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Spontaneous Choledochoduodenal
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ABSTRACT
Choledochoduodenal fistulas account for only 1-25% of
biliary enteric fistulas cases. Only 5-6% of biliary enteric
fistula cases are spontaneous associated with duodenal
peptic ulcers and they appear with the signs and symptoms
of the underlying peptic ulcer disease. The first sign of this
abnormal biliary-enteric communication may be the presence of air in the biliary tree as seen on plain X-ray, ultra-

sound or CT of the abdomen. Treatment should be directed
towards peptic ulcer disease relief rather than correction of
choledochoduodenal fistula. Here we present a patient with
chronic duodenal ulcer and spontaneous choledochoduodenal fistula, gastric outlet obstruction and multiple jejunal
diverticulae treated with truncal vagotomy and posterior
gastroenterostomy.
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Case report
A 39-year-old female was admitted with 6 year history of pain
abdomen with periods of exacerbation and remission with
vomiting after food for six months. On examination, the patient
was reasonably well built, mildly anaemic and not jaundiced.
Abdominal examination showed visible gastric peristalsis but
no mass. Rest of the abdomen was normal. Upper GI endoscopy showed an active ulcer in the first part of duodenum with
post bulbar stenosis. Contrast CT abdomen showed a dilated
and thickened stomach and first part of duodenum with obstruction of the outlet [Table/Fig-1]. The CT also showed gas
in the biliary tract [Table/Fig-2]. Patient was operated upon after adequate preparation. Operative findings confirmed dilated
and thickened stomach with gastric outlet obstruction due to
cicatrised chronic duodenal ulcer. In addition to these findings multiple jejunal diverticulae were found [Table/Fig-3]. The
jejunal diverticulae were not disturbed as they were incidental
findings without any complication. The choledochoduodenal
fistula also did not require any surgical intervention because
the patient did not have any biliary obstruction. Truncal
vagotomy and posterior gastrojejunostomy was done. Patient
made a smooth recovery and was discharged on the 10th
post operative day.

Discussion
Bartholin first described a biliary enteric fistula in 1654, but
duodenal ulcer as a cause for choledocoduodenal fistula was
first recognized and published by Long in 1840 in the London Medical Gazette [1]. Biliary-enteric fistula is a rare complication, occurring in 0.3-0.5 % of patients who have been
treated for chronic duodenal ulcer disease [1-3]. Spontaneous choledochoduodenal fistulas are infrequent and are usuInternational Journal of Anatomy, Radiology and Surgery, 2014 Dec, Vol-3(4): 13-14

ally secondary to peptic ulcer disease in 80% of cases and
they appear with the signs and symptoms of the underlying
peptic ulcer disease [2]. Since 1987 to 2004, a total of 199
cases of Choledochoduodenal fistula secondary to duodenal ulcer have been reported in world literature, according to
publications sited in Medline database, but the actual incidence is probably higher, as the majority of Choledochoduodenal fistulas are asymptomatic [4-6]. Choledochoduodenal
fistulas account for only 1-25% of biliary enteric fistulas cases
[5]. Only 5-6% of biliary enteric fistula cases are associated
with duodenal peptic ulcers [7]. The first sign of this abnormal
biliary-enteric communication may be the presence of air in
the biliary tree as seen on plain X-ray, ultrasound or CT of the
abdomen [8]. The natural history of Choledochoduodenal fistulas caused by ulcers is determined by features of the underlying chronic duodenal ulcer [9]. Most often ulcer healing is
accompanied by fistula healing [9, 10]. Surgery is reserved for
patients with poorly controlled or recurrent ulcer symptoms,
major ulcer complications, such as perforation, haemorrhage,
or obstruction, or exceptional cases with cholangitis or biliary
obstruction [9]. A complete follow-up for as long as 12 years
confirms the previous observations that jaundice, cholangitis,
or abnormal liver function are rarely encountered in ulcerogenic choledochoduodenal fistulas [10]. Treatment should be
directed towards peptic ulcer disease relief rather than correction of choledochoduodenal fistula [10]. In many patients,
optimal results may be achieved by using only oral medical
therapy [1,10]. If operation is indicated, vagotomy and gastroenterostomy will accomplish these goals and obviate the
necessity of entering a scarred duodenum and leaves the
choledochoduodenal fistula to heal by itself [10]. Spontaneous choledochoduenal fistula has been described in patients
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[Table/Fig-1]: Contrast CT abdomen showing dilated stomach with outlet obstruction [Table/Fig-2]: CT showing gas in the biliary tract [Table/
Fig-3]: Showing jejunal diverticulae

with chronic posterior duodenal ulcer or cicatrised chronic duodenal ulcer. However, the combination of chronic duodenal
ulcer and spontaneous choledochoduodenal fistula, gastric
outlet obstruction and multiple jejunal diverticulae in the same
patient has not been described in the literature.

Conclusion
This patient who had spontaneous biliary enteric fistula as well
as gastric outlet obstruction due to chronic duodenal ulcer
also had multiple jejunal diverticulae. With truncal vagotomy
and gatrojejunostomy, the patient completely recovered and
was relieved of symptoms. This case is reported for its rarity
and to emphasize that spontaneous biliary enteric fistula does
not require surgical intervention for the fistula itself but treatment must be directed towards the alleged aetiopathogenic
lesion leading to biliary enteric fistula which itself will facilitate
biliary fistula closure. Multiple jejunal diverticulae also can be
left without any surgical intervention if they were incidental
finding only.
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