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Bilioenteric Fistula - Not any more a contraindication for
Laparoscopic Cholecystectomy
Samiron Kumar Mondal1, Sharmistha Roy2
Abstract
Background: Bilioenteric fistulas include cholecystoduodenal fistula, cholecystocolic fistula, and cholecystogastric
fistula. They are known but rare complication of cholecystitis. Previously presence of any cholecystoenteric fistula was
an indication to convert laparoscopic cholecystectomy to open operation1. But with time and experience new
techniques, new technology and expertise has developed in the laparoscopic field and now the scenario is changed.
This is our experience in a tertiary care diabetic hospital where we encountered 21 cases of cholecystoenteric fistula
during laparoscopic cholecystectomy over a period of 2 years. Our series: From January 2013 to January 2015 we
performed 1191 cases of laparoscopic cholecystectomy in our unit. We encountered 12 cases of cholecystoduodenal
fistula, 7 cases of cholecystocolic fistula and 2 cases of cholecystogastric fistula. All cases were diagnosed during
laparoscopy, and were dealt with laparoscopy. Intracorporeal suturing was used in all cases.
Observation: Successful per operative diagnosis requires suspicion and careful adhesiolysis in all cases. Avoiding
conversion to open operation reduces hospital stay, pain, wound infection and chest complications associated with
upper abdominal incision. As the fistulous tract is usually near the fundus and far away from Callots there is not much
increased risk of common bile duct injury.
Conclusion: Cholecystoenteric fistulas can now safely be managed laparoscopically in advanced centers by
experienced surgeon.
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Introduction
Bilioenteric /cholecystoenteric fistula is a condition where
there is an abnormal fistulous tract between the gallbladder
and gastrointestinal tract. The communication most
frequently occurs between the fundus of the gallbladder and
duodenum, but other parts of the gallbladder like body or
infundibulum may be involved. Other parts of the gut like
right side of transverse colon and stomach may also take part
in fistula formation less frequently. The incidence of such
complication ranges from 3-5% in patients with cholelithiasis
according to some articles2, while other reports suggest an
incidence of 0.15%-4.8% of patients undergoing biliary
surgery3-6. However it is a rare complication of chronic
cholecystitis and is associated with gallstone in at least 75%
of cases7. It may also be associated with Mirrizi syndrome8.
Since 1987 laparoscopic cholecystectomy (LC) has been the
favored treatment for gallbladder diseases9. With experience
gained from laparoscopic surgery, LC has successfully been

attempted in every kind of gallbladder disease. Previous
reports suggest1,10 cholecystoenteric fistula as an indication to
convert laparoscopy to open operation, but with increased
experience in laparoscopic field, development of technology
like stapling device and techniques like intra corporeal
suturing and knotting, cholecystoenteric fistula is no more a
contra indication of laparoscopic cholecystectomy.
Our series: Working in a tertiary care diabetic hospital has
given us the opportunity to deal with a large volume of
patients, specially complicated ones referred from diabetic
centers all over the country. In our unit 1191 laparoscopic
cholecystectomy was done between January 2013 and
January 2015. We found 21 cases of cholecystoenteric
fistulas. In our series the incidence was about1.7%. Out of
them, 12 cases of cholecystoduodenal fistula, 7 cases of
cholecystocolic fistula and 2 cases of cholecystogastric
fistula. All cases were diagnosed during laparoscopy, and
were dealt with laparoscopy.
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Patient Profile: The age range of patients were between
43-69 years. 3 female and 18 male patient. Symptoms were
similar to that of chronic cholecystitis, but in all cases
duration of history were more than 3 years, suggesting
repeated attack and inflammation precipitating fistula
formation. Pre operative USG showed contracted Gallbladder
in 9 cases. None of them suggested Pneumobilia.
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Operative details: Dense pericholecystic adhesion was
found in all cases. After working out through omental
adhesion, gallbladder was found to be densely adherent to
duodenum or colon or stomach. Careful blunt dissection
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delineated the fistulous tract eventually, which was then
transfixed, dismantled from the gallbladder side and
undermined into the gut by continuous suture. A 2/0 round
vicryl was used in all cases. A drain was kept in Morrison’s
pouch in all cases. Significant fibrosis were also present in the
Callot’s in 13 cases. Gall bladder was delivered in endo bag in
all cases. Average operating time was 60-80 minutes.
Post operative management: A nasogastric drain was kept in
patients with cholecysto duodenal and cholecysto gastric
fistula for at least 3 days. Oral feeding then gradually started,
liquid from 4th POD and normal from 5th day. Drain was
removed after oral feeding started. Patient was discharged
with oral medication on 5th or 6th POD.
Discussion
Since advent of laparoscopic surgery untiring efforts,
innovation and invention of enthusiastic technology loving
laparoscopic surgeons has obviated most of the initial
contraindications of laparoscopic cholecystectomy. In last 15
years several articles have been published regarding
complicated cases of laparoscopic cholecystectomy and their
safety issue. Most of the recent reports are very encouraging,
indicating improved results with experience. Cholecystoenteric
fistula has long been a reason to convert laparoscopic
cholecystectomy to an open one, but recent reports from
different parts of the world shows the condition can safely be
managed by by laparoscopy. In our series we had 21 cases of
cholecystoenteric fistula, all diagnosed peroperatively. In some
reports preoperative diagnosis has been made in up to 50% of
cases7. Presence of pneumobilia on USG, CT Scan, passage of
contrast to colon on ERCP, delineation of fistula tract by
MRCP T2 image has been reported11, 12. But chlecystoenteric
fistula cases mostly have similar clinical feature like chronic
cholecystitis13, so on what basis such costly investigations are
advised or whether it will be cost effective when the incidence
rate is <5%, is not clearly mentioned.
Regarding operative technique most surgeons used stapling
device to disengage fistula tract, which is easier, faster, avoids
peritoneal soiling14-18. In our series we have used hand sewn
technique, simply because we work in a developing country
with limited resource. Intracorporeal suturing is a bit time
consuming but it’s cheaper and end results are equally good19.
We have employed warm saline wash to the peritoneal cavity
to wash out biliary soiling and kept a drain as required.
Post operative results are very rewarding, showing significant
decrease in post operative pain, and chest complications
associated with open surgery. Less pain causes early
mobilization and less post operative paralytic ileus. Oral
feeding from as early as 2nd POD has been reported in cases
where stapling device is used8.
Results of long term follow up is not available in our series as
we followed up our early cases up to 3 months, but in studies
with long term (2.4 years) follow up8 results are good.
Conclusion
Diagnosis of Cholecystoenteric fistula pre operatively and per
operatively requires a high index of suspicion and experience.
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In the hands of a surgeon with significant laparoscopic
experience, laparoscopic cholecystectomy and laparoscopic
management of cholecystoenteric fistula is safe and effective.
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