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Extra-endoscopic mechanical lithotripsy of an
impacted gallstone passing in the duodenum
through a cholecystoduodenal ﬁstula
Dear Editor,
An 83-year-old female was referred to our Department for
abdominal pain and incoercible vomiting. Comorbidities included
diabetes mellitus, chronic obstructive pulmonary disease, hypertension, asymptomatic colelithiasis. An upper gastrointestinal
endoscopy showed a large gallstone impacted in the duodenal bulb associated with severe mucosal ulceration of the
intestinal wall (Fig. 1A and B), expression of a bilio-enteric ﬁstula. Surgical intervention was ruled out due to the patient’s
comorbidities.
After several endoscopic attempts, the impacted stone was
removed from the duodenal bulb and placed in the stomach by
the use of an endoscopic retrieval basket. The ﬁrst lithotripsy
attempt was performed by mechanical lithotriptor. This endoscopic approach was unsuccessful due to rupture of the handle of
the mechanical lithotriptor. Thus, the wire basket of the broken

Fig. 1. (A) Endoscopic view of gallstone impacted in the duodenal bulb with (B) the presence of bilio-enteric ﬁstula. (C) Gallstone captured in the basket of the mechanical
extra-endoscopic lithotriptor under direct endoscopic vision and (D) subsequent fragmentation.
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lithotriptor was removed from the stone by shaking the basket into the gastric lumen. A second attempt was subsequently
performed with the extra-endoscopic Soehendra lithotriptor (Soehendra lithotriptor Cable, Cook Endoscopy, Winston-Salem, NC,
USA) with parallel endoscopic view. The procedure allowed stone
fragmentation with no immediate complications (Fig. 1C and D).
The patient had no further complications and was discharged after 7 days; at 2-month follow-up she was persistently
asymptomatic.
Gastric outlet obstruction caused by an impacted gallstone penetrating the duodenal wall through a bilio-enteric ﬁstula (deﬁned
also as Bouveret’s syndrome) is a rare complication of cholelithiasis
and it occurs most commonly in elderly women [1,2]. Clinical features are non-speciﬁc and are characterized by nausea,
vomiting and abdominal pain [1,2]. Prompt diagnosis is important due to the high mortality rate, up to 30%, associated with
surgery [2]. Endoscopy is the mainstay of diagnosis and abdominal computed tomography is useful when the diagnosis is not
straightforward. In the majority of cases Bouveret’s syndrome
requires surgical intervention, and only few reports of successful
endoscopic treatment have been published [2–4]. Nevertheless,
endoscopic therapy should be considered as an effective nonsurgical treatment option, particularly in patients with absolute
or relative contraindications to surgery. To our knowledge, this
is the ﬁrst case describing successful endoscopic treatment of
Bouveret’s syndrome by intragastric extra-endoscopic mechanical
lithotripsy.
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