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Tablel1L Laboratory data on admission

RBC  368x 10* ul y-GTP 21 1/l
Hg 10.7 g/dI UA 3.8 mg/dl
Ht 325 % T-AMY 81 U/I
WBC 11,700 p1 P-AMY 29 U/I
PLT 21.7x 10* ul BUN 13.3 mg/dl
CRE 0.7 mg/dl
TP 5.7 g/dl Na 136.4 mEqg/I
Alb 34 g/dl K 4.18 mEg/I
T-Bil 0.8 mg/dl Cl 103 mEg/I
T-Cho 112 mg/dl CRP 12.8 mg/dl
HDL-Cho 63 mg/dl
TG 31 mg/dl CEA 3.1 ng/mi
ZTT 40 KU AFP 2.0 ng/ml
GOT 21 1u/1 CA19-9 001 U/ml
GPT 10 1u/1
LDH 302 1u/1 HBsAg ood
ALP 178 lu/1 HCVADb ooo
ChE 403 1U/ml
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Fig. 1 Longitudinal sonogram on the left upper Fig. 2 al Abdominal plain CT on admission shows a
quadrant shows a crescent shaped strong echo with laminated massO arrow surrounded by soft tissue
acaustic shadow. density area. b0 Abdominal plain CT on seven days

before admission shows only laminated massO ar-
rowl] in the dilated intestinal lumen.
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0000000000000 000000000 Fig. 3 MRCP shows slight dilatation of the upper
Saiatalatatalslatatelatatalatatalatatalals commohbileductandahighintensitiyaremarrow[l

at the side of duodenum.
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Fig. 4 Schematic representation of the findings at
surgeryd a mesenteric abscess of the afferent loop,
containing an enterolithCand extent of the resection
performed! leftd and the reconstruction appearance

O rightld

—— cut line
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Fig. 5 al The surgical specimen with enterolith. b0
The opened specimen showing a defect of the wall
on mesenteric side.
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Fig. 6 Cross section of the enterolith shows the en-
terolith consists from a core and to an outer layer.
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Fig. 7 Pathological findings show partial absence of
the proper muscle layer thin arrow and the mu-
cosal layer with acute inflammation and partial ne-
crosis thick arrow (O fall through the wallC HE
stainx 40

00 O Fig. 700
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A Case of Enterolith Associated with Perforation of Jejunal Diverticula in the Afferent Loop

Kazuhito Inoguchi, Takashi Yoshioka, Shinya Gomi, Hajime Nakai and Yojiro Orita
Department of Surgery, Chugoku Central Hospital of the Mutual
Aid Association of Public School Teachers

We report a case of unique enterolith associated with perforation of jejunal diverticula in the afferent
loop. A 75-year-old man, with a history of gastrectomy and oral administration with ursodeoxycholic acid in
treating type C chronic hepatitis was admitted to our hospital for abdominal pain on March 12, 2002. The next
day, he was referred to surgery for paritonitis and underwent an emergency operation. Gastrointesital recon-
struction by Billroth Il anastomosis was done at the previous operation. A mesenteric abscess caused by per-
foration of the jejunum in the afferent loop and an enterolith in the abscess was found at laparotomy. We par-
tially resected the jejunum and reconstructed a gastrojejunostomy by Roux en Y anastomosis. Pathological
findings indicated a perforation of jejunal diverticula caused by diverticulitis. The enterolith consisted from a
core and to an outer layer. Analysis indicated the core consisted of deoxycholic acid and the outer layer of ur-
sodeoxycholic acid. The enterolith was suggested to be a combination enterolith constructed from a bile acid
enterolith as the core and medicine as the outer layer. In the present case, a jejunal diverticula and gastroin-
testinal reconstruction by Billroth Il anastomosis was considered to have caused stagnation of the intestinal
contents and bacterial overgrowth, which led to formation of the enterolith.

Key words[ enterolith, jejunal diverticula, ursodeoxycholic acid
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