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Common Bile Duct Obstruction Due to a Large Stone at the Duodenal Stump
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Enterolith is a rare complication of Billroth II gastrectomy. Most enterolith cases have been reported in association with diverticula, 
tuberculosis, and Crohn’s disease. We report the case of a huge enterolith that developed in the duodenal stump following 
common bile duct obstruction and cholangitis, necessitating surgery. The enterolith was clearly visible on the abdominal computed 
tomography. It was removed through a duodenotomy. The surgery was successful without any significant complications. (Korean 
J Gastroenterol 2016;67:150-152)
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INTRODUCTION

Epigastric pain with laboratory evidence of biliary stasis 

easily raises suspicion of cholangitis. Cholangitis associated 

with an enterolith is rare. We describe a case of cholangitis 

caused by an enterolith in the duodenal stump.

CASE REPORT

A 77-year-old woman visited a local hospital for poor oral 

intake, general weakness, epigastric discomfort and low- 

grade fever. She underwent abdominal CT and was referred 

to this medical center for a blockage in the distal common bile 

duct (CBD) by a large impacted gallstone at duodenal stump 

on the abdominal CT. The patient underwent a Billroth II 

near-total gastrectomy for stomach cancer (T3N2M0) 14 

years earlier and a modified radical mastectomy for breast 

cancer (T1N0M0) eight years ago. 

At presentation, the physical examination revealed epi-

gastric tenderness. Laboratory tests showed elevated white 

blood cells of 13,180/L, ESR of 109 mm/hr, CRP of 9.45 

mg/dL, procalcitonin of 0.25 ng/dL and biliary stasis (total bi-

lirubin, 1.87 mg/dL; AST/ALT, 122/69 IU/L; ALP, 1,443 IU/L; 

GGT, 340 IU/L).

On the abdominal CT taken at a local hospital, there were 

mild intrahepatic duct and CBD dilatations due to distal CBD 

obstruction by a compacted large stone at a duodenal stump. 

The stone was about 4.8 cm in size, large, and calcified (Fig. 1). 

Because an attempt to extract the stone using endoscopy 

was unsuccessful, for decompression a percutaneous chol-

ecystostomy catheter was inserted. Three days after the de-

compression, although filling defects in gallbladder (GB) 
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Fig. 2. Cystic duct and common bile duct were clear, while no visible 
passage of contrast medium to the duodenum was seen on tubogram.

Fig. 1. Computed tomography scans 
of the abdomen. It shows a 4.8 cm 
sized, large, and calcified stone at a 
duodenal stump (A; arrow) and a 
dilated common bile duct, about 1.8 
cm in diameter (B; arrow).

raised suspicion of GB stone, cystic duct and CBD looked 

clear on tubogram (Fig. 2). However, there was no visible pas-

sage of contrast medium to the duodenum. Therefore, lapa-

roscopic surgery was performed to remove the enterolith 

through a duodenotomy. No intestinal obstruction was found 

and the stone was not in diverticulum. While GB stones were 

black, small and multiple, the enterolith in duodenum was 

about a 5 cm-size big brownish stone (Fig. 3). 

There were no visible postoperative complications such as 

hematoma, abscess on follow-up CT. Without any significant 

complications, the patient was discharged 11 days after the 

operation.

DISCUSSION

Enteroliths are most commonly found in association with 

diverticula diseases such as Meckel’s diverticulum, Crohn’s 

disease or surgical reconstructions with anastomosis.1-4 

Enterolith formation in duodenum after Billroth II gastrectomy 

is rarely reported, and only cases of afferent loop obstruction 

by enterolith are in the literature.1,5,6 To the best of our knowl-

edge, this is the first case report of cholangitis resulting di-

rectly from a single large stone at a duodenal stump, rather 

than by the secondary effect of afferent loop obstruction or 

by a biliary stone.

In this case, possible factors in the pathogenesis of the 

stone formation were stasis of biliary, pancreatic, and in-

testinal secretions in the afferent loop. Moreover, the mecha-

nism of the enterolith formation in this case can be impaired 

duodenal evacuatory motor activity due to a prior gastrectomy.7

Another possible hypothesis of the stone formation is that 

it was formed originally in the diverticula and dislodged from the 

diverticula to the intestinal lumen by accident, then became en-

larged when mixed with intestinal and biliary secretions.

We believe that a preoperative image-guided intervention, 

percutaneous cholecystostomy catheter insertion, reduces 

surgical morbidity and mortality. In a case similar to ours, 

Carbognin et al.8 and Santori et al.9 attempted to extract the 

enterolith endoscopically, without success.

In summary, the enterolith is a very rare, but possible, di-

rect cause of CBD obstruction. The afferent loop enterolith 

formation is extremely rare but should be considered when 

the patient has a history of Billroth II gastrectomy. Image- 

guided drainage should be considered for such patients. 

Surgical removal of an enterolith could be the best treatment 

to choose when the CBD is obstructed by an enterolith of the 

afferent loop.
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Fig. 3. (A) Under laparoscopy, the 
duodenal stump was enlarged and 
filled with a large mass. (B) While gall-
bladder stones were black, small and
multiple (white arrow), the enterolith 
in the duodenum was about 5 cm-size
big brownish stone, which was cru-
shed into several pieces for extraction
during the operation (black arrow 
head).
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