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Traction Diverticulum of the Small Bowel with
Enterolith as a Cause of Intestinal Obstruction
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woman, aged 55 years, was admitted with a 2-day
history of colicky abdominal pain, nausea, and
omiting. Her past medical history was significant for
open sigmoidectomy for diverticulitis 9 years prior to
admission and open adhesiolysis for small bowel obstruction
6 years prior to admission. On admission, the patient was
stable; succussion splash and tenderness over the right lower
quadrant on abdominal examination was present. Erect
abdominal radiography revealed dilation of small bowel
loops, and air fluid levels were revealed. Nonoperative
management included restricting the patient to NPO, initiating
intravenous fluids, and a placement of a nasogastric tube.
Contrast meal was administered prior to the nasogastric tube
placement. Nonoperative management failed to resolve the
intestinal obstruction. The patient underwent laparotomy,
which revealed traction diverticulum of the ileum 60 cm
proximal to the ileocecal valve with enterolith causing
intestinal obstruction (Figure 1). Small bowel resection was
performed. The postoperative course was uneventful, and the
patient was discharged on postoperative day 11. On follow-up
2 months later, the patient was doing well.

Even though several cases of traction diverticula of the
esophagus, duodenum, and colon have been described in the
literature, to the best of our knowledge, this is the first case
reporting traction diverticulum of the small intestine. The
rarity of this clinical entity could probably be explained by
anatomic mobility of the small intestine. Therefore, long-term
traction on the small bowel wall can only arise in the context
of diffuse adhesions.

Congenital diverticula of the gastrointestinal tract can be
encountered in various sites from the pharynx to colon.'? The

most common congenital diverticulum is Meckel’s
diverticulum, which is also the most common gastrointestinal
anomaly.® A diverticulum is considered true when it involves
all three layers of intestinal wall (including muscularis and
adventitia.) False diverticula result from the herniation of
only the mucosal and submucosal layers through the points
with minor resistance to intraluminal pressure. Congenital
gastrointestinal diverticula are always true diverticula.?
Acquired diverticula morphologically can be divided into
both true and false diverticula. Pulsion diverticula are false
diverticula (or pseudodiverticula), whereas traction diverticula
are true diverticula. The vast majority of acquired jejunoileal
diverticula are pulsion pseudodiverticula.’

The etiopathogenesis of pseudodiverticula formation could be
described as increased intraluminal pressure as a result of
small bowel motility disorders, connective tissue disorders, or
neuromuscular conduction disorders against the sites of
minimal resistance, such as sites where blood vessels enter
the submucosal layer, perforating the muscular layer.> The
association of various systemic diseases, such as Marfan
syndrome, Fabry’s disease, and Cronkhite-Canada syndrome
with small bowel diverticulosis have been previously
reported.®

Acquired small bowel diverticula are usually asymptomatic
and are found incidentally during radiology or laparotomy
done for another abdominal condition. In 29% of cases,
patients can present with “flatulent dyspepsia triad” including
epigastric pain, abdominal discomfort, and postprandial
flatulence.” In up to 30% of cases, complications such as
acute diverticulitis, perforation, intestinal obstruction, and
bleeding can emerge.!°
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Figure 1. Resected small bowel with traction diverticulum and enterolith. (a) Traction diverticulum of the ileum (3x4 cm) and

(b) the enterolith (3x2 cm).

The most important modality for diagnosis of small bowel
diverticulosis is contrast-enhanced computed tomography
(CT), which reveals diverticula as discrete round or ovoid,
contrast, fluid or air-filled structures outside the expected
lumen of the small bowel, with a smooth, barely discernible
wall and no recognizable small-bowel folds.!

In cases where surgically treated small bowel diverticula
experience complications, additional surgical treatment may
be required. However, several cases of conservatively treated
jejunal diverticulum perforation, including antibiotics and
CT-guided percutanecous abscess drainage, have been
reported.'? If diverticula involve a long intestinal segment, as
commonly happens, the resection should be limited to the
perforated or inflamed intestinal segment to avoid creating a
short bowel syndrome.'?

Bowel obstruction can emerge by various mechanisms, such
as volvulus at the site of diverticulum, intussuseption of
diverticulum, stenosis due to diverticulitis, extrinsic
compression of the small bowel by a large diverticulum, and
enterolith impaction.!®"® In the proximal small bowel with
acidic pH, enteroliths may form as a result of precipitation of
bile salts deconjugated by bacteria.' In the distal small bowel,
enterolith formation is a result of debris accumulation in sites
of stagnation such as diverticulum.

To conclude, traction diverticulum of the small bowel is an
acquired true diverticulum formed as a result of long-term
continuous traction of a fixed small bowel by adhesions or
inflamed surrounding tissues. Enteroliths can be formed in the
diverticular sac of the distal small bowel due to stagnation.
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