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Introduction

This report describes an exceedingly rare complication of renal calculus: staghorn calculus causing 
biliary obstruction and duodenal fistula.

Literature review provided 8 documented cases of pyeloduoenal fistula since 19731-8 while biliary 
obstruction is described twice since the 1960s8, 9. A single case of biliary obstruction with 
pyeloduodenal fistula from renal calculi was reported in 197610. This case describes a rare pathology 
and provides a discussion of different modern methods for addressing biliary obstruction and 
duodenal fistula secondary to renal calculi.

Case Presentation

67 year old female with past medical history of cholecystectomy, presented with several months of 
worsening right lower quadrant pain.
- No fever, chills, nausea, vomiting, burning or urgency with urination
- Vitals stable, no leukocytosis, alkaline phosphatase 212
- Computed tomography (CT): biliary ductal dilation with perinephric abscess and associated 

staghorn calculus in the right kidney (Fig. 1)
→ Admitted, IV antibiotics, interventional radiology (IR) drainage, discharged. Plan for interval elective 
nephrectomy.

Conclusions

Isolated pyeloduodenal fistula management strategies:
- Conservative management1

- Endoscopic ligation2

- Nephrectomy with primary closure of fistula1, 7

Isolated biliary obstruction from renal calculus previously managed with choledoco-duodenostomy.9

The only previously reported combination biliary obstruction and fistula case was managed with 
primary repair of the fistula with duodeno-jejunostomy diversion.10

We present nephrectomy followed by complete biliary exclusion with a T-tube, gastroduodenostomy 
and temporary pyloric exclusion with primary repair of the duodenotomy as a viable strategy for future 
dual biliary obstruction and pyeloduodenal fistula secondary to staghorn renal calculus.
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Figure 1. CTAP at initial presentation

Figure 2. Repeat CTAP

Case Presentation Continued

Re-presented on 6 weeks later with worsening symptoms.
- Repeat CT: persistent biliary dilation with “distal common duct extrinsically compressed by a large 

right staghorn calculus which may have eroded into the second portion of the duodenum” (Fig. 2)
→ Admitted and taken to the operating room (OR) for nephrectomy.

OR: Duodenum fistulized to the renal capsule. Radical nephrectomy with primary repair of duodenal 
fistula with T-tube placement and pyloric exclusion.


