 
multiple stones in the intestinal lumen indicates an open approach. 
[14]. Open surgery involves enterolithotomy with cholecystectomy 
with fistula repair [13]. Usually enterolithotomy is performed at the 
site of impaction. Bouveret syndrome still has high mortality rate 
(35%) attributed to characteristics of the affected population like 
elderly population with comorbidities and due to delayed diagnosis. 
Surgical procedures also carry the mortality of 17% in one-stage 
procedure and 12% for enterolithotomy [14].

An open enterolithotomy with cholecystectomy with fistula repair 
and gastro-jejunostomy was done in our case. As the patient 
was well-optimised with no co-morbidities, enterolithotomy and 
cholecystectomy with fistula repair and gastrojejunostomy was 
done in a single sitting.

Bedogni G et al., in the year 1985 had reported a similar case of 
84-year-old female with Bouveret’s syndrome who had undergone 

endoscopic extraction of stone at the duodenum [12]. Kalwaniya 
DS et al., reported a similar case of a 40-year-old female with 
gastric outlet obstruction with cholecystojejunal fistula repair with 
cholecystectomy and gastrojejunostomy [13]. 

Nickel F et al., in their study reported two cases of Bouveret’s 
syndrome, a 74-year-old male with cholecystoduodenal fistula who 
underwent open cholecystectomy with gastrojejunostomy without 
fistula repair and another 78-year-old male with cholecystoduodenal 
fistula and stone in the proximal jejunum who underwent open 
laparotomy with cholecystectomy and stone extraction with 
duodenojejunostomy [14].

CONCLUSION
Bouveret’s syndrome creates a diagnostic dilemma for which high 
degree of suspicion is required if a case of cholelithiasis presents 
with gastric outlet obstruction. The management depends on 
the site of the stone lodgement, the pathological attrition and the 
anatomical distortions caused by the stone.
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