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Laparoscopic Partial gastrectomy as a treatment for
cholecystogastric fistula. A case report
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Cholecystogastric fistulas are a rare complication of chronic biliary disease,
characterized by an abnormal communication between the gallbladder and

the stomach. This condition can cause symptoms such as abdominal pain,
nausea, vomiting, and weight loss. This article presents the clinical case of a
male in his 8th decade who was experiencing a typical case of biliary colic.
During the surgical procedure, a cholecystogastric fistula was identified, and
the management provided by our team resulted in a favorable outcome.
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holecystogastric fistulas are an abnormal
Ccommunication between the gallbladder and

the stomach that can form as a result of
diseases such as chronic cholecystitis, cholelithiasis or
after previous surgery. Cholecystoenteric fistulas are
rare, the most common being cholecystoduodenal,
whereas cholecystogastric fistulas are more frequent in
women over 60 years of age, with an estimated
incidence of 0.2-0.5% in the general population.
Cholelithiasis is an important risk factor for its
development.

The formation of a cholecystogastric fistula is
due to erosion of the gallbladder wall and the stomach
wall, which allows direct communication between
both organs. This can occur after periods of ischemia,
due to the pressure exerted by gallstones on the
gallbladder wall, or by a chronic inflammatory process
of the gallbladder.

Symptoms of cholecystogastric fistulas can
vary, but commonly include abdominal pain, nausea,
vomits and weight loss, up to gastrointestinal
obstruction due to the passage of biliary material into
the stomach. Diagnosis in most cases is usually made
transoperatively, but can be made by imaging studies
such as ultrasound, computed tomography (CT) or
magnetic resonance cholangiopancreatography
(MRCP), which demonstrate abnormal communication
between the gallbladder and the stomach. In addition,
upper endoscopy can be useful in detecting signs of
fistula, although it is less specific than imaging tests.

Treatment of this type of fistula usually
involves surgical resection of the gallbladder and
management of the stomach wall, with the
laparoscopic approach being a common surgical
option. In some cases, endoscopic intervention may be
performed for closure of the fistula.

Case report

A 72-year-old male patient with a medical
history of benign prostatic hyperplasia for 5 years and
a recurring inguinal hernia (repaired 2 years ago)
presented with intermittent pain in the epigastrium and
right hypochondrium. The pain, rated 2/10 in intensity,
was exacerbated by cholecystokinetics and had been
ongoing for 3 years. The patient denied any other
related symptoms. Ultrasound of the liver and biliary
tract revealed a gallbladder measuring 4.9x2x2.1 cm,
with a regular wall and heterogeneous content due to
stones, the largest measuring approximately 0.9 cm.
Blood tests showed: leukocytes 7.4 x10° ul,
neutrophils 5.95 x10°* ul, hemoglobin 10.5 g/dL,
hematocrit 32.4%, platelets x10° ulL, glucose 91 g/dL,
aspartate  aminotransferase 58.8 U/L, alanine
aminotransferase 52.3 U/L, creatinine 1.34 mg/dL,
total bilirubin 1.35 mg/dL, direct bilirubin 0.57 mg/dL,
and indirect bilirubin 0.68 mg/dL. Based on these
findings, the patient was diagnosed with
cholecystolithiasis and scheduled for an elective
laparoscopic cholecystectomy.
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Figure 1. Transoperative laparoscopy showing cholecistogastric
fistula.

During the surgery, the following findings
were observed: Parkland V gallbladder, Ziilkhe III and
IV adhesions, dimensions of 7x2.5 cm, and a
cholecystogastric fistula connecting the vesicular
fundus to the anterior surface of the gastric antrum.
The cystic duct measured 4 mm, and the cystic artery
was 2 mm in diameter. Consequently, a partial
gastrectomy of the anterior surface of the antrum was
performed with Endo GIA using a purple 60mm
cartridge, with the stapling plane reinforced using a 2-
0 polypropylene monofilament suture. A laparoscopic
cholecystectomy was also completed. The patient
started liquid diet the day after surgery and discharged
2 days later. Currently, the patient is asymptomatic,
and his recovery is progressing well.

The histopathological examination of the
specimen revealed chronic cholecystitis with a
transition between gallbladder epithelium (simple
columnar with microvilli) and stomach epithelium
(simple columnar and simple ciliated columnar
epithelium), with no signs of malignancy.

Discussion

Cholecystogastric fistulas are extremely rare
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Figure 2. Internal face of the gallbladder and orifice of the
cholecystogastric fistula.
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Figure 3. Gallbladder and cholecystogastric fistula after resection.

and are a diagnostic and therapeutic challenge. In the
clinical case presented, a 72-year-old male with
chronic biliary disease and cholecystolithiasis
developed a cholecystogastric fistula, which was
identified during a laparoscopic cholecystectomy.
While the patient's symptoms initially suggested a
typical case of biliary colic, the transoperative surgical
findings revealed an unexpected communication
between the gallbladder and the stomach. This case
highlights the importance of considering the
possibility of a cholecystogastric fistula, even in
patient enting with symptoms commonl
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associated with gallstones or chronic cholecystitis, and
show how it can be managed effectively for the
patients benefit.

Even though preoperative imaging, including
ultrasound, could provide valuable information in
identifying gallstones and the condition of the
gallbladder, it may not always reveal the presence of a
fistula. In this case, the fistula was discovered during
the laparoscopic procedure, which is often the most
reliable way to diagnose this condition [1]. The
decision to perform a partial gastrectomy in
conjunction with laparoscopic cholecystectomy was
based on the extent of the fistula and the need to repair
the gastric wall.

The treatment of cholecystogastric fistulas
typically involves both surgical resection of the
gallbladder and repair of the stomach wall. Since
Partial gastrectomy, as performed in this case, is an
appropriate surgical strategy to address the gastric
involvement while ensuring the complete resection of
the fistula. A laparoscopic approach is often preferred
for being minimally invasive, which results in quicker
recovery and reduced complications [2,7]. The
patient's favorable recovery post-surgery further
underscores the effectiveness of the laparoscopic
approach in managing such rare and complex
conditions.

In summary, cholecystogastric fistulas, though
uncommon, should be considered in the differential
diagnosis of patients presenting with chronic biliary
symptoms. The combination of laparoscopic
cholecystectomy and partial gastrectomy offers an
effective treatment strategy for managing this rare
condition. Future research and case reports will
continue to help reasure the management approach for
cholecystogastric fistulas.

Conclusion

Cholecystogastric fistulas are a rare condition,
primarily caused by chronic inflammation and the
presence of gallstones in cholecystolithiasis. Although
this type of communication with the stomach is
uncommon, during surgical treatment it is essential to
manage the affected gastric wall appropriately.
Laparoscopic partial gastrectomy has proven effective
when combined with laparoscopic cholecystectomy,
providing favorable outcomes for patients [1,2].
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