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Introduction

A
bdominal symptoms can be attributed to a wide

array of causes. When etiology is not immediately

apparent, searching for signs and symptoms the

patient may not have reported—or even be aware of—

may be the first steps toward timely diagnosis and

treatment. In this case, the abdominal symptoms were

ultimately due to an extremely rare condition that

required surgical treatment.

Case Presentation

A 62-year-old male presented to an urgent care facility

with complaint of abdominal cramping, nausea, and

vomiting intermittently for years, with gradual wors-

ening over the past 2 to 3 months. Approximately a

half hour to an hour after consuming liquids or solids,

the patient would become nauseated and have non-

bloody, nonbilious emesis with occasional bloody

streaks. Accompanying symptoms include weight 

loss (approximately 50 pounds over 3-4 months),

heartburn, and intermittent dysphagia to solids. The

patient is a nonsmoker and nonalcoholic. Past med-

ical history includes nonischemic cardiomyo pathy/

congestive heart failure (LVEF 15%-20% with grade II

diastolic dysfunction), hypertension, diabetes, hyper-

lipidemia, GERD, and depression. He denied abdom-

inal surgeries and family history of malignancy. He

has never had a colonoscopy. Of note, he was seen 

2 weeks prior with similar symptoms, had a negative

laboratory work-up, and was sent home with pro -

methazine PO/suppository prescriptions with strict ER

precautions.

Physical Examination

On physical examination, vitals were stable. Patient was

diaphoretic, his oropharynx was dry, and he exhibited

skin tenting. Abdominal exam was remarkable for nor-

moactive bowel sounds and diffuse abdominal tender-

ness without rebound, guarding, or peritoneal signs. The

remainder of exam was unremarkable.

Differential Diagnosis

The differential diagnoses of intractable vomiting
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include, but are not limited to, small bowel obstruction,

with most common causes being adhesions or hernia

obstruction; diabetic gastroparesis; nonulcer dyspepsia;

cyclic vomiting syndrome; hiatal hernia; infectious eti-

ology; or psychogenic/somatization. Additionally,

pseudo-obstruction should be considered when there is

a metabolic or electrolyte disturbance. In cases where

weight loss or loose stool is present, malignancy and

inflammatory bowel disease should also be included in

the differential diagnosis.

Urgent Care Work-up

Patient was started on intravenous fluids due to obvious

dehydration, as well as antiemetics due to his complaint

of nausea. Complete metabolic panel and complete

blood count were ordered, with results pertinent for

leukocytosis (30 x 109 per L) with left shift (absolute neu-

trophil count 26,000) and mildly elevated Cr (1.4).

Abdominal x-ray was obtained.

Management and Outcome

Patient was sent to the emergency department, where a

CT scan showed dilated bowel loops, a dilated gastric

lumen, and pneumobilia suggestive of a type of gall-

stone ileus called Bouveret syndrome (Figure 1).

Surgery was consulted for gallstone ileus with distal

jejunal obstruction (Figure 2, Figure 3). Patient was

reexamined by the surgery team, who noted abdominal

distension and guarding. A nasogastric tube was placed,

and patient was taken to the operating room with a pre-

operative diagnosis of gallstone ileus, gastric outlet

obstruction, jejunal partial obstruction, and cholecys-

toduodenal fistula.

Patient underwent exploratory laparotomy, lysis of

adhesions, drainage of intra-abdominal abscess, chole-

cystectomy, and primary repair of 2.5 cm duodenal

 fistula. He was found to have acute-on-chronic chole -

cystitis. Two flat JP drains were placed in the right upper

quadrant, in the area of the gallbladder fossa, as well as

along the edge of the duodenal repair. Patient was taken

to the surgical intensive care unit postoperatively,

started on ciprofloxacin and metronidazole and on

octreotide to minimize any volume loaded through the

duodenum, with nasogastric suction for 5 days. He was

transferred to the general floor on post-op day 4, NGT

and JP drain removed on post-op day 5, and discharged

on post-op day 6.

Discussion

Of all mechanical bowel obstruction cases, gallstone

Figure 1.

Abdominal x-ray upright shows paucity of gas in small bowel

obstruction and pneumobilia (upper left) along with retention

of contents secondary to gastric outlet obstruction (right).

Figure 2.

Upright view and computed tomography of the abdomen after

administration of positive oral contrast show a dilated gastric

lumen and retention of contents secondary to gastric outlet

obstruction (white arrow). Paucity of gas in the small bowel

and pneumobilia (yellow arrow) are common findings in

 Bouveret syndrome.
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ileus is one of the rarest forms. It is caused by a gallstone

entering the bowel and causing an obstruction. Gall-

stone ileus is a complication of gallstones in only 0.5%

of patients with gallstone disease1; it occurs in <0.1% of

all mechanical obstruction cases in the United States. 2

It is, however, a more common cause of nonstrangulat-

ing mechanical small bowel obstruction, accounting for

1%-4% in all patients and up to 25% in the elderly.1 This

case featured a rare but insidious cause of gallstone ileus

called Bouveret syndrome, which has been identified in

a little over 300 cases in literature since its first descrip-

tion in 1654.2,3 Bouveret syndrome is caused by the pas-

sage of a large gallstone through a biliodigestive fistula

and into the duodenum or pylorus, resulting in gastric

outlet obstruction.4

Gallstone ileus and Bouveret syndrome are more

common in women than in men (3.5 females to 1

male3), with a long history of cholelithiasis, repeated

episodes of acute cholecystitis, stones >2-8 cm, and age

>60 years.8 Even though gallstones most commonly

impact at the terminal ileum and ileocecal valve due to

their narrow lumen and potentially less active

peristalsis,7 they can cause impaction in any part of the

bowel,2 such as the duodenum in Bouveret syndrome.

The presentation of gallstone ileus and Bouveret syn-

drome is typically nonspecific, and often with waxing

and waning symptoms of nausea, vomiting, abdominal

distension, and pain.10 Usually, the symptoms begin 5-

7 days prior to medical consultation, and it has been

reported that 43%-48% are preceded by a history of

recent biliary colic bouts, jaundice, or acute cholecysti-

tis.11 Importantly, the intensity of the pain often does

not correlate with the underlying anatomic alteration.11

Laboratory studies are also nonspecific, as only one-

third of patients present with jaundice and/or alteration

of hepatic enzymes.12

The abdominal radiograph is the mainstay of imaging

in small-bowel obstruction. The most frequent findings

of Rigler’s triad are as follows: 14

Figure 3.

Isotropic coronal (a) and axial (b) noncontrast CT of the

abdomen. Multiple hypodense calculi with egg-shell calcifica-

tions are visualized in the gallbladder (arrowhead), duodenum

(yellow hollow arrows) and small bowel (asterisk). A duodenal

biliary calculus (yellow arrow), pneumobilia (red arrows) and

dilated bowel loops (white solid arrows) are consistent with

the Rigler’s triad.

*

“Gallstones most commonly

impact at the terminal ileum

and ileocecal valve...

but can cause impaction in

any part of the bowel.”
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! pneumobilia

! bowel obstruction

! aberrant gallstone

An aberrant gallstone is

present in only 40%-50% of

cases.14 Ultrasound can be

used, but difficulties of locat-

ing stones and distortion by

bowel gas makes ultrasound

suboptimal.10 Unfortunately,

abdominal plain radiography

is usually of low diagnostic

value in those with Bouveret

syndrome because it is diag-

nostic in only 21% of these

cases.13 CT is the imaging

modality of choice2 in Bou-

veret syndrome, with an over-

all sensitivity, specificity, and

diagnostic accuracy of 93%, 100%, and 99% respec-

tively.14 Therefore, if there is a clinical suspicion for the

diagnosis but negative x-ray findings, a CT scan should

be performed.

The gallstones that result in obstruction are usually

>2.5 cm2, as those smaller than 2.5 cm typically pass

through spontaneously and are managed conserva-

tively.10 The consensus is that a general surgeon should

be consulted for each case to assess whether conserva-

tive or surgical management should be pursued.

Given the advanced age and extensive comorbidities

with which the typical patient usually presents, many

have adopted the stance that endoscopic or percuta-

neous approaches such as laser or  extracorporeal shock-

wave lithotripsy should always be attempted prior to

surgery.15 However, endoscopic strategies usually fail,

and approximately 91% of patients require surgical

treatment.15,16 Because of the limited number of

reported cases, the optimal surgical method of treatment

has been the subject of ongoing debate.2

Despite advances in diagnosis and management,

mortality remains high, ranging from 12% to 27%, par-

tially because of nonspecific

symptoms, unremarkable bio-

chemical investigations,1 high

misdiagnosis rate, and delayed

discovery.4 Therefore, gall-

stone ileus must not be for-

gotten as a potential diagnosis

in such cases. !
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“Gallstones smaller than 

2.5 cm typically pass

spontaneously and 

are managed 

conservatively.”


