
right upper quadrant (RUQ) abdominal pain radiating to 
her back, associated with nausea and vomiting. On exami-
nation she had tenderness, guarding and rebound in the 
RUQ and epigastrium. The leukocyte count was 20.6 (pre-
dominantly neutrophils), the amylase 1039 and urea and 
creatinine were elevated. Plain abdominal X-ray showed a 
radio-opaque shadow in the right side of  the abdomen, air 
in the gall bladder and biliary tree but no evidence of  small 
bowel obstruction (Figure 1). She was assumed to have 
pancreatitis and a suspected cholecystoenteric fistula. 

CT scan with oral contrast revealed a large amount 
of  air in the biliary tree, a fistula between the second part 
of  duodenum and the gall bladder and a large stone in 
the third part of  duodenum. A small amount of  contrast 
outlined the stone and reached the small bowel (Figure 2). 
This impacted stone (7.5 cm × 4 cm × 4 cm) was removed 
surgically from the junction of  the second and third part 
of  duodenum through a small jejunostomy after mobiliza-
tion of  the duodenum and the DJ flexure. Her post opera-
tive recovery was uneventful. 

DISCUSSION
Cholecystoenteric fistulae occur in less than 1% of  patients 
with gallstones. Most (60%) are cholecystoduodenal fistu-
lae, but cholecystocolic, cholecystogastric and choledocho-
duodenal fistulae have been described. Large stones pass-
ing through the fistula may cause intestinal obstruction, es-
pecially in the terminal ileum[1,3]. A plain abdominal X-ray 
is diagnostic in about 50% of  cases[3] and may demonstrate 
intestinal obstruction, pneumobilia, an ectopic gallstone, 
alteration in the position of  the previously observed stone 
or two air fluid levels in the right upper quadrant second-
ary to air in the gall bladder.

Patients with Bouveret syndrome usually present with 
symptoms of  gastric outlet obstruction, though present-
ing with other complications of  gall stone disease or up-
per gastrointestinal bleeding has been reported[4]. A plain 
abdominal X-ray may show a dilated stomach, and CT may 
demonstrate pneumobilia, intestinal obstruction and an ec-
topic gallstone[5]. Open surgery, endoscopic removal[6] and 
laparoscopic or laparoscopic assisted enterolithotomy[7] 
have all been used successfully for stone removal. A stone 
in the duodenum can be difficult to access laparoscopically 
but may be reached endoscopically[6].  

Whether the gallbladder should be disturbed is con-
troversial but the recurrence of  gallstone ileus following 
enterolithotomy is rare, and complications related to the 
persistence of  a cholecystoenteric fistula are unusual[3,8]. 
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Abstract
This is a case report of an 85-year old patient who pre-
sented with abdominal pain, nausea and vomiting associ-
ated with altered liver function test. The plain X-rays and 
CT scan showed pneumobilia with an ectopic gallstone. 
The patient was diagnosed with Bouveret syndrome and 
managed surgically. The report is followed by a discus-
sion about Bouveret syndrome.   
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INTRODUCTION
Gallstone ileus is a rare complication of  gallstones but it 
accounts for almost 25% of  non strangulated intestinal 
obstruction in patients above 65 years of  age. Mortality 
has improved but remains at 15%-18% due to the age and 
co-morbidity of  patients[1]. Bouveret syndrome, first de-
scribed in 1896, is a subgroup of  gallstone ileus in which 
a cholecystoduodenal fistula allows the passage of  a stone 
which impacts in the duodenum and causes gastric outlet 
obstruction. It is rare with 175 cases reported in the litera-
ture up to the year 2000[2]. We present a case of  Bouveret 
syndrome, with typical radiological findings, that was suc-
cessfully managed surgically.    

CASE REPORT 
An 85-year old lady presented with a five-day history of  
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Bouveret syndrome is a rare complication of  choleli-
thiasis with a relatively high mortality. In the patient has a 
pre-operative diagnosis of  Bouveret syndrome, endoscopic 
disimpaction should be attempted. Failing this laparotomy 
is likely to be required but laparoscopy may allow identifi-
cation of  the stone’s position minimizing subsequent skin 
incision.  
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Figure  1  P la in  X - ray 
showing air in the biliary 
t r e e  a n d  a n  e c t o p i c 
bizarre-shaped gall stone 
suggesting the diagnosis 
o f  c h o l e c y s t o e n t e r i c 
fistula.

Figure 2 CT abdomen with 
contrast showing the gall 
stone in the duodenum 
with some contrast passing 
distal to the stone.
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