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Cholecysto-duodenal Fistula Managed Laparoscopically 
 

Jaffar Alkhuzaie, MRCSI, CABS, FACS* Nooraldin A Ali, MBBCh** 
 

A rare case of cholecysto-duodenal fistula was discovered intra-operatively during elective 
laparoscopic cholecystectomy. The fistula was repaired and cholecystectomy was done. The 
patient recovered fully.  
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Laparoscopic Cholecystectomy was rapidly established as the procedure of choice for removal of 
gallbladder in patients with symptomatic gallstones1. Cholecysto-enteric fistula is an uncommon 
finding at surgery for gallstones disease, a reported incidence of 0.15%-4.8%2. Patients’ 
symptoms are often subclinical and preoperative radiological detection of cholecysto-enteric 
fistula is low3. 
 
Cholecysto-enteric fistula is one of the relative contraindications of laparoscopic 
cholecystectomy and might be a reason for conversion to open surgery4. 
 
The aim of this presentation is to highlight the rare findings of cholecysto-enteric fistula during 
laparoscopic cholecystectomy. 
 
THE CASE 
 
Twenty-four year old female Ethiopian not known to have any previous  medical illness, non-
smoker and non-alcoholic presented to the accident and emergency department complaining of 
epigastric abdominal pain for three days duration, progressive in nature, radiating to the back, 
not relieved by analgesia, associated with loss of appetite, nausea and vomiting. She had history 
of similar previous attack. She was afebrile, not tachycardic and had normal blood pressure. 
 
Slight tenderness of the upper abdomen and mild guarding at epigastrium but the rest of the 
abdomen was soft and lax. Murphy’s sign was negative. 
 
Her blood workup revealed leukocytosis, elevated serum amylase (856 u/L) and elevated urinary 
amylase (13514 u/L). Abdominal ultrasound showed thickened contracted gall bladder with 
multiple gallstones, the largest measured 8 mm, see figure 1. 
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Figure 1: Ultrasound Showing Contracted Gall Bladder with Thickened Wall 
 
The patient was diagnosed with biliary pancreatitis and was treated conservatively for 5 days in 
the hospital. Her inflammation was resolved and she was discharged home. Elective laparoscopic 
cholecystectomy was scheduled after 6 weeks. 
 
During the procedure, we found the gallbladder inflamed edematous, the omentum adherent to it 
and dense adhesion between the gallbladder, stomach and duodenum. With careful dissection we 
noted fistula between the fundus of gallbladder and duodenum, see figures 2 and 3. Therefore, 
we separated the fistula from duodenum using Endo-GIA stapler, completed cholecystectomy as 
usual and applied omental patch over stapler line and fixed with endo-stitches. Sub-hepatic drain 
was inserted.  
 

 
 
 Figure 2: Dissector Inserted in the Cholecysto-Duodenal Fistula towards the Duodenum 
  

 
 
Figure 3: Showing Magnified Picture of Cholecysto-Duodenal Fistula 
 
She had uneventful postoperative course. She started oral feeding on the fifth day and the drain 
was removed on the sixth day. She was discharged home on the seventh postoperative day. 
Histopathology reported acute on chronic cholecystitis, no atypia was seen.  
 



DISCUSSION 
 
Gallstones are common problems in hepatobiliary system. It can present as incidental finding on 
imaging studies, biliary colic, acute cholecystitis, acute pancreatitis, obstructive jaundice, 
intestinal obstruction in gallstone ileus or cholecysto-enteric fistula. Cholecysto-enteric fistulas 
are rare, high index of suspension might help to diagnose it preoperatively. The reported 
incidence of internal biliary fistulas is about 2% of total biliary diseases5. The most common type 
of cholecysto-enteric fistula is cholecysto-duodenal fistula (70%) followed by cholecysto-colic 
fistula (10-20%) and the least common cholecysto-gastric fistula6-8.  
 
Biliary fistulas may result from pressure necrosis caused by calculi of gallbladder or biliary 
tract6,9. It is rarely formed by peptic ulcers, malignant tumor, traumatic injury or Crohn’s 
disease10-13. 
 
If fistula is suspected, plain abdominal X-ray might show pneumobilia or ERCP might help to 
diagnose it preoperatively14. Cholecysto-duodenal fistula is usually diagnosed during 
laparoscopic cholecystectomy and it is an indication to convert to open surgery, but with 
growing experience in laparoscopic surgery facilitated by improvement of laparoscopic 
instruments, especially endo-staplers made it possible to complete the procedure 
laparoscopically. 
 
Wang reported four cases of cholecysto-enteric fistula, two detected preoperatively by 
gastroscopy, ERCP and MRCP and all of them successfully managed by laparoscopic techniques 
using Endo-GIA15. Latic reported five cholecysto-duodenal fistulas managed laparoscopically 
using endo-stapler16. 
 
CONCLUSION 
 
Cholecysto-duodenal fistula is a rare condition. Very high index of suspicion needed to 
diagnose it preoperatively but mostly diagnosed intra-operatively during laparoscopic 
cholecystectomy. It can be managed safely by laparoscopic techniques by experienced 
laparoscopic surgeons. 
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