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• CASE REPORT •

A case of enterolith small bowel obstruction and jejunal
diverticulosis
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Abstract
We reported a case of 79-year old woman with known large
bowel diverticulosis presenting with small bowel obstruction
due to stone impaction - found on plain abdominal X-ray.
Contrast studies demonstrated small bowel diverticulosis.
At laparotomy, the gall bladder was normal with no stones
and no abnormal communication with small bowel - excluding
the possibility of a gallstone ileus. Analysis of the stone
revealed a composition of bile pigments and calcium oxalate.
This was a rare case of small bowel obstruction due to
enterolith formation - made distinctive by calcification
(previously unreported in the proximal small bowel).
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INTRODUCTION
Diverticulosis of the small bowel (excluding Meckel’s) is
uncommon - being found in less than 5 % of post-mortem
examinations, although the prevalence increases with age[1].
The condition can be complicated by diverticulitis,
haemorrhage or perforation[2,3]. Small bowel obstruction due
to an enterolith formed and extruded from a diverticulum is a
rare complication[4-6].
     Enteroliths form in small bowel diverticula either de novo
or around a central nidus such as a fruit stone or undigested
vegetable matter (the latter is termed a bezoar). The usual
composition of true enteroliths is choleic acid[7] - an end product
of bile salt metabolism - postulated to form as a result of acidic
pH shift within a small bowel diverticulum. Radiological
diagnosis of such stones is rare, unless calcified (which
usually occurs only in the more alkaline ileum)[7]. Diagnosis
is therefore made at laparotomy with the presence of the stone,
diverticula and the finding of a normal gall bladder (excluding
a gallstone ileus). It is unclear how stones are extruded from
small bowel diverticula lacking a muscular coat, but larger
stones will be extruded and pass distally to cause obstruction
- an enterolith ileus.

CASE REPORT
A 79-year-old lady presented with a two-day history of
vomiting and central, colicky abdominal pain. She had been
constipated prior to this episode and had taken senna with only
a little effect on the previous day. She had a known history of

sigmoid diverticular disease and had been admitted only once
previously for suspected diverticulitis. She appeared
dehydrated with fever of 37.6 degrees. Her abdomen was
distended but soft with some central and left-sided tenderness.
Bowel sounds were heard and digital rectal examination was
unremarkable. Blood tests revealed a white cell count of
21.6×109/L without other abnormality. A plain abdominal film
demonstrated opacity on the left side (Figure 1) and a
gastrografin study revealed numerous small bowel diverticula
of varying sizes. The opacity now was presumed to be a stone,
was noted within the small bowel (Figure 2).

Figure 1  Radio-opaque stone was clearly seen in the plain
abdominal radiograph (arrow).

Figure 2  Contrast study (105 mins) demonstrated multiple
jejunal diverticula and minimal passage of barium beyond the
mid-jejunum. Stone was still visible (arrow).

     At laparotomy, the presence of large jejunal diverticula was
confirmed and the stone was found impacted in the mid-



jejunum. The gall bladder appeared normal without stones.
The stone approximately 3×4 cm and weighing 10.60 g appeared
greyish and hard which was removed via a small enterotomy
close to it. The patient made a good recovery from operation,
delayed only by post-operative nausea. Analysis of the stone
revealed a composition of bile pigments and calcium oxalate.

DISCUSSION
We reported the first case of proximal small bowel obstruction
due to a calcified enterolith. It is postulated that diverticulas
provide the more acidic environment necessary for choleic acid
precipitation and stone formation[7]. However calcification
cannot occur without an alkaline pH shift, which normally
occurs in the ileum. Our case confirmed calcification occurring
in the proximal small bowel which made this theory less
definitive but facilitated the diagnosis.
     The consensus management of enterolith ileus at laparotomy
is to first attempt manual lysis of the stone without enterotomy
and to milk the smaller parts into the colon where they are passed
through rectum[8]. If this is proved to be impossible or
inappropriate, the stone is removed through an enterotomy which
is made in a less edematous segment of proximal small bowel.
    The rarity of enterolith small bowel obstruction is well
recognised with the condition occurring in conjunction with

cases of diverticulosis. However the diagnosis should be
considered in patients presenting with clinical features of small
bowel obstruction without evidence of previous abdominal
surgery or incarcerated hernia.
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