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Introduction


Bouveret Syndrome is a rare complication in which a gallstone impacts in the duodenum and cause a gastric outlet obstruction. The gallstone passes through a fistula between the gallbladder and adhered portion of gastrointestinal tract. The formation of the fistula occurs after multiple episodes of cholecystitis. The impacted gallstone provoke gallbladder inflammation and pressure through the gallbladder wall causing erosion and allowing the stone to arrive to the duodenum. Gallstone ileus is responsible for 1-4% of all gastrointestinal obstruction and Bouveret Syndrome represents 2-3% of those cases [1]. The rarity of the syndrome can be explained by the fact that the majority of stones are small and doesn't cause gastrointestinal obstruction. The stones that can cause obstruction are usually larger than 2 cm and 50 - 70% of gallstone impact in the ileum [2]. Bouveret Syndrome usually affects older women, and many have serious concomitant medical illnesses, including coronary disease, pulmonary disease, and diabetes mellitus that increases mortality and morbidity rates. The symptoms are vague and includes epigastric pain, nausea and vomiting. Less commonly, abdominal pain, distention, upper gastrointestinal bleeding, fever, weight loss and anorexia can be present [1].



Case Report




A 56 years old female patient, previously diagnosed with cholelithiasis, presented 7 days history with right hypochondrium pain, nausea and multiple vomiting episodes. The patient have been treated in another hospital where she underwent a abdominal Computed Tomography scanning. At the time she did not have the images nor the report. Although the patient referred better control of abdominal pain, she have had three episodes of vomiting on the day before. On physical examination the patient wan in bad condition, with mildly distended abdomen and pain on palpation of the right upper quadrant. Murphy sign was positive. Laboratory examination revealed a white blood cell count of 15.7 (x109/L), alkaline phosphatase 460 and (IU/L) and yGT 45 (UI/L). On abdominal ultrasound the gallbladder was mildly distended, had a thick wall and multiple gallstones. No dilatation of the bile ducts was detected. Surgical treatment was decided.
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Figure 1:  Gallstone extraction.





A laparoscopic surgery was initially performed but the procedure was converted to an open laparotomy due to difficulty in dissection and in visualizing the gallbladder because of the intense inflammatory process and presence of adherences. A duodenal lesion was inadvertently made during the dissection of the gallbladder, allowing the identification of a scleroatrophic gallbladder and a duodenal fistula. The small bowel was explored and a large gallstone was palpated in the 4th part of the duodenum. An enterotomy and successful removal were performed (Figure 1). The size of the extracted calculus was 5cm and no other stones were identified in the digestive tract. The fistula caused great deformity in the duodenum and a pyloric exlusion performed. After surgery the patient needed intensive therapy care due to an episode of bronchoaspiration during the induction of the anesthesia. A small fistula was identified in the gastroenteroanastomosis on the 14 postoperative day. A new surgery was realized and a 20FR Foley catheter was positioned in the fistula. Ten days after, a fistulography was performed. The stomach was visualized full of contrast and no leaking to the cavity was identified (Figure 2). The Foley catheter was removed and the patient was sent to the infirmary. In the 35 postoperative day, the patient was discharged. In a consult two months after the surgery, the patient remained asymptomatic.
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Figure 2:  Fistulography by Foley catheter.



 





Discussion


The population affected by Bouveret Syndrome usually have advanced age and medical commorbities. Because of that, endoscopic or percutaneous approach like extracorporeal shockwave lithotripsy or laser lithotripsy is being used as first therapeutic approach. In 90% of the cases, these approaches are unsuccessful and surgery is pursuit for definitive treatment [34]. The surgical options depends on patient condition. High-risk patients with shock or presented with thick adherences should be submitted to enterolithotomy with the extraction of the obstructing gallstone alone [2]. The patients should go through a surveillance period and an election cholecystectomy should be evaluated. Postoperative persistence of symptoms supports the performance of posterior cholecystectomy. Patients with good general status can be submitted to enerolithotomy associated with cholecystectomy and fistula repair. This approach is used in order to prevent new episodes of cholecystitis, cholangitis and development of gallbladder carcinoma [5].



In this approach an increased mortality and morbidity rates can be noticed. The pyloric exclusion reported by Vaughan et al. is performed in high-risk duodenal injury. The procedure consists in primary repair of duodenal wound, closure of the pylorus through an antrum gastrotomy to prevent gastric secretion to arrive in the duodenum and a gastojejunostomy. The management of duodenal injury is controversial. Approximately 70-85% of duodenal injury can be treated with primary suture [6]. Patients with high-risk lesion have greater risk of developing fistula, abscess and peritonitis and have greater morbi-mortality rates [7]. In these cases, complex repair like duodenal exclusion can be performed. Severe duodenal injury includes bullets wounds, delay to repair exceeding 24 hours, injury of the firs or second parts of the duodenum and duodenal injuries of AAST-OIS grade III and associated injuries to the pancreas [6]. The Vaughan procedure was performed in this case to protect the suture of the duodenum wich was in an area with intense inflammation and extent anatomic destruction. This technique allowed stone extraction and fistula repair in the same operation.
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