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ABSTRACT 

 

 
ARTICLE DETAILS  

 
Bouveret syndrome is an uncommon variant of gallstone ileus, in which a gallstone migrates 

through a cholecystoduodenal fistula and lodges in the duodenal bulb or stomach, causing a high 

gastrointestinal obstruction. It accounts for less than 3% of all gallstone ileus cases and typically 

occurs in elderly patients with multiple comorbidities, being even rarer in young patients without 

significant clinical history. Symptoms include persistent nausea, vomiting, abdominal pain, and 

oral intolerance, which can mimic other acute abdomen presentations and delay diagnosis. We 

present the case of a 45-year-old female patient who arrived at the emergency department with a 

six-day clinical picture characterized by abdominal distension, constipation, postprandial 

gastrobiliary vomiting, severe generalized abdominal pain (VAS 10/10), and oral intolerance. 

Physical examination revealed signs of peritoneal irritation, and imaging studies showed 

pneumobilia, air-fluid levels, and a stone in the distal ileum. Abdominal computed tomography 

confirmed the presence of gallstones, pneumobilia, a cholecystoduodenal fistula, and an 

obstructive stone. An urgent exploratory laparotomy was performed with extraction of the stone 

via enterolithotomy, primary closure of the enterotomy, fistula repair with a Graham patch, and 

open cholecystectomy of the remaining gallbladder portion. Postoperative evolution was 

satisfactory. This case highlights an atypical presentation of Bouveret syndrome in a young patient, 

as well as the importance of timely diagnosis and comprehensive surgical intervention in 

managing this rare condition. 
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INTRODUCTION 

Gallstone ileus is an uncommon cause of mechanical 

intestinal obstruction, accounting for approximately 1–4% of 

general cases and up to 25% in the elderly. It occurs due to 

the migration of one or more gallstones into the digestive tract 

through a cholecystoenteric fistula, usually 

cholecystoduodenal, causing intestinal obstruction, 

commonly in the terminal ileum. An even rarer presentation 

is Bouveret syndrome, first described in 1896 by Léon 

Bouveret, in which the stone impacts at the level of the 

duodenal bulb or proximal stomach, causing high gastric 

obstruction. 

This entity represents less than 3% of all gallstone ileus cases 

and more frequently affects elderly women with a history of 

chronic gallstone disease, being unusual in young patients. 

The clinical picture is often nonspecific and subacute, 
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characterized by persistent vomiting, nausea, abdominal 

distension, and epigastric pain, complicating diagnosis and 

delaying treatment. 

Diagnosis relies on high clinical suspicion and imaging 

studies, especially computed tomography (CT), which can 

identify the modified Rigler’s triad: pneumobilia, intestinal 

obstruction, and visualization of the ectopic stone. Treatment 

may be endoscopic or surgical, depending on stone location, 

size, and patient clinical status. 

 

CASE PRESENTATION 

A 45-year-old female patient without significant medical 

history presented to the emergency department of a secondary 

care hospital with a six-day clinical course characterized by 

progressive abdominal distension, constipation, postprandial 

gastrobiliary vomiting (food content with bile), severe 

generalized abdominal pain (10/10 on visual analog scale), 

and total oral intolerance. 

Directed anamnesis revealed no history of chronic 

degenerative diseases, prior surgeries, or hospitalizations for 

similar symptoms. However, she reported that during her last 

pregnancy nine years earlier, gallstones were detected via 

ultrasound, with no subsequent follow-up or specific 

treatment. 

On admission, the patient was afebrile, conscious, oriented, 

and hemodynamically stable. Physical examination revealed 

a markedly distended abdomen with absent bowel sounds, 

signs of peritoneal irritation such as hyperesthesia, 

hyperalgesia, and positive rebound tenderness, as well as 

superficial and deep palpation pain predominantly in the right 

hypochondrium. Generalized tympanism was noted on 

percussion. 

Laboratory tests and standing abdominal X-ray were 

requested. Findings included air-fluid levels in the small 

bowel and absence of gas in the rectum, along with visible 

pneumobilia, suggestive of gallstone ileus. However, direct 

visualization of a stone within the intestinal tract was not 

possible via X-ray. 

Given the diagnostic suspicion, contrast-enhanced 

abdominopelvic computed tomography (CT) was performed, 

revealing a scleroatrophic gallbladder with residual stones, 

marked pneumobilia, dilated intestinal loops with multiple 

air-fluid levels, and a 4 x 5 cm stone in the distal ileum. 

(Figure 1) Additionally, a cholecystoduodenal fistula was 

identified in the first portion of the duodenum near the 

pylorus. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Based on clinical and radiological findings, the patient was 

taken for urgent exploratory laparotomy. During the 

procedure, a gallstone was found 30 cm proximal to the distal 

ileum, which was mobilized approximately 40 cm to facilitate 

extraction via longitudinal enterolithotomy. The extracted 

stone measured 4 x 5 cm, and the enterotomy was closed 

primarily. 

Exploration of the upper gastrointestinal tract revealed a 

cholecystoduodenal fistula with a fistulous opening in the 

first portion of the duodenum, firmly adherent to the pylorus. 

During exposure, the fistula spontaneously ruptured with the 

release of a second stone measuring 4 x 3 cm, which was 

extracted without complications. The duodenal defect was 

repaired with primary closure and a Graham patch. (Figure 

2) 

 

 

 

 

 

Figure 1. Abdominopelvic CT scan showing the presence of a stone at 

the level of the duodenum. 
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The gallbladder was evaluated, found scleroatrophic with a 

remaining posterior portion. Open cholecystectomy of the 

remnant  

portion was performed, achieving adequate hemostasis of the 

hepatic bed without additional intraoperative complications. 

The immediate postoperative course was uneventful, with 

progressive recovery of intestinal function and oral tolerance. 

The patient was discharged with outpatient follow-up by 

general surgery and gastroenterology. 

 

DISCUSSION 

Bouveret syndrome is an extremely rare form of gallstone 

ileus characterized by gastric or duodenal obstruction 

secondary to the migration of a gallstone through a 

cholecystoduodenal fistula. First described in 1896 by Léon 

Bouveret, it accounts for less than 3% of gallstone ileus cases 

and approximately 0.05% of all intestinal obstructions. The 

pathophysiology involves formation of a cholecystoenteric 

fistula due to chronic gallbladder inflammation, allowing 

stones to pass into the digestive tract. Most cases occur in 

women over 70 years with a history of untreated gallstones, 

making the presentation in young patients as in this case 

unusual. 

Clinically, Bouveret syndrome manifests with symptoms of 

high intestinal obstruction: nausea, persistent vomiting, 

epigastric pain, oral intolerance, and abdominal distension. 

These nonspecific manifestations may delay diagnosis and 

treatment. In this case, the patient showed a progressive 

clinical picture with signs of acute abdomen which, together 

with radiological findings of pneumobilia, intestinal 

obstruction, and a stone in the distal ileum, confirmed 

gallstone ileus complicated with Bouveret syndrome. CT is 

considered the imaging modality of choice due to its high 

sensitivity and specificity in detecting Rigler’s triad: 

pneumobilia, intestinal obstruction, and ectopic stone. 

Regarding treatment, although endoscopic approaches have 

been described for Bouveret syndrome, they are successful 

only in selected cases, mainly when the stone is accessible, 

smaller than 2.5 cm, and the patient is clinically stable. In this 

case, the presence of two large stones (4 x 5 cm in distal 

ileum; 4 x 3 cm in duodenum), a complicated fistula, and 

signs of severe intestinal obstruction mandated urgent 

surgical laparotomy. 

Surgical management is controversial and may range from 

simple enterolithotomy to more complex procedures such as 

fistula closure and cholecystectomy, performed in one or two 

stages. In this case, given the patient’s clinical stability and 

technical feasibility, a single-stage surgery was chosen, 

including intestinal stone extraction, duodenal fistula closure 

with a Graham patch, and cholecystectomy. This strategy 

aims to prevent future complications such as cholangitis, 

recurrence of gallstone ileus, or persistent fistulas. Some 

authors suggest this approach may increase postoperative 

morbidity, although its indication is justified in young 

patients without comorbidities and with good physiological 

reserve, as in this case. 

This report is relevant due to the atypical presentation in a 

young woman without complicated biliary disease or 

comorbidities, highlighting the need to consider Bouveret 

syndrome and gallstone ileus in patients presenting with 

intestinal obstruction and a history of gallstones, regardless 

of age. 

 

CONCLUSION 

Bouveret syndrome remains an uncommon and challenging 

clinical entity, not only because of its low prevalence but also 

due to its variable presentation and diagnostic complexity, 

especially when occurring outside the classical 

epidemiological profile. In this case, the young patient 

without comorbidities and with overlooked gallstones 

underscores how a seemingly resolved or ignored pathology 

may progress to major complications. 

This case clearly illustrates the importance of maintaining a 

broad clinical approach and not underestimating the value of 

Figure 2. Stone measuring approximately 4 x 5 cm in diameter, stone measuring approximately 4 x 3 cm. 
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a detailed history, which can provide critical information to 

guide diagnosis. It also emphasizes the key role of imaging 

studies, particularly computed tomography, as an essential 

tool for diagnosing rare entities not always evident in simple 

radiographs or initial methods. 

Therapeutically, the decision for a single-stage 

comprehensive surgical intervention was favored by the 

patient’s clinical stability, age, and absence of significant risk 

factors. This approach allowed not only immediate resolution 

of the obstructive condition but also elimination of the 

primary disease focus and prevention of future complications. 

Although literature continues to debate the optimal surgical 

approach, individualizing treatment remains the cornerstone 

of therapeutic success. 

Finally, this case reinforces the need to pay greater attention 

to the follow-up of patients with incidental gallstone 

diagnosis, especially in health systems with limited access to 

specialized care. Timely and preventive management of 

gallstones could avoid progression to complex entities such 

as Bouveret syndrome. Clinical case reports like this remain 

essential to enrich collective medical knowledge and promote 

more informed surgical practice based on direct and 

contextualized experience. 
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