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RESUMEN

Introduccion. El sindrome de Bouveret es
una entidad poco frecuente de ileo biliar que
provoca obstruccion gastrica debido a la
presencia de un lito biliar a nivel de piloro o
duodeno y secundaria a una fistula biliodiges-
tiva. Esta enfermedad es de dificil diagnoésti-
co y una de sus complicaciones es la hemo-
rragia digestiva alta; su manejo es quirurgico
y se recomienda en dos tiempos, aunque se
puede manejar por endoscopia alta en aque-
llos célculos <2.5cm. El pronodstico es bueno,
con un post-operatorio sin novedades.

Presentacion del caso. Paciente de 63 afios
con cuadro clinico de 15 dias de evolucion de
dolor en epigastrico y vomitos biliosos inconta-
bles. Se realizaron imagenes diagndsticas
donde se evidencié masa calcificada en duo-
deno Il, por lo que la paciente fue intervenida
quirdrgicamente: se progreso el calculo a yeyu-
no, se realizé enterotomia y se extrajo el lito. Al
quinto dia fue dada de alta sin novedades.

Conclusion. El sindrome de Bouveret es una
entidad rara que requiere de una adecuada
valoracion médica y de métodos auxiliares de
imagenes para un diagnéstico oportuno.

INTRODUCTION

Gallstone ileus (Gl) refers to a mechanical ob-
struction of the gastrointestinal tract caused by
impaction of one or more gallstones in the bow-
el lumen. This condition accounts for 1-4% of
all intestinal occlusions in adults. In most cases,
obstruction occurs in the terminal ileum (60%),
followed by the proximal ileum (25%), and less
frequently by the jejunum (9%), the sigmoid
colon (4%) and the duodenum (2%). (1)

ABSTRACT

Introduction: Bouveret syndrome is a rare
form of gallstone ileus that causes gastric ob-
struction due to the presence of a gallstone
in the pylorus or duodenum, secondary to bil-
iodigestive fistula. This condition is difficult to
diagnose and one of its main complications
is hemorrhage in the digestive tract. Two-
stage surgical management is recommend-
ed, although it can also be managed through
upper endoscopy in gallstones smaller than
2.5cm. Prognosis and postoperative period
are good.

Clinical case: 63-year-old patient with
a clinical picture of 15 days of pain in the
epigastrium and bilious vomiting. Imaging
showed a calcified mass in the second part
of the duodenum, which was surgically treat-
ed by entering the jejunum, performing an
enterotomy and extracting the gallstone. The
patient was discharged on the fifth day with-
out any symptoms.

Conclusion: Bouveret syndrome is a rare en-
tity that requires better medical assessment
and ancillary imaging techniques to achieve a
timely diagnosis.

Bouveret syndrome (BS) is a very rare form
of gallstone ileus caused by the passage and
impaction of a gallstone through a cholecys-
toduodenal fistula into the duodenum, which
results in gastric outlet obstruction; this con-
dition was first described by Leon Bouveret in
1896. (2,3)

Six risk factors are involved in BS presen-
tation: 1) history of cholelithiasis; 2) repeated
episodes of cholecystitis; 3) female gender;
4) age >60 years; 5) comorbidity, and 6) gall-
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stones >2.5cm in diameter. (4) This disease
usually occurs in elderly women, and in people
with an average age of 70-75 years due to
the presence of a large gallstone (only one in
more than 90% of cases) within the pyloric or
duodenal canal. (5)

The clinical picture of BS is usually non-
specific, and may present with clinical symp-
toms of intestinal obstruction characterized
by abdominal pain, nausea, vomiting, food
intolerance and absence of flatus and stools.
(6) The objectives of this work are to report
a case of this rare pathology, to comment on
its particular characteristics and to present
a brief literature review.

CASE PRESENTATION

A 63-year-old male, mestizo patient, who
works as a farmer, from the rural area of Mi-
lagro-Ecuador, with a history of cholelithiasis
3 years before consultation, visited the emer-
gency service of the Luis Vernaza Hospital
due to a clinical picture of 15 days of evolution
characterized by moderate epigastric pain that
exacerbated after the excessive intake of food.
Symptoms included nausea, countless bilious
vomiting and malaise.

The patient reported that he had been
hospitalized in another institution for about 4
days and had been scheduled for laparoscopic
cholecystectomy, but it was cancelled due to the
presence of a mass around the gallbladder that
involved the liver. Physical examination revealed
pale facies, symmetrical thorax (clear and venti-
lated lung fields), abdominal distension, pain on
deep palpation in the upper abdomen, positive
Murphy’s sign, and increased hydroaeric noises
on auscultation. No megalies were observed.

Vital signs on admission were: blood pressure
of 120/80 mmHg, temperature of 38°C, oxygen
saturation of 98%, pulse of 80 bpm, and respi-
ratory rate of 19 per minute. Blood count test
reported leukocytes 19.05 x103/ul; neutrophils
82.3%:; 9% lymphocytes; red blood cells 3.78
M/ul; hemoglobin 10.1 g/dI; hematocrit 29.9%;
platelets 626 x103/ul; bilirubin: total 0.49 mg/
dl, direct 0.21 mg/dl and indirect 0.28 mg/dl;
electrolytes: sodium 147 mEqg/L, potassium 3
mEg/L and chlorine 99 mEq/L; gamma glutamyl
transferase 120 M/L; alkaline phosphatase 107
U/L; Amylase 102 U/L; lipase 142 U/L, and PCR
47.69 mg/L. After the tests were performed,
imaging was requested, revealing the presence
of the large gallstone in the second part of the
duodenum (Figure 1).

Figure 1. A) Three-phase computed tomography of the abdomen in venous phase; B) and C): T2-weighted

SPAIR magnetic resonance cholangiography.
Source: Own elaboration based on the data obtained in the study.
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The patient underwent surgery, during hepatic flexure of the colon. An exploration was
which the abdominal cavity was approached made from the angle of Treitz to the duodenum,
by exploratory laparotomy, observing a plastron  palpating a 10x5cm stone tumor, which was
in the gallbladder topography that involved manually taken to the jejunum at 50cm from
the greater omentum, the duodenum and the the Treitz angle (Figure 2).

Figure 2. Hard mass found in the second part of the
duodenum.
Source: Own elaboration based on the data obtained in the study.

Once the stone was taken to the jejunum  stone, was performed (Figure 3A). The stone
at 50 cm from the Treitz angle, a longitudinal was extracted (Figure 3B), and suturing was
enterotomy, parallel to the major axis of the performed transversely with prolene 3/0.

= . w

Figure 3. A) Enterotomy parallel to the major axis of the stone (circle); B) Extraction of the biliary stone, with

dimensions of 10x5cm.
Source: Own elaboration based on the data obtained in the study.
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Within the first two post-operative days,
the patient did not present any complica-
tions. On the third day, he was able to pass
flatus and evacuate the bowel, so he started
oral refeeding with clear liquids. On the next
day, the patient was able to start a general
diet that was satisfactorily tolerated. He did
not report any symptoms or fever, so he
was discharged on the fifth day. Outpatient
postoperative controls were scheduled at 15
days. A second surgery was not considered
since there was no evidence of any intestinal
obstruction complication that required a new
hospitalization.

DISCUSSION

Currently, biliary lithiasis is one of the most
common digestive diseases, with prevalence
between 10% and 20% in western countries,
being more frequent in seniors and women.
Although most biliary stones are clinically si-
lent, symptoms or complications appear in
20% of cases. The most frequent location is
the gallbladder (85%), but they can be found
anywhere in the biliary tract. (7) Cholecysto-
duodenal fistula and Gl are the least frequent
complications. (8)

The formation of the fistula between the
gallbladder and the lumen of the digestive
tube may be related to a chronic inflammatory
process, which produces less vesicular arte-
rial flow and venous and lymphatic drainage.
This situation may cause an increase of the
vesicular intraluminal pressure that would favor
necrosis and fistulization of the biliodigestive
barrier. Cholecystoenteric fistulas occur in
0.3-0.5% of patients with cholelithiasis, and
most of them are cholecystudymal (60%),
cholecystocolonic (17%), cholecystogastric
(5%) and choledochoduodenal (5%). (9)

BS is a rare and high risk complication
of cholecystitis that affects only 0.9-3.2% of
patients with a history of gallstones. (10) lts
clinical picture is nonspecific and its most
common symptoms are epigastric pain, nau-
sea and vomiting. In the most severe cases,
upper gastrointestinal bleeding can occur
due to the erosion of the duodenal mucosa
as a consequence of gallstone migration. (11)
The most frequent complication is electrolyte
imbalance. (12)

The diagnosis of this disease is delayed
because it can be mistaken with other causes
of gastroduodenal obstruction. For this rea-
son, differential diagnosis should be made to
rule out bezoar, tumors, peptic stenosis and
superior mesenteric artery syndrome, among
others. (13) An intestinal obstruction occurs
when the size of the gallstone is at least 2.5cm
in diameter, but, in general, for BS to occur,
the dimensions must be larger. (14)

Since the symptoms are nonspecific, a high
level of clinical suspicion is required to achieve
a diagnosis. Complementary exams can be
useful; for example, abdomen radiography can
show the Rigler triad (aerobilia, dilated smalll
bowel loops with air-fluid levels and ectopic
biliary lithiasis), which is pathognomonic of
Gl, although it is observed in less than 15 %
of the cases.

In case of diagnostic doubts, imaging tests
can be used, such as upper gastrointestinal
endoscopy, which allows direct visualization
of the stone causing obstruction in 69% of
patients. Also, abdominal ultrasound can
reveal gallstones in 75% of BS patients, of
which 239% can be visualized in the duode-
num, while pneumobilia can be seen in 45%.
Computed tomography can find perivesicular
inflammatory changes, pneumobilia, chole-
cistoduodenal fistula, filling defects, level of
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obstruction and features of the gallbladder.
Finally, magnetic resonance cholangiography
can be useful to describe fluids and stones.
Other echographic signs are contraction of
the gallbladder, thinning of the wall of the
gallbladder and dilatation of the duodenum.
(4,15,16)

The ideal treatment of BS is to resolve the
digestive obstruction and the biliary disease
during the same surgery through gastrotomy
or enterotomy, gallstone extraction, chole-
cystectomy and fistula repair. However, most
authors recommend a two-stage treatment,
resolving first the obstructive disease and then
addressing the biliary condition, if necessary.
Considering that patients are usually old, with
an important comorbidity and poor general
conditions that may lead to an emergency,
long surgical times are not recommended,
therefore, only gastrotomy or enterotomy and
gallstone extraction should be performed. (17)

Another treatment option is oral endosco-
py after performing endoscopic mechanical
lithotripsy and the subsequent oral extraction
of the fragments. Regarding lithiasis impact
in the terminal ileum, cases of extraction by
colonoscopy have been described. (18) Lithi-
asis size is an important factor to consider,
since stones >2.5cm are difficult to extract by
endoscopy, so there is also risk of impaction
in the esophagus. (5)

CONCLUSIONS

BS is a rare case of Gl caused by gastric ob-
struction due to the presence of one or more
gallstones in the duodenum secondary to a
cholecystoduodenal fistula, which occurs more
frequently. This is a late diagnosis disease that
requires ancillary techniques such as radiogra-
phy, ultrasound, abdominal CT, magnetic reso-
nance imaging and upper endoscopy. The ideal

treatment is to remove the stone endoscopi-
cally, but most authors of the analyzed reviews
prefer a two-stage intervention, resolving the
intestinal obstruction first and then the fistula.
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