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Abstract

Introduction: Intestinal obstruction by a gallstone (biliary jejunum) is an uncommon and potentially serious omplication of chronin cholecystitis. Ileum gallstone represents 25% of non-strangulation obstructions in the small bowel causing 1% to 3% of all obstruction surgeries. Biliary ileum located in the proximal jejunum is a rare condition and the treatment post minimum invasive technic tends to be the best therapeutic option when available.

Material and Method: case report of 87 years old female diagnosed with duodenum biliary post acute cholecystitis.

Results: After frustrated attempt of gallstone removal by upper digestive endoscopy, the gallstone migrated to proximal jejunum. After observation expecting for the gallstone to evolve through the small bowel, surgery was opted due to the obstrucion maintenance. The patient was submitted for a videolaparoscopy to remove the 4 cm gallstone by enterotomy and enterorrhaphy. No complications were presented after surgery.

Conclusion: The option for a videolaparcopy approach showed effective, even more in a elderly patient in a matter of fact of decrease morbidity and mortality related to the abdominal wall.
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Introduction

Gallstone intestine obstruction, named by jejunobiliar (JB) ia an uncommon complication and a potentialchronic cholecystitis [1]. The autors presente a case of obstructive bowel by a gallstone located in the proximal intestine in a 87 years old patient with cholecystitisntreated by minimally invasive approach.


Case Report
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Figure 1:  Abdominal CT - 1st day.



Female, 87 years old with symptomatic cholecystitis interned in the hospital emergency with abdominal pain and vomit. Blood count presented an importante leucocytosis. Total abdominal ultrassonography was performed indicating gastric cavity distension containing residue in it's interior; gallbladder non dilataded bile ducts (common bile duct measuring 0.5cm of diameter). A abdominal computed tomography (CT) identified a large gallstone in duodenal bulb interior in the first duodenal portion confluence, measuring between 2,5 to 3,5cm in it's axial axis (Figure 1). The patient was submitted by an upper digestive endoscopy to remove the gallstone, wich was not successful (Figure 2). The gallstone migrated for the third duodenal portion (Figure 3). It was decided for a non opertative treatment, expecting the gallstone to decrease it's volume through endoscopy manipulation and evoluing without surgery approach. On the sixth day of hospitalization, as the patient persisted with drainage of gastrointestinal secretion by naso-gastric probe, was performed another abdominal CT (Figure 4) demonstrateing a gallstone in the proximal jejunum It was opted foa a surgeric approach. The patient was submitted to a videolaparoscopy wich identified a gallstone in the proximal jejunum 10cm after the Treitz angle. The gallstone was removed by enterotomy (Figure 5). Cholecystectomy was not performed in this procedure. The patient presented a good postoperative evolution, being discharged in the second postoperative day.
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 Figure 2:  Upper gastric endoscopy gallstone extraction attempt.
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 Figure 3:    Abdominal CT - 3rd day.
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 Figure 4:   Abdominal CT - 6th day.
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 Figure 5:   Gallstone removal by videolaparoscopy enterotomy.



Discussion

JB, for the first time described by Bartholin in 1654 [1,2] refers to an obstruction of any segment of gastrointestinal tract by gallstone [3]. It's incidence is between 0,3% to 0,5% of gallstone carriers [4]. For a obstruction in intestinal lumen, the gallstone must have more than 2, 5cm [5]. Elderly are mostly affected, usually the the female gender, besides the obese probably due to a higher incidence of biliar lithiase [3,6,7]. JB occurs by a fistula formation between tha gallbladder and another small intestine segment making possible the passagem ofone or more gallstones wich can obstruct the intestinal transit specially in narrowing anatomical áreas like the Treitz angle and the ileocecal valve [4,8].

The gallstone migrates to the small intestine normally by a cholecystitis fistula. The obstruction can occur in any part of the ileus intestine (60,5% of cases), jejunum (16%), stomach (14,2%), colon (4,1%) and duodenum (3,5%) [6]. The patient can presente itself with inespecific symptoms or signs of intestine obstruction such as nausea, vomit, distension and abdominal pain [3,9]. Despite being unusual in the population JB responds for 25% of no strangulation obstruction [6,8] being related to the age progression.

It's responsible for 1% to 3% of all surgeries of bowel obstructions [1,8]. Mortality associated to intestinal lumen obstruction caused by gallstone veries between 12% to 27% [6]. The image exame goal in the evaluation of a suspect clinical condition of JB is to specifiy the diagnosis in an effort to dermine the ideal surgery treatment. CT is the most efificient exame due to it's agility and it's image resolution [10]. The dissemination of it's use enhence the diagnosis to 99% [9]. Flexible endoscopy can help both diagnosis and small gallstone extraction. Despite being less invasive the gallstone extraction can fail if the gallstone is too big [11]. JB surgeric treatment is usually done in matter of urgency. The surgery options are enterolithotomy and cholecystectomy and fistula repair in the inicial approach when used one stage surgery or enterolithotomy with cholecystectomy only after the patiente recovery when two stage surgery [12,13]. Is wise designate the one stage surgery for patients clinically stable and the two stage surgery for patients with severe cholecystitis and high risk perioperative degree [13].

Mortality rate in one stage procedure is 16,9% and two stage is 11,7% for enterolithotomy [14]. The main complications of JB surgeric treatment are: infection, pneumonia and evisceration. Mortality rates varies from 5% to 25% in larger studies [3]. Recently studies demonstrate that morbimortality in patients with JB decrease when antibiotics and intensive care are applied [3]. Videolaparoscopy surgery enable a better recovery postoperative [3,15,16]. In the reported case the gallstone removal by flexible endoscopy was not possible due to gallstone's size and because of absence of technological device to crack the gallstone. Non surgical treatment posteriorly proposed aimed avoid a duodenal surgery exploration, mainly in it's third and forth portions with a complex access. In the moment in wich the gallstone positioned itself in the jejunum and was clear that it's evolution in the digestive tract would be slowly because of it's size, was indicated it's removal by videolaparoscopy, wich is technically simple and well succed. Non performance of cholecystectomy was due to a lack of symptoms related to a biliar lithiasis beyond wich in a matter of fact was already treated by a wide cholecystitis fistula.

Conclusion

JB treatment by minimally invasive surgery approach is interesting once the desease express by an acute condition of intestinal obstruction commonly in patients with other comorbities. However the use of flexible endoscopy techniques and videolaparoscopy depend on training and proper technologial equipament.

References




1.  	Tendon A, Usha T, Bhargava SK, Bhatt S, Bhargava S, et al. (2013) Resolution of Gallstone Ileus with Spontaneous Evacuation of Gallstone: A Case Report. Indian J Surg 75(3): 228-231.

2.  	Martin F (1912) Intestinal obstruction due to gallsotnes: with the report of three successful cases. Ann Surg 55(5): 725-743.

3.  	Alencastro MC, Cardoso KT, Mendes CA, Boteon YL, Carvalho RB, et al. (2013) Acute intestinal obstruction due to gallstone ileus. Rev Col Bras Cir 40(4): 275-280.

4.  	Guimarāes S, Moura JC, Pacheco Jr AM, Silva RA (2010) Íleo Biliar: uma complicaÇāo da doenÇa calculosa da vesícula biliar. Rev Bras Geriatr Gerontol 13(1): 159-163.

5.  	Goyal A, Srivastava A (2008) Gallstone ileus following endoscopic retrograde cholangiopancreatography and sphincterotomy: a case report. Journal of Medical Case Reports 2: 342.

6.  	Reisner RM, Cohen JR (1994) Gallstone ileus: a review of 1001 reported cases. Am Surg 60(6): 441-446.

7.  	Lobo DN, Jobling JC, Balfour TW (2000) Gallstone ileus: diagnostic pittfalls and therapeutic successes. J Clin Gastroenterol 30(1): 72-76.

8.  	Halabi WJ, Kang CY, Lafaro KJ, Nguyen VK, Stamos MJ, et al. (2014) Surgery for gallstone ileus: a nationwide comparison of trends and outcomes. Ann Surg jan 259(2): 329-335.

9.  	Dai XZ, Li GQ, Zhang F, Wang XH, Zhang CY, et al. (2013) Gallston: ileus: case report and literature review. World J Gastroenterol 19(33): 55865589.

10.  	Fraga J, Souza T, Nascimento A, Moraes E, Vieira F, et al. (2008) ileo Biliar-Relato de Caso. HU Revista Juiz de Fora 34(2): 141-145.

11.  	Zhou Y, Wu XD, Fan RG, Ding HM, Qin CL, et al. (2014) Development of a duodenal gallstone ileus with gastric outlet obstruction in a patient with a huge duodenal diverticulum. Rev Esp Enferm Dig 106(3): 233-235.

12.  	Watanabe Y, Takemoto J, Miyatake E, Kawata J, Ohzono K, et al. (2014) Single-incision laparoscopic surgery for gallstone ileus: An alternative surgical procedure. Internetional Journal of Surgery Case Reports, pp. 5365-5369.

13.  	Giese A, Zieren J, Winnekendonk G, Henning B (2010) Development of a duodenal gallstone ileus with gastric outlet obstruction four months after successful treatment of symptomatic gallstone disease with cholecystitis and cholangitis: a case report. Journal of Medical Case Reports 4: 376.

14.  	Vasilescu A, Cotea E, Palaghia M, Vintila D, Tarcoveanu FE, et al. (2013) Gallstone Ileus: A Rare Cause of Intestinal Obstruction - Case Report and Literature Review. Chirugia 108(5): 741-744.

15.  	Conzo G, Mauriello C, Gambardella C, Napolitano S, Cavallo F, et al. (2013) Gallstone ileus: one-stage surgery in an elderly patient: one- stage surgery in gallstone ileus. Int J Surg Case Rep 4(3): 316-318.

16.  	Mallipeddi MK, Pappas TN, Shapiro ML, Scarborough JE (2013) Gallstone ileus: revisiting surgical outcomes using National Surgical Quality Improvement Program data. J Surg Re 184(1): 84-88. 

[image: ]

OEBPS/Images/logo1.jpg





OEBPS/Images/fig1.jpg





OEBPS/Images/logo.jpg
457, BIOMEDICAL

gy





OEBPS/Images/box.jpg
Assets of Publishing with us

. G0

+ Immedite,unrestricted anlin a

- Rigorous Poor Review Process

n Copyrights

+ Unigue DOI foral artces






OEBPS/Images/fig4.jpg





OEBPS/Images/fig5.jpg





OEBPS/Images/fig2.jpg





OEBPS/Images/fig3.jpg





OEBPS/Misc/page-template.xpgt
 

   
    
		 
    
  
     
		 
		 
    

     
		 
    

     
		 
		 
    

     
		 
    

     
		 
		 
    

     
         
             
             
             
             
             
             
        
    

  

   
     
  





OEBPS/Images/cover.jpg
"
Jejunum-Biliary Intestin-

al Obstruction - Case

Report

e
101000

| 0401000
TLLE

Q}*f BIOMERICAL

ISSN: 2574 1241





