
Letters to the Editor

1130-0108/2014/106/3/233-235
Revista española de enfeRmedades digestivas
CopyRight © 2014 aRán ediCiones, s. l.

Rev esp enfeRm dig (Madrid
Vol. 106, N.º 3, pp. 233-235, 2014

Development of a duodenal gallstone ileus  
with gastric outlet obstruction in a patient with 
a huge duodenal diverticulum
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Dear Editor,

A 66-year-old female complained of abdominal right upper 
quadrant pain, which persisted for 20 days. Then, she was ad-
mitted to our hospital with early satiety and repeated postpran-
dial vomiting. 

An esophago-gastro-duodenoscopy was performed, during 
which 1.2 L of gastric content was removed by endoscopic suc-
tion. A duodenal diverticulum leading into a cavity of 3 cm di-
ameter was detected near the duodenal papilla and a big stone 
(about 3 cm in diameter) was impacted in the lumen of the sec-
ond part of the duodenum (Fig. 1). Endoscopic extraction failed 
to remove the gallstone.

A CT scan of the abdomen (Fig. 1) revealed a gallstone ileus 
with a 7 × 3 cm gallstone in the second part of the duodenum, coex-
istence with a duodenal diverticulum and a fistula between the gall-
bladder and the duodenal bulb, as well as minimal pneumobilia. 

The impacted gallstone was surgically removed by laparoto-
my and duodenotomy. Cholecystectomy and repair of the fistula 
was performed. 

Discussion

Gallstone ileus is often a geriatric surgical emergency ac-
counting for 1-3% of cases of mechanical intestinal obstruc-
tion (1), which occurs in 15 % of patients with a biliary enteric 
fistula. The majority of location for intestinal obstruction by a 
biliary calculus is the terminal ileum. Duodenal obstruction ac-
counts for only 2 %-3 % of the cases (2). Bouveret syndrome 
is a rare complication of cholelithiasis in which calculi become 
impacted in the duodenum or pylorus, resulting in gastric outlet 
obstruction. It was first described by Leon Bouveret in 1896 and 
occurs most commonly in elderly women.

Duodenal diverticulum without severe complications does not 
require surgical intervention. In principle, for gallstone ileus, the 
primary therapeutic goal should be to relieve the gallstone obstruc-
tion and eventually repair the bilio-digestive fistula (3). Gallstones 
could be treated by endoscopy or surgery. Endoscopic extraction 
is less invasive, but it often fails when the obstructing calculus is 
very large. Furthermore, since gallstones that get impacted in the 
duodenum tend to be quite large, surgery is an optimal treatment. 
There are a one-stage approach with enterotomy, cholecystectomy 
and resection of the fistula at once, or a two-stage approach with 
an emergency enterotomy to remove the obstructing gallstone and 
cholecystectomy after a period of recuperation. Some reports have 
pointed out that the spontaneous closure of the biliary fistula fol-
lowing the passage of the stone, particularly when the cystic duct 
is patent and/or when there are no residual stones (4,5), therefore 
some authors questioned the need of repair of the biliary fistula 
(6). In our opinion, for clinically stable patients with comorbid dis-
eases (such as diabetes mellitus, cerebrocardiovascular diseases), 
single-stage procedure should be advocated to avoid future risk of 
recurrent gallstone ileus, cholangitis and cholecystitis. Therefore, 
we performed a laparotomy with simultaneous extraction of the 
gallstone, cholecystectomy and repair of the fistula, though no re-
tained gallstones in the patient was found.
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Fig. 1. Cross-sectional images show (A) intrahepatic pneumobilia (B, C) a biliary fistula extending from the gallbladder wall to the bulb of the duodenum 
and a huge duodenal diverticulum; a: Gallbladder, b: Stomach, c: Biliary fistula, d: Duodenum, e: Duodenal diverticulum (D) a large calculus obstructing 
the second part of the duodenum (F). Endoscopic view of the duodenal diverticulum (F) and gallstones impacted in second part of the duodenum (E).


