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CASE REPORT

First case reported of Bouveret’s syndrome associated to duodenal and biliary
perforation to retroperitoneum
María Victoria Vieiro-Medina, Ramón Gómez-Sanz, Eneida Bra-Insa, Iván Domínguez-Sánchez, Marta de-la-Fuente-Bartolomé,
David Díaz-Pérez, Oana Anisa-Nutu and Felipe de-la-Cruz-Vigo
Department of General Surgery. Hospital Universitario 12 de Octubre. Madrid, Spain

ABSTRACT
We present the case of a 69 year old woman with a history
of cholecystitis, who consulted for severe abdominal pain, nausea
and vomiting. Abdominal CT showed duodenal obstruction caused
by a gallstone, cholecystoduodenal fistula and pneumobilia, what
is known as Bouveret’s syndrome, a rare form of gallstone ileus.
Additionally, she presented free duodenal and vesicular perforation
to retroperitoneum at the same level of the cholecystoduodenal
transit point. The patient underwent a difficult cholecystectomy,
enterolithotomy, repair of the duodenal defect, extensive washing
and drainage of the retroperitoneum. The postoperative course was
uneventful except for a laparotomy infection.
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INTRODUCTION
Bouveret´s syndrome is a rare form of biliar ileum presentation where the existence of a cholecistoduodenal or
cholecistogastric fistula allows the transit of gallstones and
their posterior impaction in the duodenum (1-3). We report,
as far as we know, the first case published of Bouveret
syndrome with free duodenal and vesicular perforation to
retroperitoneum at the same level of the transit point cholecystoduodenal.
CASE REPORT
A 69-years-old woman with a past medical history of
hypertension and cholelithiasis who was expecting for an
elective laparoscopic cholecystectomy for two months.
The patient was admitted to the emergency room
complaining about an upper abdominal pain radiated to

the back with nausea and vomiting. The laboratory tests
revealed a serum amylase of 648 U/l and leucocytosis with
neutrofilia. The abdominal radiography was completely normal. The patient was admitted to hospital with the
diagnosis of acute lithiasic pancreatitis. During her stay she
revealed a bad evolution with worsening of the abdominal pain and uncontrolled vomiting despite the placement
of a nasogastric tube. Seventy two hours later, a CT was
performed finding a big (4.2x2.8 cm) partially calcified
gallstone, impacted in the third portion of the duodenum
(Fig. 1A). This gallstone was producing an important gastroduodenal retrograde dilatation and a possible point of
fistulization between the gallbladder and the first portion
of the duodenum (Fig. 1B). In addition, pneumobilia was
present (Fig. 1C), as well as free gas and fluid in the retroperitoneum (Fig. 1B), which was initially interpreted as a
duodenal perforation in a different point of the cholecystoduodenal fistula.
With these findings and the patient hemodinamically
stable, she was taken to the operating room. At subcostal
laparotomy there was a large amount of gastrobilliary
fluid in the supramesocolic space and the gallbladder
was perforated with an important peritoneal mass. In
the first part of the duodenum, there was a 2 cm perforation with retroperitoneal communication. A Kocher
manoeuvre was performed doing an extensive debridement, fluid aspiration and retroperitoneal washing with
no evidence of another point of duodenal perforation as
the CT suggested. A big gallstone was impacted in the
third portion of the duodenum which was extracted by
enterotomy 15 cm further of the Treitz angle (Fig. 1D).
The big size of the gallstone caused a partial loss of
serous membrane of the small bowel which was repaired
with simple sutures.
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Fig. 1. A. CT with gallstone partially calcifiated in the third part of the
duodenum (white arrow). B. Possible point of fistulization between the
gallbladder infundibulum and the first part of the duodenum (red arrow),
important retrograde dilatation of the duodenum (arrowhead) and retroperitoneum (white arrow). C. Pneumobilia in the left hepatic lobe (red
arrow). D. Gallstone extracted by enterolithotomy.

The orifice of the duodenal fistulization was repaired
with double layer transverse suture using absorbable
monofilament and an epiploplasty was added. Due to the
peritoneal mass reaction and the gallbladder perforation,
it was necessary to carried out a difficult cholecystectomy.
Finally, after an exhaustive washing, two Penrose drains
were placed in the retroperitoneum and near the zone of
the duodenal reparation. The postoperative evolution was
satisfactory, except for the infection of the surgical wound
which required antibiotics and cures.
DISCUSSION
Bouveret´s syndrome was described for the first time by
Leon Bouveret in 1896 (1). It is more usual in older women
and it is an infrequent form of presentation of biliary ileum
where the transiting gallstone gets impacted in a duodenal
or pyloric point producing obstruction. The symptoms are
nonspecific: abdominal pain, sickness, nausea and vomiting (2). The presence of a big size cholelithiasis during a
long time produces the formation of a cholecystogastric or
cholecystoduodenal fistula, which allows the transit of the
obstructive gallstones (3). The cholecystoenteric fistulas
appear in 0.3-0.5% of the patients with cholelithiasis, the
majority as cholecystoduodenal (60%). Also we can found
cholecystocolic (17%), cholecystogastrics (5%) or choledocoduodenal (5%) fistulas. Only the 6% of the transiting
gallstones origin a small bowel obstruction due to its size
and it occurs in the terminal ileum (50-90%), the proxi-
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mal ileum and the jejunum (20-40%), an in the duodenum
(less than 5% of the cases) (4). The formation of the fistula
between the gallbladder and the lumen of the digestive
tract is originated in the context of a chronic inflammatory
reaction, which stops the free perforation and allows the
transit of the gallstone. In our case this connection was
established in a small amount of time because of the big
size of the stone, which had originated the disruption point
and the fistula resulting in a Bouveret´s syndrome plus
duodeno-biliar retroperitoneal perforation.
The diagnosis of biliary ileum is clinical (intestinal
obstruction) and radiological (abdomen Rx, US and
CT) (5,6), showing biliary pathology and small bowel
obstruction because of an impacted gallstone in some
point of the digestive tract. The abdomen Rx can show
the Rigler’s triad (gastric distension, pneumobilia and
ectopic gallstone) (7), only present in a third part of the
cases (8). In our case the duodenal free perforation carried to the intervention. Generally, for a less acute case,
the final diagnosis is endoscopic (5) which can show the
damage of the duodenal wall and sometimes the orifice
of the fistula (6).
The treatment in patients with high surgical risk like
elderly people or those with a lot of comorbidities can be
endoscopic. The disadvantage of this approach is the low
rate of success (5,6), for most of the patients the treatment
is surgical (5,6). The extraction of the gallstone can be
performed by gastrostomy or enterotomy according to the
situation and it is necessary to check all the digestive tract
because in the 16% of the cases there are more gallstone
loss in the bowels (6,7,10).
To our knowledge, there are not published any cases
like ours until the present, a Bouveret´s syndrome associated to free duodeno-biliar perforation to the retroperitoneum. This fact determines a substantial change in the
way a biliary ileum should be managed. First, the duodenal free perforation to retroperitoneum adds gravity to the
syndrome and forces to a meticulous closure of the duodenum in addition to performing an exhaustive debridement and drainage. Second, the big size of the gallbladder
perforation requires a difficult cholecystectomy (despite
of the recommendations in the usual cases of biliary ileum
(6,10-12). The global mortality of the case without free
duodenal perforation is established in a 25% of the cases
and the prognosis is determined by the comorbidities of
the patient, the advanced age and the delay in the diagnosis (9).
In conclusion, the Bouveret´s syndrome should be suspected in those patients with symptoms of small bowel
obstruction and personal history of biliary pathology with
big gallstones. The early diagnosis is important because of
the high rate of mortality, mainly in the elderly patients and
those with a lot of comorbidities. The treatment is principally surgical, although the endoscopic treatment is taking
advantage in selected patients. Nevertheless, in our case it
was contraindicated because of the presence of duodenal
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free perforation. Therefore the surgical way was the only
treatment resolving the obstruction with enterolithotomy,
adding cholecystectomy, closure of the duodenal default
and drainage of the retroperitoneum.
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